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INTRODUCTION

The terms 'community participation' and 'health education' have come

to the forefront of the lexicon of Third World development in recent

years. It is rare not to see mention made of either or both terms in

journal articles and project reports. In many cases though only

cursory mention tends to be made, primarily to the effect that the

community participated in project activities, and that a health

education program was delivered. Community participation and health

education appear to be 'add-ons', akin to magical black boxes which

for some unexpicable reason appear to be the key to success for water

supply and sanitation projects, among others. Details of the exact

nature, content, implementation process, and impact of such activities

is rarely provided. Although journal articles are meant to provide

only summary information, often it is the only published account of

project activities, outcome and impact. The utility of these accounts

is therefore limited, as the paucity of detail does not provide

sufficient information for other interested parties to replicate or

adapt the appr oaches used, or lean fromyih'ee'xp'erience of others.
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Not only is the value of their content questionable with respect to

promoting community seIf-reliance and improvement f but the manner in

which such in format ion is disseminated tends to further limit its

benefit. The bulk of the information which is published appear in

high-profile journals and reports published under the auspices of

external funding agencies. They are written., for the most partf by

developed country-based experts f funding agency representatives f and

academics. The per spect ive of the art ides and reports tend to be for

the benefit of the authors' peers or as accountability exercises for

funding agecies. Again, the value of such information to communities

which may want to replicate act iv it ies is limited.

In essence, it is the employees of funding agenciesr consultants,

government ministry officials, academic personnel and the like who

have a monopoly on the product ion, dissemination and consumption of

knowledge about community participat ion and health educat ion

exper iences. It is they who determine the content of art ides and

reportsf and how and where it will appear in print. The ultimate

beneficiaries of these projects, the vi1 lagers themselves, are rarely

involve in such decisions, nor do they have direct access to this

information. Even if they did, they would have a difficult time

understanding it.

The purpose of this paper is twofold. The first objective is to

highlight the need for more explicit accounts of exper iences with

community participation and health education activities in water

supply and sanitation projects. This entails fundamental research on



the dynamics of such activities , the context in which they are

implemented, and their impact.

The second objective is to argue that the prepar at ion of project

reports be done in col labor at ion with the beneficiar ies in

easy-to-read formats f which should be distributed to as wide an

audience as possible. In this way, grass—roots organizations and the

communities themselves can read and learn about the experiences their

peers, and. on their own initiative f use and adapt strategies to

improve their own tie 11 be ing and standard of living.

THE REPORTING OF EXPERIENCES I4ITH COMMUNITY PARTICIPATION
AND HEALTH EDUCATION

Agreement on the importance of community participation and health

education as integral elements of IDHSS Decade activities is now part

of the standard rhetoric at international forums, in resolutionsf and

in journal articles.(1) The underlying assumption is that the active

participation of communities in the pianning and implementation of

water supply and sanitation act iv it ies will increase commun ity

acceptance and proper uti1ization/operat ion/maintenance of

technologies/strategies designed to improve health and the general

standard of living of disadvantaged communities. The same philosophy

under lies the call for health educat ion act ivities in development

projects. The objective of promot ing the incor porat ion of these

concepts into development act iv ities is that they will improve the



propensity of attaining the twin goals of community self-reliance and

sufficiency, such that community members understand, accept,

part ici pate, and benefit from project act ivit ies.

However, rhetoric and reality often part company. As Hall states,

the conventional approach to development is that those most fami1iar

with the problems and those whose daily existence is affected by poor

health, poor nutrition, and low levels of production are effectively

left out of the active process of making the changes which may lead to

improvements. Control is left to those whof by definition and

training,, are extr ins ic to the exper iences within which change is

sought.(2) This also applies to the production and dissemination of

in format ion regarding development project experiences.

One of the traditional approaches used in carrying out development

activities has been labelled protection of minors' by Feuerstein.(3)

The defined beneficiary group is expected to play a minimal role in

development activities. Following a brief explanation of the project's

objectives, the beneficiaries agree to the construct ion of facilities,

to be surveyed and countedt and to basically be told in a very

paternalistic (or maternalistic) manner what is good for them.

Participation usually involves an in—kind contributionr such as

voluntary labour. The concept of greater participation of the

beneficiary group in project decision-naking or act iv ities is thought

to interfere with the smooth and planned progression of the project.

Services are delivered, and rarely is the beneficiary population

queried as to their adequacy, accessibi1ity (in more than just the
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geographic sense), sufficiency, and appropriateness. Any data

collected to measure outcome or impact is processd nd analyzed outside

of te study area, with no feedback to the community. But then again,

communities have come to view this as the norm of development.

