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&BSTRACT

In developing cohhtgﬁes, approximately 70% of the total

population live in rural communities. The formal health care

systemy till now has been agle to reach\fnly a very small
¥ “
segment of the. rural population. -The efforts, made by the

governmﬁnt,, by internetional organisations like the W.H.O.

and the PANAM, and by religious organisations, to uplift the

health  status of the rural population through the
impLgmenﬁatioﬁ of rural héalﬁh programs, . have been only
minimal. :

This thesis critically evaluate? the existent comﬁunity
devélopmené and ‘primary.héaltﬁ car ‘progréms &n developing
cohntfies with particular reference to India. In doing so,

the study examines how primary health care programs can be

better implemented (to meet the health needs of the rural

people) th}oﬁgh organised community efforts, = using the-

resources available at the community level. Through this -

process, the priﬁary health care System would be~§haped
aréund.the life patterns of the people, reflecting the
sdcio-cultural, economic and political characteristics of
the country and 'itsfvrural ~communities. Finally, due
recognition would be~ given to the indigenous systems of
medicine which have been practised for centuries by« the
rural populétion in most developing_countrie;. |

If primary health care programs are implementedbthrough

this process, what can be hoped will be achieved is, rural

.
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b
communities of the developing world having access to the

basic health services by the year 2000,

)
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This thesis is-based on the oid definition' of public

the: 1mportance of organlzed community efforts:

PUbllC health ‘;s the s;;ence and art of preventing

§isease, prolonging life and _promoting - health and
efficiency /through organized ‘communityfeffort-for

ion of theeenvironmenﬁ the c9ntrol of

commdnicabLe _4ihfeétions, " the educatloﬁ\ of the

"'/ .. '\\.. “

1nd1v1dgal 1n personal hyglene the organlzatlon vbf

,

medlcal/and nur51ng serv1ces for the early dlagn051s

o . ©

“and pvevent;ve',preatment of disease,” and ‘' the

FE N

by Wlnslow 62 years ago, strongly underllnlng

.

development  of the soci%@»fmachinery to ensure

‘everyone .a standard of. living 'aéeguate‘ for the,

. maintenance lof health, S0 6rganizing these benefits

as togenab}e”eVeryfcitizen_to realize his birthright

of health and longevity (Winslow, 1920) .

-animary health care addresses the main  health problems

the.commUnity, proViding promotive, preventive, curative

in

a#nd
rehaballtatlve serv1ces accordlngly Since these services

. reflect and evolve from.the.economlc conditions and 'social

Values of the cduntry,and'its_cdmmunitiesn they will vary by -

country and'cdmmunity, but will include at_least:

o | 1
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1. Promotion of proper nutrition and adequate supply of
drinking water; |

2. Basic sanitation°

3. Maternal and Chlld care, including family planning,

4, Immunlzatlon agalnst major 1nfect10us diseases;

é. ‘Prevention and control of local endemic diseases;

6. EduCation concerning prevailing health ’problems, their
prevention and control; and -

7. Appropriate treatment for common diseases and injuries.

In order to make primary health caré’speedily accessible to

the community, full community participation in the planning,

oroanization and management of,priuar;fhealth care, as well

as maximum community and individual self-reliance are

-required, Such participation‘ is best mohilized throughh

appropriate education, enahlino communities to seal with

Eheir:health problems in the most suitable way. They }111

‘ thus ‘be. in a better p051t10n to make rational dec151ons

concerning primary health care and'to make - sure that the /

/

right kind of support 1s prov1ded by other various 1evels of

/

the national health system. These other levels have to /be-
- /
organized and trengthened so as to support primary health

care _with technical knowledge, training, gu1danc; and
superviSiOn;" logistic .support,‘\;supplies, information,
financing,'and"referral,facilities including institutions to
which unsolVed problems and individual patients can be
referred. The term "community developmeht"':is not always

understood = by ‘?Ejig//en§EEEd in rural health activities.
2 ‘\ E ) | .

= \
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}K Community development ' is a specific approach, a pattern of

well established practices emanatfng from certain basic

principles, attitudes and objectives whose implications,

however, are frequently wunfamiliar to health personnel

working in close proximity to rural health activities in-

operation. ‘ &;

Strategy For Introducing Primary Health Care :
Strategies currently emetgﬁng to alter the 1imbalance
between . health ( cate,ﬁneeds and health ”cefe resources
emphasize the development of primary health ,CA%éE systems
based on community‘development programs. |

' The World - Health Organization (WHO) hasl already_

t

confirmed its intent to co-operate in the development and;

strengthening of prlmary health care :systems 'nl_f} stated
goal is‘_that all people in the developlng world w1ll haveﬁ
access to basic health services by the year 2000 Partxculaf

emphasis is bein§~ aplaced on the establlshment “ahd

maintenance. of a health care infrastructure at theecommunity

“level, which will provide continuing basic health services

for major health problems. Within this struct:?f; people .

served will be closely involved.

The WHO is strongly committed to community development
(rural aeLelopment in most cases), strengthening ‘the

community and its ability to handle its own problems.

.Community development programs have important implications

for health.and health care services.



Firstly, community development programs ,contribufe
directly to the increased well-being of the community.
ImprOVed roads, transportafion and commuﬁfcation systems,
for example, reflect on the economy of the community (with
“which health status is  strongly correlated) and on the
health care people can obtain; improved agricultural
praqﬁices, which have an‘ecqnomic as wgll as nutritional
impact; small industry, which provides jobs and cash flow-
with a >subsequént improvement in liVihg standards.
Con{e;sely; health care services: contribufe to further
aevelopment. Healthqﬁr people can. invest more benergy' in

working and learning, and can thus upgrade their ' own

" communities.

H

Secondly, the involvement -ofpeople in the .planning,
dgvelopment and mahagement of progtams "is an impbrtant
factor in  improving the general standard of living.
lParticipants are able to put‘ their knowledge, skills,
sophistication, self-reliance and motivagfgn gaingd, to tﬁé
solution of community>'problems difectly related to poor
health. Community debelopment programs thus, include direcé
involvement 1n the‘heaith care system of the community,
which 1is of crucial importance -if health éerviceS’are to be
underétood, accepted, aﬁd be compatible with community
'deéiges.~ This pargicipation also provides a new resourcé.—
people who contribute their energy .and time in order to

strengthen health services - a resource which health care

cannot do without, if it is to extend its services more

K . ' - ¢



broadly. ' . - : Co

- The third way to shift thé balance between available
‘resources and health care needs at the community level in
- developing céuntries is ‘to‘ehsure that,évery action taken
and every technology used Jreali%es its -potential for
effectiveness to the fullest dégree,possiblg, while at the
same time being affordabl@, usable under the circumstances
of delivery, and accepﬁable ~to the accompanying methods,
techniques, instruments, and gupplies made to ,meet these
four criteria, , s

Coverage should be extended ﬁo -a‘ gfeafer number of
people. Persons who work at the village level, often with
little training and inadequate supefvision, could be
expected to work more easily, effectively and ééfhly,

Community participation, as part of the comﬁUnity
development process,/becomes more of a posSibility, as baéic
economic and 4educational levels keep rising. “ Viilage
improvements in many countries of the world, during the past
generation, have worked to the advantage of the cbmmunity
development apbroach. Although nearly half of the world's
population live in absolute or relative poverty, observers
who have had continuing contact ?ithwthe rural scene during
recent decades can appreciate?the'chanées that have taken
place. In villages throughout the world, education is more
productivé, the standard of'living is higher, roéds have

been Vbuilt, and the transistor radio is a commonplace item.

The villager too is a different person. Hig;/horizons have



become broader, he has travelled to cities and has perhaps
even worked 1in them. He is also less suspicious of hisv
neigthufs. It appears, then, that the contemporary villager
is more ready to collaboréte in development activities,
including 4priméry .. health acti&ities, than was his
counterpart a few years égo.

This- "people—orieAted" model, ‘as opposed to the
narrower techno-economic "growth-oriented" model, is ﬁore
therapeutic since the majority of people pérticipate in the
‘planning and execution of development activities.

0 ,
The Cbmprehensive Community Approach To The Rur;l Health
Problems in Developihg Countries - A Model |

There are ﬁahy factors wgich .influence :the healt%
status. of any community popuyation, Direct ipfluences
include: environmental conditions 2physical and preventive)
'and curative‘activities carried.out by the,community. These
activities are  influenced by the availability and
utilization of health services within the commhnity.
Utilization is\infiUenced by environmental <conditions and
socio-cultural and economic factors.

Th? importance of economic cqnditions may be noted.
-Through nutritiom, for example, poverty influences the
health status of any community, both vdiréctly and
indirectly. 1Indirect effects include inadequate utilization
of health services. For example, eveﬁ though services may be

free, people may not be able to reach the health centers for



e,

the sihple reasoh that they cannot afford the bus fare.
Similarly, economic conditiohs will affect the physical
environment through poor sanitation. The socio-cﬁltural
e;vironment will also be affected, as people who are very
poor, tend‘ to be more traditional and less willing to try
innovative ideas because'they cannot afford to riskt losing
what little they have, §ince economic conditions are of éuch
great impoftance, health programs should therefore be

closely linked with community development progfams. Above

all, the political facet, the primary decision making

component of all communities, should . encompass the very

dynamics of development.

Another very important factor is that of utilization,

~ with which health education is chiefiy‘ related. Even if

health services  are available, they will have mo effect

unless properly monitored. As already mentioned, utilization

will be influenced by physical, economic and socio-cultural
~ d!

conditions. The latter seem to be particularly impertant and.

require effective communication. This influence should be

two-way: utilization of -sefbicas_ should in itself be a

learning experience which modiffes-people's attitudes.

* Purpose Of The Thesis

Studies, in- developing countries, indicate an uneven
distribution of medical and health = services. Various
researchers have offered alternative approachés,'strategies,

and programs to rectify this imbalance. Based on these
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Arepo:@s, programé have been launched in India by the
government as well as by international health qrgénizations
which, however, have been unable to meet the basic health
. .needs of the rural population. Dr. Halfdan Mahler, Director
'General‘oﬁ the WHO, said that "health for all by the year
2000" will not be achieved unless effective, low cost health
care is put into practice and untapped. manpower ‘and other
resources available at the community level are made use of
through community developmenf programs in developing

countries. °

The main pUrpdse of this thesis is to examine how the
’ \ .

©

commu%ity development process influenced primary health care

prégrams in India through organized community effort. The

thesis will investigate:

1.. "A description of community developmént (rural
development) progréms in India; \

2. A discussion of primary health  care programs in
developing countries;

" 3. Health and 1its multiple relationships to the various
aspects of development;

4. Community involvement in the planning and imblementation
"of national health care as well as of local primary
health care activities and programs; )

5. The utilization of available cbmmunity resources, e.dgd.
traditional medicine in primary health care activities;

6. Community participation;’and

7.  People's involvement in health care programs.

f



Research Hethodoiogy

The methodology used in this thesis is historical and
analytical in nature. It will‘include‘an analysis of the
existing data on community develobment theory and a similar
analysis of primaYy health care programs in developiﬁg
countries with special reference to India.

The -main theme of this research is focused on how the
community development process can influence the community's
health care system utilizing all available resources. In . the
process, an‘effective primary health care system, shaped_
around people's life styles and patterns, will be organized.
The theoretical framework of the developing countries' rural
population and their social needs will be drawn from the
works of Maslow, Ensminger, Biddle and Biddie, Banerji,
Levin and Newell. |

The community development approach states that it is

: y

important to obtain the participation of the people to help

g
Py
! '\:3 -~k

Frem reéch_a decision‘by,democratic methods, taking as much
responsibility for thé project as possible and working it
out in their own way. There is a hidden assumption here,
that the- basic values of the community are similar to those
of the health wérkers and that, 'if they understand the need
and are .allowed to use their1qwn methods of bringing about
change, people in the community Qill themselves work' towards
the goals desired by the health team, whose only role will
be that of enablers, encouragers, and facilitators. Some

would go further and say that community members themselves
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o ‘
should set their own basic values and goals, and that

outside agents (government or international organizations)
should not interfere. This yould place outside agents in the
position of observers rather thdn ‘of community' health

developers. It 1is assumed here that it would be more

desirable that outside agencies pléy multi-faceted fﬁdLés
i S

rather than merely that of observers.

o

the existing data on the process of community developmg

SEELY

primary health care, 1is to gain some insights iqﬁﬁ

’ o5
comprehensive community approach to the rurgl h@@§

{
b

problems in developing countries. The purpos;§3”

PR R

point out why primary ,heélth care fell short to meet the

health requirements of the rural masses of India. This would
allow- recommendatidns, to 1improve the existing primary
health system, to be made.’
" Review Of The Literatdre

- Community development has been effectively used in many
countries as a way of improving the health of the éeople.
Popular participation  in development is now an
internationally accepted strategy and, in some countries,
communities have applied this strategy in the form of
specific community development programs to improve health.

The WHO's wvarious publications provide significant

information about community involvement in primary health

“care programs. In every case, the formation, recognition and

En
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streogthening of local comhunity‘organizations were crucial.:

In 1954, the WHO Report on Health Education (TRS 89)°
did not emphasize theeneed for any“specific knowledge of the
community development approach. However, by i958, a further .
report in the series (TRS 156)? pointed out that training in
health education should be made available'to workers 1in
other fields, 1including community development, and that
health workers should have the responsibility to assist in
community development programs. Thus, in four years,
community ,development had not only been recognized, bur
special training in this field was felt to be an essential
part of the training of all health workers.

In some developing countries, the community'developmenr
approach has, 1in fact, been wused 1in many rural health
"improvement.activities such as, for example, in the well and
latrine construction projects. This approach, however, has
never been used extensively in its comprehensive sense.
Rather, a few techniques have been "borrowed" in order to
achieve certain health objectives. There .is evidence to
suggest ‘that todey, where community development does form a
part of rural health activities, it is usually' regarded as
being distinct from them and slightly ob%foue to health
activities. For example, in the Korean rural;health project,
"a community deveiopment effort (was envisagéd) to encourage

the local residents to participate n lco—operatives and

i
N |
other self-help projects"® and in the Nicaraguan rural

health project, "community development workers are trying to

+
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Create an awareness of the possibility of progress to
replace the apathy which ié at present a brake to
de%eiophent.“‘

In 19771\the UNICEF and Wgo study pointed oQt that the
strategy adoptea for accomplishing primary health care to
all underseqyéé populations, through the integration of
resources at the community level, both human and material,
needed to make an impact wupon the health status of the
péople. The approach emphasizes the need for community
involvement in the general development process - a process
by whiéh‘better health can and should be both an ingredient
,and a derivative. In communities where materiai'resources
are scarce and human resources abound, Ehis strategy,
basiéally one of self-reliance, is prbbably the only
approach that these communities can afford, and it could
well tufn out to be the most cost-effective.® Based on the
general concepts of M. Ross,* Biddle,’” Biddle,® Clinard,"
and the Intérnational Cooperation Administration, the United
Nations Department of Economic and SociaIAAffairs, and the
X1 International Conference on Soéfal Work, community
development can be viewed as an educational, problem—sdlving
process designed to help a community solve its problems
through group decision making andvgroup'action.

g The development of an effective system of primary care
based on concepts of western medicine is unlikely to
succeed, if it 1ignores the existing patterns 6f health

culture in the community. In India, the village concepts of
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the et1ology of égsease, its appropriate treatment, and
utilization patterns of _the formal health sygzem and its
alternatives, have been studied by a numbe;g of authors
Boddiﬁg 1925,'® Bodding 1927'* , 1940'* (Journal of Asiatic
Memories), Carstaris 1965,'® Marriot 1965,'* "Marwah and
‘Kocher 1978.'® Different surveys, (Rao et al 1973,'* Marwah
et al 1978,'’ Chakravarty 1972,'* John Hopkins Univérsity
1870'* ) indicate that only about ten percent of all

sickness episodes are seen by the government primary health

centres and sub-centres in the rural areas.

One of the principal reasons for this 1is that, in
India, a large number of alternative sources of health care
are available to the villagers, - from the private

practitioner who has been wholly or partly trained in
western medicine, formal eastern alternatives, or the
viliage folk practitioner. The latter are part—time curers
who have had no formal training, yet they treat about 40
percent of all sickness episodes in the rural areas (John
Hopkins University, 1970).2°

The WHO/UNICEF Joint Study on Alternative Approaches to
Meetlng Basic Health Needs of Populations in Developing
Countries very strongly enunciates a maximum utilization of
the available community resources through community
participation, as well as their integration with other
sectors of community development such as agriculture,

education, public works, housing, and communication

(1977). 2"
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" CHAPTER 2

WHAT IS PRIMARY HEALTH CARE?

The term primary health care evokes a variéty of
definitions influenced by conceptual différences,
" professional training and interests, as well as the past and
present sbcgo-economic, cﬁltural and political systems of
each country: Primary health care as adopted in the‘;lma Ata ?
Conference is defined as "essential health care based on
scienﬁifically sound and socially acceptable .methods and
‘technology made universally éccessible to individuals and
families in the comﬁunity, ;hrough-their full participatiQn 
and at a cost_that the community and country can afford to
maintain at every stage 6f their develogment, in the 4spr{t
of self—relianceﬂ (WHO, 1978):‘ Structurally, primary health
care is an integral partiof the national health syétem, it
being theuﬂesSentiél fun;tios of both thg heaith~sy$tem and
the overall éommunity'development. It constitues the  first
level contact of individuals, families and communities Qt
the periphery.
. In  this definition,vthere are four essential feétures;
of Primary health care .which are significantly ‘different
*  from the conventional medical care systems. They are:
1. The -effective' co-ordination with ﬁhe;sécial, econbmiér
and refated heaVth services to help'peopie deal with the

17
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'many;sided\problems that affect health.
2. Its stress on the importance of health promotion and
development and of increasing the capability of people
‘to live a healthy life.
3. Promotion of personal:and c5mmunitymresponsibility and
involvement in theif own héalth care.
4. The meésures and activities undertaken at the level of
first sntact with individpals, families, and
communic. s for the care and prevention of diéeases,
fdisability -and dependancy, rehabilitation and promotion
- “of health. o | |
Primary health care touches multi—faceted problems of
£he Idaily living of individuals and communities which
require knowledge, attitqde G?nd skills not only iﬁ
promotivé, preventive and curative dimensioﬁs of health. care
but also ih socio;economic dimensions that inciude skills in

-

orgarfized community development.

Céncept of Priméry.Healih‘Care

The concept of primafy health care is-misuhderétoqd .if
it is seen merely as the fifst conﬁact between a sick person
and some representative of the formal health care sYstem. It
s grosély misunderétéod)‘of.coursé, if it it thought of as
a second class substitute.for "real care" to be applied only
.in develoﬁing countriés. Primary-yﬁﬁglth care bonsists of
those basic health measures which ;hould‘apply to all people
in both ldeveloping and undeveléped ,c0untriesvalike, The

declaration of Alma Ata holds that primary health care
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addresses the main health problems in the community,

providing promotional, preventive, curative

rehabilitative services. ‘As such it includes;

G

"education concerning prevailing health problems and
the methods of preventing and controlling them;
promotion of food supply and proper nutrition; an

adequéte supply of safe water and basic sanitation;

maternal. and child health «care, including family

planning; immunization against the major infectious

diseases; prevention and control of common diseases
. g

and injuries and provision of essential drugs" (WHO,

1978) .2

and

In developing countries, adequate primary health care

S

may require the provision of services where none at present

. exist, In developed countries, it may require

re-focusing. of existing services and a .re-ordering

priorities. In all countries, it requires the formation

the
of

and

impiementation of programs for health development, which

include, among other things, the assumption that there will

to

“be substantial community participation.

. ; W \
During the last several years "primary care" has come

the fore as the "new" priority in health care.

In

September, 1978 the World Health Organization and UNICEF

joihtly sponsored the first international <conference on

Primary Health Care which was held at Alma Ata in the Soviet

Union. (For the Declaration of "Alma Ata" see Appendix 1.)
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Of course, the idéa of primary héalth caré itself is
not new. What is new "is the priority such care shogld‘
receive, noQ that the international ?ealth care commuﬂ’ty
has agreed on its importance. The significance of this
recognition is o great ‘and reflects not onlya gfowing
understanding 6f the technical, economic and social 1issues
involved but, even more important, an evolviné of the
political and economic relationships both within and between
nations that have taken some sharp turns dufing recent

years.

Rationale For Implementing érimary Health Care

To varying degrees, virtually all the nations
comprising the fFirst World" of industrialized, capitalistic
céunéries are sufferihg " from declining economic growth,
relatively rapid inflation and considerable umemployment .
Such economic problems inevitably carry with them ‘cerﬁain‘
political ’concerns. Most o£ these countries also feel the
pinch of rapidly expanding and apparently uncOntrollab;e
health sector expenditures. To add‘inéult to injury, so to
speak, these expenditures are increasingly beihg se;n as
having little positive measurable impact upon evén iﬁproving
national health indices. Some critics “have even Suggested
that these increased expenditures'are actually contributing
to ill health.

Not surpfisinglf the _health sector in most countries
~including those of the Third World, follows closely the

'socio-political characteristics of the nation. As such, the
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health sector in most Third World countries is characterized
o v
by services directed toward the wealthier members of the
population, and’ which conform to the réquirements of the
most elite group of heafth care providers, theh_meﬁical
profession. Coverage of the population of even_eiementary
health care services is often ﬁo éreater than a quarter of
the whole, and by effective and "dariné" services, it is
even less (Newell, 1975).°

A grave imbalance exists between the overQhelming needs
of the gégple and the capacity of availéble health care
resourcé?ﬁéto meet them. This imbalance 1is, of course,
famili;r to all who have worked in developing regions of the
worig; On. one side of the scale, is the erfall blanket of
‘poverty, the large majority of the population ‘living in
rural or remote areas, tﬁé high percentage of children and
youth with special needs, énd the high prevalence of illness
and early death, for individuals and families living in
rural poverty, aé well as fbr the poor living in urban and
periurbah fringe areas. The conditions of life ére such that
the developheht or maintenance of health beéomes almost' an
»impossibility. Environmental éanitation,; incldding clean
water, a basic necessity for health maintenance,- cannot be
ensured. Nutritional well*beiﬁg, the other major dgterminant
of good health, 1is difficult to achieve. Families have
little opportunity for education, or for acquiriﬁé the
sophistication required to cope more effectively with thﬁ

deleterious conditions under which they live: The wide’
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prévalénce of chronic malnutrition allows little room for
energy expenditures 6ver and above those needed for
. existence.

Because of the great inadeqﬁécies.in thg_fbgsic health
and life sustaiqing necessities, the pééﬁ’?i developing
‘Eountries suffer great burdens bf disease, Aisability and
"~ death. Life expectancy 1is 1low and one half of all deaths
‘usuﬁlly-take place in the under five age grd%p. More than- 97
_per cenf of all wunder five deaths occur in the less
devéloped countries (Naverro, 1974).*

In most countries of the less developed wqua,
fesources for health, financial manébwer, facilities,
planning and research, tend to be in the cities and large
towns, and within the urbén areas tend to be put to wuse at
the most complex level of care. It is the hospitals and

medical centres, caring for the few with diseases requiring

the most complex technology (andrtending to care for the

most part for those geographically closest to ‘the facility),

which have the greatest access to the resources of the
country. This disparity in resource allocation between urban
and rural areas and between primary care system ‘and the

tertiary level is also characteristic of many. developed

W

countries. Because :there 'is more money to spread around,

however, the absolute - level of expenditures for rural
primary health care becomes less abysmal. This concentration
of resources on the more complex services and facilities

derives, at least in part, out of the medical profession's

\
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,OVerwhelmipg pre—occupaﬁion with - scientific medicine and
with technology itself, ana out of human pro-activity, often
characteristic of those involved in political matters, to
spend money for the largest, the "best" ‘the "highest"
quality and the "most advanced". The less visible primary
level from its most‘peripheral point in- the village, is the
larger health centres, they being seen foo often as not
exemplifying those attributes, and as a result, tending to
suffer from financial undernournishment, underdevelopment
“and neélect (Naverro, 1974).°
Primary Health Carg In india -

H;storically, the expérience and concern'in’ the field
of primary health care in 1India dates back to the Vedic
period. As far back as 3000 B.C., the Indus Valley
civilization had already developéd environmental sénitatibn

programsisuch as provision of underground drains, public

o

" baths, etc. in the cities.

_ 'Ardgya' or héalth was given ﬁigh pr;é;ity in daily
lif;jlrénd rules set and advocated fquat%aiaing 'arogya'
indicate that the concept of health was not limited to the
étate of absence of disease, but included physical, mental,
socialyﬁkd §piritual well-being. The concept of primary
héalth.care for all has been aptlyvand‘beautifully exéressed

in an ancient sanskrit verse: (Sarve Santu Niramayaha).

Literally it means, "Let all be free from disease."
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The life style that was evolved was conducive to health
promotion. The essentials for health care, eg.- personal
hygiene and habits, health education, exercise, code of
conduct and self-discipline, dietary practices, food
sanitation, environmental, civic and spiritual values,
treatment of minor ailments and injuries, etc., were neatly
woven into the daily activities of life, or what was called
"dina charya' (Rao and Radhalakshmi, 1960)*‘. Through such
practices and traditions, the community was self-reliant in
health matters generally. The sgciety”also cultivated the
science of life, Ayurveda. By 1400 B.C. total health care
with emphasis of health promotion and health education was
the main feature of Ayurveda. 1In spite of the stress on
prevention of disease, curat}ve medicine was also well
advanced at that time.

Unfortunately, for unknown reasons, this great era was
lost to a dark age. There were furtheg onslaughts because of
a series of foreign aggressions and regimes leadiﬁg to a
greater disruption of the e{iéting health practices, which
were a part of social and cultural interactions and
exchaﬁaes. Ayurveda not onl& _failed&to develop, but also
languishgd because of a want of an;?adequate state of
patronage and recognition (Banerji, 1976).’ What Jirvived_
were ‘the anthropological evidences, a wealth of vedic
literature, yoga exercises, traditions, and customs.‘of
special significdnce are the traditional recipes consisting

essentially of mixtures ‘ofy locally grown cereals, herbs,

~

)
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pulses, etc., which for all their antiqUity are now seen to
be scientifically and nutritionaily sound. Another good
example 1s the waning custoh of observing 'sovle' - a type
of isolation or sanctity - as a part of food hygi'ene, etc.,
and of 'sutak' - a kind of quarantihe - fo be observed for a
specific period in the event of death in a family. These
customs had unquestionably originéted as aseptic tecﬂniques
without which the surgical procedures would never have been
sUccessfu{' in the days long before those of Lister in the
United Kingdom and Pasteur in France.
The Western Influence

During the middle of the eigh-eer-h century, the alien
British government 1in 1India established medical services
essentially for the benefit of the Britiéh nationals, the
armed forces, and the privileged civil servants. Bﬁt the
vast majority of the native population was denied access to
Western medicine. The Ayuryegic, unani, and other local
health care facilities were totally neglected and allowed to
languish. The services were largely curative for the care of
the sick and injured, and were available at ‘the general
hospitals located 1in the big cities and commercial centers
(Banerji, 1976:14).* Later, some preventive measures were
provided for the control of epidemics, and dispensaries were
6pened in some remote villages. Provinéial "health
department’s were estaBlished in 1919 (Grant, 1943;12).’ But
neither health planning nor medical education was based on

the health needs of the people. The medical colleges and
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schools produced physicians who were trained in

hospital-based curative medicine. In complete ignorance of

community—b%sed health care, they vwe}e brought up in the

a

ition of the hospital services, mostly catering

rom the wupper «classes in the wurban areas

to peogple d

. (Government of India Report, 1946).'° This strong western
bias wagi largely responsible for the blind adoption of
sophisticated "modern medicine" for a few. Techhiques and
drugs were not critically evaluated were and are being used
indiscriminately. High technélogy was accepted without
cost-effectiveness analysis and relevance to health needs.
The resultant lopsided development of health services
significantly slowed the speed of providing essential health

care to the rural population and the urban poor.

The Health Situation, Affeq‘lndependence

India is a vast count;y with an area of over 3.29
million square kilometeré and a pdpulatioh of 683.8 million
by the 1981 census. A little less than 80 percent of the
population is rural and lives in about 580,000 villages.
About half of the villages have ‘a population of 500 or less.
It is estimated that from 15 to 20 percent of the population
is undernourished and many more are bélow the poverty line
(Government of India Report, 1961).'' The literacy rate is
36.2 percent. The health conditions 1in the country were
precarious before independence.
‘ 'In 1947, a planned program for the nationwide provision

of medical and health services to the people was started as
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part of developing a welfare society. On the eve of

Independence, the Health Survey and Development Committee,

popularly known as the Bhore Committee, had submitted its

report. This classic report provided an almost revolutionary
alternative and furnished a blueprint for a né;uapproach to
the health services in Inaia. It i% one of theymoéﬁ national
and far-sighted documents of its kind. The “national
government readily accepted the report as it was based on
guidelines which were similar to those put forth by the

National Planning Committee of the Indian National Congress

in the thirties. The important innovating recommendations of

the committee were:

1. Establishment of an effective rural health services
infrastructure by creaéing a network of primary health
centre complexes.

2. Provision of integrated preventive, promotive, and
curative services witﬁ full participation of the people.

3. ﬁeduction in tﬁe size of each family unit, (through
family planning) for a healthier and happier life.

