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Introduction

Through the 1960s and 1970s, despite early rhetoric of the value of community
participation, most development efforts and disease control programmes were
vertically organized, initiated by and directed from the centre. Governments and
other agencies were involved in the provision of funds, infrastructure and technical
support for specific development activities, but the communities themselves, recipients
of these projects, were rarely involved in project development or planning, Recently
however, there has been increasing interest in new strategies to ensure active
involvement at a local level, since both broadly-based community development
programmes and specific, targeted disease control programmes were seen to have
little long term viability without community commitment and sense of ownership (for
example, Pinto Dias and Borges Dias 1985: 128). The Declaration of Alma Ata on
Primary Health Care (WHO 1978) included community participation as a basic tenet,
and this has driven increased efforts within research and government control
programmes to develop and sustain community involvement in both decision-making
and the operationalization of various health projects.

The literature concerning community participation is extensive, but at times confusing
both with respect to the definitions of community that are used and the nature and
levels of participation (Pitt 1983: 12-13). Rifkin, Muller and Bichmann (1988: 933),
for example, note that the health literature most commonly uses community to
connote "a group of people living in the same defined area sharing the same basic
values and organization", although they present alternative definitions which include
"a group of people sharing the same basic interests”, or professionally defined "target
populations” or "at risk’ groups”. White (1982: 19) defines a community as an

1 This paper follows from a meeting supported by WHO/TDR/SER and held in August 1989 as
part of the Fifth Australian Arbovirus Symposium, Brisbane, 29-31 Augnst 1989. The meeting focused
on community participation in the control of mosquito-borne diseases (malaria, dengue, and filariasis).
Research papers presented at the meeting have been pubbshed elsewhere (Uren, Blok and Manderson
1990). Participants of the 1989 meeting were Julian Bilous (Awustralia), Carol Jenkins (PNG), Carl
Kendall (USA), Carol Viassoff (Switzerland), Burton Singer (USA), Haliza Mohd. Riji (Malaysia),
Lenore Manderson (Australia), Trinidad Osteria (Singapore), Tudor Silva (8ri Lacka), Wang Ke-an
(China), Wong Mee Lian (Malaysia), Jessic Tuivaga (Fiji), and Luzviminda B Valencia (Philippines).

This paper provides an overview of the issues involved in the use of community participation in
the control of tropical disease, and explores some of the issues raised at workshop discussions.We are
grateful to Frank Schofield and David Evans for their comments on an early draft of this paper.
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informally organized social entity which is characterized by a sense of identity (for
other definitions, see Black 1981: 4; Kaseje and Spencer 1987: 2; Tanner et al. 1986:
164). Typically, however, a community is defined as a population which is
geographically focused but which also exists as a discrete social entity, with a local
collective identity and corporate purpose. In this paper, in so far as we are able to
generalize from a wide literature which uses the term diversely, we use the term to
refer to a degree of active involvement of the local population in the decision-making
and implementation of development projects, in this case projects concerned with
vector-borne disease. The term connotes the role of the community in formulating a
health programme, in enabling its residents to understand and make informed
choices, in reconciling outside objectives with community priorities, and in providing a
conclusive environment for mobilization to lead to sustained participation (Egbo
1987: 208; cf. Rifkin, Muller and Bichman 1988: 933; White 1982). As Ahmed (1978:
82) notes, the community both determines collective needs and priorities, and
assumes responsibility for these decisions. As such, it is important practically,
organizationally, and strategically.

Community participation is a core principle of primary health care (WHO 1978, 1979
and 1988) and is therefore a central component in the planning, implementation, and
evaluation of control programmes implemented at a primary health care level. These
include those relating to the tropical diseases of concern to WHO/TDR, such as
malaria, filariasis, schistosomiasis, Chagas disease, and trypanosomiasis, and other
vector-borne diseases such as dengue. As noted, the importance of community
participation is underlined in the Alma-Ata Declaration (WHO 1978), and rests on
two axioms: that the only way to overcome limited and unequally distributed
resources to ensure Health for All is through the involvement of local communities in
the prevention of disease and the treatment of the sick, and that without community
involvement and responsibility, programmes will fail (Rifkin 1986; White 1982). It is
a comprehensive strategy to maximize accessibility and availability of health care and
treatment. In Donoso’s terms (1978) the emphasis therefore is on self-reliance;
according to Robinson (1980), self-help.