In the radical sense, community participation means the control of

decision-making by the beneficiaries. The challenge to the external

expert becomes that of playing a secondary role in the development

processr usually acting as a facilitator in ass i st ing community

members to conceptualize their priority needs and the strategy to

satisfy them. This includes providing advice on the means to seek and

obtain the necessary resources. By understanding the purpose of the

exercise f commun ity members gain awareness of their needs and can

better pr ior i tize decisions and develop appropriate solutions.

Although the final product may not meet the expectations of the

external expert, it may be adequate and sufficient for the community.

It is with this realization that they control the situation. The

development mode becomes truly 'bottom—up ' f participation becomes a

central and integral part of the development process, and it is no

longer simply an 'add-on' option.

The delivery of health education programs can be similarly analyzed.

Since the mid-1970s, groining attention has been focused on improving

the effectiveness of health education. The available evidence

indicates that the traditional didactic approach taken in health

education has been relatively unsuccessful in promoting the very

change that is hoped for in the vast major ity of programs, ie. a



change in individual behav iour. The reasons for this failure are many,

but they stem in large part from the assumptions and processes

regarding learning used by the health educator and from the limited

view that was (and still often is) held regarding influences on health

and behaviour. In many cases, the prevai1 ing attitude has been one of

'we, the experts f know the problem T we knout the solution f and the

immediate problem is trying to change your attitudes and behaviour to

conform with our thinking'.

The traditional approach in health education is predicated on the

assuption that behav iour which may negatively affect health or

contr ibute to disease can be modified through medically-based

propoganda campaigns, usually deli vered by professionals to lay

people. As Hunt and MacLoed state in their paper 'Health and

behavioural change: some lay perspectives':

There is a tendency for research into health-related
behaviour to start from the premise that there are some
activities that people ought to change. There is little
known concern ing the relat ionshi p of the inter vent ion to the
everyday life and meaning system of individuals and
communities. (4)

To overcome these 1 imitations, it is increasingly recognized that

health educators must change their teaching methods and broaden their

views regarding the cause of health problems. They should move away

from the traditional use of didactic teaching methods, the

dissemination of information, the focus on the biological causes of

disease and the individual's assumed responsibility for his/her health

problems f and lack of learner participation in plann ing and



implement ing educat ionaj activities. To be more effective, health

educators need to combine and apply the knowledge of a number of

different disciplines and fields of study.

He 11—des igned health educat ion strategies, while firmly based in the

health sciences, do indeed demonstrate a commitment to the use of

skills from a variety of fields. In particular, methods and techniques

can be drawn from the fields of social sciences, communications,

anthropology, marketing, community development, and most importantly,

popular education a la Paulo Freire. In adopt ing alternative

approaches to health education that are likely to be relevant to

learnersf the identification of health problems and solutions to these

problems by community members themseIves must be a corner stone of

health educat ion programs. Not only is health educat ion a tool to be

used in improving health; it can also be a vehicle for the empowerment

process of beneficiary groups which is an under lying pr inc i pie of

community development.

A review of art ides and project reports related to water supply

and4 or sanitation act iv it ies in development projects is sufficient to

demonstrate the lack of detailed information readily available

relating to community participation and health education experiences.

For the purposes of this paperf a sample of articles and project

reports were selected for further analysis. First, several well-known

journals which carry ar t ides on water supply and sanitation projects

in developing countries were selected at random. From this sample, the

first article concerning a water supply and sanitation project was
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selected from the journal index. These mere supplemented by

newsletter s and project reports published by external funding

agencies. In total, fifteen accounts of water supply and sanitation

projects were reviewed. (5)

The purpose of the review is threefold: first, to determine how many

accounts reported that community participation and/or health education

activities took place in the projects; second, the nature of these

activities; and, third, the detail provided in the article or report

about the implement at ion process and impact of these activities.

As a general rule, the articles and reports were authored by

academics, consultants, and donor agency representatives of North

American or European origin. Only two of the art ides were authored

totally by developing country individuals. The information published

is dependent on the mindset and values of the author. The experiences

of the project are filtered through this mindset. Consequently, what

the author perceives as important is published; what is extraneous or

perceived as unimportant for the pur poses of he artilce is not

reported. Consequently, the perception of the report can be very

one-sided and limited in its utility on a wide scale, as it may have

been written to satisfy the agenda of a funding agency or the

requirements of the 'publish or perish' syndrome at many universities.

The value of the informaion which is published is limited to those who

share the perspective or needs of te author. As it stands, the

intended benef iciaries of the projects are rarely afforded the

opportunity to express their opinions or views about the projects. Yet
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these are the people who could most benefit from learn ing of the

experiences of their peers.

Eleven of the fifteen accounts mention that community participation

»as an element of the projectf while the same number (although not

necessarily the same accounts) included health education activities.

It appears from the evidence available that the more recent the

commencement date of the project f the more likely to incorporate

commun ity participation and health education.

