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Community participation in health is a complex entity that has been examined extensively in the
literature and continues to be of great interest among community health workers. The genesis of the
idea and its conceptual development are primarily attributed to large multinational health institutions,
particularly the World Health Organization. However, the implementation of community participation
is the ultimate responsibility of local health programme initiators. It is therefore at the local level where
day to day realities of incorporating community participation into health service delivery are confronted.
This paper reviews the value of community participation in health and provides a detailed examina-
tion of the challenges facing its implementation and sustainability. In 1978, the World Health Organiza-
tion placed community participation squarely at the centre of their strategy to achieve Health For All
By The Year 2000. As the year 2000 nears, it is time to critically re-examine the notion of community
participation and the most pressing challenges to its viability.

Introduction

The idea of community participation in health first
appeared in the early 1970s as it was becoming clear
that the basic health needs in Southern countrics could
oniy be met through the greater involvement of local
people themselves. The concept was formally arti-
culated by the World Health Organization (WHO) at
Alma-Ata in 1978, and was henceforth forged as the
cornerstone of the strategy to achieve Health For
All by the Year 2000; namely, primary health care
(PHC).! This Declaration formally alerted nations
worldwide that physician centred care and hospital
based programmes were inadequate to achieve global
health. Rather, attainment of good health was thought
to centre on concepts with an underlying democratic
vision - concepts like empowerment, health promo-
tion, and collective action. With its campaign, the
WHO and several of its member governments laun-
ched an unprecedented international revival of interest
in wellness. prevention of illness. and local control
of services to improve people’s health. At the core
of these efforts was community participation.

Once solidified in international health policy, many
countries adopted community participation as the
means by which to address important health prob-
lems. This is exemplified by national efforts to
establish and strengthen mechanisms for community
participation in health through social policy, legisla-
tion, and other public means.>'* The essential ques-
tion in 1997, however, is how successful have these
efforts been. Nearly two decades after Alma-Ata, the
stratcgy originally conceived as a commonsense
and straightforward approach is recognized to be
fundamentally more complex.

A myriad of difficulties confound those dedicated to
global improvements in health. The purpose of this
paper is to review the value of community participa-
tion and examine those problems which appear most
intractable. Careful analysis of the international ex-
perience may provide much needed insight into com-
munity participation, and as such, may contribute to
a firmer foundation for this much valued strategy.
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Box 1. Factors leading to community participation in health

personal health.

munity as the major locus of attention.

all leading to raised health expectations.

1. Recognition of the right and duty of people to participate in public and community affairs, including

2. Institutionalized health systems’ inability to provide for all health related needs.

3. Recognition that planned social changes in health can only be achieved by focusing on the com-
4. Rising standards of living and increasing education levels, and an awareness of this among the poor,

5. Diminished confidence in policies made solely by health experts, professionals, and program managers.
6. Concerns about the costs associated with health services and the best use of limited resources.

7. An increasingly elderly population with chronic and disabling conditions, while preventable com-
municable diseases continue to threaten large populations.

8. A perceived untapped resource of voluntary public input to improve health services. and the belicf

that such input can make a positive difference.

The value of community participation

Community or public participation in health,
sometimes called citizen or consumer involvement,
may be defined as the process by which members of
the community, either individually or collectively and
with varying levels of commitment: (a) develop the
capability to assume greater responsibility for assess-
ing their health needs and problems; (b) plan and then
act to implement their solutions; (¢) create and main-
tain organizations in support of these efforts; and (d)
evaluate the effects and bring about necessary adjust-
ments in goals and programmes on an ongoing
basis."*-> Community participation is therefore a
strategy that provides people with the sense that they
can solve their problems through careful reflection
and collective action.*71*17 While many individual
factors contribute to the achievement of greater com-
munity participation in health (Box 1), collective
wisdom holds that the core value of community parti-
cipation is that it provides a mechanism for people
to participate in activities that have the potential to
impact positively upon their health.'s-10

Reputed benefits

One of the most attractive aspects of community
participation is its widely reputed health and social

benefits. While the health literature is seriously lack-
ing in empirical studies that specifically demonstrate
these benefits, it is widely accepted, based on
theoretical grounds and personal experience, that it
facilitates many positive outcomes. '8-20-!

