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ABSTRACT

Achieving active participation of community merﬁbers in community-based health care
programmes (CBHC) is a challenging and complex task. It is-also a criterion for
successful programming and is promoted as a universal truth and re(juirement for primary
health care development. Nevertheless, most CBHC programmes admit that more needs
to be done to achieve satisfactory levels of community involvem_ént. Thus, a better
understanding is required as to why success in community involvement has been in most

part, elusive.

The thesis uses a historical perspective to examine the emergence of participation in the
period prior to and during the community development era in Africa and the post-
independent period in Kenya. The emergence of participation and ii's progression as an
international health strategy in the 1980's and 1990's within WHO, a leading international
organisation promoting community involvement in health is critically examined. At the
community level, people's perception and understanding of community participation and
an analysis of how they participated in the case study CBHC programme provided an
operational assessment of community participation. A particular fécﬁs Wés commumty

contributions as a mechanism of participation.

Thus, the primary aim of this thesis was to examine in rural Kenya the socio-economic and
institutional support factors which can potentially enhance or limit participation of
community members in rural community-based health development programmes. The
main socio-economic factors examined were education, income, group membership and
domestic factors such as harmony in the household and women's time. The roles of local
structures and support personnel such as community health volunteers (CHVs), health
committee members (HCMs) and local leaders in promoting participation were also

analysed. The method used was interviews with a sample of these respondents.

Based on the case study research results, the thesis draws conclusions on the factors that

appear to be most significant in relation to community participation. The importance of



education, group membership and regular monthly visits by CHVs were identified as
particularly significant factors. A more informed understanding of these relationships will
enable health planners in designing integrated programme strategies which can help
promote broader community participation in health development programmes. An
awareness of these factors and their inter-relationships by operational-level health staff will
enable them to enhance community participation when developing and implementing

community-based health care programmes.
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CHAPTER 1
INTRODUCTION

The objective of the research is to examine the determinants of participation of community
members in a rural community-based health care programme in Kenya. This is done in
order to draw conclusions on the key factors which can be developed, strengthened, and
addressed by community leaders, government and non-govemfrient health officials to
enhance individual and community participation in such programmes in Kenya, and

possibly elsewhere in Eastern Africa.

This study examined the nature and extent of participation in one of the long standing
community-based health care (CBHC) programmes in Kenya and the factors that
influenced it. The proposition is that community participation can only be enhanced and
sustained if an integrated approach to development which addresses the key factors that
influence the participation of community members in health development programmes, is
taken. Moreover, it is essential that priority is given to addressing those key factors which
help to solidly establish the basic levels of participation. These will form the building
blocks for involvement in other programme activities such as evaluation and future

planning, and address other issues such as sustainability.

Securing the participation of individuals in development activities and services which are
being offered is a vital step in building a base for sustainable participation and establishing
a framework for group and community participation. Individual participation in utilisation
of services also means a change in health behaviour as a result of community health
education, health advice and home visiting services provided by the community repre-
sentatives of the CBHC programmes. Without utilisation of services and facilities which
are provided, further participation is unlikely to occur (PAHO 1984, p.xi).

EARLY DEVELOPMENT OF CBHC IN KENYA
The CBHC approach strives for more delegation of responsibility for health promotion,

better balance between curative and preventive health care, more voluntarist input into
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the system, increased awareness and sensitization and better cross-disciplinary integration
(Shaffer, 1983, p.i). Many of the CBHC programmes which were started in the late
1970's and early 1980's in Eastern Africa did not involve the communities in their design
or in the programme planning process to any great extent. Programme design was
undertaken primarily by planners within non-governmental organisations- (NGOs) or by
church mission health staff. They assumed that communities would be interested in the
activities and services, mainly mobile matemnal and child health/family planmng (MCH/FP)
- clinics, being offered and in having one of their villagers trained as a community health
“volunteer (CHV). Many of the programmes were externally funded, there was therefore

little need for cost-sharing with the concerned communities.