Of the eleven accounts that mention that commun ity participation was

a component of the project, three indicate that such activities

usually consisted of the community being informed of the objective of

the project, and forthcoming construct ion activities. These art ides

state that meet ings were held with community members (usually the

leaders) to obtain their tacit approval prior to the commencment of

project act iv it ies. This also included agreement on the part of the

communities to provide volunteer labour for construction activities.

In only two cases was the commun ity involved in deciding the type of

technology to be installedf or the method it would be introduced into

the village. Otherwise, the technologies and strategies were imposed

from outside. The prevailing reported perspective concerning the

actual participation of commun ity members in project activities is

sunmarized in the following quote from one article:

He explain to the people that we are there to mount the pump
and that we will supply everything else if the

villagers give us sand, stone and water for cement and help
in making the instal1 at ion. (6)



The content of community participation took on greater significance

in a few of the projects, according to published information. This

ranged from cont inuous br iefings of community members regarding

intended project act iv it ies and progress reports, to a complete

integration of community members in the decision—making process. For

example, in the article by Oleseha and Hainanja (1986), the communities

were first asked to pr ior it i ze their felt needs and how they would

attain their stated objectives through an open dialogue with project

personnel. In this way, the fact that an improvement in accessibility

and quality of water supply and sanitation faci1 ities was of high

pr ior ity is seen to have faci1itated the introduction of new

technologies, and their maintenance and correct use.(7)

The major ity of the eleven art ides/reports which mention that

health education activities took place indicate that they were

de1ivered in the conventional didactic mode. None reported the results

of impact evaluations, to determine the effect of these programs on

changing hygeine behaviour. The statistics reported related for the

most part to outputs, such as the number of village health workers

trained to deliver health education messages. In fact, there was a

real paucity of information on the contentf implemntation process and

evaluation of health education activities.

Although some of the ar t ides appear to imply that commun ity

participation and health education activities had some positive effect
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on the outcome of the projectf there was no evidence provided in the

articles to substantiate such claims. In almost all of the accounts

activities were decided upon and managed by outsiders, usually

foreigners. The opinions of community members concerning the

appropriateness of intended project objectives and activities to the

beneficiary communities was rarely solicited. The general attitude

conveyed in these art ides is that the commun it ies are there to be

served, to receive the benefit of the knowledge of the experts.
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This review can be criticized on grounds of methodological weakness .

However, the purpose of the exercise was to highlight some of the major

deficiencies which appear to exist with respect to the current method of

reporting and disseminating practical and useful information on project

activities, particularly that related to community participation and health

education activities. Based on the points rai6ed, several recommendations to

improve the quality and utility of articles are formulated:

- improve the quantity and quality of reporting of information about

experiences in community participation and health education experiences,

particularly anecdotal, such that developing country researchers and project

team members can benefit from the experiences of their peers.

- let them digest this information on their own, and decide whether to adopt or

adapt these experiences to their own context.

- the role of the external expert should be to assist the community to

identify priority areas of common concern, to conceptualize project

activities, and to seek and obtain the necessary resources. Nothing should be

imposed.

- the perspective and reaction of members of the intended beneficiary community

to and about project activities should be reported in detail. Preferably, the

authorship of such articles/reports should be community members, to lend

credence to the experiences.
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- the dissemination of such information should be in an easy-to-read format,

and to as wide sn audience at the community level as possible. Most journals

and project reports end up on office shelves and bookcases, which is of

little value to the communities who need the information they contain.

Therefore, as many grass-roots organizations should be on mailing lists as

possible - and if this is not sufficient, then reports should be handcarried

into the field and distributed.

- more support should be provided for low-key information exchange seminars and

workshops for community representatives, preferably with no external experts

in attendance. Let them have their own open forum, with no outside

interference. Perhaps their ideas will be more enlightening and have a

greater impact than those of the experts.

- the 'role of information' (production, distribution, consumption and use)

should be an integral and important element in the development and

implementation of community participation and health education activities.

Methods of evaluating the impact of information should be developed, and

coordination among funding agencies strengthened to coordinate and assist

such efforts (but not necessarily controlling the conceptualization and

implementation of this research).

- finally, funding agencies and external experts must fully understand and

appreciate the political implications of community participation and local

empowerment - if we truly mean what we preach, then lets be willing to

provide the bail money.
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In summary, a more sensitive and open approach must be taken in reporting and

disseminsting information about experiences in community participation and

health education, if the objectives of community self-reliance and

self-determination are to be realized. Let me end this presentation by

paraphrasing from an editorial which appeared in a recent volume of the journal

Contact . published by the Christian Medical Commission:

Let us look, promote, and live an approach that recognizes the

dignity, reality, and goodness of the local people, and that

does them justice.
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