A fuller appreciation of the arguments for and definitions of community participation
remains somewhat problematic, however. The definition of community participation
put forward by Rifkin, Muller and Bichmann includes the active involvement of those
who are recipients of the programme, and their choice in the nature and focus of the
programme: "Community participation is a social process whereby specific groups with
shared needs living in a defined geographical area actively pursue identification of
their needs, take decisions and establish mechanisms to meet these needs” (1988:
933). They argue that community participation programmes must take account of
local environmental and social factors, common interests of the community in
question, and epidemiological concerns, but in setting out these variables, they
foreshadow some of the difficulties inherent in participation, including the lack of
concordance that may occur between local and national priorities, and between
preferred and effective control strategies.
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The implementation of community participation programmes has been highly
variable, In some cases, community involvement has occurred from the outset of a
programome, in shaping particular health programmes to address only those issues
given priority by a community. It may involve individuals or groups within a
community in undertaking basic health care activities (reporting infectious disease,
providing simple treatment advice, or appropriate referral into the health care
system), or it may describe the commitment of a community to contribute the labour,
materials or funds needed to maintain a programme. Minimally, as Rifkin, Muller
and Bichmann indicate (1988), the term has been used to refer to the active
involvement of a local population in the decision-making and implementation of
health and development projects, aithough a review of published projects indicates
that the nature of involvement is highly variable. Community participation in vector
control programmes is not equivalent to community-based health programmes,
although the two may be interdependent; community-based necessarily implies that
decisions, activities, resources, and programme organization emanate from the
community (Laleman and Annys 1989: 252, and see Mburu and Ties Boerma 1989).
This is not always the case in community participation programmes for the control of
vector-borne diseases.

Community participation also implies that where the programme is introduced from
the outside, efforts are taken to sensitize the community to the issues to enable its
members to understand and make informed choices. It reconciles outside objectives
with local priorities, and provides an environment for community mobilization to
enable active and sustained participation (Egwu 1987; 208; see also Ahmed 1978). In
line with recognition of the importance of active involvement, including of decision-
making as well as in carrying out tasks, there has been some movement to the use of
community involvement as the preferred term (for example, see Pitt 1983: 11, 48), but
in general, community participation has been used generically and broadly to indicate
various means by which a target population (the community) is included in a control
programme. These variations in practice are described later in this paper, as we
review on a disease basis a number of community participation projects.

Although community participation is incorporated as a strategy for primary health
care, the two are not coterminous. Primary Health Care is defined as essential health
care, built on practical methods, acceptable to individuals, their families and
communities at a cost that the community and country can afford (WHO 1978).
However, in so far as primary health care is a comprehensive strategy to maximize
accessibility and availability of health care and treatment, its effectiveness rests with
community participation. In addition, community participation has been seen as a
strategy to enable the implementation of vertical programmes not integrated within
the primary health care system, where the control of disease depends upon changes in
environmental management or in social and behavioural patterns. Programmes such
as Integrated Vector Control Programmes, for instance, depend on the use of
appropriate technology and management (WHO 1983), requiring the design and use
of control methods which are locally effective and acceptable.
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The incentive to include community participation as an integral part of a primary
health care programme derives from a commitment to a reorientation of health
services from central urban locations to other localities to best meet local needs and
best distribute scarce resources (Ahmed 1978: 81; see also Robinson 1980). The
ultimate aim is to deliver better health care and to increase people’s welfare (Ahmed
1978: 99), and its incorporation reflects a belief that, despite continuing government
responsibility, individuals, families and communities need to assume a greater role in
their own health and welfare. Accordingly community participation is not only
desirable, but is also "a social, economic and technical necessity" (Madan 1987: 616).
But the arguments for community participation can be much more pragmatic than
these. As MacCormack notes (1983: 51), the involvement of a community is a cost
effective way to extend a health care system to communities that have least access to
services, and the communities that invest labour, time, money and materials into
programmes are those most likely to retain a commitment to ensure programme
sustainability, ~Following this, more will be accomplished if the community is
involved; services can be provided at lower cost; participation has an intrinsic value
for participants which increases their commitment to a given programine; it serves as
a catalyst for further development efforts; leads to a sense of responsibility for the
project; guarantees response to needs identified by the community; ensures things are
done the right way (in community terms); makes appropriate use of indigenous
knowledge and expertise; frees the community of dependence on outside
professionals; and raises its awareness of issues being addressed by the programme
(White 1982).