The evolution of many CBHC programmes in Kenya during the late 1970's and early

1980's, can be characterised in the following way: |

i) The CBHC programme idea originated mainly with NGO or church mission health
service staff based on the realisation that hospital-based curative care was having
little impact on improving the health status of community members and as a result of
the influence of the WHO/UNICEF-sponsored Alma Ata PHC Conference in 1978.

i) Communities were selected by the respective programme staff for initiation of a
CBHC programme and the idea was presented to local administration officials and
local leaders, and then to the communities whose cooperation was sought to
participate in the scheme.

iti) Participation consisted mainly of selecting community members as CHVs and health
committee members (HCMs), utilising the mobile outreach MCH/FP services being
provided, selective behavioural change mainly related to hygiene and sanitation and
based on home visiting by CHVs, and, making contributions in labour and materials
to the programme mainly for construction of simple health facilities and equipment.

The participation by community members in planning programmes and decisions regarding
how the programme activities were to be provided was the exception rather than the rule.
This level of participation, however, is the essence of what the World Health Organization
described as community involvement in health (CIH), stated as, "..a process by which
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partnership is established between government and local communities in the planning,
implementation and utilization of health activities in order to increase benefit from self-
reliance and social control over the health infrastructure, technology and process." (WHO
1985, p. 4).

Community participation in relation to planning and decisiq@-maldng of CBHC
programmes is an evolutionary process and has lagged behind the 1mtlal development of
CBHC programmes in Africa. NGOs have elicited at best the cooperation of the
communities when initiating the programmes in which the c_(;mmunities were to
participate. Thus, programmes have too often been initiated for rather than with
communities. This is not a criticism of NGOs or church mission organisations who have
been at the forefront of the development of CBHC programmes in Eastern Africa.
Usually, only few if ény local structures were in place which the programme planners
could have involved in planning the activities. Those that were, might not have been
known to the health personnel who had little experience in dealing with communities.
Little inter-sectoral collaboration existed so the experiences and knowledge of community
| d.ev‘elc_)pme‘ntv workers or other extension workers regarding local structures and

community dynamics might not have been known to health workers.

Based on a comparative analysis of community participation in health programmes in Latin
America, Ugalde (1985, p. 49-50) contends that local community participation
programmes organised by private groups such as universities, churches or foundations
could be effective as a means to decentralise, to resolve some immediate health problems,
to improve the utilisation of services, and create social and political awareness. The
CBHC programmes which emerged in Kenya during the late 1970's and early 1980's had
the potential to effectively address these same issues. Based on a detailed and critical
discussion of community-based health care in East Africa during the ten years since Alma
Ata, Mburu (1989, p.1076) claimed however, that "Much ideal typical rhetoric is heard
about the essence of community involvement and participation, but little evidence of
sustained participation is found in most of the PHC projects which are spread out widely
in Africa".

21



PARTICIPATION AS A DEVELOPMENT STRATEGY
Since the focus of this research study is participation by community members in rural
health development, it is important to examine how community participation as a
development strategy was perceived, understood and interpreted. Histon'célly, during the
1970's, the participation of the poor in rural development became a major concern for UN
agencies such as ILO, WHO, FAO, and UNICEF (Ozkley and Marsden 1985). The
- United Nations Research Institute for Social Development (UNRISD) devoted a major
“branch of its research work to a Popular Participation Programme in theA1.970's (Stifel
and Pearse 1982; UNRISD 1983). In 1976 the ILO sponsored World Employment
Conference identified the issue of "basic needs" and the crucial role of participation in
such a strategy (Curtis et al 1978). ILO's assistance to rural workers' organisations to
bring about effective participation has been an important programme for many years. The
World Conference on Agrarian Reform and Rural Development (WCARRD), held at FAO
Headquarters, Rome, in July 1979, highlighted people's participation in the institutions and
systems which govern their lives as a basic human right (Ghonemy 1984). In 1978 the
WHO/UNICEF Alma Ata Conference similarly stressed the importance of "participation'
in extending primary health care (PHC) and Health for All (HFA) by the year 2000
(WHO/UNICEF 1978). A decade later the World Bank recognised the role of community
participation in development planning and project management (Bamberger 1988). In the
early 1980's, following the Alma Ata Conference, UNICEF was also promoting the
concept of community participation (Mandl 1982). In the late 1980's, the World Bank
also undertook a study of the experience of the World Bank projects with community
participation in the urban housing, health and irrigation sectors (Paul 1987). Outside the
UN agencies during the same period, the promotion of participation became a major plank
for non-governmental organisations led by the Christian Medical Commission, the African
Medical and Research Foundation, and International Institute for Rural Reconstruction,

among others.