Perhaps the most important benefit cited is the
heightened sense of responsibility and conscien-
tiousness regarding health and the concomitant gain
in power achieved through the acquisition of new
skills and control over resources.'9-22 Participants
have the opportunity to educate themselves to the
possibilities of controlling their own destiny, often
resulting in a more equitable relationship between the
so-called clients or recipients of health services and
the providers.!* A related benefit is the potential for
greater diffusion of health knowledge in the com-
munity and greater use of indigenous expertise,?
although achieving this goal is not easy.?*25 Another
reported benefit of the additional training and ex-
perience acquired through participation in health in-
itiatives is that it may enhance future employment
opportunities,* although not all agree that jobs are
likely to follow,2-28

The organization and delivery of health services
are also reported to benefit from community
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participation. It is argued that health services are pro-
vided at a lower cost, and added resources can be
brought into the system, in part due to greater access
to fundraising opportunities but more especially to
the availability of volunteers.>-3' Better determina-
tion of the need for health facilities, their location
and size, the number and types of personnel required,
recruitment procedures, as well as employment prac-
tices and personnel policies, are also expected.
Equally important. it is believed that resources will
be more often directed to the so-called ‘felt needs’
of those in the community, and that health activities
will be carried out more appropriately when the com-
munity is given greater control.’"** Greater local
involvement is thought to decrease feelings of aliena-
tion on the part of the community and foster less
authoritative relationships between the community
and health officials. All of these benefits are believed,
ultimately. to have a positive impact on health.

Problems with conceptualization and
evaluation

The reputed benefits of community participation,
however, are just that - reputed. What evidence is
there that this ideal can be realized? Unfortunately,
a number of significant difficulties loom in this regard
which can be attributed to the following: (a) the great
variety of health initiatives using community par-
ticipation as a strategy: (b) the complexity of the
community participation process: and most funda-
mentally. (c) what community participation itself is
understood to mean.

In the first place, the manner in which community
participation is expressed varies considerably with the
context in which is it implemented. This makes the
comparison of projects and their evaluation highly
problematic. A related difficulty is determining the
unique contribution of community participation to im-
provements in health. Disentangling the effects of
local participation from other effects is a very com-
plicated procedure. Despite these challenges. there
is some level of agreement that a community’s level
of participation reflects the underlying level of power
in its possession.** ¥ Participation in health, there-
fore, can range dramatically - from relatively pas-
sive involvement in pre-determined activities, to full
control of health organizations and health-related
affairs.**=% This diversity has significantly hampered
efforts to investigate the value of community par-
ticipation in heaith.

The second major problem is that, as a specific
technique, community participation is not well
understood. For example, although it is widely known
that community participation is heavily reliant upon
the commitment and active involvement of informal
local leaders to whom others naturally turn for ad-
vice, support and leadership,*'*4! it is far from clear
what kinds of personal characteristics such health
workers ought to have or what training they ought
to receive to achieve the greatest effect.28-4

There are also innumerable difficulties that relate to
the matter of community representation, although few
may be immediately obvious. These issues come to
the fore, however, when individuals get caught
between conflicting personal, community, and health
system agendas.*>* Difficulties also arise when
minority segments of the population do not share the
same values and priorities as the dominant (or
decision-making segments), or, for reasons of
culture,**-*% gender,**#%7 or socioeconomic
status,*+=3-2834 they find it difficult to become in-
volved. While some health experts believe the
representativeness of the health worker holds the key
to community participation success*® others argue
that the ideal of participation will only be achieved
it health workers prove themselves capable of
meeting the health needs of those they serve.®
Thus, the operational aspects of community participa-
tion must be better understood before we can con-
clude that community participation can accomplish
the health outcomes ideally envisioned.

The third major problem with community participa-
tion is that, despite its prominence as a guiding prin-
ciple in international health policy, this concept has
managed to elude significant critical analysis. As
Jewkes and Murcott™ and others®' 5% have recently
observed, this lack of analysis coupled with its in-
herent conceptual ambiguity, underlies many of the
failed expectations around community participation
in health.