Given this, the incorporation of community participation into health care programmes
is a radical move; it challenges existing power structures, professional responsibility,
decision-making and authority, and allocation of resources (see, for example Brownlea
1987).  Hollnsteiner (1982: 37), for instance, argues that with community
participation, people gain a strong sense of self-reliance and control over their lives,
including responsibility for their own health, and that in the long term, community
participation anticipates the restructuring of social, political and economic relations
(¢f. Pinto Dias and Borges Dias 1985). In consequence, it is a political strategy which
cannot be organized by governments or their agencies to suit their own ends and its
success rests on the extent to which governments are prepared to devolve authority
and to surrender power and resources (Ugalde 1985: 50; Bugnicourt 1982: 74).
Successful steps towards this demands of governments considerable commitment and
political will: "(I)f community participation is to be effective, then the political will of
the society has to be behind it, so that appropriate structures and relationships can be
set up to give people at the grass-roots level access to their key resource: power,
knowledge, and skills" (Brownlea 1987: 611; also Rafei 1982).

Models of community participation

Conventional discussions of community participation distinguish between "top down"
and "bottom up" progammes, the former initiated and directed by central government
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agencies, the latter by community determination of priorities. Whilst community
development programmes, such as those initiated and supported by non-government
agencies, best reflect "bottom up" strategies, community participation programmes for
the control of vector-borne diseases have been introduced largely from above, and
have aimed at translating at least cost appropriate health strategies to realize national
policy. Within this paradigm, the agency, whether a government health bureaucracy
or a non-governmental organization, plays a dominant role: it imposes what it feels
should be accomplished for the beneficiaries of the programmes, sets programme
goals and priorities, and identifies the mechanisms for community involvement.

In the "top-down" approach, a first task of the agency or institution is to identify
individuals within the community who are associated with local voluntary
organizations, or individuals in positions of power or authority who by virtue of
education, lineage or social class are well-placed to work for centrally-determined
goals. The programme seeks to mobilize these individuals to play key organizational
roles in the community participation programme, who can provide a critical link
between the external agency and the target population, and who can work both as
gatekeepers and motivators (Tanner et al. 1986: 164).