4. Provision of adequate health and medical care even to
thqse who are unable to pay.

5. Training of necessary health manpower,vmedical, nursing, .
baramedical, and auxillary (Government of India Report,
1961).'?

It was accepted and provided for in the constitution of

India that the health of the people is the responsibility of

the state.
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A planning committee was set up in 1950 for
sQcio-economic development? and for the implementation of

-}
the\\health program which was to be initiited in the
squz

i

| ssive five year plans. The Community Development

rogram was launched in 1952 with the objective of
integrating rural development in all the sectors
simultaneously. The comprehensive health services which were

to be provided throadh the primary health centres formed one

of the components of the all-round development activities.

\*-\

India's NewaBﬁroach To Primary Health Care

Major steps towards providing integrated health care
were taken during the fiftp—five year plan. The emphasié was
on the provision of a packet of integrated health, family
planning, and nutrition services to‘the vulnerable groups,
'Ehey being, the children, pregnant women, and nursing
mothers., In order to rectify past shortcomings, such as the
failures of the national health programs, ineffecéﬁve
co-ordination in the nutrition programs, and the slow rate
of developmentf(égﬂévfésult of interdependence of different
sectors), iﬁ\ﬁ was necessary to improve the health
infrastructure aga'to launch a frontal attack on poverty.
Not only had there been much proliferation of special cadres
established wunder each program eg. smallpox, malaria,
leprosy, tuberculosis, cholera; trachoma, family planning,
etc., but there was | also a clash™~ of intereéts,

. \ : 4
shortsightedness, and a tendency to work in mutually

exclusive compartments. Thus, a Minimum Needs Program was
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vintroduced'in tbe.fifth plan as a correctine measure; The
Vcomponents of the prbgrah'consisted of elementary educatidn,
~rural\health, rural'water suppiy, rurai roads, ' house sites
for landless, 'slum improvements and rural electrification.
However, the targets were not fully reached and appreciable
results were not evident. '

Invtne health seetor, a iarge numper of ,Staff, under\
the ' different 'national programs, }wererfunctioning infth;
same areas and’serving a large population;-This system was
not cost effectlve and was not ‘satisfactorysin many ways. In
1973,‘the commlttee, popularly called, the Kartar Singh
'Commlttee recommended that - the “ health services be
restructured The commlttee suggested that the National
‘health Programsv - the Unipurpose Schemes —‘be integrated
Withrthe‘generai health services infrastructure (Government
_of India Report, 1980).'? | \ . |

Thus, tne Myltipurpose Health Werkers“Scheme was
proﬁgged and vapbrbved,by the government. Thls was indeed a -
.-biézhisborical step in theievolution‘df "a national health:ﬁ
policy’ It was planned to natlonallze the organlzatlon, and_
use bavallable manpower so  as to reduce’ the area and
‘pdpulation ’cdvered by each of the field sgeff in ;rder to
reduce travel t1me and to make serv1ces more ,efﬁectlve -and
emore satlsfactory. Each multlpurpose health wgrker\ was
entrusted with the task 6%“ providing“‘comprehénsive health
'

~care  to about 5,000 people instead of carrying-out ]USt one

functlon such as. malar1a work or vacc1nat10n under a spec1al

w
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program moverzng a populat1on of .over 10,000 people. The

workers woulda also be better-'knoyn to the people they

’*‘,ru
T 4]

Under thlS scheme, the male-health workers such as the

R

smallpox vacc1natlon workers, malarla surveillance workers,

ba51c- health workef@ a’famlly welfare f1eld workers/health‘

y

a551stants,'cholera Sprkers etc were unlfled into one“bodyv“

L4 . ’

and were- ‘rede51gnated as health workers, ' The auxlllary
l‘~nurse~m1dw1ves etc., were also de51gnated as health workers
(female)' ? fhe ex1st1ng superv1sory ’staff eg. sanltary
1nspectors, smallpox superv1sors health inspectors, mala%la
rnspectors leprosy technldlans etcriwererbroughtfunder;oneﬁf
head and re- des1gnated as health: assistants (male)' They‘{
were a551gned )the task of gu1d1ng and prov1d1ng technlcalf'

’:

support and sup%fv1s1on over‘ every four hsalth workers
(male) - Slmllarly, four health‘workers (female) were;guided
V'and superv1sed by health assistants (female) prev1ously a
'nurse m1dw1fe, general duty nurse,,or lady health v151tor A
team of one male and female health worker was to dellver the
package of prlmary health care to a populatlon of 5 000
An 1nten51ve and ma551ve- tralnlng,“program~ had been
‘(’undertaken to convert the multlpurpose health personal into
mult1purpose workers As of January 1 v1981 ‘out of a ,total
‘of; 401 districts inf Indla, had been covered” “and
re—orientation:training ,programs had been completed for
&2,1$6v distrlct level staff and key tra1ners, 9,172 medical

officers’working;at the primary health centres, and 13§ﬁ871
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male and '%?male health workers and health assistants.

‘Training was ,ca:riéd out in 142 districts  for thei:
_respectivelbealf% personnel. The balance of 49 districts was
scheduled to be covered ﬁn the last phase (Govérnment of
India Report, 1980).'* ",f' . .
Medical education was also under reviey, as the system
failed to provide‘ adéquafe community basedA’and' health
oriented, training to the doctors. The Medicél Education and
Support Manpower Committee, popula?ly kndwg as the
Srivagtava ‘Committee, reviewed the entire sitﬁatioh and
submitted its report in 1975. It. strongly recbmmended fhe Q
quicker’ imélementation of -the Multipurpose Workeré-schéme
and the introduction of a three fier‘plan fOf heaith care iﬁ‘:
the ‘rural areas, eg. - viilage—levél'47v61ﬁnteefs,
iétérmediate-level paramedical staff, and ;primar§' heaith
léentre—level medical and refe;ral'service§; AcEanledgihg
the enormous significance o%_ community partiéip;tion; uthe
¢5ﬁmi£tee puﬁ forwardvthe revolutionary c;ncépﬁ of:using‘the
peopli to improve their own” health, "and ‘suggééted the
creation of bands bffparaprofessional or gemibréféssibﬁéi
health workers from the community itself téfééovide” primary"
‘health care in the villages. Such wgrkerg_weré not to Be
'pért og the formal health services (Govépgment ?Qf/ Ihdia
Report,‘ 1976).'% The committee also .pfoposeé a plaﬁ‘to.v
re-orient medical eduesfion and _shift ﬁ%e émphaéisf.frOm
"hospital‘ care™ i.e.< "caré", %gz  fqpmmuni£§ -qgge"7 i,e.:

prevention of disease and promotion of health. = .

g
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CHAPTER 3

INDIA'S NEW APPROACH IN RURAL HEALTH CARE

A number of surveys on health facilities in rural India
reveal that India is still lagging much behind the target.
The Health Survey and ﬁévelopment'Committee ﬁeaded'by Dr.
Bhore and”knOWQ as the Bhore Committeé (1946) and the Health
Survey and Planning Committee headed by Dr. Mudaliar and
known as the Mudaliar Committee (1961) have given definite
guidelines on health planning in India.

The objectives of health programs during the first four

five year plans were (1) control / eradication of major

communicable  diseases, | (ii) provision of curative, .
preventive ‘vand promotional Hea%th services,  (iii)
'augmentation of training programs of medical and

para-medigal personnel; (iv) and strengthening of the
primary health centre compiex for undertaking preventive and
curative health Cbs/;ervicés in rural areas. The Fifth Plan
tried to provide,minimum public health facilities integrated
with family welfare and nutritién,fqr Qulnerable groups -
children, pregnant womén and nursing mqthefs. The éccent of
the schemes during the period has been on (i)vincreasind the
accessibilityv ofy.health' ser%éces to rural areas, (ii)
intensification of the . control ‘and eradication of
communicable diseases, especially sﬁall—pox, malaria,

34
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leprosy, (iii) qualitative improvement in education and
traininé of health personnel, and (iv) attempts to dévelop
referral services by providing specialists' attentionfto
common diseases  in rural areas. Unfortunately, thé
achievements during the plan period~ fell short “of the
targets, especially in the - Minimum Needs Program, whose
objectives were to 'creatg an adequate infrastructure and
efficient health care services in rural areas. “(Minimum
Needs Program lays down the urgency for provid{ng social
serviges according to nationally accepted norms within a
time’bound program) . | |

The Fifth Five Year Plan stressed the importance of
Heaith Services to rural India. Quite ambitiously the
planning éommission declared, "The primafy objective. during
the Fifth .Plan 1is to provide minimum'~public health
facilifies integrated with family‘planhin§ and qutrition.for
vulnerable- gréﬁps - children, pfegnant QOmen_ana lactating
mothers. It will be nécessary to consolidate past gains in
the various fields of health,xsuéh as commUnicéble diseases,
medical education and p;ovisibn of an infrastructure in‘ the
rural areas. The accent during the Fifth Plan will be on (i)
}ncreasing.the accessibility of health services to rural
.areas, (11) correcting the regional imbélance,i(iii) fupther
~ development of referral services by removing ‘deficiencies in
'distriﬁt and sub-divisional hospitals, (iv) intensification
of the contrbl and eradication of communicable diseases

especially malaria and sméllpdx, (v) quantitative
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improvement ° in - the ‘education and training. of health
personnel, and (vi) development of ~referral serviéeS' by
providing specialists' attention to common diseases in rural
areas.

"The mihimum needs program, along with the training of
multipurpose health auxiliary and a more v{gorous pursuit of
communicable diseases eradication / control is the core of
the health care programs. Backward and tribal areas which
have so far been” neglected will. receive pfeferentiai,
treatment in the implemenfation of the health programs”

(Draft Fifth Five Year Plan,»1974—79 Vol.I1).'

Sélient Features

The salient features of the Minfmum Public Health Needs
Program as e;uhciated by the Fifphufjve Year 'Plan were: The.
Minimum Needs Program was to reééiQé‘théﬁhiggest\priority
and td be the first chargé on thé'development outlayéﬁ‘under
. N
the Health Sector: The targets were: (i) one primary hea}th

centre for ‘each community development block, (ii) one

sub-centre for a population unit of 10,000, (Lii) making up

the backlog and deficiencies in buildings, staff, equipmentva

etc, (iv) provision of drués at the entranced level of Rs.
12,000/ - per annum for primary health centre and Rs.
-2000/-per annum per sub-centre, (v) upgrading of one in four
primary health centre's to 30 bedded rural hospitals. |
Existing‘ curative éstablishmengs such as dispensaries,
cottage hospitals etc., were to be functionaily integrated

with the primary health centre complex:



"To ensure their more effective functioning, primary
health centre's which at present do not have
adequate road communications, safe drinking water
supply and electricity, will be provided these
essential amenities under the Minimum Needs Program
on.-a high priority basis. The same consideration
will apély in tﬂe loqatipn of new PHC's., In effect,
to make a better impact, the minimum needs program
will be offered as a package consistihg of health
-care, potable water supply, adequate road
communication and fural electrification.

"The rural hospital establishments are expected to
provide’ routine ,specialisea services in medicine,
surgery, and obstetrics and | gYnaecological
disciplines. Adequate provisions will be made for
care of emérgencies‘and acutely 11l cases refered
from the neighbouring PHC's. These establishments
will provide relief to the curreﬁtly overcrowded
‘district and other hoépitals and will thus bring
expert'medical care within the reach of the people

residing in rural areas.

"A sizeable component of the outlays< on minimum

needs program is for tﬁe provision of drugs at
sub;centre, primary health centre and rural hospital
level. The endeavour during the Fifth Plan will be
‘to make essential drugs available to the rural areas

at cheap prices.
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There were doubts about solJtion of the rural health
problem. Experiments proved less effective and
expensive. There was too mpch of éhph;sis on Western
model was derived by experts. It was realized that
~"it is this model which is depriving the rural areas
and the poor people of the benefits of good health
and medical services. Serious doubts have,
therefore, been raised as to whether Iﬁdia did right
in adopting this western model of medical services
°> and health care whose costs go far beyond 1ndia's
resources, which emphasizes curative rather than
preventive‘anq promotional aspects and which creates
i»g, immense pgésiéms because of over -‘emphasis ' on
inappropriateiy\ high level professionalisation,
institutionalization and centralization" (Draft Five
Year Plan 1978-83, p. 230).2
Df; Srivastava's'éommittee‘analysed the problem with a
practical ‘approach. The angle was on the availability of
medical ‘resources in the Villages father than on placing a.

more theoretical blue print. It was the first offical

committee to take this inté account and to suggest a new

13 . \ .
approach to health care services which begins with the

communi%y and -trained health workers from within the
comMunity itself and then 1links up these basic services
within the codhunity'with‘an infrastructure of dispensaries
and hospitals through a sound and well-organized refér;al

system. This basic recommendation +of the committee was
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immediately acted upon by the Government in October, 1977,
and steps were initiated 'to augment thev health care
facilities in the rural areas through (i) a scheme of
transferring skills to workers selected by the community
under the new community Health workers' scheme, (ii) drawing
up a scheme of involvement of medical colleges in the total
health care of selected primaryv health centres with the
objective to ' re-orienting medical education and mgking
specialist services available to the rural public and (iii)
accelerating re-orientation training of unipurpose workers
engaged in the <control of wvarious communicable diseases
programs into multi-purpose workers so as to integrate the
present vertical structure for control / eradication of
communicable diseases.

"Prevention is Better than cure" was the main motto of

the new policy. The main objective was, "to serve the rural

area‘ and poor people. The policy visualizes the development
of a\}arge band of health workers from the community itself
to take care of the common day-to-day ailments, which make
even the Best medical aid, available. to every individual
through é well-organized referral system and through a chain
of taluka, district and state .hospitals, costs remaining
within the reach of India's resources.

| The most important recommendation of the Srivastava
>Comm5ttee was that primary health care should be provided
;ithin the community itself through specially trained health

_workers so that the health of the people is placed in the
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hands of the people themselves.

A schéme which came into operation soon after the
Srivastava‘ Commitgee's_recommendation becamé public was the
re-orientation 5f medical education, initiated with the twin
objective of providing curative health care facilities to
the rural people and giving a rural basis to medical
education.‘ Each of the 106 medical colleges in the country
were provided with threé mobile clinics obtained from the
Government of the United Kingdom ‘(Government' of India,
1980).° The scheme provided for a one-time assistance to the
medical colleges for meeting a part of the recurring and
non-recurring costs, the State Governments meeting the
additional non-recurring/recurring costs. The scheme will be
continued in the plan and each medical college will cover a
whole district in due course.

| In the Fifth Five Year Plan approval was given for the
positioning of one village Health Guide for every thousand
villagers.by March 31, 1984 (Government of India, 1981).,*
Mr. B, Shankaranand, Health Minister, made this announcement
to the Member of Parliments attached to his ministry on
December 16th, 1981. The job descriptions for each of the
Village Health Guides were to: (1) treat 'minor «:.lments, (2)
work for the control and eradication of malaria and other
communicable diseases, (3) educate rural masses in maternal
and child health care, (4) act as the focal point for the
spread of family planning knowledge, and (5) sell oral and

non-oral contraceptives,
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Provision has been made for the establishment of a
Village health Committee for each wvillage. The committee
would have five members chosen by the village community to
supervise the working of the health gquides. Qualified
medical graduates will take up the task of trainings village
Health Guides. Presently, India produces 13,000 medical
graduates, 3400 practitioners of the Ayurvedic (tr;aitional
medicine), Unani and Sidha systems and 6,000 homoeopaths
every year. | |

At present, there are about 140,000 community health
volunteers in the field (as on 1st April, 1980).° During the
1980-85 plan it will'be further ’exteﬂded to add another
estimated 220,060 community health volunteers raising the
total number to 360,000 by 1985. This will cover the whole

country.

Indigenous And Western Systems Of Medicine In India

The terms "traditional" and "modeyp" are obviously
value-laden. The term “Erqpitipnal" medicine will refer to

~—

what are called in India tﬁe "Indigenous Systems of
Medicine" - the Ayurvedie, Siddha, and»Unani Systems - and
the folk medicine practices of various regions of the
country. The term "modern" medicine will apply to the
medical '_system which was mainly developed within the
industralized countries.

In studying the development of thes indigenous and

P
Western systems of medicine in India, we would be indeed
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studying the political economy of the ‘health problems and
health practices in the country.

In the pre-industrial era of the history of man,
different communities developed their health cultdres in
keeping with their ovérall ways of J¥#¥e. The more ~b€ganized
wand refi%ed the way of life of a community, the more
developed was its health culture, and vice versa. However,
since the way of life at this stage of man's history was b}
and large rather "simple", so was its health culture. The
essential featﬁ}e‘ of health praétices in the preindustrial
era was that they were mostly. evolved by ‘the communities

themselves, in - resbonse to the health problems they

encountered, although there was some degree of diffusion of

these practices to and f& the health cultures of

surrounding communities,

The Industrial Revold ‘brought about a very

" extensive and fér—reaching disruption to this equilibrium,

affecting the social, economic, and political relations as
well as the health culture.

It 1is also significant that, when such widespread
suffering created a political and social counter-reaction,
and when it was realized that social problems were
thfeatening industrial production and profits, the very same
technological forces which had _ earlier caused this
depredation were deployed by the captains of indﬁstry, who

also had the political power to develop the western system.

Economists, who had hithérto regarded medical expenditure as
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a mere consumptid%u item," lafer' caﬁe to rrealize. “that
allocation'»to health ‘oéfe ean‘ also be an‘iﬁ%estment, an
investment for inCreasiﬁg the produEtivity'of labour. ~

Large masses of people became more impovefiehed thgough
weetern’vays,'as a %esult of whioh they were uhable. to
vmaidtain* the health services which they had developed as a
component of the1r overall way of llfe "Unlty‘ of man ' and
vnaturel was the fundamental postulate‘ of ancient_lodiah
\ medicine". . |

Ind1genous Med1c1ne And Prlmary Health Care In India
The . development of an effective sysuem of pr1mary oare,
based on concepts - of ~western medicine is Lnlikely to
supoeed, it it ignores ehe existihg pa;tern of nealth
.culture in the commupity. In Ind1a, v1llage concepts of the
etiology of ddisease,‘ its approprlate t;eatment, and
utilization patterns of the‘ formal health system and its
‘alﬁernetives, have been sﬁudied by' a .number ofv authors
(Bodding 1925, Bodding, P.O}f1925iv1927, 1940, Joufnal of
‘Asiatio Memories, 10:3)° Carstairs,"l?65:212’ ;, Mefriot;’
1965:71, Marwah and Kockar,‘?x19§8, TO:ll. Diffefent‘surveys
(Rao et al 1973, vo27:512, " Marwah,'? et al 1978117,
‘Chakrevarty,!3_ 1952:19, Joh; Hopklnsd'Universlfy 1970) ' *
indicate that;only about 10 percent of all,sickness episodes
are seen by kthe government ‘prlmary health ‘tentres and
sub- centres in the rural ‘areas. o ;‘, : : ‘%?K
»  Unfortunately, there  is- only limited ‘data on the
numerical Stréogth.of verioﬁs‘tyaesjof medical;practltioners

A
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other than those practising modern medicine, buﬁf what 1is
available indicatés that thgi% number 1is very largef In the
Pakhowal Block in the Punjab for instance, indigenous
practitioners' population ratio was found to'be 1:1500. They
outnumbered doctors 10:1. Although‘ international
organi;ations such as thé‘ World Health Organizétidn have
béén increasingly gggpowledging the iméortdhce of the formal .

alternatives to western medicine (WHO 1977), they, have been

! "3

slower to recognize_the’need to analyze the role of .the folk
practitionefs and the possibility “of‘ utilizing them in
~primary care énd health educat{on. In India, it was at the,
Hyderabad Conferencei on Alternative Approaches to Health
Care in 1975 that such. an épproach was first sérioUsly
’discussed‘fKocher, 1977'ICM3 Report).'?

The Department of Preventive‘>and Social Medicine at
Banaras Hindu University has {or some .time been édvpcatfng
this approach (Kochar et al, 1977, iCMR Report, Marwah and
Kochaf\\iEZQ, ~10:1),'¢ identifying and cﬁaraétgriiiﬁg‘the
folk practitionérs in and around its semi-urban and rural
- paretive areas (Shukla et al 1975, Shulka 19781 Kochar 1979,
iShukla et al 1978)'’ and carrying. out pilot training
projects with several typgs?ofvpractitioners (Wantamult§ et
al 1979,'* Tandon et‘al 1979, Sharmgi1979,2; p. 167).

The extensive use of these . prdctitioners in most
developing  countries stems from their gebéraphical
‘_avaiiability. “Formal health 'services treat five patients

beyond a five kilometer radius (Alexander and Shivaswami,

N

»
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'i970:3X.2“ The accordépceA of their . explanations ' and
treatment with. the 1ocal$health culture; %heié eiemehtxof
'altruiém - a snake bite curer, fdr example, will  not only
provide. his sérvices free, but wiii drop whatgver he 1is
doing to attend a patient, and will remain with him» until
the condition is resolved. Moreover, their atgituae t;wards‘
their patiénts 1s much more ac;eptable than that of many
doctors; in one survey, villagers were asked if they wqﬁld
like the folk pra&titioners to ;éceive a govérnment stipend;
the méjority ‘said no, a typical comment being that if they
wefe paid, they would start to behaQe flike_ gbvernment
‘officials (Shukla et al 1978).2%v

It must be emphasized that these folk practitioners are
_ordinéry villagers, recégnized in theléommunity as having
greater knowleage of health and sicknéss“vthan ; their
neighbors. This expertise is lea;nt by word of mouth, and as
much as is considered appropriate is paSsedv on . to their
fellow—villager@.‘Not only does the folk pracﬁitioher have-a
key réle in health education, but by giving them training,
health information is be%ng passed on to the village people

themselves. @

Developments In TraditioﬁélvMegicine
Traditional ang indigénohs systemS(‘of médicipe “have
persisted for'-many ceﬁéurie;, even ‘in barts'of the world
whe;é'modernDheal@ﬁfbérsl isﬁag&&élable. in the last few
'years, hb&gvgfﬁﬁﬁ theu.idea of mobilizing the manpower

. component of traditional medlicine foY purposes of ‘primary

aN
- i
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health care, particularly in rural areas, has been gaining
. . » f/ )
ground in many countries. The steps leading to WHO's program

. ' +in traditional ‘medicine is as follows:

A méetiné on - the training and utilization of
traditional birth attendants was held in 1972 at WHO
Heédquarters to develop training programs and research
,studies'that could improve the services of these workers in
their respective comm&nities.

In fT974 a joint 'UNICEF/WHO study - (Djukanovic

W

~ UNICEF/WHO, 1975,~puv2) onfaltﬁrnative approaches to meeting
IS

p e

basic health needs in< lMé%¢a¥§g countries recommended that
ST

practitioners of tradltloggl med1c1ne including traditional

birth attendants, should be trained for the érimary health

care ' services. Tqis recommendation waS endorsed by the

Executive Board in 1975 and by the World Health Assembly‘.in

w1977 when a resolution on the promotlon and development of

\
_ra1n1ng and research in tradltlonal ‘medicine was passed by

‘ acclamatlon. ~

In 1976,. WHO's Regional Committee for AfricaA had

e "Traditional medicine and 'its’ role in th; development of
'fhealth services in Africa," as the topic for éechnical

discussion. (WHO Chronical, 1976, 30:511) In the same year

the Regional Committee for South-East Asia adopted a

resoultion calling for the promotion of traaitional and

-indigenous systems of medicine in the Region. - (WHO

Chronical, 1977 31:48).
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In June 1976, WHO established a working group in Geneva

for the promotion and development of traditional medicine.

Besides the co-ordination of acgivities relating to the

: . ) : . R . .
services to the community. The analysis*¥of information

subject, the program (prepared by thelworkihg group) had the
following objectivesﬁ

To foster a realistic approach to traditional médicine
in order to improve health care. |

’ Tblevaluate.tfaditional medicine in the light of deern

sciencd, so as to maximize useful and effective pradéices
and discourage barmful ones.,

‘To promote the integration of proven valuable knoyledge
and skills in traditional and western medicine. |

Execution of the‘ program will be effected’'in close

collaboration with the WHO Regional offices and high

priority will be given to-primary health caPe in developing .

countries and to active commudity participation.
A questionnaire has . aiready been designed for the

collection ' of all available information concerning

practitioners of traditiaenal medicine, their training, and

collected, together with the result of surveys and research
findings, will no doubt -assist in the development of

meaningful training programs for the various categories of

practitioners of ‘traditional . medicine. Doctors,

nurse/midwives, other health workers, and students of health

sciences will all be encouraged to undergo orientation in

traditional medicine where appropriate (IDRC Report, 1980,

™
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p. 24).3%?

»Mnltidisciplinary in&estigations into systems  of
traditional medicine will be encouraéea, and special
attention will be given to labo:etory and clinical
inveséigations for identifying effective remedies, prepared
from plants, animal products, and mineral substances.
Investigations will also be conducted into the psychological
and'anthorplogical aspects of traditional medicine, as well
as the mechanisms of accupuncture and other healing methods.

Wherever possible, priority will be given to the
promotion and deveiopment of useful local resources such as
herbs for the production of medical substances; such action
should effectively reduce the drug biils of many develbping.
e%untries.

There‘ are already indications of future breakthroughs
in therapeutic and health care delivery, and these lindicate‘
the WHO's Director General's goel - ‘totai health care

~coverage for all people by the year 2000, -
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CHAPTER 4
THE INDIGENOUS SYSTEMS OF MEDICINE IN THE HEALTH SERVICES OF

INDIA

Substantial historical evidence is now available to
show that many centuries before Christ, Indian medicine had
succeeded in making the momentous move away from the
magico-religious therapeutics to rational therapeutics
(Chattopadhyaya, 1977).' This wushered 1in a wide range of
theoretical and practical propositions, which attained an
astonishingly high level »~of gevelopment. Unity of man and
nature was the fundamental postulate of ancient Indian
"medicine. There also is evidence that when certain political
forces made Indian society hierarchical, the society 1is
everything that was conducive to the growth and dévelopmeﬁt
of sciences—seculérism, the ratiohal processing of empirical
data, , and the wuninhibited search for lows of nature
(Chattopadhyaya, 1977).2? The hiétory of medicine in India
béfore the advent of the British 1is an account of an
encounter between the forces of obscurantism and the férces
of reasoning. The decline in the soéial, economic, and
political life in the country not only> led to unfavorable
shifts in the ecological balance, but also creatéd a setting
in which obscurantism gainéd'the upper hand. Perhaps the
lowest point of this ecological crisis was reached during.

53



54

the decline of the Mughal Empire in the second half of the
- 18th century, a situation which éet the spage‘fof the
British conquest of India. Even during this period, ‘the
system -of 1Indian medicine retained some fragments of its
past heritage. For example, the surgeons of the British East
India Company 1learned . the art of rhinoplasty from Indién
exponents of surgery (Basham, 1954),°

| At ths same time, as a result of the colonial pdlicy of
éhifting sﬁégﬁfpatronage from the 1indigenous systems of
medicine tg\ the western system, the already stagnant
indigenous systems were caught in a whirlpool. Their very
neglect accentuatea their decline, and the decline, in turn,

-

made it increasingly difficult for the indigenous systems to
N

/A;omﬁéte with the highly favored and rapidly flourishing
western system of medicine in capturing the imagi ' ‘on of
the newly emerging educated elites of'fndia. Thus, * a time

when spegtacular developments wvere taking place in the
different branghes of the western system of medicine, the
indigenous systems of medicine became dominaéed by persons
with very limited competence, sometimes even by quacks and
imposters, and the scientific bases of these systems became
almoét totally eroded. The resulting vacuum was filled by a
variety of superstitious practices and beliefs in
supernatural powers and deities. |

Thus, not only were the 1Indian masses ‘denied the
benefits ;f the western medical sciences by their colonial

rulers, but the total disruption of their way of life which
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was brought about by colonialism caused a disruption of the
health‘ practices which these people had developed in
response to their health probléms. Adding to all Fhis,
colonial exploitation of the masses created adverse
environmental conditions which further accentuated their
health problems. The increased number of diseases geherated
by the disruption of the ecological Bélance, the breakdown
in pre-existing health practices,’and the denial of access .
to the western system of medicinef combined to worsen
considerably the cohdition of the masses, making them even
more vulnerable to exploitation. At the Same time, their
oppressors acquired additional strength by using the
fast—de:eloping knowledge of western medicine to avoid
sickness and to obtain prompt and eff1cac1ous allev1at10n
when they fell sick. The health services were thus used as a-
powerful weapon for the perpetudgzon of colonialirdle and,
after India' became independent, were also used to perpetuate.

an unjust economic and social order.