A contributing factor in this regard is that the
traditional health literature has tended to confer
‘community” status on families, ethnic groups, and
neighbourhoods alike, and at other times, upon
larger jurisdictions such as health districts and
regions.'»%% But by blurring the two most basic
aspects of community - community as geographical
locale, and a sense of community generated on the
basis of shared interests, values and identity>-% -
the analysis of community participation has been
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substantially complicated. Lysack’s recent analysis
of the meaning of community in health is therefore
a valued addition to the health literature.™

In her analysis, Lysack reviews the sociological and
historical origins of the idea of community and the
rhetorical power of this persuasive word. Using
rehabilitation as the context for her discussion,
Lysack both here™ and elsewhere.® demonstrates
how the positive language of community elicits
powerful images of a harmonious and equitable place
where reciprocity and mutual concern prevail. When
this is this case, all things ‘community-based’ are
looked upon favourably, despite an absence of in-
vestigation of the actual features of those groups who
are called, or call themselves, communities. Without
investigating the basis for the assertion of community
status, the language of community may disguise less
genuine and egalitarian undertakings however.
Lysack makes a compelling case that many of the
difficulties confronted in the implementation of
community-based disability projects can be traced
to an inadequate conceptualization of community.
Coupled with the additional challenges posed by the
meaning of participation,”’ community participation
is a far more complicated idea and initiative than it
appears at first. which in turn. hinders a final judge-
ment with respect to the value of community par-
ticipation overall.

Achieving community participation: ex-
periences from the field

The previous sections of this paper briefly reviewed
the value of community participation and identified
the most significant difficulties relating to the evalua-
tion of community participation. The remainder of
the paper is devoted to an examination of the obstacles
o community participation. drawing on examples
from the authors’ own programme and research
experiences.

Preparing the ground

Community participation as a strategy is always
applied within an environment that has already
achieved a varying degree of definition. The extent
to which this definition promotes the ideal of collec-
tive cooperation and recognizes the inherent capacity
and right of individuals to make their own life
decisions determines the ultimate success of com-
munity participation. A number of predisposing con-
ditions favourable to community participation have
been identified (Box 2). Most simply however, as

Bracht® states, there must be an accurate under-
standing of a community’s needs, resources, social
structure, and values, and early citizen involvement,
in order to build collaborative partnerships and
facilitate broad community participation.

Community participation also requires that a suitable
formal organization (e.g. committec, board, coali-
tion or network) be established and sustained. While
there is no formula to guide this process, it is
generally believed that such an organization should
be developed with significant community input and
have positive links with local political and govern-
ment structures.®"* The organization charged with
implementing community participation activities must
also be sensitive, open and knowledgeable about col-
laboration and coordination with other individuals and
programmes, 40336265 kills which, if not present
initially, can fortunately be taught and lecarned.®
Goals and expectations with respect to participation
must also be mutually identified and accepted by
all involved, because organizational structures,
in themselves, cannot ensure community
participation. 325967 10

The composition of new community health organ-
izations is an important component of organizational
success and a range of mechanisms exists for its
establishment: direct election from the population at
large; election from specificd interest groups; and
secondment/appointment from local government,
political parties or special interest groups. The
responsibilities and powers of the various stake-
holders must then be identified and accepted. This
includes mechanisms for accountability as well as
transparency regarding representation of individuals
once selected, i.e. the degree of independence par-
ticipants have from interest group policies. While
formal legitimization by government is also often
considered a necessity for community participa-
tion,-7-72 the methods used to select organization
members and the degree to which they represent local
issues are obviously crucial in determining the per-
ceived legitimacy of the representatives in the eyes
of the population served.*

Finally, there must be an investment in the training
of new members of community organizations in the
domains of health planning and other managerial
tasks.  Although the actual skills neccssary are
particular to each specific project, competency is
generally required in five major domains: community
organizing; problem solving and priority setting;
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Box 2. Predisposing conditions for community participation in health

A political climate which accepts and supports active community participation and interaction
at all levels of program development, implementation and evaluation.