There is now a vast literature on the concept of participation in relation to rural and social
development (Lele 1975; Cohen and Uphoff 1980; Korten and Alfonso 1983; Midgley
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1989: Oakley 1989). Over the past decade it appears that consensus has evolved that
participation is a necessary condition for the meaningful expansion of a people's ability to
manage their affairs, control their environment and improve their welfare (Seeley et al
1992, p.1089).

In the context of rural development, participation is concerned with how to bring about
some meaningful involvement in development on the part of those who live in rural areas
and who depend upon the rural sector for their livelihood. In general terms, participation

can be seen as,

"...a means for the widening and redistribution of opportunities to take part in
societal decision-making, in contributing to development and in benefitting from
its fruits." (Oakley and Dillon 1985, p. 1).

Participation can also mean getting involved or being allowed to become involved in the
delivery of a service or the evaluation of a service, or even to become one of a number of
people consulted on an issue or a matter (Brownlea 1987, p. 665). Simply put, to
participate is to be a party to or a part of some common venture (Shaffer, 1991, p. 73).
But true participation is not  simple affair. For instance, Brownlea (1987, p. 607) warns
that we must recognise that some people are not even interested in participating. They
simply want to get on with living, or doing what they have been doing for a long time, and
are much more accepting of things as they are and feel that they have already delegated
the decision-making role to others and are quite happy to leave it to them.

Participation has been advocated not only because it facilitates social service delivery by
lowering costs and smoothing implementation but because it fosters a sense of belonging
and the integration of communities (Midgley 1986, p. 34). The objective of participation
can range from economic and practical concerns associated with project efficiency,
relevance and cost recovery to political aims of equality and empowerment (Asthana
1989, p. 13). Participation can be perceived also as an indicator of successful

development.
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In a attempt to bring some reality to the rhetoric over what participation actually means,
various authors have focused on defining participation by how it occurs or operates in
practice. Cohen and Uphoff (1980) stress that participation is not a single phenomenon,
and outline four types of participation: (1) participation in decision-making; (2)
participation in implementation; (3) participation in benefits and; (4) participation in
evaluation (Winch et al 1992, p. 344). Rifkin (1988, p.933) stated that there are three
characteristics of participation which are that it must be active, involve choicé and must
have the possibility of being effective. She contends that the mere receiving of services
‘does not constitute participation. An important question is then whether utilisation of
services and facilities has the same interpretation of participation as does receiving
services. If so, it then appears that it does not even qualify as a first level of participation
to some analysts.

A study undertaken for the UN Panel on People's Participation in 1982 reviewed the
practice of participation in both the government and non-government sectors of rural

development and suggested four different forms of participation:

(1) Participation as Collaboration or Cooperation: whereby rural people are informed
of rural development programmes and projects and their collaboration and cooperation
is sought. Participation, therefore, is in activities and on terms over which the people
themselves have no direct control;

(2) Participation through Organization: whereby organisations are set up which
ostensibly have the objective of facilitating participation. The equating of a lack of
participation with a lack of organisation is a common argument and therefore, organisa-
tions are introduced to provide the vehicle for this participation;

(3) Participation in Community Development Activities: whereby the direct and
active involvement of local people is sought to undertake and complete a whole range
of physical improvements at the community level. In these tasks the local people have
a meaningful say in their planning and execution, but the dynamic of participation is
limited to the task at hand and is not normally concerned with building the means to
sustain the dynamic after the completion of the physical improvements;
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(4) Participation as a Process of Empowering: whereby a group of people who
previously had no basis from which to intervene in or influence rural development
activities, achieve this basis and use it for their continued involvement in these activities.
The approach of this process is educational and the building up of the basis for
participation is the objective of the process (Oakley and Dillon 1985, p. 8).