This analysis of the social, economic, and politfcf;

-

determinants of the 1nd1genous systems of" med1c1ne 1n Indla

'«

places this system in an entlrely different perspectlvae,i

is -unfortunate that most social scientists who have studled

t b

tMe health culture of the rural  population inﬁﬁlpééa 5hg$

been over-enthusiastic in discussing the super§t1§16u5*'

’1
health beliefs and practices of these people and %é
paid adequate attention to the powerful social, é% HC

o L
'.o‘l' -

and political’ forces which were 1nstrumental in cau51 vthe
pg

QZB | fgatsf;' ;
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decay and degeneration of their health culture (Banerji
1975).* Worse- still, even in their descriptions of the
existing situation, they Have betrayed a pronounced
ethnocentric bias. Marriott:s.study of western medicine in a
'northern Indian village 1is an ex:;ple. He describes in
detail an incidemt wherein the only wage-earning son. of a
poor laborer did not accept the calcium lactate and shark
liver oil prescribed by a doctor (who; incidentally, was a
white man and a missionary).for‘his tuberculosis and instead
incurred debt to buy a preparétion of honey aﬁd gold which
had been made and guaranteed by an ihdigenous practitioner.
However, a carefully designed study (Banerji, 1963)% of the
soclial epidemiology of tubercuidsis in the rural Tumkur
districtk in Karnataka revealed that more than half of the
tuberculosis victims in fhe district . visited a government
institution of western medicine, Wwhere they were almost

invaridbly dismissed with a bottle of useless cough mixture.
L

It can thus be asked: who, in fact, is irrational - the

people, or the practioners of western medicine? Similar

results were obtained in an intensive,gtudy (Baneriji 1973),*
‘«géche overall health behavior of rural populations which
ﬁ%%%&uded 19 wvillages located in 7 states of the country
¥§tudying a village in Tamil Nadu, (Djurfeldt, and Lindberg

'1976)7 came to a similar conclusion, though, as the authors

themselves admit their study suffers from major

.methodological limitations,-including choice of village, the

mode of data collection and their interpretation; and the
) ) _

[l
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ethnoceﬁfrig»bias of.the {nveétigat@rsf' “
o After India's indepehdénce, a native ruling eliggytook
power ffﬁm the British. éonfbrming to what Gunnar Myrdal has
‘célléd a "soft étate“,m these hewv}tulersb made lofty
égaiitarian pronouncements but used e;sentially the same
v‘maﬂhinery ‘bequeathed to,tﬂhh by the British to ensﬁre thst
fﬁhe'fﬁuits of ghdependénce would benefit them most and ,thét
vthéy kwoﬁléy'be able to perpetuate their hold on the
".government / new- rulers promised to take active steps to
make ’tﬁe.‘benefiﬁs of health serviéeé- available to the
‘mgéSes,"particularly to the weaker sections. For this
purpose, they. also proﬁised a revival and strengthe%ing of
the indigeﬁou; systems of meditiné. In aétuall-précticé,
h0(sygf,,‘tpey went on following the old colonial tradition
Sf,giving supremacy to theuweslérn~system. In contrast,”to
bt$e, rUral"ﬁealth' sg%vicesxsysteh, the ufban health system
cbntinhed to‘ receive much greater | attention ' in the
development of bbth curative and preventive services.
Community resources were made available to éstablish a
number  of hospitals, mgﬁy 6f which 'had the latest
‘vsophistiéated' equipment for prqyiding ihténsive care,
'6pén-heart{ s@ﬁgeryﬁ"brain surgéry, and cancer .therapy"
services, on the model of the.industrialized countriesi The

L western industrialized céuntries also provided a.Feference
,frame for the iqsti£utions for education,k training, and

research. Personnel from these sophisticated, urban-based

institutions - remained "heavily dependent on their
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4
!

_counterparts ‘in: the industrialized countries. The latter
actively encouraged such dependence by providing "technical
assistgnce"” in the form of training, copsultation, and

"cheap" ‘text-books.

The political leadership and the healt administrators

sought to secure an’ aura of socialfy imacy for their

-

actions byi@pointing to .some not very relevant social,

cultural, and - psychological issues raised by social
scientists.ivalue—laden Essues sucﬁ as moaernization versus
traditionalism and.~hrb§hf culture versus traditional folk
culture‘ﬁere used to justify'the' urban and the ’priVilege
based class orientation of the health-serviees in }ndia. It

wa's .

Sﬁ 2laimed ‘that  the ' backward, .SQperstition-ridden,
uneducated vilﬁagers first have to be.educated~by corps of
well-trained health educators from the cities who can impart®
the: virtues of the "modern” health seréices,-which earry
with them all the trappings of dependencies, promotien and
profit orieEtation (Banerji, 1975).° » , S

‘Because of v pﬁe. increasing  tendency toward

"commerciaiizatioh and professionalization of - the health

geservices in the affluent cQUntties. which actively promoted
deﬁendence on ‘qealth professionals, the elite-oriented

\services in,;ﬁdia acquired _these elements'and in the process
absorbed " more ' and more of the resources.. Excessive.
pre-oecupat;on of the leadership at 'the political,

bﬁ;eaucretic; and technocratic levels with the urban health

services system led to the .neglect of the rural health

9

N R v A —
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services. Not only was the ru@al health service system
starved of resources, but perhaps even more.important, the
technical content of the sérvices and phhe  "culture” and

value system:of the personnel gf fhé rgfél sy§tem were often
mimical to the needs of the ﬁﬁrai fpobulafgép. Because of
these factors, the rural heéith serviées could provide
coVerage'oniy to a fraction of the rural population. Even
for those that'had access, the ser?ices\were "handed‘down"
and educators and motivators wére empioyed to vmake people
accept what wés given to the%; . '_" ' -,5 [—\\
As early as 1920, the Inaian National Congress {which
sbearheaded the 1independence movement in Ihdia) passed a
resolution to the effect fhati considering‘ ths prevalence
and generally accepted utility of the Ayurvedic and Unani
systems of medicime, earnest ~effo;té should be made to
\promotg instruction and treatment‘in accordance With these
Lgystems (Government of India 1948).° Herver, éfter India

%

became independent, the indigenous systems of medicine were

- )

subjeéﬁed fo contradictory pulls. The systems being firmiy
rooted '}n Indiaﬂ cuiture for centﬁgies and thef being rich
in heritage, invoked: qoqsidé;able admir%@l n . and evénj a
certain degree bof emdtional attachment frém a large section
pfvthe population. At the same time,'logg neglect of ‘these
systems of ‘mediciné led to a very sharp deteriora%ion in
their bodies of knowledge, their institutions for training

and research, their pharmacopoeias and drug industry, and

their corps of practitioners,
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True to its "soft state” approach, the political
leade:ship of the country.paid lip service to the ihdigenous
systems of medicine in order tohéain popuiarity, while at
the same time it‘vigorously expanded the western.sygtém of
medicine, which was ‘much more in tune with its class
interests. Investments in the indigenous systems of medicine
wéfézalmost negligible compared to . that in the western
sfst m. A much more serious aspectkof this apprdach wa’s
that, unlike the case of China,\fhe*gindigenous systems of
medicine were never taken serio@%ly by the poiiticalﬁ

’
" leadership, and very half?hearted'anQ&obviously superficial
efforts were ﬁade to condpct-research to rediscover their
lost heritage, to get rid of the obécurahtist elements that
had crept %n, and to promote\further growth and development
of these systems of mediéiné. Efforts -in theu-fielé; of
educat}on, training, and practice were equally'half-heartéq;

Bécause of these aevelopménts} contrary | to ]thé
.. prevailing ,"belief"v among  the elite classes, rural
populations havg lost their, enthusiasm for tﬁe indigenous
systems of medicine. The intensive study of the health
behavior of 9.villages réferred to earlier (Bgnerji 1973)'°
revealed that the response to majorhmédical care problems
was very much in favor of the western kallépathic) system 6£
medicine, }rreépect{ve ofbsocial(‘economié, and occhpatiqngl

. 5 -

considerations. Availability of such services and ability of
. . ¥y ot : T ‘
patients to meet ‘the expenses were the two major

w
A 4

. _ -ﬁﬁ #
constraints. , P .
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Due to this, and because of the limited capacity Qf‘th
primgéﬁ \bealth cehterst (PHC), Ehe iﬁdigenous systems wege
unable to satisfy a ‘very substantial - proportion of the
demands of the Qillagers. Thisfenbrmgus unmet felt needs for
'medicai'care was the main-motive force in the emergence of a
xiarge number of 'so-called Registered'Medical Practitioners
é%RMPS*'or "quacks". The RMPs were in effect, created as a
.éésalt of the inability of - the PHC aispensary or other

qualified practitioners of western medicine to meet the
? ers

demand for medical care services in the villages. It is

“
4

worth' noting that most RMPs wused allopathic (western
medicine) rather than Ayurvedic and Unani medicine. When
thesethPs proxgd ineffective, depending on the economic

L £y . S . ;
status. of the/ individual and the gravity of the illness,

villagéfs adtively soughf help from the'government and from.

privatéxmedical-agencies in the fowns and cities.

Nuﬁerous inétances-Of‘ adoption of healing pfactices
from qpaiified or non-dualified .praCtitionerS' of the
-diffe;eﬂp'indigenous systems 6f medicine and homeopathy  and
from other ’non-ppofessidnal healers ‘were observed during
Banefjifs study.égti among those who suffered from Nmajor

(ilInggseé, only a very tiny fraction preferentially adopted

these practices by‘positivély rejecting facilities of the

western system of medicine. Usually these practices and home -

remedie;i were adopted- (a) side-by-side with western

mediciné} (b) after western medicine failed to give results,

(c) when western medical services were not accessible, or -

L3
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(d) most frequently, when the illness were minor in nature.

Fortunately,~ because of the generation of intefnal
contradictions within the rulibg clégsés and some ’awakeging
among the masses, the political leadership in India realized
Ehap it was no longér possibie to perpetuate the present
social order without ﬁaking some "concessions" to the
masses. Health services apparently have beeﬁ singled out aé
an area fo; such conceésibns, on the presumption that unlike
sensitive areas 1ike' land reforms, minimum wage, and
democratizatfon, they would ﬁot;pose a major threat to the
social system. | - ~

Inaeed, the rulers who assumed politica% power in India
in Mafch 1977 by taking advantage of the people's
E deep-seated resentment and revulsion against the family
:planning eXcessesAof the previous months had rédeemed their
eleétion pledée. and initiated a qew program based on
villagé—ievel community health wof}ergu(Health Care Services
“in Rural areas 1977) . It was a most remarkable
development, thd&gh it was obvious that the existing social
structure and prevailing cultu}e of - the elite-oriented
proféssionalized healih system was grossly incoﬁpatible with
such a "philosophy" and- - that this philosophy had already'h‘
been greatly  distorted by these forces. Nevertheless, this
commitmeht of the political leadership to bypass the medical
establishment and go directly to the people had created a

véry favorable setting to challenge the basic scientific,

. . . . : . e o
'soclological, and economic promises of the earlier approach *ﬁi?
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., to development of the health, services in India, and

formulate an alternative approach.

—

\
An Alternative Health Service System

! Formulating an alternative is not the issue. The issue

essentially is-to offer an alternative which rectifies the

g

distortions that have crept into the health service system
because of the interplay of political, ,social, and ecoaomic
forces{. As pointed out by (Foster, 1958)'* it is
particuiaflyf\imporpant to distinguish between'-thevbtrue
clinical care of scientific medicine and the sﬁrréﬁndihg
folk mégic, custoﬁsqigpd_faddism that are included in that
institution.

The same principles @bbly to the indigenous systems of
medicine. rJusf_as-their néglect is undesifable, so is their

‘réhanticization, particularly in view of the degenerétion
tﬁét_ had ‘set ih within these systems because of political
- and social forces.

Tﬁe central premise of an afterhative health‘service
éystem will be to start with the peopie. Instead of fitting
pebple into a pre-determined framework,\f health service
system specially tailored to suit the requifemen%é of the
people must be designed, Tﬁe techﬁological‘elements should
be_designed to serve the people by ensuring that.théy ére in
coﬁsonént’ with the pre-existing health behavior,ihealth
institutions, 4nd health care delivery ’agenciési in the
community; that ‘they fitagin*with the social and cultural

R o ) 7 , . '

¥
.
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settings; and that they can be implemented with the
resources that can be made available for thisv purpose. In
other words, people should not ‘"edUCated" to discard the
health measures that they_have adopted unless a convincing
case 1s made to show that, taking into account their
perception‘ of the problems ‘and the existing resources
constraint, it is possible to have an alternative technology
which will yield significantly gre#ter benefits to ﬁhem in
terms oflfﬁé alleviation of .the suffering that is caused by

their health problems,

Rural Health Problems - Some Illustrations

The yourg mother of”five children was carried into a
rural 'dispensary, éftef» many hours of travelling on a
makeshift s;retcher. Having‘been in labour for two days, she
was unable to givé birth to her twins. The personnel and
facilities of fhe dispensary could not provide the caesarian
operation that she needed. By the time she was carried into
the nearest.health centre both she and the twins were dead.
The facfors of poverty, isolation, and lack of adequate
basic health faciLitieslconSpired to produce this tragedy.'
| Other factors which continue to characterize rural life
in the tfdpical and sub-tropical developing areas and which
‘have‘ a special bearing on healtﬁ include the continuing
heavy reliance oﬁ agriculture and employment of manpower

rather than machines, which influence nutrition, economic

~resources and expenditure of human energy; continuance of

e
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the extended family system: large family size and frequently

crowded 1living conditions; the "low" status of women which

1

still often prevents them playing a fuller role in health

activities; early marriage qnd frequent child bearing; high
illiteracy rate and low. educational attendance;. firmly
established and conservative leadership; high incidenCe of
alcoholism; and the existence of an intricate
socio-religious system which affecté the interpretation and
treatment of disease.

There 1is often, a continuing reliance on hunting,
fishiqg and - food gathering 1indicating a food supply
unguafanteed in QUality and quantityf the introduction of
processed foodstuffs such as powdered milk 1in infant
feeding, and atrophy of the arté of fooa preservation.
Little actual money may exist in the ecoﬁomy, goods being
feXcﬁanged‘instead. Weste;n medicaments, where available, are
~expensive, and crippling debts may be incurred by a family
in pursuit of cure. ¢ P |

‘The major "killing" diseases in rural developing areas
include pneumonia, diarrhoeal diseases,. tuberculdsis,
paraéitic diseases, dinfections of the«néwborn and measles.
Then there are the so-called "silent" diseases concerning
thSe diseases which people often prefer to be silent such
as venereal diseases ahd leprosy. Other prevalent conditions
include trachoma (in some areas more than?JO% of the ﬁadults

are totally blind) infective hepatitis and worm inféﬁﬁatidns

which cause a gréat deal of debility, but which doﬁ‘

o

. !\&\‘;Q
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mény people (Le Riche, 1967).'? "Bilharzia" vyaws and
hookworm are responsible for widespread chronic disabilities
and sﬁfferings. |

‘Infant mortality and maternal mortality are generaliy

H?gh; life expectancy is low; children (constituting' often

20% of the pépulation) may account for 50% of the deaths;

standards of doﬁestic sanitation 'and hygiene are low and

there is, conéinuing reliance on indigenous and often
inadequate healfh practices andgpractitionefs. |

The health planners continué to attempt to grapple with
rural health‘proﬁﬁems. But certailin questions recur with
increasing emphaﬁis. why, for éxample, do communities so
often continue to receiQe only.the»fr&@ge benefits of such
efforts? Should only the health néeds of those who seek
treatment be catered for? What of the needs of>th05e wvho do
not attend the health center at all? Is the local health
centre catering only to the needs of those who live near it?
What responsibility should the community itself have for the
provision and maintenanpevdf it§ own health care? How- far
aré health perSonnef being trained to regard the patient as
part of his community? What are the factors Qithin. the
social and polifical structures of a country which
continually Qndermine health progress?

"We must not assume that health care is being cared for

simply because a system of health care exists - we ' must

+ learn ' to recognize the right issues, find out what are the

right tools and put them in the right hands. It may require
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developing approaches to health care that are entirely new"
(Bryant, 1969).'*

There ére indeed many types of community approaches
currently being employed in various countries. But personnel

involved in such projects are increasingly encountering the

need to explore a really comprehensive apéroach.
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WHAT 1S COMMUNITY DEVELOPMENT?

The idea of community development is not new. It dates
back to the early efforts of man to work —together for ..the
common good. It dates back to the times when people first
cameﬁto work together to preserve their ' hard-earned gains
and to fprther improve their living conditions. What is vew,
are the words, use to express this group process and the
specific meanings ascribed to these words.

Many othdb ‘terms have been used and in some situations

N

are Stlll ‘befng used, to de51gnate all or a part of this

B

process., Thesev include such terms as community

'{orgenizétlons,', community improvement, mass education,
#, Z;(" i * . . -

" fundamentals " education, community self-help, village

K3 o
LW i .

improvementv"rural development resource development area

»

development and area re- development etc. These terms have

(4

i
d1fferent orlglns and’ dlfferent shades of meaning and

emphas;sk but certaln characteristics seem’to be common to

'

many of them.
IR L

Tbere are five -~commonly accepted characterlstlcs of the

e Ki

communlty development process. They are as- follows.

P

"

1. A phllosophy, in accordance with our democratic

philosophy,;that local people, working in their 1local

group situations, have not only the right but also the

70
0
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1

responsibility to choose their own objectives‘ and to
make their own decisions..

2. A concern for changing the local situation with a view
: S (G . , :

to improving conditions in the so-called community. This.
1mp11es of course,‘influencing people's value systems,
assumlng that both 1nd1v1dual and group values can be

changed

3. A bellef that lastAng progress \pan be achleved‘gnly
_through the development of local " understanding, local
inwiative, *and& local self-help, nith a broad local

\epart1c1pat1on as p0551ble. Th1s empha51s po1nts tol the,

'{f’:;1mportance of education. . o S ?

4, . Ane emphaSis on th" balanced development of all the
T N\
- resources, phy51cal and human at the communlty level It

ie basucally a: matter of-organlzatlon, with a concérn
;fzz for the debelopment of the total community.
'5:> An assumptlon‘that outside reeocrces,'includingJ\founcil
a@é technlcal f assistance‘. ate' availablev ‘to “local

commun1ty 51tuatlons, both publ1c and prlvate sources. .
L3 /

Def1n1t10ns Of Commun1ty Development
Slnce communlty development came to 'be recogn(Sed as an -

f'effectlve _and powerful method capable of belng consc1ouslg
B ¥
: ~;apgl1ed, for promot1ng rural 1mprovement 1n 'less ‘developed
ST ]

© countries, _many attempts have been made to deflne communlty

deVelopment The 1948 Cambrldge Conference def1ned communlty

s . K ) \ - g
r,development as.v ’ SR : B

9 movement de51gned to promote bett%r 11v1hg for

@

1
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the whole community, with the active participation
and if possible on the initiative of the community,

§

but  if- Jthis E initiative | is. 'not forthcom}ng
spontaneously, then’ byi theA'use of techniques for
arousing and stimg}ating'it in order to secure its

+active and entnusiestic response to the movement . '

Tne United Natiénswheve adopted thée following definitidns:
a The process by which- the etforts\bf the people

themselves are united with those Of; governmental

authorities to improve the economic, social ‘and

, s
cultural conditions of comabn1t1es, to "’ 1nte9§3te ,,

i ﬂ".’
these communities into the life of. the nation and.to‘gfyf
’ .enable Jthem  to contribute fully -‘to national
Progress. ' : - '  , A‘J

Lakshmﬂr Bharadwa] (who made a careful study of the concept
of communlty development from the international peint of

view, stresses the 1mportance of soc1a1 actlon He suggests

. the follow1ng workable ‘definition” of “community
’ /? ll—c-r‘:u . l % B, ! Y . 4 ) .
- g S . . e o
developmeng: 'f‘-?&fﬁ“p _ W:ﬂfz% g | oo
' process o%~-soc1al %ctlon by which . voluntary

efforts of the people are comb§ned with those -Of
gdvernmemt; ‘toward an overail«“«improvement inb
| conditions of eommunity living within énj acéepted ‘. {~
) natienai pagtern of sodial nd‘eéonomic progrefs.J
Irwin. Sanders has p01nted éut £hat the. term< commuqkty
development" ;even in its educat;on—aetlon sen@eh can and
does ;haVed diffetent méanings ato“ dﬁffetentn pedple.xﬂ'ﬁe,

- a . S M i . X . L T .
. N . - - . L o - Cr LI M

S - . " . T i - . coe &
L : - i . . ' [ *' . . : .-,”\
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oot

suggests that people may view 1t as a process, method, a
program %r a movement.

Communlty development has been described as ‘a 'process
of change from the trad1t10nal way of l1v1ng of rural

.4

communltles to progress1ve ways of 11v1ng, as a method by;

~which people can, be assisted to develop themselves on thelr'

&ﬁm capac1ty and ‘resources; as a pFogram for acCompl1sh1ng

‘

T T

. certain’ act1v1t1es in fields concern1ng the welfare of the

IK,\ ,v’ 4
rural.people and as a movement for progress with a certain

.
ideological content.‘ ‘

Q In these deflnitions are to be found the different
elements that constitute the ‘ concept of community
gevelopment The objective.is promotion . of the all-round
development of the communltles - .economic, pol1t1cal socral
and cultural When looked upon as a process,' the emphasis is
on the change that takes place in the@people,soc1ally and;
psychologlcally, when viewed as a method the emphasi's 1%;on

the ends to be achleved ‘when v1ewed as a program, the

emphasis 'is on the activities in spec1f1c matters, such Y
I

] ﬁgglth, educatlon agriculture, .and when v;ewed as a’

movement, the.- emphasis is .on" the "emdtional ,content or
. : _

ideology\behlnd the program. But for a Egll understanding‘of“
‘compunity development, it is esgentiall that . cpmmun1ty
. 7 _

development be viewed as. a whole, as a process of change
¢

with clearly conCelved objectzvesixas having its own, spec1al¥

lying 'these~ to promote

. < . B i} ‘ v - ) i

activities that may neeg:ip be teken up in any ‘program{,oé
‘ : ' R . .

-
Y . -

“ ..
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rural development; and finally as a program capable‘of‘being
developed ‘into a movement with an emotional and ideological
appeal . , o

The two essential elements in communlty deve}opment are

'participatipn by the people themselves in efforts to

* improve their level of 1living with as much reliance as
possible on their own initiative; and the provision of
-technical and other services in ‘ways which encourage

initiative, self-help and mutual'heip.

The Evolution Of‘india'stommunity Development Program

.During his struggleg.for 1ndependence, Gandhiji had

‘reallsed that political freedom alone would ‘not be of |

M

advanmage unless the rural {masseg felt that they,yoguld

1mprove their lot by the;j‘n‘n efforts and could shépeﬁﬂheir
548 . o . L

~His constructive. program,

destiny the way they |

'thereforeh coyeredyKhadf'
B

and;zfdultiveducaﬁfonn remova
a

d ° her v1llage 1ndustr1es " basic

5

of” untouchablllty, rural
o — .
tion -and health. When

san i 1ji had developed a rural

-reqonStruction project at Sev‘graml (Wardhg), h1§

contemporary, Rablnd?anaﬁh Tagore, was . COnVinced as a -

'humanlst that real freedom of the 5011 and .1 body could

only come when people were 1ndependent of fear and hunger

Hrs experlment in rural reconstructlon at Srlniketan (Wesg

L] " .

Bengal) almed at making v1llagers self pellant» and ’

-

“self-respectful. At this ‘time, “another extremity of ‘the
. ) - - B : - ‘

_India—Spenéer Hatch of Y.M.C.A. was doing work at Marthandam

v

-

in“Southfgﬂﬁia, As a trUe’ghristian, he dedioated' himself

LS
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service of God through service of man".?

"

V.T. Krishnamchari, the Prime Minister of the

state’ of Baroda was the live-wire behind the Baroda
velogmene program. The Gwagaon_experiment under F.L.
Deputy éommissionervunder the British Government in
emphasised agricultural development, sanitation;
n and co-operation. While_- Gandhiji pfopagated

non-violence, dignity of labour, the Village

ent Scheme of -Madras made quite a headway in

g the Gandhian ideal of Village Swaraj.

depe’n"d“e"n‘vce:' ‘ : -/ @f

er. - rndependence, pilot . projects. of community

e B Emawah (U.P.) and Nilokheri and Faridabad

leevelopment progpdhms in- 1951. The recommendat1ons
ol _

@)
a

Grow More .Food Enqu1ry Commlttee £€re respons1ble to

‘extent in shaplng the extehsion . approapg which

]

an essential vehicle of the Community Dev&lopmeﬁ?-

B

in'India..It was felt that the central idea ok the

was investment in man thrq&gh the means of

k3

ed extension servuce and sc1ent1f1c knowledgey and

es. The Flrst Five Year Plan gave recognition to

N

roach in the following words:
munlty Development is the metﬁod ané rural

n51on, the agency through wh1ch“the ‘Five Year

-

_seeks to 1n1t1ate a‘process of transformatlon

he soc1al and economic 11fe of the v1llages

’ n ke T {
N P . . :
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The Inaia—U.S. Technical Co;oper€??3h in 1952 Enabled a
beginning to be made in intensive development of rural

India. Thus the communlty Development was ushered in as - part
» ,

of ‘India's development plannlng

.

An Evaluation qgvThe Comﬁunity Development Programs In India
Despite the fact that the Community Development Program
in India was ‘commenced with'great zeal and enthusiasm, there:

were no sustained attempts to involve the lo¢al people.

Neither was their participation in the develogentei¥process

given due recognition;:4Conseqoentlyh
development proggam fell’short to meet the :
the rural poiblabmon

The purpose ¢f encourgdh

.

was mooted, ‘'was  to ha g _5oratically elected body of
villagers at the village le.:uv,fbls bbdy - was called the
<&;hay‘at, and it was charged' with the task of involving the
people in tﬁe taak of .development. Each Panchayat was givgp

a village level  worker, wh o hw function as a

multlpurpose catalyst and -as an extenskpn agent
3

The Involvement Of The People o
,1\,' Jwgheﬁ éanchayats 'form adm1nlstrat1ve purposes were

groopéd" into ;ﬂocks each’ coverlng 60, 000 to 70, 000 people
ﬁf%iturn, 15 to 20 blocks constltuted a' district. At the

village 'leVel there%%ere various 1nst1tut1ons sponsored bxi
the Panchafaté ip.order to 1nvolve people. 'A' co—operat;ve;
, K . - . - A . . o - . : EER
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soclety was established :to carfy loﬁfﬁrthe7”economie end
,’commercial functions. To encoutage youth development and to
encourage'the womenkto participate, the "Yuvak Mandals“ ~and
‘the Mahila Mandals were formed respectlvely SR

A rural works program was launched with the~ idea 'ofv
evoking the part1c1pat1on of the people on a self help b&51e.
aimed at théir advancement as well as to the‘advancement of -
the nation ; o o v |

The Panchayat was establlshed with the idea of br1ng1ngo:;
about the involvement and part1c1pat1on of the people. In
the words of Nehru: R

"The people' were too invested with‘ a' sense of

P ]

o intimate partnership" (Dube, 1958).

": .

J
According to the Flrst Flve Year Plan éhe aim of the C.D.

g :
-v‘ »

movement was to create in the rural populatu@n a . burning

desire faor a higher standar!’of liying and the w1ll to llve

. . . " BCY
better. (Five Year Plan 1958) . For such an aim O Dbe
achleved not only would the participation of the&peop a.

def1n1te gequ1rement but the educatlonpl role ylth1n their
part1c1pat10n onuld have to be utilized to thevmaximumf But
vunfortunately, this was one of the failpres of gghe
Panehayats. In the words of Henry Maddick: |
_ 1
"Admit?edly one of the least successfuf aspects of
the community profects and%?gétional Extension
- Service work' is its attempt to  evoke popular

initiative" (Maddick, 1970).° o e

Althongh‘in‘theory, there should be participation‘.ofp the "

-
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people, inradtual practice, real participation did not take -

place. In a gstudy‘ of Rajasthah, P.K. Chaudhur1 says that
~ there had been very little 1nvolvement or: partlglpatlon on
the part of the people in' the preparatlons of plans for
_ communlty development.‘He says
"the so called v1llage“production plahé‘t?at;@e have -
today‘are noﬁping(but paper plans casually: prepared
by village level" workers, in consultation w1th a
' couple of v1llage elders dmd the village Panchayatsf
members. ‘No  serious ”attempt - has yet been made’ro;
“prepage N \ .
5”§(Cﬁaudhuri;‘QQ64)V'

Ja?authentic' village production plan"

.
lr'g

In many,lnstances, the people?%aiged to partlclpate . «They

,;,‘V'.. Vg

had not 'been sufficientlx~ motivated and_ they falléd to

understand or apprec1ate the valge Kusum'Nair points out at

a meetlng in Bishenpur; where out a of total of 4,000 people

only a bare 15 had been present (Kusum Nair).

Contributions'By The People B . .

In the C.D. programs in India. :ne people's'involvement

was normally gauged indterms of their contribution™ This was

Y .
a mlsﬁomer as people S contrlbutlom 1s nog the same as

@

'people s involvement. What ‘really happen was that when the
‘ 4
rural works program was commenced with the people's support

" the pepple contribull x,bour. In the case of rich people,

the gontribution was in%n 1y or in kind. wWhat should -have

been dohe, 'was to involve the indi&idualsdwho confributed‘in_

N

o g
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labour or in kind, in'the‘development process, to enable
themftordecioe the tasks and goals and ‘then to work in
collaboration with each other in achleving such‘tasks. The
importance lies in "the process by which the community
identifies its needs‘ or objectives, gevelops the will to
work at the needs or objectlves, finds the resources to deal
#1th these oeeds or objectives, takeslaction to ger them
done, and iq doing so develops cooperative or collaborative
attitudes ‘*‘,a}nd? _practi'ces in the community" ' (Mukherjee,\

-

1961).'?