In practice, however, such programmes vary considerably in terms of the range of
community-based activities and the translation into practice of the notion of
participation. Thus they may include any of a variety of strategies: participation in
discussions only, participation in decision making (at various levels), participation in
training, participation in the execution, management and control of a programme, or
in health education programmes in support of a wider control programme. They may
also vary in duration and intensity. Bugnicourt (1982: 57) documents some of the
difficulties with this approach: a tendency for a uniform strategy which does not
reflect local social, cultural or political circumstances or varying cultural
understandings of and responses to participation, and lack of respect for traditional
knowledge and individuals vested with anthority (see also Madan 1987). Further, the
concept of community participation may be distorted by government agencies,
particularly where conflict of interest hinders the extent to which decision-making may
devolve to the community. This is a risk, for example, where programme success is
determined by movement towards national goals, whereby community participation in
decision-making would decrease the degree of control over programme
implementation, jeopardize the attainment of programme goals, and decrease the
efficiency of the programmes (ESCAP 1988: 23). Predominantly, government
agencies have overcome this potential conflict by the administrative decentralization
of programmes, whilst maintaining control over their planning and ensuring that
implementation is in line with central decisions, hence limiting the extent to which
local input is greater than service provision activities (ESCAP 1988:22). Thus
participation at the local level may be strictly guided and limited by parameters set at
higher (national) levels. In addition, the ideology and organization of the nation
state, including its administrative structures and education systems, typically
discourage local autonomy and authority (Bugnicourt 1982: 70); and the
implementation of community participation may at times be equivocal, in so far in
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theory and in practice it challenges centralized processes and structures. As a
consequence, "top-down" programmes run the risk of reducing recipient populations
to the role of passive executants (Bugnicourt 1982:58). Such programmes also sit
uneasily with the most radical aims of community participation, that is, "enabling
people to marshall and channel their energies and abilities to improve their lives ...
the ontsider’s role is to cajole and inspire, and to encourage the community to take
over the initiative for its own development ... (to) help the community to establish
links with the formal structures of government, and offer external financial and
technical support if and when the community needs it” but not to "run, plan, manage,
impose or decide" (Black 1981: 4; see also Pinto Dias and Borges Dias 1985). In
addition, however, Donoso argues that such programmes are often unrealistic in
relation to resources available, including both community resources (labour, cash,
time) and government supplies, and the community’s capacity to train and supervise
employed staff and volunteers (1978:103).

In general, where community participation has been translated as community co-
operation or the acceptance of preordained schemes planned by outside agencies,
acceptance of such projects has been reluctant and the co-operation short-term
(McCormack and Lwihila 1983; Muhondwa 1983; Hongvivatana 1982, 1983 and 1986).
Other paradigms, in contrast, require a greater level of community involvement, and
characteristically require an existing community awareness of problems that need
solutions; a network of technical and professional workers able to locate, identify and
respond to problems that emerge; a clear idea of community-based activity and
responsibility; and also the potential to develop feasible and realistic programmes. A
further distinction between community participation programmes Ssuggests (wo
alternative means by which a commumnity may be involved: either by the use of
community volunteers, or by existing or special purpose committees. In some
instances these committees may be defined as coalition-oriented groups which are set
up to address specific issues that confront the residents in a particular place and time.
These groups tend to be transient and disappear when their tasks are completed.
Both models, ie. those that use volunteers and those that use committees, have
similar goals - to transform a passive community or recipients of a programme into
active participants - but they differ in the strategies adopted to develop and maintain
active participation. The appointment of either village health volunteers or a
representative committee are necessary preconditions for large-scale organizational
efforts and to ensure early and sustained local participation; often, of course, both
committees and individual volunteers are used within a single programme.

Village health volunteers provide a link between other villagers and health officers,
and may maximize community acceptance, compliance and commitment (Tanner et
al. 1986:164). Criteria for selection of village level volunteers and the tasks allocated
to them vary according to the aims of programme and the skill, expertise, and
motivation of volunteers. The involvement of volunteers for community participation
activities increases the likelihood of success, as volunteers raise the level of health
awareness of villagers to a degree that better health practices may be sustained;
provide, with limited training and hence a small investment, basic curative and
referral services; and are able to maintain simple records for the purposes of
monitoring and surveillance (see Pribadi et al. 1986; Moir et al. 1985a, 1985b, and

Page 7 Community Participation




Manderson, Valencia and Thomas

discussion below). However, Haegeman, Wyfels and Alzouma (19854, 1985b) draw
attention to the need for supervision of village health workers to ensure that their
work is supplemented by community health education and to ensure drug availability,
whilst highlighting too variability of care provided by village health volunteers where
such work competes with other seasonal activities (1985a: 140; also Jenkins 1990).