A political context in which policy, legislation, and resource allocation take account of regional/local
circumstances, aspirations and needs.

A sociocultural and political context which supports individual and collective public awarencss,
knowledge acquisition and discussion of issucs and problems affecting individual and community
well-being.

A political and administrative system which promotes and accepts decentralization and
regional/local authority for decision-making on health policy, resource allocation and programs.

An acceptable universal level of availability and accessibility of health services for meeting basic
health care needs on a systematic basis.

A health care delivery system in which institutions and professionals have experience with and
are committed to a community orientation through such mechanisms as institutional boards, advisory
groups, health committees, and community education programs.

A health care delivery system in which the institutions, service professionals and managers are
flexible, genuinely committed and supportive, and have experience with attempting to respond
to regional/local needs in collaborative and creative ways among themselves and with government.

Some experience in intersectoral activity of health services and professionals with related ser-
vices such as water and sanitation, other public works, occupational health, agriculture, social
services, housing, and the law.

A citizenry in possession of sufficient awareness of, and knowledge and skills in social organiza-
tion and health related issues.

A community in which health is a priority issue and which demonstrates widespread interest in
healthy lifestyles. fitness, nutrition, diseasc eradication and prevention, and a safe and healthy
environment.

A community that is willing to collectively accept responsibility, and give their consent and com-
mitment to community health initiatives.

A community with previous successful experience with community participation.

Responsible, responsive, and efficient media, information, and communication systems within
and between communities and with various government levels.

For all concerncd, the proposed participation must be perceived as meaningful and leading to
prompt, visible results in addition to the achievement of important longer term goals.
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health information collection and analysis:; health
intervention planning and delivery; and finally,
programme evaluation.® The individuals who par-
ticipate also require on-going cducation and sup-
port.” However, there are personal costs of time
and sometimes income loss associated with participa-
tion which need to be taken into account, especially
when individuals come from other than middle to
upper socioeconomic groups.’” Rewards for com-
munity participants are largely philosophical,
emotional and symbolic as compared to health pro-
fessionals and managers for whom participation
often has tangible professional and career advan-
tages.>*** ¥ Thus, to be effective, community parti-
cipation must address not only these personal resource
implications. but also cnsure that especially dis—
advantaged target groups are included in the
process. 152742.83.74-7

Community participation is a complex and fragile
process, however, and while the measures outlined
above can substantially increase the probability of
success for a community health project utilizing a par-
ticipatory approach, there are many factors that
operate to diminish this success. Two of the most
basic are the nature of actual communities themselves
and the realities of collective human participation.

The nature of community

Communities are very heterogencous entities. not
only in their demographic composition. but also with
respect to their interests and concerns. This diversity
has a profound impact upon every step of the com-
munity participation process. and while there may be
little disagreement about the desirability of com-
munity participation. the diversity of those groups
called communities can create real problems for selec-
tion. representation and accountability of individuals.

First. determining who is a legitimate representative
of the community is far from straightforward. People
with sufficient health expertise who arc also willing
to donate the requisite time and cnergy to community-
based health projects are not always easy to find.
More fundamentally though. those who possess such
expertise may be looked upon by the general pcpula-
tion as clites - so different, in fact. that they are not
supported by the public at large. When this is the
case. then. intended or not. the dominant majority
dictates the health agenda, with little or no meaningful
input from those considered to be the target of
community-based health interventions.*

Another set of problems arises when the minority
group itself prefers not to engage actively in the par-
ticipatory process. This paradoxical finding has been
reported by Stone** who states that it is precisely the
poor and disadvantaged who may discount partici-
patory processes, instead preferring professional
handling of community health matters. When disad-
vantaged minority groups are accustomed to being
bypassed, or at most condescendingly solicited and
then ignored, then it is hardly a surprise that they will
have little interest in being involved. -

This avoidance of the participatory process has been
observed in the international disability context where
rural villagers have refused to participate in
community-based rehabilitation (CBR) projects.’s 7
While for the most part supportive of the ideal of
these projects, research in Indonesia has shown that
villagers are suspicious of community participation
because they fear that the limited professional medical
services they do have will be replaced with something
less. In villages in Central Java. for example. this
concern has taken two specific forms. Some fear that
participation in CBR provides an excusc for local
government to eliminate the local health centre and
reduce funding for monthly public health nurse visits.
Others fear any health gains accomplished via a com-
munity approach work against their larger purpose
of petitioning the national government to increase
both the amount and quality of government health
care. The introduction of the CBR programme. reliant
as it was on unpaid and lesser skilled volunteers. pro-
duced a trade-off that the Indonesian villagers were
unwilling to make.