;& .
However, the involvemegnt of the people did not take #

ap( 7L qi’ dh”"'* ‘ L,

’ place Insﬁ@aé fﬁ% émpha51s Xas on the task of obtaining the
o contrlbuxlonrhlg labour and

'1nd depending on the wealth of
the donor an#‘wa& attendlng to the tasks.

‘ ‘This tjélency was soon reallsed However no
effectlve‘EQQQFctlve actlon appears to have been taken to
correct the 51tuat10n Mdkher]ee quotes

Pe@ple s part1c1patlon should not be Vregarded
';%@?&f&»lras providing a certain portion of a
L i L
| pagsigul Jbrkhln cash or in a Kind of manual

s - -

labour *%ﬂt"it »is their full realiéétion that all
- aspects of commUnlty life are thelr concern. and that
“_Government s part1c1patlon is only to a5513tlthem

wbhen< such“ .asvsistance is necd'esgary"_ (M’ukhe@'e’e,

>

1961).

A survey conducted on the par;;éjbatlon of the people

o

“in the Shramadan projects, establlshed that "55. 3% of the

i
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surveyed‘ households »had“participated in the development
activities of blocks and 44.7% had remained in the dark but
as \Dr. P.D. Maheshwari addg this partiq}pation was one of
cbnﬁributing one's labour or money. \
"Cenerally people's participatioh was in the form of
Shramadan for construction of approach ';oads,
construction and repair of drinking water weils,
g‘bst!uétion 6f7 séhool and d;spensary building,
etc.” (Maheshwari, 1970) 21+ ' b :
‘The con;ribution‘df voluntary labour by 55% Wof the people
was to be admirea; It was a situation‘ on which’real
'self—reiiance couid_have been built upon. |
| . In the Punjab, a study made by B.S. Khanna reveals that
“thé? system has not sufficienfly stimulated popular
‘participétion in the? execution of development programs. A

‘_largéﬂﬁqrtion of the people had not made any contribution

tqn@ids “,thésejspréﬁ%ams‘~and others di& so on a very

re;tficted'scéle’xkhanna, 1969).'3
/
\'l
The Rural Works Brogram
v ;
The undue empha§T§‘5Taqu on the construction of rural

works gave the people a diffeyrent picture of the‘cbncept of

C.D. Carl C. Taylor tells off the replies he rec ived to the

enQuiriés he made in 1958 from 13 importan;/yébple regarding'
~ . Y &
D

whatm in tReTr opinion, h3d befallen the movement in

ived was that .instead of a community
. ‘ 3 ‘ : - : . -a,‘
development extension program, i o \

India. The rebly he rece



~
"the program had become a construction program and
an amenities program and finally~an administrator's
program" (Kurukshetra 1966)."'*

The rural works program, instead of pgipg buYIt—upipo
be a development-oriented program Wheté;\ﬁ{ﬁe people's
abilities and skills were developed and a déhse of community
awareness leading to self-reliance wés encouraged, actualiy
dwindled tp a "bricks and mortar" progrém without any degree
of education or leafning by the participants.

Kusum _Nair refers to the replies she received from the
people who were aontributing ‘their laboqr for the
construction of ; gdmmpnity centre at Dosma in Bihar. In her .
N e S @ ‘ ’
words, - - . r
_"It'yis an‘impréssive building, big and solidly made

offbrickf coming up rapidiy at the entrénqe to_ the

fvillaqg; It cannot be missed. The walls ar y

up". v' - | R @ e
The amount of human toil and effort that had gone into its
,“Q9Q§truction-would have been enormoud, but to her questionan
as to what they werk making:\ ‘
- "They looked ét each oéher' in consternation., It
seems none Mknows. Then one of them says they are
. going tqfﬁqve a ‘hall?

To her repeéted‘queStESh as to why they were making it,

"No one knows. They%are all confused by now. One of

\\_ tvgﬁ“‘picks up courage to say that he helped because
-.\ 1 :

' tﬁe malkin (master) had szid it should be made’, but



1 do no}\know why?"
Then another man says,
"It is being‘ made for the hakims (Government
~officals) to sit in. Since they have.startod coming.
to the village they need a Katcheri (law .court,
office) to hold meeting 1in. That seems to be the
most plausible reason and i; is readily endorsed by
the resf." (Kusum Nair, 1961).'”

It is evident that the people had been oompelled to
contribute labour. This is not true participation and has no
educative value. How the peopie's inifiative should have
been actually ha;nessédfin these development tasks is shown
in the following words 'of R.N., Haldipur, Dean at the
National Institute of C.D,, Hyderabad:

"It was visualised that ce;tain activities in the
field of planning anq deveiopment couid' be
undertaken and © achieved through  people's
pépticipation. It was assuned that ‘people onld’
develop a sense:of "enlightened self-interest”, take
»'decisioﬁs; implement them and maintain self*heip
programs for thezlarger common good, includin® that
ofv the weaker sectjions of society. Initially the
'peoplg's contribution was‘considerabie, both 'in kind
‘and money,;’bnt it wore off, &s more and more was
expected from a rural society, which &as neither
economically vioble nor sociallf | conesiVe."‘;\
(Haldipur, 7Ly - L r,.*
s e Sty ~ . o O (4 SN

pos
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K. v
o

‘Thé contribution initially obtained from the people had to
yinevitably dwindle. away as it was not an educational

" awhkening for the pedple. It was toil, a pure labour

cqptrlbutxon, the people themselves not understanding why

they were d01ng so and not being 1involved 1in decisieon

’maklng.

Huge Tinker in his "Authority and community in, village

India" stresses that the idea of public participation got

. ‘progressively sidetracked.

b

"And so, the officials make the decisions, for the

..people, of course, but without their
~active pe;,icipatioh: Lnsteaasef C.D. being built up
of rural“needs, it 1s dispensed from above, often

o concentrated into a few major projects, which are
easier to Qxew and administer and , y1eld concrete
results .J .+« .« . the orlglnal 1nteﬁtiOn of
.deveiopment, wvhereby the administrato¥'s role will
be té '"prime.;ﬂe pﬁmp", to ensurettﬁat the venture
was fairly launehed and transfer autherity to the

people, has been dlsapp01nted In many areas where

t%f/Tapluse from above has weakened the people's

contribution has dwindled away". (T1nker 1960)."° /

If the Reople were to be hade 'self-rellant ~and their

initiative . awakened, Qer "had .to be encouﬂﬁged to

: partjeipate in the cooperatiwe éctiozrxthat " goes into any

Y

‘ork process.quce this 1s sade tracked the program cannot

’/1‘ g e s
. - s”.p.) R
L

jéfuccess\

w

R e
B x"‘f 3 - P B
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Neéleét 0f Non-Contributing Areas.

" Another causev:fo:? the.'veryﬁ loy 'participafion‘ énd
involvement oé the‘people wa%ncyéwgdministrativg manégemqnt,
whereby the‘ Goﬁérnmentgaid:hot unggirtake work,{ﬂwany areas
where the people could not contribufék~on' their own. This
meant that n; work wég done at all in the poorest villages,
whetfe: the motivation was least and where the people really
reduired a change in attitude. Dr. Ram Vepa says: |

It has also been noticed that -people's participation

"has tended to differentiate the well-to-do from the
poorer classes. Where a community ls fairly
*,prosperous; it has been able to come forwérd ;ith
the neéessary quantum of participation in terms of.
money (usually from one o two such individuals),“
and the entire community had therefore benefitted.
-In respect of poorer éommunities, where in fact the

I

(" heed is. greater, the work i§ not taken up since the’

_ QUantum of participation ~is not forthcomin§.
Although it was indicated that this could be in the

“form of labour, it is futile to expect that people
on the verge of starvation would havé enough” energy
to provide free labour for a work which would
bqnefit noﬁ’ ghémselwegeﬁé{?ngi b;t thei: entiéeﬂ
community." (Vepa, 1966).%° ‘ | |
Making the people's contribution cdmpulsory"was a

definite «criterion to ensure that the people co-operated.”

a4 Howdmers Ut "did 'not méan the reéal involvement of the people.
. . g * . : .
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Leaving out the'poorest‘villages meant that there could be

no . advancement at alI,for those people. The solution should
have been to find some task of a felt-need type, however.

small, which ‘would have aroused the enthusiasm of the
.'people,'motiVated them ahd;made them work together. Instead,
: . \

- S .
leaving out the poorest vii&s disc_reditgg the C.D.

movement. This attitude cut of ‘ e participation of certain - {

-~

- major ~sections of the popuiatien that required perhaps the
gfeatest éfiention in mot}vétibn.A h

f'v ' ' v . \ 

" "What Section Of The Village Participated |

-

Even within the limited -achievements.'Secured - through *

| the /working‘of the Panchayats, the masses of the pedplé had -
been generallf ignored. f%;fe was no rural <awakening or
public enthusiasm created to endure;or“to’éducate the people
to participate and so it happened that the 'traditional 
village 1eadership crept into thg Panchayats at the
elections;'Thus, although one cduld assuhe that ‘when th?”‘
Panchaya$ functiongd, the paftitipation of the people was
Pésufed, the fe§34si£uation was th;t the bulk of the people

were left alone,.while a few leadérs and upstarts who found

their way to the Panchayats ran the show.

The editorial of Kurukshetra of December 1969, refers

‘to agpaper prepared by the National Institute of &§.D. It
says: . ¢
"What is the influence exerted by caste and wealth

in the running of the Panchayats? According to the



\ Uttar Pradesh, revealed that:

, ‘ : T | _86
'~ paper the Panchayati Raj leadership is in the hands

. of the r1ch and the higher classes" (Kurukshetray,

r 1969) : ' "‘ = ‘ T
o]
A sample. survey conducted in 1964 by*the’ Ind;an Instltute of

‘Public Oplnlon in‘,the nine states of Andhra,=Gu3arat,

Madras, Maharashtrax~Mysore,.drissa,‘Panjab, Rajasthan and

i
£

"the overwhelmih@ majority gf the eleqted &eaders ?f
Panchayatl Raj uere cultivators, most of them (ﬁO%)
being dwnerl cultivators and onl§ ‘a ﬁegligible
percentage (3%) belonged to thetndu-owner cultivator
class" (Bhattacharya, 1970).%? ,.
Myrdal QUptes a report 'of the Gévernmentlef Indla to the
effect that the weakest,sections dl the village received the
least benefit. E | '
) - , NN | |
"As one official report inﬁﬁndia stresses, as long
 as the . present patterqf of society and habits of
- thought remain the fru1ts of development are bound
to be most unevenly dlstrlbuted the weaker sections
rece1v1ng the smallest port1ons (Myrdal, 1970).

—

It - quite evident that in the actual working of the C.D.

Program 1( India, the weaker and poorer sectlons had been
completelyV left = alone. It is-actually 'in thelr‘motlvatren\\

and their actlve part1c1patlon that the true test of a C.D.

s

program lies. a o } o —

The Functioniné Of The Panchayats And\Gram Sabha

g
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The baﬁchayéf‘Wancfeéted, based bg/adﬁltvsufffageﬁ to
eﬁable the - péopie to 'participaﬁe.'The,merevfact that‘the
elections of the Panchayats took place, in ﬁo way implies
the ‘1t6tal participation of the ﬁkoble,' Th§, people's
participa%ﬁon could however be, establiéhed ‘in two ;;ys,
fifskly,f in the fugctioning of the Grami;abha, the‘villa;e
body of adults; énd,secondly, in the opiniqn the people held
Qf tbe Panchayat and.the C.D, movement as é‘wHole. r

"According to léw, the Gram Sabha, the General body of
the Pénchayat had to be convened twice a year. This guidance
by legislatién.wés only to enéurgﬁtﬂat ﬁhe Panchayats did
not completely woiﬁ//on their own, ignoring.ﬁhe people. In

. 1 . . .
fact, 1if &he peop 's p;rt1c1pat;33~13/}o be fully evoked

for development and the pedple are to be truly involved in

the development process, “meetings of the™Gram Sabha would

have to be held\quite fr quentl?t,because this is the one

body'in the working which, ample oppprtunities would be
created >by the appoinfﬁéﬁf)%% committees, responsiblé for
the:studying/§f reparts,; diécussfdn and deliberationA of
‘plans and problems of implementation. This would enable the
| participants to go through an educational process'yithin the
develoément program.ﬂ
‘ The important role that the Gram §a8%a shodld play, - in
the words of S.K.-Dey: |
, "The village Panchayat can be a menace to itself
without a continuing _cﬁeckbfrom the people. There_
must‘beta wider institution of tﬁé;people for which

.
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1. L/) . ‘;!"‘/,,.v ! .
the Panchayat* can be—the Cabinet. 4This institution
. A f
has not been recognised to be the Gram Sabha.. The

GfamnSéSha should elect out of itself the Panchayat
. - They’ should review the work of the

' Panchayat". (Dey, 1961).%*

/
o

(' ‘ L o
The Opinion Of The People

a

The. people had not been enéouraged to participate

educationally within the development process, ' and

consequehtly, the people could.not have a correct picture of
‘thé.‘function of ~ the PanchéYaE or the C.D. Merment. Henry
Maddick quotes the remark'made by the Mimister forA Local
Self-Government from ‘Assam, at xhé meeting'of the Central
Council of Local Seif—Government Miniéters in 1957:
"Block Boafds, National Extension‘Serviqe Bloéks,
have not been able,‘to my mind and also to that of
my’ colleagﬁes' who express the same 4gpinion, to
enthuse the people. The ordinary villagér tﬁiﬁk§
thaﬁ it is some organization imposed 'by the
Goverﬁment, and therefore very little" developmeﬁt
work has been done by these N.E.S. Blo@ks (Maddick,
1970).2*% A survey éoﬂdudted of the people's reaction
to wvillage Panchagggsifin the Rhanjawala Block in
Delhi also ;eveals'th faéivthat the people had a

poor opimion of the Panchayats:

"As far as 90% of the people interviewed,
_ o



) o _
held tHe opinion that fhe Panchayats had

created functions and aggravated conflicts".
(singh,{ 1971), ** A

£
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The Actual nc£ioniné.6£ The Panchayats

Anothg} criterion‘%epictfng the incidénce of

the participation of the people is the actual

\ functioning df the Panéhayats. Heﬁry Maddick quotes

\ the report of A.V. Raman Rao, regarding the working
of Panchayats in Bombay and Madras.

| "the attendance of members at fufal meetings

was so. irregular that there ‘was' often no

duofum. Sometime§ \Fhé> Pgnéhayats had no f

meetings at ali fbr/a long time, or ﬁémbers /

absented themselves continuously without any K

action being taken against them". '(Maddick,i

11970) .77 T

,

Agricultural Development /

MAt? its inception, the C.B/’movement in India

_ , o ,
was welfare-oriented, and agricultural developmi?t

was not emphasized. However; as agricultural
. . : /!

pursuits happened to be the main livelihood of the
people,- and any development in this field would

automatically bring about rura1r~up1iftment‘ and an

]
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increase in the, income of the vast majority of
i
families, agricultural development became the main

concern of the C.D. movement. The Intensified

Agriqpltural‘ DeQelopment Proé@am -of 1960 was a
further step in this direction. .

"The  task that had to be ‘surmounted in
agricultural development was 1immense, due to the
Texcessivsl population de?endent on‘agriculture, the
~existin§‘patpern'qﬂ‘subsistence agriculture and the

land tenure system. Kusum Nair says: )

_—

"Each of India's millions of égricuitural
holdihgs is an aufonomous unit of production
and must remain ‘so. Production in
agriculfure, wil? thé?efove continue to be
thelultimate and individual responsibility
of over 70 million peasanté - + . . . Unless
the desire for change and for appreciably"
higher 1living standards. takes root in the
peasant ;ommunities,'these techniques will
often not be accepted or»gxplbited fully, as.
has been the case of the Japanese method of
{£E§dy cultivation, for example.m This

technique was introduced in the paddy

e,

growing areas about a decade ago. But rarelys

has it been adopted " in o its entirety
anywhere. The average yield of rice at 906

lbs per acre (1960-61) cpontinues to be the
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lowest in the worldc. (Kusum Nair, 1961).3**

Even though a change in attitudes was
emphasized at the'oudget, this was never achieved.
Consequently the farﬁeps fﬁncpionéd as me;e cogs in
a wheel, and never graéuatéd from theiaribubsistence
level of ffarming.' This lack of’education‘and the

conseguent lack of §ny positive and dynamic attitude

on the part of the farmers, had really caused the

LY
failure of agriculture in India.

Role Of Education-
If the people Ha're to Dbe ’nade self-reliant,

their education has to be emphasized within the

development process. For developmenf programs to be

a successkithere has to be a definite éhange in the
“way people think.‘Tge beople.héve to be‘\potivated
and must fuﬁction dynamically in the develépment
proéess, which would lead them fg1be self-reliant.
"The reéuirement for economic growth is for

the citizen of a developihg country 'to
acquire the ability to concert their
individual behaviours into a. national
network of 'increaéingly iarge scale
spesiaiized-units of éolléctive action which

aré .necessary for de§elopmeht.and widespread

use  of increasingly/ffC‘ productive

téchnologies".'(Brewster,~1967).".
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This  situation had to be corrected .byv
éoncentrating~on the education of .the people. It
would be futiie  to wait till thé people are
educated. The people have to go through , and
experience learning situations in their

1

developmental tasks and these would cause an
_ . ‘

awakening in them. It was for this purpose that
social education' officers . were appointed and
education concéntrated on At-Jhe outset. -

Sl 5
Social Education . ) :w€§f3¢§;z o
"the most, important part of the program of
social education is to enthuse the rural
po?ﬁlgtion and to secure their participation
in all fhe devélopment programs under the
/ C.D. Projects, such as healtb, s;nitation,
| cbmmunication, © wvillage industfieé,
agriculture and other aspects of general
~village improveﬁent. ’ Other activities
organized are literacy, health edﬁcation;
education in citizenship and a pgxgram of
follow-up activities with a view tg prevent
re-lapse into illiteracy and ignorance. "\
. . . . in order to start the process of
group formation, programs of youth welfare

and child welfare are taken up and physical ™

welfare activities such as games and sports



are pléhned".~(Dayél, 1960).°°
With thésé'tasks in yieQ, social education officers
‘were ﬁosted to the Block level. They were entrusted
with the entire task of creating & community‘spirit
'wiéhin the people and obtaining their participation
for the development programs.

Adult Education classes were concentrated upon
witg!n the SocialyEducation Program. Thesé were pure
literacy classes,;wifh the aim of teaching adults
the art of reading and writing. There was no
connecti?n—Between the life the adults EQQ‘ or the
océupations in which they were preoccupied on the
lone hand, and the content of the literacy classes on
the other. The concept of functional.literacyAhad
not gathered momentum and it was thought -that- the
mere acquisition of the skill to regd and write
would aid in furthering development programs.

Aault -literacy classes were held all over
India, wunder ‘the C.D. program. These literacy
classes gradually become very unpopular among the
people, as the content had no connection with their
life or their vocational pursuits. As the people who
acquired the,ability. to‘ read and write, had no
occassion , to 'continuously‘ use them in the
development program or in their day 'to day life,
they %ébsed back into their original illiterate

stage.
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"In India, even thoge who have had a year or
two of chgoling lapse into illiteracy for
want of follow-up literacy work. In certain
areas, the lapse 1is as high as 60% within

. -
one year". (Lakshmi Menon, 1970).?%'

7

Community Deyelopmeny - A Strategy

In India, the cpncept of community development
got confused by particular task oriented Ministers.
I1f community development had been introduced as a
strategy to be utilized to make the program
effective, this concept would never have got lost
within a "bricks and motar{ program of rural works
or an intensified agricultural development program.
Instead of C.D; ‘retaining its character as a
strategy, it‘ became, "Yet another agency for
spoonfeeding the people; instead of being the focal
point of people's efforts to work for their own
welfare and programs. It is thus inevitable that the
C.D. program, instead of making the pgpple
selftgeliant, has made them increasingiy depe;aent
on  official assistance". (Dwivedy, 1965).,°?
According to Mukherjee, the C.D. Program became
entirely task oriented and hence the educational
process orientation got completely—sidetracked.

"Looking back over the period, 1 get the
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impression that as workers in the program,
we realized inadequately that the .weakness
lay in the method foiloweda\in ‘determining
the 'progfam objectives, ' priorities and
targets énd in impfementing the programs.
The bulk of the thinking done in conferences
and seminars during this period was devoged

.,

to problems of implementation of the program

of activities, reasons for failure to
achieve the targets of physical
accomplishment and to failures of the

administrative machinery to get things done
and achieved by the people. Not enough
thought was devoted to the process of

community development and to relating the

program activities to the community
development objectives." (Mukher jee,
1961).°?

John W. Mellor after a study of the causes’ for the
failure of the C.D. program in India says:
"It is easy to argue the failure of the
V4R ' S
comhunity development program, but it is

difficult to formulate a better alterna&ive

for the India of 1951." (Mellor, 1968).°%*
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CHAPTER 6

, COMﬁUNITY DEVELOPMENT AND PRIMARY HEALTH CAﬁE

The, term ‘"community‘ devglopment" is notv ‘élwazs 
understood by those engaged inv rural heélth activitiési
Communiﬁy development is a specifié approach, a pattern of
well established practices emanating from certain. .
principles, attitudes“and:objectives. And, although-often in
operation in ‘close  ér6ximity to rural health activities,
health personnel :are frequently unfamiliar with its
implications.

| In 1954 the World‘Héalth Organiéation Report on Health
Education (TRS 89)/ dié’vnot emphasize the need for any
_spgcial_knowledge of athe"community development approach;
However, by 1958 a'fOrthgr report in the series (TRS 156):?2
pointed out that training in healtﬁ education should be madé
available to workers 'in other fields including community
development and that health workers had the respbnsibility
to assist with community developmenf programg. Thus ih four
years community developmeht had nbt only been recognised,
but special  training in "this field waé felt to be an
essent&al part.of the training of all health workgrs.

In somevdevéloping countries, the communify development
approach has, in:fact, been used in rural health improvement
activities, ’as' for examplé; in the well and lafrihev
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éonstruction brojects.'But it has not Been used extensively
and néver in its most comprehensive sense. Rather, a few
techniques have béen "borrowed” in\orderlto achieve certain
health objectiveﬁ, There‘is‘evidence to sugges£ that today
wheré commugity development does'foim a part of rural health
activities, - it 1is usually regarded as being distinct from
them and slightly oblique to the heaith activities.,

"There are far. too many examplés %bf social
indifference and even arrégance on the partﬁ of the
- health professionals towards the'cohsumeré « e
‘this is one of the root causes of the uﬁder. ..

or _improper utilization of health services .

It is most important that the cénsumer's ,5o;ial
perferences, needs,"interests, éspirations; goals:
and values shopla,be:identified -« . . and that -
- these aspects are'éliopated a caréfull; considéged
‘and reasonable wéight ~in  the ' planning ‘and
implementation of health‘care.. .. ;"3 .
In Nigerié a - cholera prevention brogram attempted to
fnfluence the members of one rural community ihdividuallyi—'
-in the traditional manner, while in another it aimedl.at'
securing community approval.‘It was subsequently found that
in the first communify 45% of the populatibn repérted for
vaccination, whiie in the latter, .J73% éf the community
responde_d..4 v |

.controversy-'continues today as to whi:?:iijticular

"community"” 'appréach - is ~ the mos teasible,

N .
\ . . L
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preferable or desirable.

At a sympsium in 1970 . Professor Maurice King
enjoined health personnel to "peer over the top of
Jthe éccepﬁed- and loqk round,.the edges df the
conventidnal -+« . oOur predecessors used. this
‘microscope well; our challenge 1is to usé the
instrumentg%éf our time with equal determination and

with equal viéion."5

While many health personnel are by no meané reluctant
to consider ‘"peefing ~over thektop of the accepted" in the
search for new and more effective approéches to the problems

of .rural health, the very magnitude and complexity of those

problems abpears to weigh the sca}es heavily againsf'them.

Community-Based Health Caré”Programs

What is a community based hea&th care.brogram? “As  the
name implie;, it 1involves a community and its focus of
attention is health. Iﬁvolvemént.of the community here, does
not mean a paésive involvement where the people become mere
recipients of the services which the program . offers, but
rather the  {nvolvement of the c9mmunity in all'aspects and
stages of the program. |

If it in&olygs a community, it thereby invoives people.
The primary and ultimate wealth of the community are its
people. A community-based héalth caré program therefore,
gives importance to people. It is peopleforiented.

Some elements of a eommunity—based health care program

‘which have been recognized and‘ described include the
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following:

1. the community knowﬁ, feels and accepts responsibilify
for community health and not just ;he healtﬁiﬁf the
indi&idual. w

2. the commuﬁity taps and develops 1its own resources to
meet health.needé; this includes personnel and material
resources, professional and traditional persons.  This
also inciudes private and government endeavours,
institptions and organizations, local, 'pfovincial Vand
national.

3. £he primary focus is but by the cbmmunity on community
pfoblems,’communi;y'resources and action, according to
community priorities,.

Whereas befére, health care was centered‘only in*taking

~care of the individual sicg patient; it was then expected to

include the family; now the trend 1is the health, the
well—beiné\and the future of the whole community. |

The apprb%ch herein 1is termed holistic; In any

community, community-based health care ‘.programs are

\

inter-related with thevegonomic,_%he political, the 'social
and the cultural problems of(qsbciety. ‘Health from this
iZQPerSpecfive is viewed as only one component of the overall
EfﬁAévelopment of the community. Rather than laying emphasis on

the acquisition of high quality and sophisticated medical
skills and treatﬁént for the commﬁnity,’priority is placed
on using health as a way to motivate people to improve their

standard of 1living and their quality of life. Theibeoplé
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start to see that th%@r health problems are related to food
]

producfion,'nutritio?ﬂ water supply, housing conditions,

educatibon, income/x and its distribution, unemployment,

communication and transpoft -and wultimately to Qolitical

decisions. Physical health then becomes not the main

A

concéfnt the meqtal and the social health of the people ‘are

given due recbgnition. The total‘well-being of man and his

o/

community 1is taken care of . The long*ranée welfare of the
_community. is vthué ’chsidered. The program helps the
community to stand'oh its own feet. It genuinely encourages
responsibility, initiative, primary. decision-making - and
self-reliance at the community level. "It is built “upon
‘human dignity."™ | |
Community-based health program are to be differentiated
ffém ’community-oriented health care programs which are
eSsehtially hospital-based and doctor-administered. These
programs rely on community participation mainly to provide
inforhatioh by which the medical professionals can modify
~ their services. Activitiés and decisioné_ are dominated
extenéively by the ‘health professionals and by the staff..
There is a usual pattern in these community-oriented
health programs.\The staff members of tﬁe program start off
with a survey Qf the community where thé program will be
established. The‘suryqy‘nbrmally includes population data,
disease patterns, environhental sanitation problems and some

basic socio-economic  information. When the results are

collected and analysed, the staff then identifies the cause

f



106

of the mBin health problems of the community. On the basis
of this analysis, the staff sets the goals and objectives
~for the community and initiates a course of action to
activate the goals and obj;ctives. Plans include both
curative and preventive sefvices plus the utilization of
other health and health related agencies >working in the
locality. The staff then goes to the commuhity_leaders and
try to find out ways in which the leaders can help‘implement
the plans that the staff_has made. *

Such community-oriented health programs . perpetuate. a
paternalistic attitude even though it utilizes aspects of
community-inpuﬁ,_it actually encourages greater dependency,
servility and unquestioning acceptance of outside
regulations and bureaucratic decisions.

In a community—basea health care programs, the initial
goals, objectives‘aﬁd planning are open ended and flexible.

It considers the cqmﬁunity's felt needs and not the needs as

7y .
‘f& ey - ‘/i )
“Felt by the healtly professionals. The program staff only

inspire, adviéé)~ motivate and demonstrate but do not make
unilateral decisions. The community i§ustrongly involved = in
all areas where decision making is needed. Community-based
heélth care programs are; therefore, built from the
grassroots -up and  not given from the bureaucrats or
institutions down to the people. |

Any prégram directed £owards the community will not

work without the primordial element of community awareness
d ]

and community involvement in the planning and implementation
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v
of such a program. It must involve those who suffer from
disease and poverty and it must lep them take the decisions
and responsibility for their own héélth care. Unless and
until the people in the community comprehend what it is all
about, programs - imposed upon them or;taken to. them withdut
adequate prior preparation will not succeed. They mayiyhéfk.
for a time, but they will not endure.’ & »

5 AT

In community-based health care programs, the

- . 4 Ay
attitude in working with the communlty and g1v1nqif'”
community, is 'to improve health - Finally, communltﬁgﬂ

* health care is "health by the people" rather .t

the people



108

Footnotes

' W.H.0., Report on Health Education", Technical Report
p .

Series 89, W.H.O., 1954,

2 W.H.0., "Training of Health Personnel in Health Education
of the Public"”, T.R.S., 156 W.H.O. 1958,

3 Hofdan  Mahler, "An Integral component of Rural

il

‘Development ," Supplement to International Journal of Health

Education, (I.J.H.E.) Vol.16, No.3, 1973, pp.5-6.

4 Ogionwa, W., "Socio-psychological factors in Health
Behaviour," an Experimental Study on Methods and/Attitude

change", (I.J.H.E.)., Vol.16, No.1, January 1973.