Within any programme, the activities of volunteers and of paid community health
workers may vary. Hence Walt et al. (1989) note that in Sri Lanka, two distinct
categories of health volunteers existed: one group with curative tasks (for example, in
the Mahaweli settlement area) and the others, residing elsewhere in the country,
responsible for educative and promotive tasks only.

Initial involvement of volunteers in programmes may occur because of a belief that
participation will lead to or increase employment possibilities; "voluntary work is
often seen as an avenue to paid work" (Walt, Perera and Heggenhougen 1989: 606).
Where this is not realized, there may be attrition of volunteers, although this also
occurs where village health workers receive some pay, as occurred for example in a
community-based health care project in Kenya which targeted schistosomiasis among
other diseases and health problems (Johnson et al. 1989: 1045; see also Ofosn-Amaah
1983). Sustainability, however, is a major problem, as original motivation to become
involved wanes or where the realization of the programme, or the mechanisms to
involve the community, are thwarted.

Where existing village committees are involved or where a new committee is
established by an external agency or by the community itself, the committee takes on
the responsibility of working for collective goals, using available resources and
motivating other villagers. As we will describe below, various community
participation programmes have taken advantage of local committees to gain co-
operation and to harness community resources. As already noted however, the
distinction between volunteers and committees is partly an artificial one, and
community participation programmes will often use both strategies. A health
education programme designed to change water contact activities to reduce
schistosomiasis infection in Botswana, for example, worked with community leaders
including church leaders, chiefs, and headmen; Parents’ and Teachers’ Associations;
Village Development Committees; Village Health Committees; District Extension
Teams; and held specially convened meetings for the entire village and within schools
to disseminate health education and initiate community participation (Sibiya 1986:
168-9). In addition, whilst "bottom-up" programmes frequently use a combination of
strategies to effect involvement, it is also true, as Pitt (1983: 15) point outs, that the
distinction between "bottom-up” and "top-down" can be artificial:

(S)uccess in health and development is dependent on an appropriate mix and
synthesis ... The practical degree of (community participation) is rather that
which is the maximum feasible in different social, economic, political
situations, at different stages of the (tropical disease) control process ... The
achievement of such an ideal is clearly subject to a variety of constraints.

Community Participation Page 8




Manderson, Valencia and Thomas

Community Participation in the Control of Tropical Disease

Many of the descriptive studies and analyses of community participation have been
concerned with primary health care, and particularly with MCH and family planning
programmes (for example, Ahmed 1978; Brownlea 1987; ESCAP 1988; de Kadt 1982;
Madan 1987; Rifkin 1985, 1986, 1988; Rifkin and Walt 1986; Rifkin, Muller and
Bichmann 1988).2 However, community participation has been used within tropical
disease control programmes and research projects, including malaria, schistosomiasis,
filariasis and Chagas disease, and these offer some valuable lessons regarding the
implementation, processes, spread, and sustainability of this approach.

Interest within WHO/TDR in community participation dates from the early 1980s,
and is characterized by two major publications, a review of community participation
by David Pitt (1983) and a regional workshop report on integrated vector control and
community participation (WHO 1983), which focuses attention on the relationship
between the community process and vector control.

The paper by Pitt (1983), characterized by the author as a "source book”, provides an
overview of the literature on community participation to the time of writing, and
identifies the major social and cultural issues which relate to the transmission and
control of tropical diseases and which are pertinent to the development and
implementation of community-based programmes. These include the mode of
production, patterns of residence, sexual division of labour, social and local political
organization, and the particular circomstances of women and children and the
community resources that these two groups represent (1983: 46-47). In addition, Pitt
describes different approaches to the implementation of control programmes which
require community involvement or participation, and the role of training,
management and health education in this context, and sets out the alternative
research approaches that might be utilized to study community participation in the
control of tropical diseases (1983: 66-81). When Pitt wrote, there were relatively few
published reports of research projects involving community participation as a means
by which to carry out interventions, and in consequence the paper anticipates rather
than reviews the utility of this approach.