The difficulty with this type of categorisation is that it gives the imp‘fession that the forms
or types of participation are mutually exclusive, when in fact they should be part of an
integrated process. For instance, a means to sustain the dynamics of participation in
community development activities is through organisation in working with communities

to strengthen and develop viable local organisations and community-level groups.

Oakley (1989, p.9) claims that there is no single working interpretation of the concept of
participation that has been universally accepted in development work. He cites three
interpretations of participation which reflect quite different concepts of development:

(1) "Participation means.....in its broadest sense to sensitize people and thus to increase
" the receptivity and ability of people to respond to development programmes, as well
as to encourage local initiatives."

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

(3) "Participation involves....organized efforts to increase control over resources and
regulative institutions in given social situations on the part of groups or movements
of those hitherto excluded from such control." (Oakley 1989, p.9).

These three interpretations are reflected in the different forms of participation identified
in the UN Panel on People's Participation Study. The first interpretation could be
perceived as participation as collaboration or cooperation and through organisation, the
second interpretation relates to participation in community development activities and the
third interpretation as process of empowerment. Other ways of interpreting participation
are to consider it as a means of achieving a set objective or goal and a way of using the
economic and social resources of communities to achieve programme objectives, or as an

end or process in itself which enables communities to become more directly involved in
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rural development with the critical elements in the process being to enhance awareness
and to build up local organisational capacity. In reality the participation process should
incorporate the elements of being both a means to initiate involvement and an end to help

sustain it.

According to Uphoff (1985, p. 477), who participates and how may be more crucial to
project success than any purely quantitative expression of paxticipatiom; He states,
"Researchers can reasonably disagree about what is to be considered participation, but it
“should be possible to assess the results of different approaches, assu;ﬁptions, and
mechanisms." An objective of this research study is in fact to assess the results of
approaches taken to involve community members in a rural health development

programme and the mechanisms used to achieve it. This study focusses on participation
at the community level.

Similar to participation there are numerous definitions of community in the literature. In
the PHC literature community has been defined in various ways. One is that community
is all the people in a geographically defined area within which every family knows every
other family and wherein all feel united by common responsibilities, and known leadership
(Shaffer 1991). Midgley (1986, p.24) suggests that community has had two meanings in .
the health and development literature. The first is that which defines community in
geographic terms with community members sharing the same basic values and
organisation. The second definition is that which says a community is a group of people
sharing the same basic interests. The interests change from time to time with the
consequence that the actualr members of the community change from time to time.
However, this definition still implies that communities are regarded as a homogeneous
entity. Tumwine (1989) states that in real life a community is rather a heterogenous entity
in which the members have different class interests and even the smallest of communities
may reflect the social dynamics in a region or country. Moreover, it would be a highly
naive health worker who neglected this simple fact.
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The WHO Study Group on Community Involvement in Health (CIH) felt that the
community is largely a geographical expression and that CIH should be based upon clearly
identifiable socio-economic or cultural groups at the local level (WHO 1991). Oakley
(1989, p.26) contends that current thinking on development is that the word community
is inadequate as a means of indicating people who share common needs and problems.
He believes there is a need to take into account economic and socia,l_ differentiation in the
community when health services are being provided at that level and'paxticularly when an
attempt is being made to involve the community in those services. Even deprived
communities are differentiated in terms of status, income and power according to Midgley
(1986). These differentiations within communities could also have a determining effect
on the potential level of participation in health development.

When the health sector thinks of the community, it is usually in teﬁns of the catchment
area of health facilities or mobile clinics or segmented into at-risk groups (WHO, 1991).
This definition is rooted in the epidemiological view of community. Rifkin (1988, p.933)
claims that for primary health care, in terms of equity, effectiveness and efficiency, groups
of people need to be identified so that resources can be allocated to take into account this
‘as.pe.ct bf health concerns in seeking a realistic definition of community.

To Hollnsteiner (1982, p.58) the equity principle of PHC militates that this group would
be the poor majority who are most in need of better health care and should organise
themselves for achieving it. She adds that there is general consensus that participation
does not refer to everyone in a community since for instance local elites already have a
strong say in decision-making. The challenge is how to elicit the participation of
disadvantaged groups in health development programmes designed to help them achieve
better health care status. Notwithstanding, the participation of local elites cannot be
ignored in a CBHC programme. The issue is that they would no longer be the dominate
group in decision making.