5 King, M. "The New Priorities in Tropical Medicine" in
Teamwork For World Health, G. Wolstenholme & O'Connor (Eds),

J.A. Churchill Ltd., 1971, pp. 25-36.

6 Werner, David., "Health Care and Human Dignity." A
subjective 1look at Community-Based Rural Health Programs in:

Latin America, 1974.

7 Wong, Wah., "The Present cond_ition‘_of Needs and Poverty
in the Developing countries of Asia, Keynote speech - Asian

Regional Conference on Community Health Services. 14 April



109

’

at the PICC Manila. Philippine Journal of Nursing., Vol. 48

No. 3 1978.



CHAPTER 7
THE COMPREHENSIVE COMMUNITY APPROACH TO THE RURAL HEALTH

\ ~ PROBLEMS _IN DEVELOPING COUNTRIES

This approach ‘is one by which individuals and
communities are helped to perceive, within the context of
the national health plan, their heélth needs, (that 1is the
need to change beliefs and/or behaviour in order to increase
the incidence of good health) and are aided to remedy their
health conditions by the wutilization of .internal and
external resources. The long term aim 1is improved rural
‘health conditions and serv}ces, the respohsibilityvfor whose

organization and maintenance rests largely with the rural

communities themselves.

An Holistic Approach

Historically, many rural health activities have
occurred independently of planned national ‘development or,
more specifically, of the National health plan.
Practitioners of ﬁraditional medicine, for example, have had
a more co-ordinated relationship with the National health
care plan, they have generally functioned independently. And
until recently the activities of philanthropic and religious
organizations which established ho;pitals and dispansaries
in rural areas héve had little co-ordination . with the

110
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national health plan. Health activities took place; in
isolation from the nationélly planned ones. Overlap,
duplication and conflict have resulted in such cases ‘where
there has been no coordinating policy. An aéricultural ;urai
development agency, for example engaged ‘in stimulating
increased egg production for cash return, found itself in
direct conflict with a nutrition program in the same area
which was encouraging the increased production of eggs - for
home consumption.

Without co-ordination, on the one hand, qgtiviiies are
persued which aﬂé "unrelated to nationally selected
priorities, and on thg other hand, national realth pIannebs
are often unaware of all the resources available for rural
health activities.

Today, cogordinating bodies do exist in some countries.
Co-ordination itself is far from easy. The healt® activities
of religiougfdrgani;ations, for examp?e, have emphasised,‘
curative rather than preventive or educative care, both of
which may be priorities of the national health plan. To add
to such conflicts, a vital question remains unresolved, that
1s, how far is effec%éve liaison really possible between
religiously oriented bodies who are in competition on the
theological level?

However, there are many examples of co-operation ;uch

as the missionary doctors of Zambia- who have played a

significant role in training medical auxiliaries.

3
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¢ A comprehensive communlty approach 1s a hOllSth one,

and the processfof 1ts adoptlon 1s rendered more dlfflcult':

becauseé” of the .Tfragmented" hature _of the present rural,»

-

health care programs in’ India, = - i

Long term commun1ty dbjettlves 1nclude ﬁhe evolutlon of'

the rural populatlon 1nto healthy c1tlzens,‘capable of fully'rv

[ . 4 M

partltlpatlng .in'pthelr 'own7_11ves "in that . .df_: thelr}'

“ommunltles and natlon > and assumlng wherever p0551ble a

hal

greater share . of respons1b111ty feﬁijthe de11very andi’

§
nalntenance of rural health act1v1t1es.‘

~

B

The objectryes of the health personneP are' often” far,

-

frqm ’clear‘ptoh rural commun1t1es, and this. has resulted on
octa51on\rn resentment ‘and corflict. A south Amer1can study

reveéaled thatv‘a community .found -its. health centre staff

v

Lagkinédén;tact and good manners: 'thef staff cons1dered

themSélves; as be;ng VOf a- hlgher ‘socio-economic grdup and
thereforevk*sUperior“~;to ‘the rural populatlon. For the
:ommunity,n long perlods of wa1t1ng preceded attentlon and
nost ser1ously, the centre did not treat s1ck ch1ldren (The

\

~entre saw 1ts role as preventlve and was not fully equ1pped

er curatlve treatment). To the communlty, preventlon was .

unnecessary, one only needed treatment when somethlng went
. ‘

wrong What they de51red was treatment for‘ thelr chlldren.

Phey ‘felt the1r prlmary de51res were Helng dlsregarded so

theredwas?little»confldence in« and co-operation with  the'

' T R
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centre,

In tHé South Paéific, an assessment of ‘é latrine
"building program concluded that too often "latrines: were
built onIy to 'saﬁisfy‘ the desire of aaministrétive
personngl,.and unused.they'stoo@gﬁ&ére, mute symbols of the
Qillingness of ‘people; ﬁolcoopesgge“ (Mahoney, 1957).' The”
éommuniéy‘s objéqﬁives'then did not_ihcl;de.EPe acquisition

. . ! ) ) . . SR %
of latrines. o I &

*only a good comhunications system can énshfe that
health policy—makérs éféwreallyffamilia¥*with the objectives
of rurai ”coﬁmunities, and vice ;ersady .When national
’resoufces. are 'limited,i'it is impo:tént ﬁér cbmmgnities to
ﬁndersland the feqsons for decisions:aboutftheir allocation.
And local health personnel may have little idea as to the

overall hational policies and therefore become : easily

frustrated by . seemingly"ihéxplicébie plans, shortages and

objectives. Communities alsb need to be aware of the

problems ;of thé health_personnef?‘One of the‘Ihdian rural -

aw

'

health p;oject theyé%mmunities were-askT?,to listen to' the
physician's  problems. Lack of;;fbads was é _conétént
hindrance.. Eventually the Qillagers tc&ﬁsfructéd a 7 mile
road themselves and a local,'Miniét;y of Héalth paved*a
further 50 miles of road (Maidan, ﬂ9'73).z

A éfiticism; levelled'atxprevious heaith activities, 1is
that long-term objectives have often been obscure, if not
totally  lacking. Statistical evidence of a large scale

vaccination ‘scheme has very often been regarded as a

1
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hallmark of "success", With-little attention- glven as to
whether deep-rooted popular attltudes and beliefs have been

4
changed or merely disrupted.

An Infegrated Community Approach

In India, each state has evolQed a speoific patrern of
- health development, consistent with its own ‘tradition,
circumstances and aspirations. Special emphasis is placed on
Athei ébncepts of : integrated ’ development, approprlate
technology aqd'the'employment of new categories 'o% _health
‘personnel. | |

India's annual per capita'expenditure to provide héalth.
care for its 720 'millioh‘ people is under one‘Americao
dollar, one hospital bed for 1600 of the population, and one
doctor and nurse for from 1000528000 people (Bryant, 1969).:3

Curative‘tare contlnues ‘to be aklotted the ,laroest
. "slice" of available resources, and  80-90% of the total
health bpdget'is»spent in services in.rhe larger population
centreS‘where only 10420%.of the population live.

In rural areas who 'is it that reoeives'the'care;that’isb
-available? .In_ many instanoes, za?ﬂCafetériafsapproach'has
| evolved where it is "first comef fjrSt servedf:iThOSe4who'do
not come, or are‘unable to,coﬁe receive,ho“oare. But there
is also rhe danger of spreadlﬁé health resources so tﬁlnly; v
that they become 1neffectual ‘ | e B |

Large hospltals trad1t1onally absogpeﬁ large resources
“but smaller hosprtals and health centres are now belng

. P
increasingly employed ) "on111ary staffed health centers

ye
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represent a substantial 'return in human ‘wehfare for
comparatlvely little expenditure of money and Sklﬁl" (King,
1966) .

In the past,ﬁtherevhave bean'specializea divisions in’

rural development, each pursuing particular problems such as

education, agriculture, or a specific disease eradication

target, and each with ‘its own program, perbonnel and
resources ‘o- ordlnatlon has been the exceptlon Lather than

the rule. .nis. "fragmentatlon has on Qcca51on;‘detracted

ffomv .the overall successi of such activities, Rural
communities, not fegarding their .. own lives as
| Compartmentalized, have vbean bemused by the influx of
various agencies; each concerned with just one ¢ mpartment
of their lives. o & |

Theré.is a pressing need to vjew health prablems in

-

~their totality. Health is a social as much as a3 medical
problem. If, for example, the problem identi%ied_' is
infantile . malnutrition, then more than justb hmproVéd
. nutrition classes are n led,:for the problem also %mbraces
' socio-economic conditzgss, educatiOn, domestic ﬁygiene;
agriculture ~and fqod tethaology. For - the realistic
coﬁfrcntation of this problem, then,’an integrated viewpoint
is necessary. The aim, for example, of the "Jamkhed project”
was ‘a "complete integration of ?%Fat1ve, preventive and’
promotional work, so that there was no category 'such as a-

public> ‘health nurse or any other worker 1n ornie spec1allzed,

field alone. In a small rural health c11n1c, it is important



116

. that eaéh professional knéws more than his owﬂ ékill.“5

A central problem'ipiphevprovision of basic health care
concerns the chahgingAroié of the health personnel. For
example, "the physician must fill a role in which he ﬁanagés
limited resources to meet the comprehensive health needs of
large >numbers of people, rather‘than'Serving as a persqnaly
phySician for a few." (Bryant, 1969).°¢
- A further problem is the frequent reluctance of the
'health pérsonnel to work in rural areas. In a central
:Aﬁerican coﬁntry} tréined health personnel erm urbén areas,
according to the co-or@}nator of‘évrural héalth pr@ject, are
ﬁnot_ only reluctantv_to Qork"in the isoiated, 6ulturally
distinct (project area); they actually refuse to work there.
‘In“ some govefnment agencies it 1is regafded as a puhishment
when one is éssigned.tévthis area." (Personal ”Comﬁunica:ion
1973.).‘7 -

.Rural areés also tend to lack. the socio-cultural and
educational obportﬁnitieé to which the personnel‘ahd their
families are accustomed. Again, a lack of health facilities
often hampers a‘high stahdard'of heaith care.

.Eveﬁ=wﬁefe a part of medical education éécurs in ‘rural
areas or where -‘postgraduate rural_ser&iée is compulsory,
these measures are unlikely to provide the long—term answers
to the problem.

" The role of the nurse coﬁtinpés largely to  be

associated with hospitals and health centres. The nurse from

and in the community is a relatively new cbncept. "The nurse

g )
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has a contribution to make to the total concept of health
caré that goes beyond cliniéal activity and techniques, to
encompass such things as‘educéfion « « « . . nutrition yhd
other elements that ultimately‘affect the health of people”
(Hussalem; 1973).* The role of the nurse,v_however,‘ Qaries
accordihg . to circumstances. In Malawi fof ‘example- an
bauxiliary nurée will.often run a rural dispensary alone. "To
many patients, auxiliaries mean more than doctors, théy work
long hours in lonely piaces".'(King, 1966);’ | |

Auxiliaries are 1increasingly being regarded not as
"stop-gap" measures until 'more‘ highly trained',personnelv
become available, but more as a new category of workers in
“their own right. One of Inafa'sf?rﬁral ;ﬁealth‘ project
: "Jamkhed" auxiliary-organized community care was planned in
;he villages in the form of under-five clinics, ‘ante-natal
care, immunizgfion programs,'fdetection of chronic i&lness
such as TB or. leprosy,’ school health programs, basic
sanitation and family, planning. Indigenous practitioners,
teachersland other leaders aided them (Arole, 1972).'°

A éurvey in 1971 of a Ghanian rural‘heélth project
revealéd, that almost>all dise?Qes encountered were readily
diagnosed and treated by auxiliaries using relatively few
drugs. Pr;bléms-'.surround their role and status,
rehuneratioh, ;vailability of further Eréining opportunities
-and supervision.‘(Professionals are seldom tfainea for thigr

supervisory role).
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The use of jauxiliaries is increasingly seen as not only
holding a possible key to the problem of personnel shortage-

but also to the total effectiveness of rural, health care

delivery.

Community Culture

An appreciation of the socio-cultural context in which
health activities occur should be considered essential.

"The success or fa{lure of a medical prégram depends on
many. cuigﬁgal factors besides competehce of doctors énd
qualitx,é¥‘;ervices". (Lewis, 1969).'' Lack of a cultural
~ understanding has robbed many health activities of their
%%efféctiveness. |

In rural India for example, a well and latrine building
program was Hnitiated.=The wells were successful. 'But the
unused latrines fell into dis—repaif. ItAtranspired'fHét in
order to properly}flush the. latrine - at }least';é vQUart of
water was required after each use. So, the laréérﬂthe family
the more intélerabiejhad been fhe water-carrying burden on
the women. In Ghana on the other hand, the pouring of
"Libation" drinks and water on the ground (the traditionally
preScribéd ceremonial) marked the inaguration of the Danf;‘
rural health project, and initiated the health éctivitieé in
a fashion éomprehensive to the community.

It has Dbeen aséerted that medicine bften work
effeétively, despite the total ignorance ‘of a patientfs

culture. While this may often indeed be true, it is yet a

.2
2
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narrow pbint of view. For example, even if a child is cured
of malnutrition, recurrence 1is almost inevitable and
treatment most likely to be poyred into a vaccum with
limited effectiveness, unless his sog@o;ﬁultural and
economic'background is effectively considereﬁ. |

‘Health personnel are increa§ingly enfoined to become

' \
aware of the health beliefs and praéticéS' 8f a community,
the reasons for their existence, how cusféms.are.linked to
one another and how new health habits often cannot be
introduced by 'merely "adding" them to a .prefexisting'
éeduenée or old habits merely "subtracted".

Culture must bebundefstood'in its relation to health.
For example when ‘children are malnourished, why will +a
community not use the‘readily available protein source of”
eggs? Why is théfe a prohibition on eating eggs? These -and
similar qu;stions - can only pp answered with a knowledge of
the context in which they occur. There is an appreciation of
the fact . that communities have distinct, valued and;
time—teséed_beliefs and practices related to health and
disease.: :

Some years ago, a revolutionary new ﬁethod for the
rapid healing of fractured bones'was'found‘id be the very
same technique as one that had been used for centuries 'by
certain south Pacific Islanders. And in Africa, long before
the'advent of“modé?& vaccination, people had been rehdered
immune ffqm -émallpox by vac{}nation with the seab'exudate

from mildly infected persons.

\
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Some systems of indigenous medicine are well develéped
such as those of China, where the system is practised
concurrently, and also synthesized with, western medicine,
and the Indian Ayurvedic system which 1is practised
along-side Western medicine.

One of the most significant contributions that
indigenous medicine has made to mankind is knowledge of the
natural remedies such‘as opium, cocaine and eucalyptus, and
- "mind-influencing” ﬁedicines which were used centuries
before the development of modern psycho-therapeutics.

After a study of Mexican Indian, Margaret Clark
cohcluded that "the causes of 1illness and mortality and
curative procedures are understandable and logical 1in the
ligh of (indigenous) beliefs . ... . . only to be
underdtood in terms of the total culture” (Clark, 1970).*

In indigenous medicine, - the patient's physical,
psychological and spiritual needs are considered 1in toto.
Health cafe “is rendered within the context of the famil&,
who represent a forceito envelop and protect the patient,
h;lp the practitioner; remember directions given and
guarantee financial support. In a western contexé, this
woulq ;bev'aone by'ﬁa‘recéptionist,_lawyer, nurse, orderly,
Secregarytahd‘bonasman (Marriott, 1965).'?

In westé%n medicine, belief in disease causatioq often
ranges from the micrqbial to excesses. Missing is the notion

of an external agency such as a malevolent spirit or person.

Also, missing in western medical care 1is the necessary
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recovery (even where it is common knowledge that recovery is
not possible) which is often considered in indigenous terms
essential to adequate treatment. Also considered essential
is édietary advice, and a multiplicity of remedies may be
applied as opposed to a single one.

As western medicine is regarded as having its failings,
so too does indigenous medicine have its own. These include
inability of patients to seek alternative treatment due to
prohibition, fear, or undue conservatism, and the
vulnerability of individuals or communities in‘the face of
powerful or unscruplous practitioners. And some practices’
have been proved to be harmful.. \

Many rural communities consider certain diseases
amenable - fo western treatment and seek relief of symptoms.
But causation contiﬁues to be sought from indigenous sources
which often offer a complex and detailed categ r;;ation.

Traditionally, western medicine has mostly held
indigenous ‘medicine in low esteem. Many of the direct links
between them haye occurred only when patients were brought
to receive western treatment after indigenous methods had
failed. >
Today, indigenous health systems mostly exist alongside
with western ones or are "filtered out" as a direzt conflict
of beliefs which result in their rejection or, they are

synthesized with it in such a way that their beneficial

aspects are retained to enrich the evolution of modern

1

health care.
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Health Education

Communities are helped to identify their health needs;
and to select those which are likely to bring the greatest
communaiAbenefit.synonymous with balanced local and national
development. ‘ |

Very often the health needs of the community that
appear most obvious to the health personnel are not
perceived at all by the community - they are "ﬁnfeltbneeds".'
In rural India, for example,‘the health personnel found that
"in cert;?n villages they just did not feel there was any
need for medical care and were . quite happy with what they
had, the 1issue uppermost in t%e minds of the villagers was
‘not health but food and water". {Arols, 1972).'*

The 1issue of compatability of rural felt needs with
national or agency plans sometimes continues to defy a
satisfactory solution. Do communities, it is argued, ever
really ident;fy their peeds?HOr 1s there often a "charade"
of needs 1identification a;éuya "rubber stamp" of approval
obtained for previously selected health plans? Often ‘then,
few resources are left for the longer-term aspects of
improved health care.

The process of need identification following just one
public meeting and a democratic "show of hands™" is
considered a poor substitute for the slower pace of
systemétic discussion. It has been found that rural

communities in the latter case are more likely to chbose a

simple health post, than a multi-storeyed hospital.
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But guidance is needed 1in order for communities to
perceive that, to confront a single problem may involve
attending to various needs. For example, improving, the

health oﬁﬁ "under-fives" may réquire the provision of safe
L ol

i/
o

water, improved agricultural techniques, nutrition
education, food storage techniques and fertilify control.
Guidance is also needed with regard to financing
desired health improvements and with regards to explanations
of the national health p:ioritiés and resources., It is
difficult to.achieve the necessary balance between curative
and preventive health care because the demands for curative

care always seem to be more pressing.

Self-Help

By a process of self—help,'communities are enabled to
contribute‘.résources and skills in pursuit of chosen
objectives. Use is also made of voluntary organizations and
of ‘technical assistance at the local, national and
international levels.

There 1is much that a rural community, however
improverished, can provide in the way of resources for
heglth activities. For example, for labour and leadership,
manpower (especially where cultivators aré only seasonally
employed), inside knowledge of the community itself, and
materials such as stone, wood, pottery and weayjng can be
progided. At the same time, self-help may not be a

particUlarly cheap or easy method of improving health
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conditions. Indeed it may be more costly in terms of economy
and time. During an African rural health center construction
project, many problems intervened - diqutes over the token
wages, deaths necessitating‘ mourning, heavy rainfall,
.

traditional rivalries, etc. During the last stages of
construction the whole labour foprce was ' engaged by the
project (Sai, 1972).'?® |

But there is evidence to suggest the self-help is often
more effective in the long-term, as it affects many aspects
of community life, guards against over-reliance on outside
assistance, mobilizes community support, is an educational
process and is related both to self-respect and
self-determination.

In the Philippines, a free medical clinic for the poor
evolved into a medical <co-operative. Locally selected
community leaders had met the medical staff and formulated a
plan whereby the treétment costs were related to ‘the
peoples' ability to pay and to the cost of the medicines
involved. Then "the ©people came to the clinic with clean
clothes and scrubbed bodies. The end of the dole-out phase
saw the cohmenceﬁént_ of a new pride among the people in
themselves and in their medical co-operative". (Santiago,
1972).'¢

Outside assistance should encourage self-help, rather
than take its place. For when aid is poured in from outside,
the undertaking is not a demonstration éﬁ what communities

themselves can do. As in the past, aid had been tied to
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projgcts acceptance and to donor_agencies. Hospitals, on
occ!iion, have been constrd&ted where there ﬂwere no
perso\ﬁfl or resources to run them. , ¢
THe pace of self -help may appéar too slow where v151ble\

ults are required by an external agency But haste .
undermines real self-help, in that it seldom allows adequatg
time for the attitude changes fundamental to long term

health improvement.

Community Leadership

Various types of community leaderships are 1identified
and 1individuals, appnqved by the communi%y, are selected to
receive leadership training.

Rural leadership is often a vital factor in the suﬂtess
.of health activities, where community leaders have perce1ved
that these activities‘ pose no threat to their own status.
The identification and selection of leadéﬁf for rural healtd
activities remains more an art than a science. Part of this
art often consisgs.woquidentifying certain personality
characteristics’xéllied to mental aptitudes and certain
job-related skiliS\\Thbsé who have initially "rallied to the
cause" have on occas}on proved to be ineffectual leaders for
health purposes, perhaps being self-ambitious or
malcontents, with 1little community standing and limited
enthusiasm; However, the moré retiring h:}nformal" or
"opinion" leaders, such as the middle-aged mofher of aglarge

family to whom others automatically turn to for helpl or the
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elderly pespected‘rel1glous leader have proved to be of
’greater effect1veness.; One .aim, ‘then of a comprehensive
s 5 i .

3approach.1n rural health' is to ‘promote action by - groups
w1th1n the cdmmunlty and- by the community's own leaders.

In Nlcaragua; oner;object1ve of a rural development

o

programvwas“to tra1n yillage héalth leaders, "someone chosen

by his own village'with‘efficient education to be able to

.

dlstrlbute common‘ medlcaments in accord with his judgement

'of common dlseases and be able to admlnlster 1njectlons for -

‘vacc1nat1on »and “TB‘programs, 1n»far~dlstant areas“ (Oxfam,
S - + L ; I o . ; . :' " ) : L ) .v /
:, 1 97 3 ) i . ’ Y . - = L q

These leaders _Were7 supported by a med1cal commlttee

comprlsed of villagers who superv1sed ;the _ordering ofp

rfmed1c1ne,: péymentS"Lff the -leader and co-OpeFated with
.,Government programs.,Thls type of leaders 1s the precursor

,‘of the v1llage Health Worker" or VHW recommended by W. HO',

',LongvlTerm‘3Ef£ectﬁvéness 3And pMinimizing “The Disruptive

j,Efrects;Of ChAngeff
' +

In a. communlty, few 1f any changes occur ‘in isolation.
’ B

aRather,‘ they affect »to some‘ degree the whole communlty

1?W1th1n thlS whlrlpool of change, uhealth 'act;yltles which‘

X

7take s h place )of the 1nterrelatedness of rural 11fe, is
® '

“ﬂagenerally 1gnored the1r .1mpact;‘be1ng ;mlnlmal and ‘their -

s . . S N'

fIf; for example,‘a clean water supply 1s 1nstalled” but

ﬁflgisposal means are lacklng, mud holes w1ll appear and breed<'*'

l"

. %

.
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diseases; without trained personnel the machinery will fail

\'f’. . ,Agjalencé will be done to many social customs;
fﬁpééh‘ wiii} Sé ‘de;rived of their social opportunitieé‘dver
yash“tubs. 6r ydufhs may be ) deprived  of courting
’dpﬁbrtunitigﬁ at yillage- welis (foster, 1958).'* The

"simple" supplying of clean water, is in reality, a complex

innovation. k}\ ‘
In practice then,. "simultaneous involvement" inlcudes
fecognitioq of, for example, the fact that individuals and

groups are part of kinship networks; that identification
with one groub often automatically incurs the opposition of
rivalvgroups who may refuse participation; that older people
while resisting change for;ﬂhemselves.may'well accept it for

their children (who are often more ‘highly - educated than

)

their parents); & that 'the% use of 'flriendlshi_q, groups carries
with it the‘ exfré safeguard éf friendship agains% the
“pdssible_disruptivg\effects of the changé:_

| .In many health activities; there is still a kcohtinuing
iéddency to regard changgﬁas good per se, In the }ight of
Vexpefience past andbpresent,’that aséumption can no longer
stand. For it  has been Seen that, ﬁhgré_diSruptive change'
occurs it ofﬁenv provides ' a legacyw of 'emotioﬁal andb
_ ,psychologicalA‘disorders. Iﬁ the process then of attempting
to bring healing and health tc = "body" of the community,
much harm may»inadvertenfly be done to its "mindf; Special
emphasis should be placed on‘the inQolvemenp of women‘due to

their infiuence‘ﬁon‘family health and its role in'comgunity.
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health. '
In ‘most deyeloplng countrles chlldren under the age of -

l’

15 Years and women in the. chlldbearlng age (15-44 years)

-

form over 60% of the total populatlon
. ,If women are even to begln to play the1r full role 1n
rural healtb act1v1t1es, they first requlre to be in

4

'adequate health themselves But“many factors conspire to

prenent' this. *These ‘may include anaemia, panasitism)
malnutrition chronic ill?health, early marriager and
vconstant ch1ldbear1ng,  poverty, heavy‘ ‘manual labour,

1111teracy, and lack of basic health care ‘and fertility
'control opportunities. “ | l

Lack of adequate care durlng pregnancy, Chlldblrth and
up unt1l the next pregnancy j'usually in the ‘follow1ng two
years 1s often a central factor 1n the state of health of a
rural women. Usually she recelves care’ durlng pregnancy and
,delxvery both from‘ her. klnswomen and from a‘"trad1t1onal
b1rth attendant"‘.whov is "often ‘anw, elderly f women of
considerable community prestlge, skllled to varylng degrees
in the art of birth attendance In some countrles, 1nclu51on
of these attendants in health programs has proved to be
benef1c1al both to themselves and . to their patlents

One"approach to the problem»of basic health care forwf
rural ~women, is the African style "maternltYQVillage" This
yﬁis s1tuated ‘near a hospltal or he%&th centre, and a woman,

4

following outpatient anti- natal care, arrives prior _to* her

conflnement with her relatlves who remain’ nearby to cook and
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care for her. Delivery and post-natal care is actually
provided by supervised éuxiliaries. Correct infant feeding
and “the care of children under five are emphasized in the
edu;ational measures,»in which the mother and‘her relatives
participate.

The NigerianfstYIe "under five" clinic is a - further,
particularlj sensitive, approacﬁ to the relatives of the
role of rural women.‘ | ol

"A whole déy wasted waiting in the (average) clinic can
still b; spared by ‘the African mother . . . . . who 1is a
busy woman with a large f;mily, food to grow, a husband to
cook: for and; only too often, - her own living tb éarn’

| P if she keeps her own child's record card, she need
- not waste tim§ waiting for the clerk to find it nor need she
wait at tﬁe dispensaryrif the nurses keep medicineé on their

tables". (Morley, 1966).'’

In their roles as wives and mothers, the influence of

women on family healtﬁ is critical. The freque
power to reinforce - og sabot@@éemeasures, ééighed to
improve community health. For exampléﬁﬁ,fhe maintenance éf
latrines and wells often falls to them, and'without their
comprehen;ion and support of these innovationé}  the unkept
latrines and polluted wells become insteadfhéalth hazards.
In a comprehensive cqommunity approach the role of women
in rural health 1is not Seen ‘'merely as one of passive
enlightenment and mute support of others. ﬁather, in  the

industrious round of domestic and communal activities, a new -
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moré’ dynamic role emerges. (A minority will eventually
assume more technical. and .bureéucratic roles). What. is
sought, is the self-devélopmenﬁ of rural women. .But the low
status of women is seen in some quarters as a hindrance to
the attainment of this new role. Howevér, estimates of
status must be appréciated within their cultural FQbE%Xt'
The rural woman has many traditional and prestigious
responsibilities both inside  and outside her home, and-
&ee@@hg, pounding. and water-carrying are not merely manUal‘
la?ébr. In some societigs the 'status of women have been
considerably alteréd, these élterations having bgen brought
abqpt by socio-cultural change. Fo:‘ example, in Zulu
iibciety, wherel the absence of the_.menfolk as migrant
iabourers necessitated the caring of cattle, (traditionally
a strictly ﬁa}e pursuit.) to be persued by the womenfolk.
‘The task of communicating with rural  women  is
‘complicated by their often "enclosed" status which may
neﬁessitate making the first contact via their husbands or
mothgr—in—law. O;ce trained for health a;tivities, women
have been found to ge particularly beneficial, * front-line
workers in . many patterns of basic health services. Their
advice is reaéi;y'aéceptable in the commuAity“and they can
easily adapt 'their approagh'to the local social, religious
and cﬁitural attitudes. They aré also moré "rooted" in the .-
community often for domestic reasons, and less likely to be

in pursuit of better employment.

of
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Ongoing‘Research And Evaluation
Research and evaluation are considered an integral part
of the apptoach. The importance of education is emphasized,

'

and changes in attitude are considered as of similaE and on
occasion, of greater s{gnificance than material changes.

A physician, engaged in rurai\ health  in the
?hilippines, called research ﬁa basic tool to re—?rient and
reformulate community _medicine to meet‘ the needs of the
people™ (Solon, 1970).2° The freétment "of the community
patient can‘ be . menitored, treatment modified'accordingly,‘
and‘the informetion gained, used to entich.future~t;eatment.