In this example, the project managers were chal-
lenged to demonstrate the value of their programme
to the ocal population. In an interesting decision they
chose to pay for a surgical correction of a young boy s
club foot deformity (not exactly the typical style of
a “bottom-up’ community development approach that
CBR aims to be) in order to convince the village that
action can be taken to improve the lives of people
with disabilities. The investment *paid off” in the
sense that the village committed itself to the CBR pro-
gramme. However, this situation raises a number of
significant questions with respect to the long-term sus-
tainability of health projects that lack the resources
to deliver dramatic. visible results. Furthermore. few
health problems are amenable to a “quick fix". and
there may be other serious drawbacks to generating
community interest in this way.
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A second major problem is that communities are
rarely, if ever, a homogeneous whole. Many
segments of the population can be isolated from
mainstream political and social organizations, in-
cluding the organizational structures of the health
system. Hence, some groups within the so-called
community will be unaware of opportunities for par-
ticipation or find it hard to break into the system. This
too has been observed in the disability context where
negative attitudes toward people with disabilities, low
levels of education, and other historical biases have
prevented disabled people from participating in
society and holding substantial political power.”’-7

Even when relatively powerless groups do find ways
to participate in the mainstream, not ail sub-groups
within them feel adequately represented. Official
leaders and spokespersons of the disability rights
movement, for example, continue to be challenged
by their own membership for their inability or reluc-
tance to extend a voice to those most disenfranchised;
for example, to women with disabilities, ethnic
minorities. the elderly. and those with cognitive
disabilities. The critical issue for advocates of com-
munity participation is to examine much more
carefully who it is that is included in the community
(and thus community participation) and who is not.

The third problem relating to the nature of community
revolves around the matter of representation itself.
Who has the right to speak for ‘the community’? Who
are legitimate community representatives? As it
pertains to the process of community participation,
representation becomes an issue when community
health workers need to be selected and when com-
munity leaders need to be identified. In both in-
stances. individual prejudices, stereotypes, and social
and political ideologies can create problems that
seriously impair the ability to organize in pursuit of
better health.*379-8! For example, in many parts of
South East Asia, where the wives of prominent local
businessmen and government officials often serve as
CBR cadres. real conflicts between the local agenda
of disabled people and the policies of government
have arisen.™

Theoretically, when groups within a community lack
the requisite skills or power to represent themselves,
efforts to increase their abilities in this area can be
undertaken. In the interim however, determining how
so-called community needs are identified and how
solutions to them are identified continue to pose
two of the most serious challenges to community

participation in health. The ultimate trick, as
Walzer®? succinctly puts it, is ‘to find ways of pro-
viding for needy members because of their neediness
in a way that does not undermine their status as
members of society’ (p. 522).

The nature of participation

Like the concept ‘community’, participation has
proven difficult not only to define but to practically
initiate and sustain.-3¥6! There are a variety of
reasons why this is so. One of the most obvious is
that health initiatives reliant on public participation
often place an additional burden on already disadvan-
taged individuals and groups.®*-* There are impor-
tant costs involved in participatory activities,
including personal time expenditures, training costs,
and information compilation and dissemination costs,
and all are ongoing and subject to peaks of demand.
However, unless they are taken into account, only
the most privileged segments of society participate,
thereby excluding and possibly worsening conditions
for lower income citizens. For women in Southern
countries in particular, as the traditional caregivers
of the infirm, this has real and profound implications
for the health of the community.#-7385% Unless par-
ticipation is carefully developed to take these issues
into account, few may be willing to be actively
involved or involved for very long.