To Mburu (1989, p.1076) the power of the elite lies partly in their control of information

and manipulation of the people through selective dissemination of such information to
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ensure their hold on power. In this way power and authority do not change hands, an
oligarchy gradually forms at the grass-roots level and is able to enshrine itself as
indispensable. This was particularly the case in countries which have been dominated by
a single political party like Kenya. There is little evidence to date that the emerging
movements to multi-party democracy in Africa will alter greatly the dominance of elites
at the community level. ’

It is important to know whether or not participation is simply a formal action with little
"meaning or an activity which allows the individual to gain greater control os;er situations
that would alter his or her life (Cohen and Uphoff 1980, pps.224,225). Oakley and
Marsden (1985, p.27) believe that it is the former rather than the latter interpretation
which has been predominant. They state that the development literature is overburdened
with the documentation of participation strategies which have failed in terms of giving the
majority of rural people any meaningful say in those issues which affect their livelihood.
They further contend that the concept of participation as empowering is a radical
departure from years of more traditional practice. They admit that this interpretation of
participation faces formidable barriers, and it is difficult to imagine governments and
locally established structures offering other than powerful opposition.

A window of opportunity for broad-based, meaningful participation occurred just after the
independence in Kenya. For a brief period, commmunity members were able to play a major
participatory role in decision-making on development issues. They were empowered
through the "Harambee" movement to plan and undertake community-level development
projects. This broader participation in Kenya changed the use and allocation of resources
in rural societies. However, within a span of a few years, the Kenya Government reversed
this policy and established strict bureaucratic procedures which in effect returned the
control of rural development decision-making from the community level to more central
levels within the government. This example of participation as empowerment in Kenya

and the ensuing conflict is discussed in Chapter 3.
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In relation to the health sector, Oakley (1989, p.72) believes for most writers CIH is a
means of extending health service coverage and releasing massive human resources for
health development. Such an interpretation of CIH is, however, inadequate and fails to
recognise the legitimate demands for worthwhile participation. He contends that CIH
cannot be regard as a mere means of technology transfer; it must imny some notion of the
transfer of power and authority to local people to enable them to become effectively

involved in health development.

If there are concerns that the word community is too general or br_oﬁd to be meaningful
in development terms, and if it is more relevant to be specific and identify groups of
people within communities, it definitely undermines any attempt to try to define what is
meant by community participation. For that reason, the title of this research study did not
include the word community. Rather it is felt that individual, ﬂousehold and group
participation is just as significant to health development as community participation.
Rifkin (1988, p.933) had similar views regarding specificity when she proposed a
definition of community participation as, " ...a social process whereby specific groups
with shared needs living in a defined geographical area actively pursue identification of
fhéir needs, take decisions and establish mechanisms to meet these needs." The
importance of decision-making in relation to community participation was stressed by
Chand (1989, p.1114) who claims that decisions are taken by different levels in a
community with the bulk of decision-making at the family level and at the level of distinct
interest groups. Clear cut strategies are required to facilitate decision-making at each
level which involves generating information, facilitating a forum for interaction,

communication and dissemination.

Several studies have set forth the rationale for the importance of community involvement
and the arguments for adopting it as a strategy for health development (MacCormack
1983; WHO 1983; PAHO 1984). Oakley (1989, p.5) has developed a composite list of
those arguments from several sources:

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

(ii) Many health services, particularly in developing countries, function on the basis of
limited resources. CIH can be a means of making more resources available by drawing
upon local knowledge and resources to complement what is provided by the formal health
services. Furthermore, it can help to extend the coverage of health services:énd to lower
their overall cost. CIH can also make health services more cost-effective and lead in the
‘long run to an adequate return on funds invested in the health sector. It is nét, however,
a substitute for formal health services or a mechanism of double taxation.

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

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

or area."

Moreover, Mburu (1989, p.1084) states that community participation is a crucial element
to achieve sustainable community development and that dialogue with the community is
critical to the success of a truly community-based primary health care project. A centre-
piece of primary health care is that people should participate in promotion of their own
health. In fact people have the right to community involvement and this right is not a
suddenly discovered feature of human society, but a renewed recognition of community
involvement as a central value of all human activity (WHO 1985, p.12).