The wvalue of research during or following health

activities 1is ~~commoner than that prior to their

Commencement. "There 1s usually a greater demand for data

“after a project comes to an end . . . . . -headquarters and’

supporting organizations want to know what they got for
their money (Hayes, 1959).%' But “baseiine" ahd "pilot"
studies ;may well‘ be crucial to eventual success. For
example, if’research"had’ been carried out prior to the
inagurafion of@ven'unseccessful health insurance scheme for
rural families,'/it would have emerged that the modest
premium reqeifed, was even then too large. for the
improverished families to pay.. /

Much research of - value for health lies strewn
;hroughoUt many other . fields, such "as agriculture,

education, anthropology and nutrition. Much data of

importance for health deals with private thoughts, behaviour
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and attitudes. These things are hard to elicit and ' even
harder to quantify. Research in - commuhity' health is
particularly difficult in that it‘often :équi;es]a range. of
+ skill and personnel dhich reach beyond those of the health ™
personnel, | | |

Past research has often been based on personal
observétiohs or on isolated small-scale studies ,from which
it is hard to generalize. One problem is ﬁhat research among
those who attend as patients is not 'representative. of the
wholg;‘communftyf? many of whom do not attend at.all. In the
wordé of a physician in a part of rural India, "There must
have been 4000 delivefieé each year,‘but we were taking care
of only 300 of them - What haépened to the remaining 3700
deliveries? (Arole, 1972).%? For eQery patient that came for
care 20 remained in.theiviilage." )

~For the over-worked heélth personnel, research often
represents as output of_tfme andv energy which they find
themselves wunable, and often unwilling, fol give. Some
countries have enlisted thevheip of'aux{liaries in wvarious
research procedures such as the compilatipn of statistics.
But statistics and tabies can tell 6nly a part of the study
of, development. The self-respect and self-reliance that
village people gain cannqt easily be measured. But these
chagges are what makes future progress possible,X(C.D.
Foundation, 1966).2° Evaluation procedures, to be effé;tive,

should be determined at the planning stages of health

activities and should proceed during its duration. The

v
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evaluation of health personnel themselves, is not ysually
carried out. Reasone for the success or failufe of
partieular workers and projects are not aiwayé evaluated; In
the past '"pfe—eccupation with keeping services going often
prevented in-evaluation of where one. was‘ going" (Helberg,
1972).2; :

‘Research and evaiuation of health activities is crucial
‘in most countries. Appraisal includes whether objectives are
being achieved at the lowest possible cost and whether the
benefits accruing are recognized as beingpgreater than the

cost (Hayes, 1959).32°

Summar§

From the common thread ef past and present experiences
in rural heelth\ activities, have evolved the concept and
methodoiogy of a "compgehenéive. community epproach". This
app;oach is parti%ularly economicaf in that it emphasizes

o R

the use of the existing community resodftesw auxiliary
personnel and appropriate technolbgy. ‘

Where it haejgeen employed, albiet partially, this type
of approach has emerged as being particularly effective with
regard to the aehievement of both short and long-term
objectives, integrated development, the avoidance of
community disruption and in promoting the self-development
of individuals.

In the past, where communities have edcceeded in

attaihing improved health, little self—growth~has occurred.
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They have neither increased 1in _self-knowlédgé nor in an
ability for 'self—organizafion. Today, where a community
.approach does form part of the training‘curriculum of the
health personnel, too often it consists only of‘ a few
lectures i.e. a fragment of the whole potential approach. To
be effective, the principles and methodology of the approach
requirés to suffuse the whole training of health personnel
and allied workers, of all categories,

"Desbite cufrent emphasis on community health and the
need for the training of sub-professional personnel in
developing areas, there still exists a feeling among some

doctors and nurses,  that public health 1s secondary to

hospital medical care, and that the training of
professionals is more important  than traihing
sub-professional health leaders . . . . . (These attitudes)

are as difficult to éhange as traditional health beliefs
because of their cultural and psychological aspects" '
(Mu;salem, 1973).2%* “ |

And the traditional rphysician is warned agaihst the
temptations of iackiné "a little pubiic health on to his
traditional medicines. This can quiet any hunting concern
that he may not be doing enoﬁgh - and still allow him to
continue pretty much as he was" (Sibiey, 1971).%”

In,the wﬁrds of the same director of a Korean rural
health project "there should be a way to deliver the fruits

of Western medicine without the burden of its frills".
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CHAPTER 8

, . g
COMMUNITY PAR*ICIPATION, THE NUCLEUS OF PRIMARY HEALTH CARE
' -~ .o

Definition

"Community participation is the .process by _ which
individuals and families assume responsibility for their own
health and welfare and fpr those of the community, ‘and
develop the" capacity to contribute to their and the
community's development™'

With 1its aim being, to increase personal and social

responsibility for health, an.}~t the same time, contribute

to development, community 1;>ﬁ§jcipation is one of the

principal strengths and suppiiii -primary health care.

Socio-economic and heakth fare development should start

at the village‘ level, apd it is important that rural
communities in developing countries‘participate ;loseiy.in
de&elopment programs. With ".some guidance, communities
utlizing their own resources 'can organize themselveé to
achieve objectives that they ‘have set. During the past’
decades, the success or failure of different "grass roots"
schemes for primary health care has shown that testing
results ~ can be achieved only through  community
participation. |
ﬁorming a village health committee is one way of

achieving community participation, enabling rural people to
/4‘
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u‘derstand through actual experlence, the problems that can.

be: solved‘ w1th the1r 'own resources A‘ v1llage ~health '« .
* o . : \- " ‘ ‘ »"
’xjgommlttee could be ‘ana'1mportant _flrst step in the whole‘
';fdevelopment process. By worklng together -w&th the~ healthvf

i 1/’

o n s

J‘“personnel it%;_meﬂbers"can rdentlfy and analyse problems,~

K ‘7:' V. V‘a

77@5et prlorltles and draw up plans of + actlon and lmplement>J

Jg#them.” Wlth thé support .of such a comm1ttee, the prlmaryf

gohealth workers and. the:ﬂhtermediate health personnel w;ll

1fhave:,ahg ooportunlty 'toifcreate, .operate,'and ut1l1ze”the

iﬁ*{hral‘:health-fcare fac111t1es in ways that are ‘~host
: o~

t»acceptable to the communlty as a whole, and that ?eet the1r
vhealth needs.,“ ' e |

o

HWWQA” communlty s 'aWaremess of' health matters shou d be
"fcontlnuously 1mproved The health personnel 1n rural health
%Should be- éducators, Ln1t1at1ng and st1mulat1ng the

Y “"

'part1c1patlon ;off-commun1ty members inv‘ 1nd1v1dua1 ' aﬁd

ﬂcommunlty health care. ThlS w1ll 1ncrease self- rellance at
'j.the“ local level . Catalytlc ,SNPPQFt, from - outs;de,».the .
fcommunlty may be necessary,‘ butfthe commuhityfshoufd not~ 

-

’7_wa1t paSS1vely for. help to be glven.

\

_There;_must'{be /a cont1nu1ng exchange of v1ews between
the .communltyl”representat1ves"and 'the‘ 'central | health
.adhihistratiohf 'sd that the’ commun1ty s needs and goals can
be assessed reallstlcally' People are’ capable of 601ng much
more for themselves to. 1mprove their quallty of 11fe 1f t:he}ﬁwT
are, aware of the1r own potentlal for br1ng1ng about a better';

ffuture. ; 'ﬁl7 o . ﬁ;?f{;}

. ' . . - N oy
< . S W ! . . ) ﬁ'
. . D ot + . o
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hieratchy * of central service locations (thus limiting the

: 141
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i
If the 1local people at 1least partly control their

health services, they will conSider the health program as °

, their own and will feel -encouraged to make a, greater

contribution to its developmeht, endeavouring to ‘overcoﬁe~
econdmicﬁ cultural, and polificaliobstacles.

| The; primary health care approaqh . requires that
health-related activitiés”-be'jshaped and carried out in
confo?mity with the: liﬁe pattern, needs, priorities and
cépabilities of each community. This contrasts with a mere
dbwnward extenéion‘of the standard nazional health service
praétices thch, .in :ény event, has proved ﬁo-be_difficult”
and’ineffeéti&e forxa large majority of people in developing

countries.

)

" The organizational structure of the ~health
service will have to make a shift from drawing clients to a

»

numbers served and kinds of. needs addressed)’ to an
organization that essentially supports and provides baék-up
for serwjces d}ganized and performed in the communities.

With this perspective:; of the health‘serVicq structure, the

§ ;entef—periphgry analogy becomes not only inapbropriate, but
. smacks off ~a hold-over from conventional ideas of the past
; Kevén when m;re serv}ceé atttﬁe "periphery" are “advocated):

“The basic thrust‘bf ﬁhe p}ima?z health care approach is that

~the centre of gré;ity of the health system should shift from

-, .

central urban locations to local rural communities.
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Community Input

Communities, according to their capacity, need to -

mobilize human, financial, and material resources to '

supplement the resources provided by Ehe.national goverhment

and other extra-community sources in order to éffectively

carry out local health improvement efforts. Selected
. o ,

community members with *a minimum of training, fully or -

partially'suppdrted‘by their respective community, are the

front-line workers -at the point of contact with the

beneficiaries.

Role Of The Local People w

In the preventive and promotive aspects "of\!primary
health.vcare, the communit§ people are the main actors, with
the health Service and the extra—community agencies playlng
only a supportlve role..Collectlve and individual dec151ons
and actions by community members, w1th. appropriate
assistance and pinput from fhe government,'dehar%ine the
effectiveness of their efforts withrrespeCt to sanitation;
nutrition, environmental hygiene, supply and use of pufe
water, precautions against‘communicable diseases, 4and family

9

planning.

Commun1ty Co- ord1nat10n , o

The primary health ?cara approach reéagniies that the
: health status of. a commun1ty 1s ai}ected by many non-health
‘factors, 1nc1u&@% access .Fo such essential goods and

services such as food clean; water, shelter, clothing, and
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basiqrEéueation. These factors together have more influence
on the héalth and overall welfare of the people than all the
measures that could be undertaken by ,the health service.
Health care provisione . constitutes a necessary, but not a
sufficient conoltlon for 1mprov1ng the péople s welfare. The
integration and co-ordination of the d1fferent sectoral
activities necessary for maklng an adequate and ‘sustained
impact ‘on health, "can be brought about effectlvely only at

)

the  community level through communlty action and

\

organization. It 1§ { evider

health related act1v1t1e‘«4§ “mme essence of the primary
“health care approach. It 1mp11es much more than passively

benefitting from the government health service.

Dimensions Of Community Participation“in Primary Health‘Care‘

AP

*health‘ care program or other development programs requiring
{'strong community involvement, ﬁay*be defined as a group of
people. 'which ‘has @ sense of beionging to the same‘entity,

ot

has a common perceptlon of collectlve neede and prlorltles,
.and can assume- collective ;respon51b111ty " for ‘community
decisions. The collective participatioh of communities 1in
pfimary health care assumes 'different forms and varies
widely 1n effectlveness and 1nten51ty Major dlmeneions of
;comTunlty part1c1patlon" - - |

' the organlzatlon of serv1ces on a . community ‘haeis,

\ .
w1th wide and easy access to the serv1ces - this may

range from rudlmentary_serylces and a mere intention

P

:that popular participation in

A community, for the purpose of organizing a primary



of eventual comﬁunity—wide coverage, to ' adequate
provisions for basic heélth  needs and truly
univeréél coveragé of all cp&&unity people: the
contribution by tﬁe community to the operation and
maintenance of the services - vafying' from small
voluntary contributions in cash and in kind to
supplement government and other external resoﬁrces(
to almost full coverage of coéts through fhé

.
by . : . :
systematic allocation of communal resources and

‘individual payment:

the participation of the‘éommundty in the planning

and management of the services within the community,

which may consist of only an informal and occasional

~consultation by health service workers with a few .

o o Cy v
villagers, or the assumption of full responsibility
for the program by a rep§e§entative community body:
a community input inte the overall stragégies,

policies, and work-pféﬁ of the program, which may

rénge from unsystematid efforts by Well;intentional/

Y

(ol

-

government officials tovundefstand véryéhg community
situatibn, to a systematié arrangement * for the
participation of community people in policy making
and planning.at regional and nation;l levels, and
for °  reqular feedback of perfinent program
information from - 'com&unities into the

-decision-making - processes at different levels; the

overcoming of factionalism and interest conflicts in

144
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the community in order to achieve a broadly based
participation, particularly on the part of
disadvantaged groups - the situations in  this
erspect may vary from attempts to servé various
sub-groups as equitably as possible, recognizing £he
_ reality of interest conflicts within the community, 
to the emergence of cohesive communities capable of
engaging in cooperative efforts for the benefit of

all,?

Obstacles To Community‘Particiéation

The recent studies of the primé;y health care program
as well as . the historical reviéw of broader community
dgbelopment efforts, poiﬁt to many bbstacies in the wéy of

cooperative community action for self-help and the growth of

the participatory process.

Diversity Of Interests And Social Stratification

One basic problem 1is that group cohesion andv the
similarity of interests and perceptions necgésary for a
collection of people to behave like a cqmmhnity are far:-from
being a univgrsal phenomena. The rural areas of developing

countries/are’often characterized by a highly uneven access
ot . ‘

to productive résoﬁrces such as land, water, and capital; by
é Eraditional socia; stratification and separation based on
castes, by ethnic origin, religion, and sex; by political
and economic institutions and by practices that reinforce

the existing structure of privileges and create new
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privileged groups.

The "qdack" medical ﬁraétitioner, the wusurious money
lender and the large landowner may be the same person in the
village; or if different persons, they will have a common
interest in maintaining the status quo that preséngﬁ the
system of privileges contrary to the interest of the rest of
the villages. Even such a seemingly innocuous.éhange as the
introductibn of COﬁmuniEy—selected health workéfs may pose a
threat to the existihg village power structure and open a

flood-gate of social change, especially if the 1innovation

calls for the democratic participation of all~the,village‘

people - unless, of course, fhe wvhole @rocess can be
sufficiéntly -contfolied by the yillagé “nbtables". The
interests; prioritfeé, and perceptions of“ problems of the
different interest groups in the'%iliagevmay not4betéimilar

at .all; in fact they may.be in serious conflict.

The unhappy reality in “many developing countries is

that unless the structure of privileges and highly unequal

sgcial and economic relationships among the peopie are swept

away'by'prior changes in the national political structure,.

.the creation of a community spirit, the articudation of
community aspirétions, and the people's partiéipétioq'in the
planning and management of community programs can progress
only falteringly and in‘limited ways.y

'Projects are often cited, Qs examples of community

participation, in situations where <the national political

system has not “yet established - basis for cohesive

b 4
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communities’ and has not removed the barriers to community
participation; however, sometimes a closer examination
reveals - that, even in tﬁese ‘projects, coﬁmunity
participation merely means giving a voice in local decisions
ta the local influential people, rather than to the most
needy aﬁd the deprived who may constitute‘the‘ majority. It
may also be fOUnd that a disproportionately small share of
the services and benefits go to the neediest. AIn other
instances, community participation means seeking the local
people'svcompliancg with pre-determined central pléns and
programs, and extracting fimancial and other cohtributions
frOm’them,Irather than a (genuine partnerghip between the

government agency and the people.

Administrative Resistance

Even when the general principles and-objectives of

3

primary health care and community participation are accepted
in terms of overall national  policies and goals, the
tradition and attitudes prevaiiing in the goverhmental

PEA VI

bureaucratic machinery often stand 'jn the . way of their

translation into concrete action. This tradition is
reflected in the unwillingness to de-centralize the
administrative structure, to entrust authority and

4

responsibility to communigy péople and to make Jovernment
_programs and personnel accuntéble and ‘answerable to the
peoble they are sdpposeé‘ to servé; This‘ tradition, of
course, is‘supported and maintained by the stratified social

structure that separates the rural masses and aﬁs‘educated

A



148

and relatively privileged people who man the government
system, including the health services. It may be argued that
the bureaucratic ¢nertia and the 1inability to translate
rhetoric into action are indications, of less than a full
national commitment to a primary health care strategy with

community' participation, of an wunwillingness to brobe,
understand, and accept the full 1implications of such a

commitment.

Failure To Re-orient Entiré Health Service To Primary Health
Care

The primary health care approach”can be undermined and
communities canvbecome victims of cynicism and despair, 1if
the - nominal adoption of ‘the primary health care strategy
leads to a dichotomy in the health service structure -
"barefoot doctors" and "self-help" for rural people and the
poor, and hospitals and medi;al specialists for town
‘dwellers. It is not always easy for the health establishment
and national decision makers to accept that the whole health
service has to be re-oriented to the demands of primarf
health care and that the needs of primary health care must
have the first call on national health resources. The surest
way to discredit the primary heglth care approach and dampen
community enthusid®m is by not providing adeqhate support to
community-level activities in the form of supervision,
training, eésenﬁial supplies and an efficient 'referral

arrangement.,
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Difficulty In ﬁobiliging People's ‘Action

'In situations where there is no tradition of community

involvement in development efforts, and when adequate local

N

government structures or other local organizations do not
exist, it is a difficult and ,slow process to create the
mechanism and motivation for community participation only in
respect to health care. It becomes a pioneering effort, and
so as to sustain the momentum and motivation, the organizers
of the health Aprogtams‘ must make an effort to extend
COmmunity participa@ion'to_other spheres of deveiopment.

The dileﬁm;, however, is that the absence of local
participating institutions in the first place can be usually
traced back tﬁ.a nétional, political and economic .system

{

that does Qot encourage decentralization:of governmental

;o

{ ' 1 a .
responsibilities ,and does not qgffer the climate for active

community roles in local develdpment.

&)
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CHAPTER 9
PARTICIPATION IN SPECIFIC COMMUNITY DEVELOPMENT PROGRAMS IN

INDIA - A LEARNING EXPERIENCE

Urbanization in India has accelerated so fast that it
has overtaken the. rate at which the general population is
growing. The rapid pace of urbanizatidby and the massive
immigration of the rural and the semi—rurai population in
towns and cities ﬁave among other things, manifested
themselves iﬁ two particular ways. Firstly, the précess has

/~prﬂggceq a complex and difficult world of social
reIé%ionships, coupled with ‘ a marked decline in effective
cohmupications and conflicting standards of vet-viour.
Secondly; it Ahas increased the deficits and congestion of
existing urban ‘services, particularly in health, housing,
education and ‘civic amenities. It has {esulted in>the
proliferation of slums "which ha§ assumed unimaginable
dimensions. The municipal administrqtion which has suffered
a sharp decline in ifs efficiency and moral standards since
independence, has n resources and skills to grapple with
the stupendous problems bof urban detérioratfon.
Dissatisfactions and frustrations arising out of these
conditions have serious repercussions on the stability of

urban living.

151



o

152

-

Urban community development has emerged as ‘a possible
strategy of intervention to solve some of the problems of
the city in general, and the depressed areas in partigular.
It involves two fundamental 1ideas: the development of
effective community feeling within an urban content and the
development of self-help and citizen participagqon in

seeking community integration and change. i

India's Urban Community Development Pﬁbjects
In India, the fifst urban community development project
was initiated in 1958 in Delhi with the help of a grant from -
the Ford Foundation. It was, subsequently, followed by - the
Ahmedabad (1962), Baroda (1965) and Calcutta (1966)
projects. The Urban Relat10nsh1p Commlttee Report (1966) d1d
some detalled thinking on Urban Community development
programs, making recommendatipns aholt the linesi on whieh
urban . community development>proéramsvcould be un@ertaken_on.
a nationwide scale. | ”r | '

During the last year of the Third Five year Plan

Unlon Ministry of Health 1n1t1ated 20, pilot .prO}epts;_'

R )
.

selected cities with a population of 100,000 or mofe% ﬁééh
project was de51gned to cover a populatlon of 50, 000 ;splli<
1ﬂto.'approx1mately 8 "mohalla" level commltteeﬁ -ﬁltn?
population of 6,000 each, to be further subd1v1ded
'primary units consisting of a small populatlon of
scheme provided a specific staffing pattern of é)??ﬁ

officer and 8 community organizers supported



153

voluntary workers fof ‘which a sum of Rs. 50,000 per annum
was alloted. A separate grant of Rs. 15,000 was provided for
local development activities undertaken by the neighbourhood
community on the basis of a matching contribution. It was,
however, decided that the expenditﬁre would be shared on the
basis - of 50% to be paid by the Central Government and the
remaining 50% to be mér by the state government and the
local body concerned. The expenditure on training,

evaluation and research was to be met by the Central

Government. .

The Urban Projects

' The original idea was to allocate at least one project
to each state. However, only 14 projects were started in fhe
first half of 1966 whiéh are listed as under:

The response from the state governments was not. very
encqyraging and in many cases, action in approving the start
of a project was delayed 'and some‘ of the states gven
abandoned the 1dea of sponsorlng any proyects because of the
dlfflcultles experienced in gettang clearance of their
QA%respectlve Finance Depaftments “due to constraints _on
“fresources The Goa Administration decided to close down the
5.project in 1968 followed by Rajasthan and West Bengal

*Governments in’ 1966. The Thansi PrOJect 'was closed down in
1971 as per the ;eeommendatlons of the Evaluation Committee

app01nted by ‘the Government of U.P. Subsequently, 6 more

~projects were started at Surat, Tamnégar and Baroda (all in
) N } - ) \ o

-

vi
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Gujarat), Hyderabad (Andhra Pradesh), Quilonr (Kerala) .and
: I L N ) . . . , ' . *;(4; .

Gauhati - (Assam) (Table 1).

L4

The urban community development projects ~were in the

natUre .of pilot projects, designed. to facilftate a very‘
close concurrent study of the program as it developed while
the ; broad gu1de11nes were g’!d down in the llght of the
experlence already ga1ned No attempts were made ~ to -
prescrlbe any rigid un1form pattern at the 1n1t1al stage. It
was dec1dedf;hat\\jh ’ ‘matter must be approached w1th ﬁa
considerable degree of flex1b111ty that would give a chance
of'studying.and analys;ng the relat1ve merlts and demerlts
of the varlous methodologles and organ1zat10nal patte;ns, so.
as to arrlve at some proven set of workable patterns fOr the
futb{e ;Keeplng in »v1ew _the;»expet;mental_ nature of the
program, thetscheme«venvisaged, the provision dot Va good,
Stlong‘ cell, at the”centre'with a‘necessary research'staff
which: would v151t the field frequently gather information,
analyse Cit, vdocument'vthe gathered - data, and disseminate‘
lnformation'among all‘the projects. The scheme had also
prov1ded for the appointmen€~ot a Director in each state, a
o senlor level expert in soc1al work’“who would act as a gu1de

and phllosophery of- the project 1n 1ts formative stage and

would be the program s eyes and ears in the f1eld to

- -

vreglster '1mportant messages in terms of field experiences. .
But somehow or. the other, both'these provisions - could not
mater1a11ze and the 1dea of . .in-built evaluation and researdh

mechanlsmv in the program structure got defeated, Perhaps,
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STATE

NO. OF PROJECTS

CITIES

1 WEST BENGAL
2 GUJARAT
3 U.P

A -
4" DELHI

5 MAHARASHTRA

.6 RAJASTHAN

7 MANIPUR
8 TRIPURA.

9 GOaA

10 PUNJAB

KANPUR: AND JHANSI

“ SOUTH DELHI AND

TRANS--JAMUNA

AURANGABAD
AJMER
IMPHAL
AGARTALA
PANJIM

LUDHI ANA

SALKIA AND TOLLYGANI

BHAVNAGAR AND RAJKOT
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this was one. of _the reasons the Ministry of Health was
prompted to meet the idea of the program being evaluated by

an outside expert agency. e '

ThejEvaluation Study . : o
In‘September, 1971, the M1n1stry made a formal proposal
to the Central Instltute of Research & Tra1n1ng in  Public
- Cooperation 'regardlng _the ewaluation jof the program The
following "terms of reference" .were la1d down forh the
ewaluation stydy: ‘ A “‘ , 'xq
1. to examine and assess the o rall impact - of the prOJect
act1v1t1es on the communlty in the ‘project areas
2; to study ° the nature andf extent @,of . communityd
participatfon, the procedure ~of enlisting communlty
participation and:the‘impact of such part1c1patlon 'on:
~the atta1nment of objectives of the prognam rand '
3. to f1nd out dlfflCUltleS and bottlenecks respon51ble for
4
holdlng up more effectlve 1mplementat10n of the program
, The” s$tudy was carrled out in the operatlonal areas of_
those progects whlch were 'started in -the year 1966~ 67
However only 7 prOJects were covered u%@br the study wh1ch
are listed in tablewII . S S .
‘N;%‘The» Baroda | Project: was ’seLected for a ‘special
observational study, as Ehis project was 'oper;ting on
altogether 5different‘ Sscales cand”patterns with:different‘

types and size of inputs. The listed seven projects vere

studled in their total1ty in order to obtaln a comprehen51ve

It
P "
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)

TABLE Il ', T

NO. ' “"NAME OF PROJECT

U Aurangabad (Maharashtra) Feb. 21,1966
2 ‘ : Bhavanager (Gujarat) . , Jan. 1, 1966
- S . ¢ . ‘~

3. s New'Delhi South

. (Delhi)  april 20, 1966
4 . Hydetabad.(Andhra'Pradésh)‘g;“Dec: ﬁ, ?967
5‘_; . kanpﬁr (Uttar Pradesh) . _Eeb.’21,lﬁgé§ 7
6 ' Ludhiana (Punjab)  Féb. 1, 1966

1

7. . " - surat (Gujarat) ", Dec. 1, 1967
\ | | y
.;‘4
3 . 5
¢ /,/" , . %J‘
;
]
F
R "
ﬁﬁﬁﬁf



158

' pictgre.‘of the program. Besides, in each projecr, one Vikas
Mand%f\sérvice areé'or an»eqoivalept operational area, was
selected for a _detaileq) end”"in—depth analysis of ‘the
projects' programs, £ﬁéir impact and people's participation.

| The _ total size. of the sample wes 749 (107 for each
lpro:]ect) e;d\;t included state level officials (7), project
off1c1als, (35), re51dents belonging to the selected service
ereas (350), community leaders (98), beneficiaries »of"'the
se}ecred project 'wactlvities (245) - and Municipal end
Goéernment dfficials (14). The residents and benefiClaries
of .l'service’ areas, ’commonity leaders and project
funcéionaries were interviewedweith, the help of specific

tools. de51gngd3 f this  purpose. Besides, detailed
v ] :

1nformat10n abbﬂ% the - structure and accompl1shments of each

,h\’

prOJect_ was collected »through, record proformas. The
,interviEWing and recordﬁanélysis were further supplemented
by group discussions, barticipant observations and attending
of meetinge,qetc. The ‘data were'collected.ddring the period

from Océ%ber;<1971, to March, 1972,

&
»
fa

il

Findings" T

The identification and selection of service areas for

it

any development project involves issue = of strategic

51gn1f1cance as it very largely determlnes the action of the

populatlon Wthh is to be reached and ultlmately benefited.
‘The central scheme laid down the follow1ng cr1ter1a for the

select1on of.serv1ce areas:
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1; these ~should be geographically contiggous, compadt and
part of a weil defined adminiétrative uni;; |

2. should have common characteristics regarding sta%dards
of development and services available in the area;

. 3. existence of specific pians for improvement; h

4. availability of av community place (such as a schboi'
.builaiﬁg; a library, etc.) in the neighbourhood to
‘faciiitate coilectiye programs in the community.

Most of the service areas selected for urban cqqmupéty
de&elopment work were in conformity with the criter{a‘igia
down and included slums and depressed localities of the
city;: new housing colonies where slﬁm-dewelLers had beén
shifted; * and mixed bustees of 'Kautéha' and 'Purca’
‘inhabited by low-income and lower-middle income gféups. This
has also been supported by the fact that mbre~ than 75% of
the sample respondents belonded fo the low-income group.
Howevér, the signifiéant and cruéial'criterion of selecting
only those areas for'-whiéh the 1local authorities had
specific development plans was not ;trictly followed in most
of the cases. Consequently, the'project staff'had ﬁo hndergo
a lot of stresses ahd strains in arranging Sasic physical -
amenities . for these areas. The criterion of geographical
contigqui'ty and compactness‘waé also not obsé;ved in some
cases such as in the Kanpur and Bhavangar Pfojects which led
to placing heavy time-demands dn the project staff and

v

rendered . the inter-service area's co-operation and

co-ordination more difficult to achieve. €$§§
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The projectbstaff, in most of the cases, could not play

a legitimate role in the selection of service areas and in a

few cases the areas were seiected when the project staffv
“wéré akWay for their three months initial training{‘The
project staff did \involve théméelves in surveying the
;potential areas, buf their assessments were given less
|  beight_ in preference)\ to certain political or other
consideration., 1In Spi e of these.vitiating influences, the
sele~ted areas generall represented the slums and the

depressed parts of the \city habitat with the population

>

‘falling in the low-income bracket;

rogram Contents And,PgioritSbs
. The central scbeme.listed six different 'catedories of
prkgfams whicﬁ could be takén\upvfor-the urbah community
de&elopment‘work. These prdgfam categories broadly were
physical  improvement and civic amenities; health and
X Ny _
saniﬁetion; économic programs; 'recreational and. cultural
‘aétivxties; educational; and mi;cellaneous’ prbgrams,«The
scheme \laid special emphasisjon motivation of the people
themselves and on developing initiative aTongest fhe people
for under aking programs that would meet “théir felt or
e#pressed néedsﬂ It was furthér suggested that while the

N b

programs to \be undertakenbin a projéct will depend upon the

needs and cohnditions of the area, it will be desirable to

select only atfew activities so that the projecf staff might -
concentrate on 'them and -tgat “their impact might become ‘more

\
-
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visible.