Second, community participation comes in a variety
of forms, and if health projects recognize only some
forms as valuable, there will undoubtedly be prob-
tems. For example, health professionals tend to in-
volve themselves at the formal organizational level,
and tend to contribute and recognize specialized
medical knowledge as a priority in decision-
making.?*-%" Lay participants, on the other hand,
tend to play a more ‘hands-on’ role in the actual
delivery of community-based health services, and
usually assess the value of projects in terms of their
practicality and usefulness.

There is literature to suggest that targeting project
objectives as specifically as possible will lead to
greater community cohesion around an issue, which,
in turn, increases the likelihood of success.®® How-
ever, other research indicates that when ordinary in-
dividuals participate alongside health professionals
and project managers, those with intimate knowledge
of the system and the greatest professional prestige
will have a greater impact on the process than their
numbers might otherwise suggest.*>** The proper
conclusion, then, is that all participation is not created
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equal, and it does not inevitably lead to influence.
For example, consumer board members have been
shown to possess significantly less influence in
decision-making than health care provider members,
even though virtually no difference exists between
the two groups’ levels of participation.* Thus, even
quite unintentionally, community participation usually
ends in consolidating the power of professionals,
rather than achieving the ideal of broad-based local
involvement. %%

In related work, researchers in the United Kingdom
have further shown that cven the most committed
community health activists will eventually be
criticized by their own constituency for appearing
to be too closely allied with the health service
managers.**#- Indeed, the issue of balance of
power within communities and within community
organizations is a troubling one. Too often, genuine
and balanced community participation only takes
place at the operational stages of programme develop-
ment. As a result, there will be charges of “tokenism’
and threats to withdraw from the participation pro-
cess entirely. Managing the ensuing situation is yet
another serious challenge to achieving the idcal of
community participation in health.

In addition to the burdens that can be imposed by
community participation and the difficulties in
achieving broad and genuine local involvement,
meaningful participation brings socio-political risks
and implications.**1* For cxample, there may be
political and bureaucratic unwillingness to cncourage
widespread community participation since it may be
perceived as a threat to established power patterns
and actively resisted.!#-33:80-81 The underlying
purpose for community participation in health may
also be viewed differently by these two groups.
Governments may, for example, view community
participation primarily as a means for legitimiz-
ing public policy and quickening the pace of pro-
ject implementation, or alternatively, as a means
for diffusing public criticism and delaying
action ®-3379-80 Community members, on the other
hand, may view community participation as an
opportunity to obtain direct power separate from,
parallel to, or even in opposition to. the main
political/government system.**“ Thus. pre-existing
tensions between scgments of the population may be
exacerbated, and not ameliorated, by an emphasis on
community participation.

Community participation, empowerment and
health promotion

No consideration of community participation in health
would be complete without at least a brief analysis
of its relation to empowerment and health promotion.
While a complete review of these literatures is beyond
the scope of this paper, it should be recognized that,
fundamentally, it is the positive features thought
to be associated with these approaches that have
rendered them so attractive.® Unfortunately, as
Wallerstein'™ notes, the conceptualization of em-
powerment and participation in health has left much
to be desired. For instance, Wallerstein asks: Who
exactly is empowered anyway — communities or in-
dividuals? And furthermore, does empowerment
mean that some individuals or groups gain at the ex-
pense of others? Finally, does empowerment and
health promotion sufficiently challenge power struc-
tures that systematically operate to leave some people
in poorer health than others? Are health promotion
and empowerment strategies, in practice, really more
than rhetoric?

The historical origins of community empowerment
rest with grassroots development projects which
perpetuated the idea that empowerment consists of
fundamental struggle with powerful groups such as
governments who systematically oppress less power-
ful groups such as the poor and the illiterate. ™!
Health promotion, too, has strong roots in a social
philosophy that asserts that the causes of ill health
are largely attributable to adverse social conditions.
not to insufficient medical care.' Once again,
however, we must ask whether either of thesc
strategies have achieved their ideal.