On the other hand criticisms of the notion of community participation relate to its lack of
conceptual clarity; to the gap between the rhetoric, which calls for "authentic"
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participation, and the reality of the approach where participation tends to take the form
of cooperation in the implementation or utilisation of activities planned by external
agencies; to the practical limitations in achieving participation and the ideological
implications of the concept (Asthana, 1989, p.261). Stone (1989, p.207) adds an
additional issue of cross-cultural applicability to the concept of cdmmunity participation.
She believes it may be creating an international arena for the expreSsion of such Western
cultural values as self-reliance, individualism, human equality and équity. Brownlea
(1987, p.614) suggests that not all cultures place a high value on participatory approaches
to health decision-making, and even among those that do, there is very uneven assistance
given to enhance the capability for effective participation.

Midgley (1986, p.36) believes that a more critical issue is whether or not community
participation can achieve real improvements in social conditions. Questions remain as to
whether too many preconditions have been laid down for successful participation to ever
occur and be sustained, such as demand for national policy commitments to community
participation, re-allocation of resources and decentralisation and restructuring and

reorientation of health services.

Both the terms "community participation" and "community involvement” are in common
usage. The latter term is used by WHO who argue that it implies a more active
engagement of the community in health issues, in which communities cooperate with
health professionals, as well as initiating and taking responsibilities for health action in
their own right. However, various forms of participation can also be interpreted likewise.
WHO officially designated the term as Community Involvement in Health (WHO 1991,
pp.5-6). Both terms are used interchangeably in this study.

If there is ambiguity and lack of clarity of what community participation means amongst
academics and programme practitioners, one can imagine the confusion which exists at
the grass roots operational level. Laleman and Annys (1989, p.251) report that an
intensive debate among staff members and community health workers (CHWs) in the

Philippines revealed a lack of clear understanding of the concept of community
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participation  Specifically, the absence of an instrument to assess the process of
community participation resulted in a vague and unsatisfactory analysis of the situation.

Oakley (1989, p.16) states that there is a case for putting emphasis on practicing
community involvement in health rather than on defining it. He recommends WHO should
seek to promote and monitor the practice of CIH in different contexts in order to develop
the understanding needed to support its practical application on a wider s'cé]e. A WHO
- Study Group on CIH (1991, p.8) suggested two main interpretations of the practice of
‘community involvement in health (1991, p.8). The first was building up _cbmmunitie’s’
awareness and understanding of the problems of health development and the causes of
poor health as the basis for their continued and future active involvement in heaith
development. The second interpretation was having access to specific information and
knowledge about health service programmes as a pre-condition for beooming involved in
health activities designed and directed by others. It is important to gain a more informed
understanding of the role of participation in addressing these two important goals. The
research study has focused particularly on studying these two issues of ;wareness and
understanding and access to information and knowledge about health service activities.

Various definitions and interpretations of participation, community and community
participation have been cited and discussed. They provide theoretical points of reference
and targets for what might be achievable in reality at the community programme level.
The conceptual framework for the research study was to examine participation in rural
health development within a case study programme focusing on how and assessing why
participation was occurring in practice and then comparing those results to the factors set
out in the various theoretical interpretations of community participation. A premise put
forward is that participation could be occurring in practice in spite of the absence of some,
if not several, of the policy changes recommended to enhance participation proposed by
agencies like the World Health Organisation. If so, then a re-assessment is needed to offer
revised policy guidance on ways in which participation in health development can be most
realistically achieved.
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The various factors which were examined regarding their potential influence in enhancing
or impeding the participation of community members in the Maua CBHC Programme
were:

(1) Education: formal and non-formal

(ii) Local group membership

(iif) Household income ‘_

(iv) Socio-domestic issues: family size, women's time, and harmohy in the household
(v) Local institutional support: community health volunteers, health committees, health

committee members, local leaders.

These factors were selected based on a review of literature (WHO 1977, Stinson 1982;
Ahmed 1982; WHO 1983; PAHO 1984; Bennett and Maneno 1986), discussions with
Maua CBHC Programme managers, CBHC and primary health care development

specialists in Kenya and on the health care development experience of the researcher.