The projects under study ‘have undertaken a sizeable
number of programs,t of var‘.i. nature and content..The
following table (Table III),gives the total number of .units
of activities undet differentyprogram categorieé“as*repdrted

by the six projects. |

The - figureé suggestb that unit-wise the lardest
concentratlon has been in prograﬁ% of phy51cal improvements
and c1§iévamen1t1es and cultural and recreatlonal programs
the latter also having the }argest nature of beneficiaries.
The programs have resulted in achlev;ments, of wvarious:
natures and kinds. Through-these programg,‘the projects ﬁave
been successful, ‘in ithat they have pfdvided some basic
physical and civic amenltles, ‘some essential health,
educational and recreational fa;iiities and have resulted in
improving the socio-cultural ciiﬁate of the seriée. areas.
The impatt of‘these‘achieVements wasAfelt more by those who
were either direct beneficiaries or were closely associated
with the program's"ihplementation. The table reveals that
roughly 6 ogt of eQery 10 residents of the service areas
Hhaveb reported benefits accruing to theh or to their family
members from the activities of the project. As a'by~pr§duct,
thesé'programs cbuId a;so genératé a few intangible benefits’
by way of qutering bettér intet—peréonallvtelationship,
genergting local initiative and increasing people's capacity
to undertake selfﬁhelp‘development programs, The confidence

which was equessed in the ability of people to work
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TABLE II1I
" PROGRAM CATEGORY UNITS OF WORK NUMBER OF -
‘ " BENEFICIARIES
Physical improvement and 2118 112}700
civic activities '
Health and sanitation 727 311,589
‘Educational . 374 120,582
Economic ’ 695 41,675
Social, cultural and 1629 & 472,588
recreational '
Miscelfaneous programs. ‘ 89 32,619

* categoriles of programs with units and number o

beneficiaries.

A}
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~together on common problems had been substantiated.

However, the project programé' were found to be too
diversified in néture (a project listed some 82 activities
under various program categorjes) and more often 'thaq not
'%ooked like a "copy book exe%ciée" undertaken to follow the

* program oqtlinés suggested in the central schéﬁe; This
robbed the p%ojécts of their own initiative in identifying
local needs anévproblems,-in détermining priorities and iﬁ
patterning the}prograﬁs as suited to local ‘conditions.

The ecopomic proﬁrams, péfticulavly, have féiled‘ to

receive enough'

and beneficiarie’s of the service areas voiced the need for

attention and emphasis. Both the residents -

\

undertaking economic programs timé_ and vagain. Whatever
economic proérams have_beeh_undertakéﬁ were not backed vby
systematic g&énning, zbrganizational ability of aiv}ébility
of ‘organizational and financial structures to handle
production and marketing of'goéds. The economic programs, it

seems, have suffered from the ad-hoc apprdach generally

adopted by the projects in undertaking programs.

Community Pérticipation

The concept opreople's participatidn is central to the
abproach to urban community development. Theleﬁtire process
of wurban community’ development 1is éeared around people's
involvement and‘ﬁérticipaﬁioh in,efforté' to .improve their
level | of liviné with as much reliance on their -dwn

initiative., Project programs have been conceived as mere
. . . . . v



164 -

_instrumenfs oé initiating and enthusing the community for
self-help ﬁhrough effective wutilization of their own
resources aﬁa mobilization of outside«resources,fwhich often
lie well Qithin their reach but go begging for want of
co;ordinated efforts. | Lt

Thé fésidents of the service‘areas were generally aware
of the project and its programs but their participation and
involvement in project programs cannot be considered
satisfactory; The following table (Table iV) classifies the
residents in terms Qf‘ their level of participation in
project programs and activities. The table_points out ‘that
only 38.i% residents (héving high and medium level-
participation) can be described as having a satisfactory
participation level, whereas the remaining 61.9%, have
either a peripheral participation or no participation at
.all. This was primaril& because project programs were not
evolved out of the felt oy expressed need; of the
neighbourhood, and because the people's participation was
not ensured from the very planning stage. Most of the
"participation was confined to receiving direct benefits and
consumptiqn of séfvices‘only, and not muéh effort~ was made
to extend it beyond that.

The centrél schemé recommended that each ser;ice area
should have its own neighbourhoad council (Vikas mandal) or
'"Mohalla' committee .consisting of representatives  of
different sectiohs of the neighbourhood. The projects were

supposed to help them evolve and grow and work thrdhgh them
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TABLE IV

COMPOSITE P@RTICIPATION INDEX* OF RESIDENTS IN PROJECT
PROGRAMS ’ . -

Level of Particjpétion | /yxﬁegggntageuof
Respondents
' High , 17,9
Medium _ 20.2
Low -. , ‘ 30.8
No‘Pa;ticipation at all ’ | 31.1

* The composite partic1pat1on index refers to the
participation score that each respondent could acqulre in
terms of his own and his family members' participation in
project activities. This participation score was derived
through measurlng the respondent and his family's nature
of part1c1p@tlon frequency of participation and the role
they could ‘play in the organizational structure of
project programs



of the prOJects followed this suggestlon in sp1r1t

many others proceeded a little too enthu51ast1cally to fqrm'j

Vikas Sabhas and Vikas mandals. The résult has been none too

happy. In many a case, it has resulted in the creation of

sterile, rootless and ineffective groups and organizatipns

behind the facade of democratic leadership and.initiative.

I

This has been substantiated by the data which 1nd1cated that -

’only one Aout of every four re51dents were members of such
~organizations. 1t seems that the formation of such bodies
was not backed by éufficient prépatofy efforts by the
project seaff, and the communities were not ready to accepf
and participate in' these bodles whlch contlnued to ex1st

artificially,

Training, Research And Evalpation

The central scheme had envisaged that the training,
research, and evaluation aspects of the program would be
entrusted to a cell in the Central Ministry of Health. The
cell was expectea to Dbe continuouslxﬁ/engaged in the
evaluation of pilot ;projects so that Ehei snocesses and
”
suitable methods and techniques of field work, would be
learnt. A three month training course was planned for the
’project staff before they took up their assignments.
Provisions ; were s also made - for a regular

L

training-cum-refresher . course for the project staff,

,wmlg"__, :

failures were duly analysed and lessons, to help in evolving’
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«“.tgry workers and lrocal leadera; It was '‘also proposed‘
that . short-term seminars and workshops be’ﬂﬁganized to

orient regular minicipal staff in yrban community
| 8 , o
deyelopment. a . P

.'.v. 2

These mechanisms for training, reseatch and .evaluation
could never'strik%?rootsuin the program structute, if urban
communlty development and the proposea research and
co—ord1natlon cell at the Centre would never get going. “The
skeletonic structure obtained at the Central level <confined

'itsekf- te’financing, every yeaf, a short duration refresher
conrse for the project staff. Beyond thdt it did nothihg.
The concept of research and evaluation as a "service arm" te

the program never developed and no systematic efforts were
made fto ghdertakeﬁ staff—development program for want of
supportive'stgnétnﬁes.

: S "A,-pu;

Summary Jﬁﬁf

1

Urban Communlty Development 1s a relatively new and .
unexplored f1eld of work It has meant dealing with unstable

communltles l1v1n9 in frustratlng and depressed conditions,
.4 * ‘,}

rThere” has been ‘a lack of resources both from the point of

v1en‘;f£5the_ government,fand mun}cipal %unds and people
. N { oy ,

‘themselves"fare “too poor to pay for urban services.

wDevelopment ‘b:Ojects of the nature of urban community

develépaent"lprpgfaég carry no alchemjc powers ‘with

mysteraous potions. Nor do they have a magic wand to open

thef'doqps 'td':wealth'and prosperity. It is, therefore, not
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surprising ﬁthat .the results obtalned from the worklng of
“urban communlty development Rprojects \are not spectacular.

Nevertheless the pro;ects have been able to make apprec1able

headway ‘in sen51tlz1hg the people' to their needs and

. “problems, bringing the1r; aspirations‘fand d;sconteﬁts_to

surface, arousing their interest .and enthusiasm ~for
improving their conditions of 1living, - helping people to.

organize a wide variety of program§ of self-help, ;@d

-mobilizjing the support and assistance™ from -various
. \ - e N . . ) ’ :
‘'government and voluntary adencies. S ' \

w~

. There 'have been failures. too, but they are largelyf

accountable to such'faCtorSfas very low 1nputs, la«k of

]

. adequate structural support,i interference from Certain

political and vested interests, general apathy- and

™

- Y v

. c . L - . . - - B . ) X . .
éfﬁifference-prevailing among people, absence of proper .

upervision and guidance, inadequate provision of"ﬂegearch'
[ B . - .

‘and  feedback , mechanisms, etc. In spite of the mentioned

@

pitfalﬂs, thevprojects~holds a promising future and has
con51derabie potentlal in 1n1t1at1ng a- process of growth and

change: in the* urban commun1t1es of Indla

e
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CHAPTER 10
COMMON PROBLEMS_IN PRIMARY HEALTH CARE - DEVELOPING -

COUNTRIES

"In most countries of the less’ developed  world,
resources for health - financial, manpower) facilities,

planning and research - tend to be focused- ‘on the city and_)

T

“ the large town, and within urbanx?reas, resources tend t;’heeﬁl
part of the more complex levels of care. It is the hospyﬁt&s“?rp

and- medical ,centers;f caring for " the: few with diseases
", S ' ’ o '

requ1r1ng the most complex technology, - that have the

greatest =access to, the<'resources“ of thé’ country. This"

A

N

disparity in resource allocation between - urban and rural
"areas and between prlmary care systems and -the tertiary.
level is. aIso characteristic of many developed rcountries‘

‘Because there T&ﬁ mpre mon% s% spreéd arougd the absolusf
. d 3 .
'level of expenditures for rpral primary health care remains‘

-

less. abysmal;j éhist concentration of resources on the more
cOmplex services and fac1lit1es, derlves, at least. 1n part‘
#NhoUt of the medical: profe551on s overwhelming pretoccupatlon:v
“with- sc1ent1fic*med1c1ne and W h_technology itself, and out
E’i

. ,
often characteristgc, of those

»y

“of the human proc11v1ty,
' v, . ‘ "& CA
involved in .political. matters, to spend’ money for .the

largestA the? "best} the""highestwquality and the most
advanc?Q% The less v151ble primary level from ‘1ts most
?*ﬂ

) B

%ﬂaigy

PN .
L . . " g - J»
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peripheral point .inlgthe village to’ the larger' health

centers, »is seen too often as not ‘exemplifying those

~attributes, ‘and as a result tends &o‘suffer from financial

hundernourishment, underdevelopment and neglect;

‘The following‘ list 'oﬁ“common problem areas is not

@

exhaustive, It 1sxa startlng’p01nt for con51der1ng Ways' of

aéoiding .the d1£flcult1es in developlng prxmary health

o

action strateg;es .
1. Fragmented approach to health sector development
A fragmented approach to development has frequently

resulted from the lack of resources to implement large

programs. This direction has been encouraged by donors,

@

- 'international agencies and * non—governmental

~

s
’ S
organlzat1ons whose own purposes and limited resources

" often greatly 1nfluence dec1s1ons.(y
Therev ‘appears to be a ‘bias towards using pilot 3
demonstration projects, ‘for thexdevelppmental ‘framé?:Of
project management,h_regqires relatively small'inputsk
otfering quick "resdlts*. Such‘projects-irarelf provide
é§“ defindtive_fand strongqaolutione to primary health care
problems  and 'usually cannot 'fhe replicated :‘or
signilicantly expandedf‘ ) LS
There have  been some: notable euccessee ¢such as
ppromotives de‘ sal%d inf Columbia and beico, medicina

simplificada in Venezuela,»com nity health: workers in

Indfa health guards " inipa 1stan, the Solo project im

.Pndones1a, the Chlﬁgztenano pro;ect in Ggatemala, and

“
QRN oo LI - : : :
L ’ : ra L »&3
' N . PG
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,and strengthened manag-

a ) . ay s ’ vlv:’ . .i ) '
over-centralization ana a ."control" .rather than' a

[y

_health care’ progr§.é

: R v o - 171
v ‘

o

the Lampang project in Thailand. But the',land5cape of”

developing countries - is strewn with the wreckage of

demonstration project failures. o

.

%

_ . o .
Governments =~ often agree tor d#&nor-endorsed,

]

.donorrpromoted manpower“pilot.projects without adequate"

examlnatlon of the1r lang term 1mpl1cat1ons. Since those

projects often do not fit 1nto the framework of the

long term ‘maintenance or dupllcatxon, l they often °

collapse’ ior qu1etly dlsappear because of problems w1th

supervision, management support‘or training. This causes

LR

loss of confidence'7in'fprimary‘,health'"caré” at the

national'as well és“atfthe:village level' ‘ -
» ' - .';,.V‘.’ .

Lack of a broad bas; of support for a nat1onal program

I o

Wi thout - a"_ht

111 ’flounder. W1thout such * a

commitmemtf -8 ste ,han es necessar ffor national
63 y Y :

3

overage (lncludlng 1mprove~ organlzatlonal structures
ment

oocur and m1n1§@r¢es- of ‘health »w111 have to seek

',vpoiiticallyl ) expendg,ent qu1ck f‘e e rather than-

def1nit1Ve solut1ons

4
»

E3

Obsolete brgan1zatlonal structures for the: delivery: of

b g la‘

: e *
prlmary health care.. ‘

ki
L

. hTradltlonal organizat1onal -struc.tur_es»'.perpe't.u_a'tef

“p

;'»"dézggopment"'okperspective,‘  They . encourage . ‘the -
.’b . 3 ; . ’ M .. - r . ¢ i ,,l - ) »

B

feVel nat1onal commltment prlmary

support systems) w1ll§not'

4 -,

general 'health dellvery system ang are not capable of

4

I
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persistance of a narrow project approach, which  focuses

on 'closely contro}led/'specific outputs and limited

-
—

“results, instead of a longer tédm development approach,

whicn setsl'general goals and, through action planning,

proouces more signifioant and lasting result.

Inadequate management'support .
Management?support.for peripheral services‘based on

the project instead of the overall uprogram perspective

does -not promote development of lower and mid-level

manager1al capabllaty Nor does»it promote such - support

- systems ...as communlcatlons, in{ ormatlon, supply,

transport, personnel and flnanolal management . If thera: . -

%

’ ks

ne ;51ngle .factor that can cause the failure of a

,‘, N
devglopment programwﬁlt is poor management.
Fa11ure to develop a pl ;nlng capablllty
ey

Frequently, resource ,allocatlog or ‘the various

levels of a prlmary'héalth care p;fgram s madek w1thout

a plannlng aﬁd evaluatlon mechan1sm thus unddrmlnlmg

‘the  institutionalization and permanency of prlmary

health care. | , J o
. c ' plan S ‘

N

i
l‘

Yack.of overall ménpowe

Without an all- encompasslng plan for harnessing the'

’ skllhs and knowledge of all. categories of heaith

.

manpower, nations are unable to optimize personnel
tralnlng, development andA utlllzation. Phy51c1an,

nurses, and other. profesélonals and techn1c1ans are:

often trained w;thout ¥} reallstlc plan for the1r most

R

”
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occurs far from the
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bt
W

effective employnent nor. are they tralned for 11nk1ng
peripherally or1ented health. workers w1th other! healthl
profess1onals The 1solat1on of prlm:ry health care from
other health serv1ces reduces the effect1veness of all
parte,of,the delivery system, |
Ineffectige and lnefficient training

Numerous approaches used to train ‘health personnel:
are arduous, timeeoipSuming'and produce health»workers
who are less competent‘ than .they ;shoU1d be. Many

training programs are ‘more concerned wifk academic

is -often g&oncerned more w1th trans 5 ) eqretical.

skills and

prohlem SOlVlng respg Etterns. FteqUently,_traLnlng
5's home and: work place,
o > ‘ ‘ PRe

influencing " selection#” ,reinforcing, migration from

’ . ' . ."ax .
- sural’ areas. The training programs are expl1c1tly

concerned ‘with' how .to achleve the knowledge transfer'

rather than with the skills devei"ment needed to do the

PR 51 2l

job. : - : o o

Lack of on-the-job contdndéng education

Skills deterlorate and no new skllls are learned of

thgEgﬁontlnu1ndygﬁucatlon llnked to ongo1ng superv151on

Performange evaluation 1s- not an 1ntegral part of

- primary* health careifrom the beginning Again ‘lack of

personal contac%@gdds to the health .worker s .sehse %of

2

- .
Keg . R

1solat10n apd abandonment. f’ o o

e,
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Action- Strategies For An E‘;ective Primary Health Care

.1§§;e can be controlled.

. . .
@ . g . . ! o ’

B R

g
. K .y :
) ' :,’A’/" j o S o
Failure to 1involve 1local commﬁﬁ1ty in national and
- : ' : ‘3;7“‘5" i .

regional prlmary health care programs,

Development.strategies‘ are often designed either

"bottom up" or "top down", with the result thqgilhe'link

-

between the local community and other parts ‘of the *

health system is not made. : R

d:

Failure to utlllze avallable communlty resources

In developlng countries, communities have  vast

»

g

.untapped resources which _could be utilized in thejakv
S * . .

primary health care delivery system, examples of which *

are the traditional birth attendants, midwives, afd.

traditional healers. If these community resourcés are

utlllzed properly, che‘ escalatin \V:ygost of the health

9

It is necessary now to ’discués a set.- of@ generic

princii)les that ¥&an be used to develop 'e'ffec.t {%'ction :
. ' ) p&.‘ o .

strategies.

1.

& -

Develop country-specific goals and objectives

Initially, the long-range coal of a prlmary health

_care program should be establlshed - in termsy - of
poo\Tatlon coverage health 1nd1cesg and other relevant

characterlstlcs. By contra@ﬁ, ;short1 term objectives

bl [
B

should be carefully defined with schedules, resources

' needed geograph1c coverage, “and serv1ces belng some of

R

- the determlnantsﬂ

Obtain a national commitment

4

('™ ) ) -
. K . ..
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ANé%ional commitment is absolutely essential for the
developmeﬁt of a broad base of support fgof' a primary

health care action strateqgy, for the'mp%ilization,of

resources, nd for the. cd—ordlnatlon w1th1n and Between A

'~the various sectors concerned

Use of a systems approach to natldhalxze the del}very

P !
s

system

;o
%
{ -

A systems approach should be used to rationalize the

. organization of the.primiry health care delivery system

afid  to relate it to'the-largerihealth'service‘delﬁVery

R

RS . . _ R .~
".a.. 1ntegrate new primary health care .activities 'into

3
* T £

& . the existing institutioHal structureéf” ST

o : R RGN
N v 5 'fi' ; el ’ TR e

b. 1mprove . the r(,,practlcal functlonlng of - the

o

frelatlonshlps between ‘le ministers and the public
and private sectors;

c. promote'“a development management perSpectiVe' in
place of a’project management perspective;

d. :pcovide a basis for evaluafing prqgram‘operaciods'in
terms  of échievemenf of program goals and
object1ves \ , ) | 4 -~

Encourage development of a prhmacy‘iii}th care planning

capab111ty

i

A plannlng and evaluation system should be shaped to

W

SUpport prlmarykhv

th care. It should enablé a ministry

-

We rational, coherent short and long,

term - plans with other ministries, such as those dealing

ol

@

H

-
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with economic development, planning and finance.
5. Develop a two/three tier primary health care manpower
structure

A manpower infrastructure should be developed to
train and deploy competent health workers for each level

of health care. Each manpower'tier could in term help
¥ ~ train and supervise the subsequent levels, thus linking
highly tralned profe551onals at the center, with primary

healg@ caTe mprkers at the periphery :Experience‘ has

L4

shown hat mid-level health workers can efficiently

train ana superv1se community health workers, theregg

. : N
. reduﬁing §QSQ§ and oth r problems

?“4‘ @w* SR K

; Themggoatest value of this type of structure is that

% ”ygw .
- appropr. ;&Q‘ and competent health manpower becomes
perman 2iy availablé all the way out to the periphery
, ' ‘Thgsfundlng pOSSlbllltleS for community workers are

numerous _ There ‘'may be village support on a’
;‘f gg# fo;'serv1ce ba51s as ‘in the Piaxtla prOJect Mexico,
“;‘; q’%‘i'?v&llafe or district authority support as in‘ the -
'S ; .pr geét‘ 'Indonesia. The'community workers may be
\Eart tim% volunteers as in Nepal,.ior they hay sell

-

s, med1c1ne,;as'rn ‘the Sine Salounm Project, Senegal.’? \
C Another possibility would be for the %illages to

. ¢ o o »

support curative services while the governmenqkfunds‘for

LN ? ’ :

. preventive campaigns. This approach * would provide
/""‘\\ )

incentives for community woikers to offer preventive as

* well as curative services, to the community.

<X
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6. Use of effectivea and efficient training methods
Varying approaches to training must be eXamined to
determine ’which is _most .appropr;ate for a particular
setting. )
After examlnlng the strengths and weaknesses of the
most commonly applied educational processes, competency
based training 1is v1ewed by many to be tne .most
“%ppropriate approach to training_in primary health care.
Competency based training has ' been ~foung to be very
appropriate for both mid-level and Wcommunity health
workers.’ Qf' course, the methods chosen for imparring
knowledge and skills to illiterate or semffiiterate
community workers d{ffer from those used with literate
health workers. The oral method is effective in training

A ® . .
‘ those with low 11teracy rates and 1s certainly

pe:ferable to ellmlnatlng the otherwise quallfled people

from the local:candldate pool.* To—dagen’thls technoLogy '

,(.n

has - been adapted successfully in five dlfferent
cou§tr1es w1th a great saving in time and resources when
N

compared toy traditional approaches. ‘ 2
P Cp .

7. Make cont1nu1ng'_ah ion a part of the strategy

If built 1nto \the action st ategy from the

beginning, and if iptegrated.'with s ervision and

management, continuing education can serVe to reduce thg
» .

e & »

wtime‘of initial traFning, upgrade‘_j performance and

- prevent the - decay of skills and knowledge The content

g 3
of contlnulng educatlon should be progrq651vely 1mproved

Lo,
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in the light of feedback from the field.

Use of mid- level health workers as critical links
between the center and the periphery.
o

The UNICEF/WHO study -on primary . health Ware
decision-making, puts community 1nvolvement infe a
ccntempor ry perspective. In their citing of experiences
in diffejlnt socio- polltical environments, - such as that
of Cota Rica, Mali Burma and Mazambique, a need to

balance central and community inputs into primary health
LIS

care is indicated.‘ There is an obvious need for a

mid-level’ heaith worker, ‘a "connector", to reduce the

-

"dlsgance" between t@; health center and the perlphery.

The mid level health worker can help to comblne the

»

development strategies that trickle down with those that

4

ﬁercolate up.’ By helping villages

health workers,. and subsequently
direction exercised. by vilh&%és g%er thbir "health
workers, the midfleve{ health worker can ‘minimiZe many
of the serious problems encguntered when community
health workers are isoljdted from other parts of the
health sYstem. Experience 1in érimary health care frdm
countries'such as India and Nicaragua shows that the
‘tra1n1§p~ management and supervision of community-
. o " P
health workers ‘reQuire interyention by a mid-level
health worker.® Sdch a worker can afsovrelay the needs

\‘ B R ]
6f the village to the center 'so that they can be

integrated into area and regional 'plane.'bproperly
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trained, the mid-level health worker improves fhe‘

accessibility, reliability, stability, and longevity of

primary health care at the village level.
Use of country-specific primary health cafe stfategy to
plan resource allocation

The action strategy that results from ﬁsing these

principles favors the appropriate allocation of

avallable resources and provides a comprehensive and

rational basis for obtaining‘external resources. Such an
action strategy can lead to .a high-quality primary
health care program that has a good chance of being

cost-effective. An example of such appropriate resource

utilization is the village support of the community

health worker, who 1is 'often a traditional village

practitioher.

Primary health car?;action stratégies can work if
they are based on sound'*prinﬁﬁples and 1if available
collective knowledge ‘is brought to bea; on a coUntfy's

specific problem. Success in primary‘health care, thus,

" does ‘}bt have to depend upon serendipity. It Qpn be

ensured by the open sharing of knowledge and“experlence
by ali " who are working to improve publig health and

well*geing"

iy
\ V!fa S

A




180

‘Footnotes .

£

"%manuaifv7for planning implementation and evaluation:

5 i
A

‘Washihgion, D.C., United States, Agency for Informational

Develbpméﬁt,“1981.

2 Senegal: The Sine Saloum rural health care project.

- ~Washington, DC, United States, Agency for International

: \
~ Development, 1980 (Project Impact Evaluation Report No.9).

¥’ - ~—

3 0'Byrne, MM\ et al. Training for competence and relevance,

In: Smith; R.A., ed. Manpower and Primary Health Care.

_Honolulu, ‘University Press of Hawaii, 1978.
B e ‘\W . ‘

B
A ) Wi 4 ’

4 A .guide to health: a training manual for community health

workers. Pakistan, Ministry of Health @nd Social Welfare,

v X

1980. = . e

5 Smith, R.A. Realistic manpower planning for primary health

T ‘ ‘ s ’ ‘ . z‘{
arey fﬁ\\:‘ proceeding of Conference on -Special Héalth

Problems. London,'Commonwealth Secretgkiat, 1980.‘ -

A ]

) R
' o

"6 UNICEF/WHO joint study on country dec151on mak1‘g for the
&

<+

achlgvement of objectlves of prlmar health care- report for

i the 23rd ses§1on of the UNICEF/WHO Joint Comm1ttee on Health

;«

‘o w P S

';ﬂ Knebel, P. The Qillage health worker team in‘the Sabel: a

l'my Ge eva, wOrld Heai@h,Qr”&nxzat on 1881 (documgnb‘
wk 2 504 A am



181

JC 23/UNICEF/WHO/81.3)

@

N _ o "

- K ISR h IO
7 Smith, R.A % Powell, Ravh-ghe émerging role- of, health in

development. In'K‘Smithg ﬁ,A. ed»Mij!Pwé% and Q;ibary health
care. Honolulu, Univgrsity Press‘of'ﬂawaii; 1978.

8 Heiby, J.R. Xherican Journal of Public -Health, 71, 514
(1981).



. CHAPTER 11

N . ) ‘ ' ’ . »
STRATEGIES TO IMPLEMENT PRIMARY HEALTH CARE PROGRAMS THROUGH

COMMUNITY PARTICIPATION

.9
P \

-

Assuming. ‘tha’t thevre ,,is_é rgéné{al acceptance at the
vnétional level of the primary health care étrategyﬁ gnd of
the importance of community éafticipation{.and that there is
a wjllihgness tbxre—o:ient existiné policies and progéams

.accofdingly, a précessf can ~be 1initiated and.a nuﬁb@i of
practical’.stepa, can bé' taken to enhance commqnity

participation in'a primary health care program. _ RQ;

Re-orienfation Of The Health Service Structure And Pérsonnel"
One essential step 1is the evaluation of the capacity
and limitations of the existing structure for the deliveryvi
of primary health care, for the adoption of appropriate
remedial meaSures, and for the instilling among the healtgﬁt
seruicéx personnel of attitudés and perspectives 1in
*conformity with-the principles of community participation

and the new role of the health service. Thg most difficult

task is not identifying the shortcomings of the present

health service, or the changes needed in 'its orgamizational
strufture, but changing the ~attitudes and values
personnel who have to implement the new m

@

- national health service.'

182
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An approach that\/should prove effective in br/inging

'
about the necessary change‘ of = outlook among the/ health
\ .
peqsonnel' and at the same time in introducing the-

ecegsary
're@orha in the health services,-isuby engaging |, the“ hea;th,
personnel themselvegq— from the'%op planhera,and managers in
the ministry of hgalth to the  lower-echelon medical
professionals in the field - in a'prdpeSs of self-appraisal
‘and.selﬁ—edueation>u8mall mixed teams of hgaith 'pensonnel
from the natlonal(/and ‘regional officesﬁhaani.éo out to
representatlve rural areas in the country to investigate the
: health status' of the people, "the perfonmance ‘of the
‘;government health service.in relationhtpntheir basic.service
heedsj the funetioning of the traditidnal health system,‘the
amount that v1llagers spend (or mis- ﬁpend) for health care,
the opportunities ’for moblllzrng financial. .and other
Jresources in the village forl“health eare, the existing
village institUtions as , paSSible unéerpinnings "~ for
village-based and managed health programs, 'and.ISOzion.
Persannel from individual health institutions such as the
hospitals,, research centres, trqini:g institutione, and
departments and‘units of the health service can examine and
analyse‘what\they can Qb to fre-organize themselyes,. to
re-define;>their functipns and goals, and to produce the
needed mahpower for 'impiementing a primary health -'car
strategy with cOmmnnity participation The results of the

1nvestlgat10n and appralsal can be compared ahd analysed to

1dent1fy- and fqrmulate the plan of act[én at dlfferent

4 ‘
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levela “and. for different patgs of th ational health
service. It would be as much a procesé /Qf dlscoverlng the
facts about the health'serv1ces and preparlng plans for the
systems reform,‘as of re—educating the personnel,.
vpncopraged and predded‘ on by &hefminist@t of Realth,

with the support of ‘other top[‘gbvernment and political

leaders,'and with appropriate guidance regarding the crucial

health issues and the dlrectlon of change, the process of

self appraisal ; can become a kind of natlonal movemeént from

which can emerge a wotkable plan for a..community—baeed
primary health care 'system, ae well as for the.necesaarf
‘health service personnel willing ané able to gquide the
plan‘s impiementatiaiy/ |

A e ]
‘The Essential' Elements Of /g;;munity Participation - An

Analysis Of The Commun;\y

S,
. -

1. ‘Study of various\ groups w1th1n the community: the
basis of selecti the aggregatlon of, the populatlon
that can | effectlvely ganize itself for community
participatlon, can ‘be determined. Prevailing
administrative units, natural geographical boundgries,

- and cuitural affinity aref important coaside;ations in
this respect. While existing social divisions need not
be reinforced, factors which help:geaeraté a eense ef
community should be taken advantage of.