In theory and in practice, empowerment and health
promotion have been sharply criticized. In the first
place, empowerment and health promotion efforts
have been criticized for failing to adequately address
equity and social justice concerns.%S Second., and as
discussed above, the structures and traditions of the
formal health system often present major obstacles
to meaningful involvement in health promotion and
community empowerment activities.**5%9 Third,
there is the real question of whether all communities
have the intercst and capacity to contribute to com-
munity participation, even if they want 0.7 Dg
we know, for example, whether concern for others
is always present in the community? Furthermore,
is it possible that other priorities displace health on
the community’s agenda? In contexts where the basic
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physical necessities of life are lacking. or where the
political situation precludes genuine community par-
ticipation. it is incumbent upon the proponents of
community participation to examine how relevant,
or even possible, collective action is under such
constraints.

The final problem is that at their core, health pro-
motion and empowerment strategies may be at odds
with the notion of community.'”! As Riger so
perceptively asks: ‘Does empowerment of disenfran-
chised people and groups simultaneously bring about
a greater sense of community and strengthen the ties
that hold our society together. or does it promote cer-
tain individuals or groups at the expense of others,
increasing competitiveness and lack of cohesion?
(p- 290). Because health promotion and empower-
ment strategies stress the development of new ad-
vocacy skills and social activism, the essence of these
approaches is autonomy and conflict. But the essence
of community is cooperation, communion and con-
nectedness. Thus. situations which foster assertive
self-determination (health promotion and empower-
ment strategies) may be the opposite of those which
foster community cohesion.

This is rather troubling news for those dedicated to
community empowerment, health promotion and
community participation.'®-' It may however, at
least in part, explain the drive in individuals to be
part of a community (to be empowered) and the
apparent fragmentation and divisiveness of com-
munities in contemporary times (because of competi-
tion between communities). This issue aside, we are
nonetheless returned to the throes of a familiar
dilemma, that is. seeking to facilitate improvements
in the health of disadvantaged groups without
diminishing their inherent right to self-determination.
Virtually every ‘community-based’ health project will
confront this dilemma at some point in time. And
while control by powerful interests is not the idcal
of community participation and has been seen to be
a liability in community health projects, there arc
occasions when such support is crucial. For exam-
ple, the experience in Mexico has shown that govern-
ment financial support to fledgling community
organizations is essential, not only for the resource,
but also for the official recognition it confers. The
formal endorsement of medical professionals was
similarly required, otherwise the programmes and
referral systems operated much less smoothly,
and intersectoral cooperation at all levels was
poor.2-9-3 Without medical doctors who retained

highly visible leadership positions, the long-term
viability of the Mexican project would have been left
in considerable doubt.

Conclusion

In summary, to be both effective and long lasting,
community participation must become a successful
and integral part of the entirc community’s common
experience and not remain as a structure imposed
from outside.*-32%% Tt must be rooted in the expec-
tations of the community, supported by ongoing
access to needed and usable information and to
significant commitment of organizational staff and
material resources, and be given genuine support by
health professionals and managers, and by the
political/administrative system. Perhaps more impor-
tantly though. a much better understanding of the
nature of community and the nature of human social
interaction and community participation must bc
gained. As this examination of community parti-
cipation has demonstrated, this is likely to remain
a challenging task. That is not to say that there has
been no progress, for new methods are constantly
being devised to study community participation.
MacCormack'" has systematized a model for study-
ing women’s participation in health, Yach!'' has
stressed the need for an increased application of
qualitative approaches in community health research
and demonstrated their value, and Boyce'"? and
Rifkin et al.'" have proposed new conceptual
frameworks within which to measure participation.
But will new and better methods of community
participation emerge from these evaluative efforts?
And to what extent will the lessons learned in the
course of two decades of institutionalized community
participation in health significantly influence the
field?

New problems will continue to arise in community
participation as communities are dynamic and ever
evolving entitics. Our best preparation for the next
millennium is to critically examine the history of com-
munity participation and continue to study its com-
plex nature. Project implementation is unique at the
local level and variations in implementation strategies
bring increased opportunities to learn. Hence, more
experimentation on both small and large scales, and
an increased sharing of experiences, both positive and
negative, are needed to maximize the potential of
community participation — a much valued strategy in
pursuit of Health for All.
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