Pitt’s paper appeared the same year as a regional workshop on integrated vector
control strategies was held in Pondicherry, the site of a major community
participation project for the control of malaria and filariasis. The report of this
meeting identifies community participation as the central consideration in the primary
health care approach and emphasizes the importance of incorporating vector control
programmes within primary health care (WHO 1983: 8). Whilst it notes that
differences exist in the character of programmes as a consequence of political,

2 An example of the extensiveness of this literature is the bibliography in Assipnment Children
(59/60, 1982) which includes 92 articles on community participation for the years 1976-1982; the
bibliography in Pitt 1983 is also extensive,
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economic and social differences in various countries, and the presence of a variety of
non-government agencies in these settings, it nevertheless characterized four major
paradigms of community participation (WHO 1983: 9):

1. Active participation. Within this paradigm, inputs are provided by both the
government and local population for the elimination of the disease, Disease
control strategies vary according to local conditions (epidemiological,
entomological, ecological and social), but may include the elimination of
breeding sites, house spraying or the distribution of drugs. The success of the
programme will depend for its duration on the continued contribution of
peoples’ services, and this model is aimed at intense involvement over a
relatively short period.

2. Active income-linked participation. Disease control programmes linked with
economic improvements and increased income for the people are most likely
to gain acceptability even if the duration of the project is long. A number of
community participation programmes which incorporate income-generating
activities, and hence fit this paradigm, are described below.

3. Active incentive-linked participation. A programme which is of longer
duration requires some incentives. The supply of equipment, chemicals and
drugs needs to be sustained, and programme officers may employ local workers
to carry out the vector control operations. The primary health care level may
provide the necessary guidelines and training for the execution of the
programme, as the workers so employed will benefit not only from the
programme but also from extra income. This may sustain the interest of the
community or key individuals within it over a longer period.

4. Passive participation. Passive participation includes complete co-operation
on the part of the community in the implementation of the programme to
achieve the objectives and targets set for the programme, but does not ask of
the community contributions in terms of resources, cash or labour. The
primary health care level can undertake public health education and
motivation activities for completion of the tasks.

Since the Pondicherry workshop and the distribution of Pitt’s paper, a number of
community participation projects have been funded by WHO/TDR/SER and other
agencies, and the results of earlier projects have been published. It is therefore
timely to provide a review of these projects. Whilst this review is not exhaustive, it
includes a substantial numnber of relevant, published reports and provides a guide to a
literature that continues to expand (for example, Mburu and Ties Boerma 1989; and
the bibliography to this paper).

Below, we provide brief descriptions of some of these projects, dealing with each of

the vector-borne diseases in turn and paying attention to certain key features,
including variously the aims and objectives of the projects, the involvement of local
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personnel, links between the community and control programme staff, and general
approaches adopted within projects to gain community commitment to control
activities.

Malaria

Malaria control has considerable potential for community invoivement, since the
range of control strategies - such as environmental control measures to reduce
mosquito breeding sites, the distribution and maintenance of impregnated or
untreated bednets, and active or passive case detection and treatment of presumptive
malaria - all lend themselves to local participation. Not surprisingly therefore, the
largest body of literature concerned with community participation and the control of
tropical disease relates to the prevention, control and treatment of malaria. As
described below, a number of these have taken place in South Asia, with additional
projects implemented in Thailand, Indonesia, Papua New Guinea and Africa. The
issues that emerge from these project reports are ones which recur in other disease
control programmes, and they include the need to ensure that the target disease has
local priority in the first place, hence the role of health education; the importance of
identifying appropriate community members to take a lead in community-based
activities; the need to work within local political and social structures; the difficulty in
sustaining programmes over the long-term; and the role of income-generating
activities in achieving this sustainability.