2. Survey of the community's resources and constraints: its

general _socioeconomic situation, the productive

=3

o

<
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resources and potentials, the status of \the social

,Servgges andgihstitdﬁioﬁgk\the condition of the poor and

3 .
the disadvantaged segments of the population;- and the

community's ‘social structure, need to be studied. These

factors will determine the environment of co-operative

. development efforts in the community,,'the nature of

-

%fospectiveginvolvement in developm?nt activities, and

- the potential for mobilizing the community's resources.,

Survey of the community's health status and health care

needs: basic objective information about "the health

situationrz?' disease pattern, age-specific mortality,

birth rate, sanitation and water supply, ‘nutrition 

status, the nature and extent of available indigenous

medical care - needs to be supplemented for by the
population's subjective percepfions “about the most

serious health problems and the most urgent health care

needs. This .information would provide the basis .for

deciding on priorities for the community's ~heal;ﬁ care

- programs and for organizing appropriate motivationaland

educational action. ‘ L

Examination of the adjustments needed in the nationwide
strategy for ﬁrimary health care: a rigid nationwide
uniformity of approach is heither practical nor is it in
conformity with;~3‘the principle of community
participation. The d@égnostic exercise should provide

the basis for reSpondin@ to the variations in the

~circumstances of the local communities within a

S

X
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) 5 .
framework of national objectives and performance ;

criterié. -~
5. Basic diagnostic tools: self-appraisal and dialogue. The
diagnostic exercise should not bqgome an elaborate
social scieﬁce resaérch project - costly in time, money,
~and expertise, and béyond the means of local éommunities
« -
or even many national gavernments. At the initial sta&é,
‘however, the health ;ervicé personnel ’and other
concerned agencies have . to develop and learn a
diagnostic metﬁodology‘ by engdging . in . a
"learning-by-doing" process. Thebself—appraisal project
mentioned above will provide a wuseful experience for
this exercise. vSoci;léscientists from universities and
research organizations with special interest 1in rural

and community developmeqf can Be of assistance.

\ Eventually, the diagnastic exercise should become a

) .
fairly simplified, quick, and relatively standard process

carried out under the guidance of a local administration
which 1is resgénsible For supervising the cémmunity health
workers. This Simplifiedhdiagnostic method can be applied to
all commﬁnities as the éommunity-basgd health care sfstem
expands, nationwide. True to ﬁhe s?irit of coﬁmunity
participdtion, local people should{pé extensively involved
in the diagnostic process throﬂgh' formal and iTEOrmal
dialpgues and discussiéns, and the findings and conclusions
of the éxercise should be validateé and verified through

this interaction.
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Improving‘Modes And Mechanisms Of Pafticipation

‘ ©In situationé(where a community 1is a political and
economic unit with wide jurisdictions over local government
apd productive activities, or where a étrong fepresentative
locai government “body@ has-,éubstantial authority and *
“responsibility for local . affairs,r the institutional
structure for communi;y participétion‘with respect to health
care already exists. In these situations, th® main concern
would . be extending‘ the benefits of the.program equitably;
maiing thgm p%;ticipq;ory bodies truly representative,

-

co-ordinating the health activities with'qfher\devexopment‘
efforts, and improving the ovérpll quality.of, %ealth care;
in other words, impFoVing the functioning of the existing
participatory institutions.

Where the institutional séructure does not exist or the
iocal government body is without substantial aﬁthority, én
approprijate participatory mechanism -has " to be devised or .
e§igting weak ones have to be rejuvenated. On the basis of a
national appraisal and the local diagnosis, it has to be
determined to uhat extent traditioﬁal and existing
institutions, whether ‘formally' or»informally constituted,
such ai viilage councils, neighbourhood associatiohs, youth
and Q men's groups, can serve the ‘ purpoée; what
modifications may be needed in existing institutions to -
ensure effective and fair participétion; ‘ér whether new

mechanisms are required. When new institutions need to be

devised, 1initially, at least, the scope of participation

[
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will bg narrow and ,dim§ted to the’ health program.
Eventually, ithese new insQitutions may evolve into
multi-sectoral pa;;)cipatory organizatibns, provided the
cémmunities so des{;e'and qﬁe government policies support

N,

such a move. ' ' ,
; - X

Locél And Government Respénsibilities

In ‘gll’;situations;xoppqrtunitiés énd fight;cpnditions
must be created for a free éxpression of viewsv and genuine
dialogue. It may be necessary for the health‘service and the'
community representatives to jointly seE some guiding
principles and criteria. regarding democratic commun;ty
representation and equitable.”sharing ‘*f résponsibilities,
obligations, and benéfits. These critggia should not lead to
freduent bureaucratic interventions ~in local program

’

activities and the staffing'of local initiatives. However,
must ensure that the vital interests and ribhts of the weak
and the needy in the communities are not violated by 1local

decisions.

Educational Process
In addition to the usual health education activities,
and distinct- from the training and re-training of different

types of  health workers in the community, a continuous and
- ¢

vigogyous educational effort is needed to get across to the

people, (accustomed, on . the one hand, to the bureaucratic
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. neglect of theif plight ?pd, _on theA other hand, to a
paternalistic "hand-out apppoéch in government services - the
ver premises of the primary health,care.approach) to the
obligations and responsibilities ofvthé government and the
local people, to the principle of accountability of the
program and ifs workers to the comhunity, to the tenets of
democratic  participation and sharing of obligations and
' -
benefits, and to the need for the community people to
organ}ze and prepare themsei?es'for greater self-management

of community af fairs. /g

, v "
This educational process does not necessari )y r#guire
AL, B

e

ey N R
)

special "educational” activities; rather, an

approach needs ,to permeate all the activities bf the
prog:ah. The participatory process itself through
Jopportunyties«\for dialogue;ﬁdiscussion, and involveQent in
planning and decision—making‘becomes an educational process
- creating a critical awareness among(the people, of the
root; of their problems and approaches to tackling them. All
the workers of the program must become educational workers
as well, and the educational’ dimensions bf all program
‘activities must bg)identified and given recognition in the
planning and imblementation phase. ‘\

|

Preparing The Workers TN
The educational process, obviously, is not a on -way
street. The "~program workers nand organizers at the local

©
level and above, also, have to learn to understand the local
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e ?
environment and the socio-economic structure, the ways of
promoting and supporting loca; initiatives, and effective
approaches for communicat;on and educatioq. The traihing and
preparation of ¢ythe community level workers aﬁé their
supe£§isors have to take into acdbunt not %nly their
te¢hnical tasks, but also their educational
responsibilities. The workers have to be made aware of their
educationai role, ench{agement and opportunities being
given to them to play that role. Tog;ther the community and

the program pérsonnel must learn to wark effectively to

improve the people's health and welfare. .

™
. / .
Co-operating With Voluntary Organizations
The special characteristics  of small-scale
non-government projects run by - voluntary and

non-governmental organizations, make them good instruments
for testing and developing . innovative community
participationvapproaches that might be difficult and cdstly
public - programs. A practical wéy of facilitating ‘the
application of the 1lessons from these experiences to
government programs would be for the government and
voluntary organizations to embark on a "joint venture".
& o
International Support
Internatiénal, bilateral, and exter;al assistance

agencies supporting the adoption and implementation of the

primary he?ith care approach in developing countries, can

hY
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enhance thé "effectiveness of cbmmunity pafticipation in
various ways. |

| Ihternat&onal assistance should encourage and suppbrt

. t 4 .
activities, with multiplier effects on the’ quality of
community partiéipation in expanding primary health care
-

programs,

Interﬁational'support shbuld be\provided for activities
which require international/and regional co—oﬁeration, which
are not easy for individual 'governments to undertake. Such
activities may include refional and international exchanges
of ideas and experiences through workshops, seminars, study
tpurs, exchanges of training materials and other 60cuments;
and comparative reviews and analyses of regional and
international experience in health care and community
participation. . |

WHO énd UNICEF, have taken the lead in promoting the
primary health care approach, and in drawing attention to
the ‘ role of community participation in the approach;
Developing countries havé begun to ‘explore ways of
co-operating with otM® UN and bilateral agencies in

promoting the concept¥ and practice of community

participation for development.

, " : < : .
It md%t be remembered that community participation is

not an end in itself. The ultimate aim is te deliver better
health care and to increase the people's welfare. This is
the wultimate test that has to be applied in judging the

value and effectiveness of participatory activities. Unless



-

N 192

’

M»
it contributes to the improved health and welfare of .the

community, the participatory process would become empty

rituals and token gestures,



CHAPTER 12

A PROPOSAL FOR A COMPI.!EHENSIVE ZZSTRATEGY
A minimal essential "health package" was launched
" publicly at a global health meeting in Alma Ata in the
U.S.S.R. 1in 1979: Endorsed by afl thé member countries of
the World Health Organization under the title of "Primary
Health Care" (PHC), the new sérateéy emphasized a more
equitable distribution of resources for health. Previously
for example, as much as 80% of a £6tal health budget had'not‘
infrequently been spent on a country’s 20% urban population.

Eight essential components @f PHC were identified:
education concerning‘prevailing health problems and ,methods
of preventing and controlling them; promotion of food supply
and proper nutrition: adequate supply of safe water and
basic sanitation; care for mothers and children including
fgmily planning; immunization against the major infectious
diseases; prevention and control of  locally endemic
diSeaées; ‘appropriate treatment of common diseases and
injuries; and provision of essential drugs.
| The PHC strategy also emphasized the Emportance of
using appropriate technology. This includes using
traditional health manpoﬁer such as traditional birth
attendants and traditional folk practitioners.\In addition
1t meant developing one of the hallmarks of PHC - the

193
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community health worker. The strategy alsoo detined the
concept health. Health according to the proposal is not the
mere absence of disease; neither 1is it health services.
Hea%&h is a balancing act, a continuous process of addpting
to a changing environment." (United Nations)' It can-also
"enabie imperfect man to achieve a rewarding and not too
painful existence while coping with an imperfect world
(Dgpe, 1958).% In this sense, the essence of hialth is how
.people approach the situation in which they ‘find themselves.
While the PHC sf?ategy acknowledges that health is oniy
one of the whole complex of issues necessary to the
provision of basic human needs,‘its relationship to these
other issues is still far frmn!hear. It i1s, for example, no
longer assumed that "better health” will automatically ,lgad
to "bett)‘~ development™. Neither .can it be aiﬁuﬁed that
better development will lead to better health for the
majogity. Even with the development of self-help, self-care
1d community partic}pation for health, there still remain
essential attitudes} resources and policies which will
determine the effective development of PHC strategies.
Seeing health more clearly 1in 1its socio-gultural,
political and economic context, has helped workers, in what
has often ggémed to be the "separate"” health sectof, to
recognize the interdependence of the wvarious development
sectors. Improved nutrition for example, may only be
obtained in the long term by agrarian reform or‘ changes in

v
the foood processing industries; a high infant mortality rate
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is related not only‘ to poor health care services' and to

sickness,,but also to lack of basic education fbr women the*

\
4

prdzision &ﬁ» essential drugs supplies to community health<
!workers requires adeQuate systems of communlcation and

,logisticsf‘ improvements in housing and sanitation requires
£ o
‘ the co#operat1on of the publlc works, social weliere. and .

'community developmentvsectors.

o

The whole concept and‘ practice of a community-based

approach to health development, which is the foundation of

.

Primary Health Care,; owes much to  the principles and.
‘pract}des oﬁ community development from . the lage’19605’and

_early 1970s. For example, 1ssues common to the COmmunity

&8
‘based approach ‘like the identification ‘of local health
s «

‘needs, the analysissof the ‘local social “str__ ure of the

~community, . self-help, the utilization of '\ indigenous

technical knowledge, local'leadership and ésources in

partnership with the 'government’ and the support of local

*

. o H
the . 1ntroduction of caealyst workers to assist the

~

change; process, are',closely related toNthe'princ1ples of

1"

PR

' community development

| ‘Ing_ha sense, community development‘ techniques and
vapproaches have been'"borrowed" (in some cases 1long hefore
»Alma“ Ata))'*ln order to achieve certain health objectives.
Perhaps commUnity development-has-been' "used" rather than
lunderstood".NJMany health professionals, for egample}'are
unlikely toibe‘able to desCribe’ community development as

originally"envisaged; or as it evolved. With a training

]

o)
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rooted principaily in the biological and medical sciences,
some health personnel. have been slow to embrace ﬁhe concept§1
and practices of community approaches. In a sense, they weré
trained to fknoy‘theA answers", not to assist ethers in
Sear¢h?;g fbf(@hem.:Even when the -term "community diagnosis"
is employed, the connotation is still 1largely that
proféssionéls, réther | than "the. community, makes the
~ diagnosis#» |
In 'ééneral,’ the 1idea of ‘community co-operation for
| héalth'gaQe way to community participation, which in turn
- became community involvement. The latter is éharacterized by
the invoivement of cémmuﬁitigsv not only . in identiﬁying
health 6eeds or in participatiqg in activities chosen to
remédyvthem, éﬁt éle in deéisioh—making, in pl&nnihg and
évaanting‘thosg activitieé. The centrél theme then,‘becomes
one of "partneréhip“ fbr 1mprbved health.‘ 0 |
Originally viewed as én’."extra" to the provisidn off‘~
basié health services or activities, community participation
is‘ now seen as a "éferequisite" and ah %essential element ;" /'
without Which certéiﬂ fundamé;tal health activitie; qﬁnnot//
‘begin at léll. For gxampleh’many nationél health ministrigé
actualiy relj on lafge—scale community participation//in\
« 4 ,

order to fully ~£ﬁplement' their health plans. Optimﬁilyh
these plans include "}ntersectoral céoperafion", recoghiiing

the interdependance -of the various development sectors

including community development. -

‘ . N
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In a study of emerging trends in dommunity development,
/the United Nations found that projects undeftaken without
/' basic social and institutional reforms, restricted the

4

benefits of‘development to a felatively‘small numbér Bf the(g
population, not beiné reflective of the needs of the ‘entire |
>c6hmunity but rather of the more articulate and‘powerfﬁl
interest groups. This study .éoncludes "thaf communi%%
development might haQe to become an "instrument for fadiéal
change,’even fhough this might create probiemé in 'terhs of
. government support."(United «Nzkionsj° A similar conclusion
‘was reéched by Gunnar Myrdal in his book Asian Drama. He
points out that 1lack of institutional reforms in village‘
communities in India caused the wultimate failﬁre 33§f
Vcommﬁnity develdpment. programs‘ to benefit or inclqééfﬁii?_
members of society. Myrdal'é call for basic feforﬁ‘[df fph;5?‘

social and economic  structures. . (after ~agricultural .

development has been ét£ainea through cépitalism);;hésﬁlgéén‘
echoed fully a decade later by Bhattacharyé bnd>Sﬁ§g;azjjn'
their study of India's’rdral development program éftef ;Ehe
.Greeﬁ Revolution, they conclude that: S ‘
v"There is growing realization now that i is; only
through organized stfength that the rural poor ca ﬁopefto
increase their capacity to‘résist eXploitatioﬁ, articulate 5
t demands  an - find  a° ;ay out >of ‘the poverty .trap"
‘(Bhattach;féz and Sharma).* . . | *

Biddle and Biddle, in theirr books ‘on the community

development process and the role of the "encourager", stress
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that the encourager "should not become a. destroyer of the:
social order"”, ‘but rather aﬁ expediter of fundamental
‘changes in the peoplé's ways of thinking. (Biddle and
Biddle).® The Biddles consider co-operation to be the best
-mééns of buitding‘better communities, and suggest that.rival
groups within an area should work together towards a common
good. (Biadle‘ and Biddle).* 1If, however, soci;l groups
refuse to surrender - privileges or = advantages, let aione'
discuss working out a more equitable balance of power, then
the encoutager must admit "that the conflict is beyond his
competence to handleﬁ"h(Biddle and Biddle).7 What . happens
aftér the éncourager_ad@its failure? Another-problem.ariSes,
if modernization is seen by'locai communities asAa threat to
traditional standards; causing thereby serious obstacles and
‘dissatisfaction to'development. Neil Smeiéer warns thatv if
- these disturbed communities ate detied éécess'to influencing
social policy - eith;r through the iéolation  of the
cbmmunities or through the intransigence of the ruling
authorities - then‘demands for reform would tend to take a
more violent form. (Dalton).® This would support the
Biddle's claim tht one major purpose of ,cémmunity
‘development should'bé to provide an outlet for péople to,bé
heard and through which theyﬁmight participate in planning
-their future. (Biddle and Biddle) .’ ’

What happens; though, when governing bodies have no
intentién of ,shéring planning and.decision-makiné'powers

‘

with local participants? What is the result of ‘community

¥



199

LY
%

-develo?ment'p;ojects aimed at band-aid solutions, designed
to facilitate modernization and diffuse social tension? At
the round-table conference. in Mexico city, Jack Vanghu, who
at the time was the Director of the Peace Corps, claiméd
that virtually no La£in American country looked at community
development as a major Jehigle for development; rather, "thg
best they‘have done to date is hild lip service" (Inter
American Development Bagk);'° This statement was repeated
five years later in the United Natiqnsl study, which found
that national planners "may only~élay lip service to the
principles of community development as ‘regards vfo popular
pérticipétion in planning, "and may look ~on  community
development as a handy and ready-made mechanism for "the
implementation of national pléns imposed from above (United
Nations).'' The Qhole ‘guestion of motivation, thérefpre,
ties in with the methods used to implement communitx
develqpment programs at the local level.

The true aim of community.deVelopment is to encoufage
people to participgte in local seif—governance, tHereby
strengthenihg their capacity and\ senée of equity. Then
perhéps the outcome of any community development program,
promoted for whatever reasons by an éutsider‘g; an inside
encourager, will be inevitable. Once local communities
become persuéded of the power of organiiing local initiative
and self-help groups, thén community development will be
able to continue with of without the support of goVérnments

or international funding bodies. (:///
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To cpnclude,‘rural "development 1is a mission and a
liberating force. It is a thrust unraveiling. the
potentialities of 1ldtent and overt institutional and
attitudinal changes for the services of the rural poor.
EffOrts afe being made to liguidate vested interests,‘ which
act as sieye preventing the Dbenefits of‘development to
péfcolate down to the disadvantaged ‘groups. At best, all
. that "1t attempts, is growth witﬁ social justice. When that
is achieved, thé rural poor could, and would, resolve most

of their problems themselves.

India's Present Planning In Primary Health Care

India is committed to attafn the goal of health for all
by theéyeér 2000. Ig is a s}gnatory to the Almé;Alta
Declaration ana to the Asian Charter for Health Development.
Five working groups of experts were established by the Union .
Mini§try of’ Health and Fémily Welfare to evolve a strategy
for securing this objective. Furthermore, a working group af
the planning commission had prepared the sixth five-year
plan (1980-85) document for health and family welfare. Thé
plan included a revised minimum Needs Program which:
incorporates:
1. Elementary education including adult education
2. Rural health and health guidés scheme
-+ 3. Nutrition
4. Rural water suﬁbiiés

5. House sites for the landless and rural housing
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6. Environmental improvement of urban slums

7. Rural electrification

The targets of the rural health component of the .

Minimum Needs Program of the sixth five-year plan are given

below: /

1. vEétablishment_of about 600 additional primary heélth
‘centers. These additional 'centers wiil change the
 ,existing pattern of one primary health centre for 80,000

- 120,000 population to oné (new) primary health centre
for every 30,000 population. In the tribal and hilly
areas, th popu}atibn will be fufther reduced to 20,000.
‘The new primary Bealth centres will be éstablished in a
phased manner by upgrading the éxisﬁing health
institutions such as dispensaries. | |
2. Establishment of about 40,000 additional subcentres. *The
preSént norm  of one subcentre for every 10,000
population is now changed to one for everyVS,OOO. In the
“tribal and hilly areas, the population will be further
reduéed to 3,000 per subcentre. It is expected that by
1990 the entire country wi}lvbe proviaed with subcentres

K

- according to this norm.

-

3. Establishmeht of about 174 coﬁmunity health centres. The

.
R

.., . earlier policy to establish a thirty bed rural hospital
S

ey

by upgrading every'one of four primary health centres
has now been discontinued. It is proposed to establish a
community health centre for every 100,000 population in

a phased manner. The centre will provide preventive,
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promotive, hand curative support&ve services to fhe ééw

. primary health centres'ﬁnaer its jurisdiction and also
provide spcialisf and referral services. Community
health centres will be established by upgrading existing
primary health centres.

4, Conversion of aboﬁt 1,006 existing diépensaries_into
subsidiary health centres. Such centres will be
eventually converted into primary héalth centres of the
new paftern.

In addition, the sikth plan also provides.neceséary
resources for quicker implemenfatioh of the Multipurpose
Health‘ Workers Pfogrém'and the ﬁealth Aide scheme. For.,each
new subcentre, i.e., for 5,000 or. 3,000 populati%n, a team
of health worker (male) and health worker (female) will be
provided. The program for training untrained dias (midwives)
will continue, and by 1983 each village will have at least
one‘trainéd dias. Since the second five-year plan, 304,562
dias have been trained.

The new type of primary health cghqges“willlbe providéa”“
staff accoraing to the original pattern with only one
medical officer. However, the post of Fo—ordinator will Dbe
retained and a new paramedical caére post of community
health officer will be added. The function ‘of ‘this new
non-medical health officer is to provide guidanée} technical
support, and sﬁpervision of the entire staff at thé primary
health centres and in the-field. He will assist the medical

officer in all his preventive and promotive functiqns' and
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will also train the health guides. a

"Heai%h For All" now ceases to be’the monopoly of the
health services. Anl interdepartmental co-ordination
committee has been formed. As mentioned earlier, effective
and efficient health services will certainly cont;iﬁute
towards health promotion and welfare. However, integrated
total developmental activities in other sdcioeconomic areas
such as education, environmental protection, nutrition, etc.
are indeed vital.

The task is stupendous. By the year 2060, the
population of India is expécted to be 917 miliion - 674
million rural and 243 million urban. Some séy that it will
even b¢.950 million. The targets set are reasonable, i.e.,
reduction ofvErude birth-rate to 21, crude death-rate to 9,
and ‘infant moftality rate fo about 60. The task is difficult
but can be done. A climate of optimism prevails.

¥

ngwRecommendations To The Primary Health Care Program In india
vmﬂMdTov define primary health care and its contents, it may
be said that it provides the basic health care needs of any
rural community through self-hélp and community development.
It includes providing the health needs, (of any community
wherever situated) namely:
1. ‘Mother and child care including safe-delivery, ante and

poét natal cage,'and all measures concerﬁing nutrition,

growth and protection of the child from communicable

diseases.
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2. Provision and promotion of adequate nutrition for all
people.

3. Adequate safe water supply and environmental sanitation
measures such as houiing, safe disposal of human and
animal excreta, and control of insect breeding etc.

4. Immunization against prevalent commﬁnicable diseases.

L
5. Prevention and control of locally prevalent . end#mic

diseases including appropriate early treatment of\con&on
diseases.
6. Provision of essential drugs.

7. School health educational programs.

8. Family .planning measures to limit the .,

population,
9. Intensive health education measures to cover all the.
above aspects.

10. Employment of adequately trained technical and auxillary
. ' Y

-

manpower for the entire program.

These health cases also involve, in addition to the
health sector, the co-ordinated efforts of all related
sectors and aspects of national and community developments,
in particular, agriculture and animél husbandry, food,

cottage industries, general education, public works and

communication.

Also, in order to achieve the objectives, it will be
necessary to promote * maximum community efforts and
self-reliance through participation in planning,

organization, operatibn and control of primary health care,
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making the fullest wuse of local nationals and other

available sources by giving them appropriate education to

enhance their ability for effective participation.

(ve final aim being comprehen51ve health care, the
primary health‘care system should be sustalned by integrated
functional and naturally referral system and team ”work,
giving priority to those who need it most.

In India, the primary health care programs fell short
to meet the principles set by the WHO (Appendix II) due to
six reasons. They are: -
1. Failure to provide the required health | personnel,

appropriate technology and drugs to meet the demands of
the population.

2. The continuing shortage of resources due to economic
slow¥down, and socio—culturalh characteristics of the
community.

3. Failure to involve people in active planning and
participation.

4. Improper allocation of health resources.

5. Reluctance of the Health Department to decentralize the
administrativ% supérvision and control.

6. Failure to’integrate traditional health care practices'
into the existing health system. |

In order to meet the requirement of the WHO pr1nc1ples
of Primary Health Care, the prlmary health care system must
be closely tied to a concern/ for totgl human development

i.e. the holistic view of health encompassing the social,
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the physical, the mental and the spiritual well being of
man. In fact, human development cannot be segmented, as all
factors for buman dev;lopment and quality of liﬁe are
interrelated. Efforts must be made to secure the fullest
poséible participation of the community in all aspects of
the above. processes. In this connection, it 1is again
emphasized that appropriate forms of primary health care
should meet the differing needs of the community, keeping in
perspective a national balance between the curative, the
preQentive,'the promotive and the rehabilitative components,

The government should also encourage and utilize the
hundreds of well established and.,functioning voluntary
organizations (both national and international) to carry out
substantial health services through hospitals,ndispensarie#,
‘clinics, camps, rehabilitation centres, and also throuéh
health education measures, so as to achieve health for all

by the year 2000.
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APPENDIX 1
The Declaration of "Alma Ata" on Primary Health Care

Reflects and evolves from the economic conditions and
socio-cultural and poiitical characteristics of the
coontry and 1its communities and 1is based on the
applications of the relevant results of social,
biomedical and health services research and public
health expériences; |

- ﬁddresses the main ‘health problems in the cqmmunity
providing promotive, preventive, curative and
réhabiiitative services accordingly;
Ihcludés at &eaiﬁ: education concern{ng‘ prevailing
health problems and the methods. of' preventing and
Controlling them; promotion of food supply and  proper
nutrition; -and adequate supply of safe water and basic
sanitation; maternal and child health oare, inclqding
family planning; immunization against. the major
infectious diseases; prevention and control of locally
endemic- = diseases; appropriate treatment of common
diseases and injuries; and provision of essential drugs.
';nvolves, in addition to the health éector, all related
sectors and  aspects of national and” community
’aé;elOpmént, in particular ,agrioulture,i anihal
husbandry, food, 1industry education, housing, public

works, communication, and other sectors; and demands the

‘co-ordinated efforts of all those sectors.
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)

Requires and promotes maximum community and individual
self-reliance and participation in the planning,
organization, operation, and control of primary health
care, making the fullest use of 1local, national and
other availablg resources; and to this end develop,
through appropriate education the ability of communities
to participate. )
Should be sustained by an integrated, functional and
mutually supporﬁive. referral system, leading to the
progressive improvement of comprehensive health care for

all, and giving priority to those most in need.

Relies, at local and referral levels, on health workers,

including physicians,  nurses, midwives, auxiliaries and

community workers as applicable,'as well as traditional
practitioners as needed, suitably trainedsociﬁi;y and

technically, to work as a health team and to respond to

.the expressed health needs of the community.



APPENDIX 11

v

W.H.O's PRINCIPLES OF PRIMARY HEALTH CARE'

Primary health care should be shaped around the life
patterns of the population it should serve and meet the
needs of the community.

Primary health care is an integral part of the national
health syst®m and other echelons of. services should be
des?g‘ed in support of the needs of the peripheral level,
espécially as this pertains to technical supply, supervisory
‘and referrgﬁ support .

Primary health care gctivitieé should be fully
integrated with the activities &E the other sectors involved
in' community development (agricultu:=, education, public
works, housing and communicationg).

The ilocal population should be 1invovled in the
foggplation and implementation of health care activities so
that health care can be grought into line with local needs
and priorities. Community dé&d&opment workers should be
involved in the health sectO{/;p meet community’'s decision
making proceés. |

He;lth care offered should place a maximum‘feliance on
available community resources and the . administrative
structure should stért from the community and up, that is
the basis of primary health care pfograﬁj;

.
W.H.O. Principles of'primary health care were presented to

the executive board of the World Health Organization which
met in January 1975. EB/55/9.
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Primary health care should use an integrated approach
of preventive, promotive, curative and rehabilitative
services for the individual, family and community. The

balance between these services should vary according to

V6!
o

community neé
B

The traditional systems of medicine in the community

y and may well change over time,

which have been used for centuries in India, must be given
due recognition. This would increase the availability of

services to the rural population.