The strategy pursued in addressing the research objective was to undertake an institutional

analysis of the emergence of participation as international health policy within the World
Health Organisation then focus at national level in Kenya by examining the historical
perspective of how participation was perceived and practised as community development
policy in the colonial period in Africa, and during the post-independent period in Kenya.
This was done to ascertain the nature of participation which was traditionally practiced
and types of strategies and forms of participation which were used and were developed
prior to and during the community development period following independence in Kenya.
A similar institutional analysis at national health policy level was done for the emergence
of participation as national health policy in Kenya.

The second part of the study (Chapters 6-11) describes the research methodology, the
case study programme, and examines the evolution, perception and attitudes towards
participation in the case study programme area. The issues of people's perception and

understanding of participation, how people participate and the influences of socio-
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economic and institutional support factors on levels of participation are discussed.

Community financing as a way of participation is also examined.

The final part of the study (Chapter 12) identifies policy issues from the first two parts of

the study, particularly those factors which appeared to strongly enhance .community

participation in the case study Maua CBHC Programme. The policy recommendations

to enhance greater participation in rural health development, directed at fihterna.tional

health agencies, national health policy-makers, international and national non;govemment

organisation health managers, which emerged from the research study can be summarised

as follows: |

(1) The promotion of primary education and self-help groups as development priorities;

(ii) The need to enhance the partnership relations at community level between the formal
health service staff and the community members; '

(iii) The need to strengthen inter-sectoral collaboration related to income generation;

(iv) Development of innovative ways to technically support community level CBHC
programme workers; —

(v) More awareness and appreciation of the impact of socio-economic-cultural factors

on participation.

Even though there has been an impressive amount of research into CIH, in many instances
it has failed to study the details of how it works in the field nor has it focused on the
concept of CIH itself (Oakley 1989, p.66). This study represents an attempt to enhance
the limited body of knowledge related to these two aspects of CIH. The particular
contribution it makes is the historical review of participation, as community development
policy in the colonial and post-independent periods in Africa and Kenya, along with its
emergence as international health policy within the WHO and as national health policy in
Kenya, and, then, how participation has occurred at grass roots level in the context of a
community-based health care programme in Kenya.
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CHAPTER 2
PARTICIPATION AS INTERNATIONAL HEALTH POLICY

INTRODUCTION ,

One of the driving forces for the emergence and development of participation as a health
policy at international level was the World Health Organization (WH_O). The other main
forces regarding policy development and advocacy of commumty participation in health
development, particularly during the period of the 1970's and early 1980's, were UNICEF
and non-governmental organisations, such as the Christian Medical Commission. In
addition to these institutions, individual country experiences, such as that of China, were
influential in the development of community participation and primary health care.

Instead of reviewing the development of community participation within each of these
institutions, this study will focus on community participation within one of them. The
World Health Organization was chosen because of its historical leadership role in health
policy and its influence on health systems development. Moreover, it offered the
~ opportunity of a longitudinal study of community participation which included experiences .
of Member State countries, thus, capturing the individual country study option as well.

The following section reviews the emergence of community participation as policy within
WHO prior to the Alma-Ata Conference. The next section examines how community
participation was perceived within the context of primary health care at the Alma-Ata
Conference. This is followed by a section concerned mainly with the strategies WHO
proposed for implementation of community participation in health development and how
it was to be measured and assessed. Finally, the activities, experiences and policy
influence of WHO during the period of 1981 - 1992 in the area of community participation

in health development are examined.
THE EMERGENCE OF COMMUNITY PARTICIPATION AS POLICY WITHIN WHO
Primary health care as a priority programme initiative, with community participation as

one of its key components, first emerged within WHO as a result of the debate on the
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reasons for the failure of the malaria eradication programme during the 1971 and 1972
WHO Executive Board meetings. The technical managers in WHO claimed that the
malaria eradication programme had not succeeded because there had been no national will
or coherent national programmes or policies for the programme, and that there had been
inadequate funding and incompetent programme and administrative suppoi't. During the
course of the debate, attention shifted from the malaria eradication programme specifically
to the basic health services strategy which was failing to pr