As foreshadowed, the establishment of income generating activities and a broad
community development approach characterizes many of the most successful
community participation programmes for the control of vector-borne diseases, both
for other malaria control and other disease control programmes (for example,
schistosomiasis, dengue, filariasis and Chagas Disease, see below). One of the most
fully documented programmes is that undertaken in Pondicherry, South India, where
a three year study was conducted to establish the feasibility of community
participation for vector control in coastal villages (Rajagopalan and Panicker 1984).
Community participation was initiated by the Vector Control Research Centre
(VCRC) in one of four villages, Pudukuppam, where the incidence of malaria was the
highest, with vector control strategies integrated with other socio-economic
development activities in the community.

Early efforts to gain community support and involve villagers in vector control were
fraught with difficulty. Typically government aid had been channelled through the
Panchayat, a village committee dominated by a few affluent villagers who exercized
judicial and political power within the village. To gain village confidence and
collaboration, the research team established instead altermative voluntary associations
in the village (such as youth clubs and a women’s organization), leading to
accusations that the project was aimed at "disrupt(ing) the social fabric" of the village
(Rajagopalan and Panicker 1984: 120). Villagers deliberately created obstacles for
the VCRC and openly abused VCRC health workers. In addition, divisions within the
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village in terms of both caste and political affiliation made it difficult to identify and
gain co-operation with community leaders. Further, the villagers had their own health
priorities, and as most commentators note, true participation presumes a willingness
of the programme implementators to accept such village priorities. Rajagopalan and
Panicker (1984; 120) consider that the consequent lack of community participation
was a result of the VCRC directly approaching the lower socio-economic groups in a
stratified community without analysing the background and functioning of the village
political system as a whole and taking account of internal political and socio-
economic dynamics. After the imitial outright rejection of the community based
vector control programme, the VCRC began to work with Panchayat on otber welfare
measures unrelated to vector control. Accordingly, a borewell and pumping station
were installed to provide villagers with potable water; leaking and clogged pipelines
and dirty overhead tanks and wells were improved; and other local environmental and
infastructural problems addressed. Weekly visits by doctors were arranged. In
addition, VCRC health workers lived in the village and shared the daily problems
faced by the villages which was an important means of gaining the confidence and
support of the villagers. Eventually the villagers were convinced that the VCRC was
genuinely concerned with their welfare and despite the internal rivalry and political
dynamics, the village "whole-heartedly” supported the VCRC.

The dilemma for this team, as in other community participation programmes, was to
determine a strategy for vector control which would be sustainable as a result of spin-
offs as well as immediate benefits. In the Pondicherry project, three income-
generating activities were implemented: the use of aquatic algae (Enteromorpha
compressa), which supported mosquito breeding by shielding larvae from predators,
was used to prepare cardboard and mottled art paper, thereby both controlling
mosquito breeding and providing employment opportunities for village youth
(Rajagopalan and Panicker 1984: 121-2); prawn culture ponds were established in
backwater ponds where mosquitoes were breeding; and larvivorous fish (Gambusia
affinis) were introduced in other breeding sites. A final strategy, tied to economic
activities although not income-generating, was to introduce Toxorhynchites splendens
larvae into the pots where fishermen kept coconut husks used to produce fishing
rope; these larvae kept down Anopheles larvae which bred in the pots.

A community-based malaria control programme in Gujarat, following recrudescence
of infection in the area from the mid 1970s, followed similar strategies (Sharma
1987). In 1977, the National Malaria Eradication Programme implemented an MPQO
(Modified Plan of Operation), a vertical and centrally administered programme which
was gradually replaced by the involvement of multiple purpose workers and village
health guides, under the control of the Ministry of Health and Family Welfare., Using
local resources, community labour and technologies, the programme aimed to reduce
breeding sites by minor engineering works and the elimination of breeding sites by
physical barriers; the introduction of larvivorous fish to control the vector population;
treating confirmed positive cases; and general environmental improvements and the
introduction of income generating activities. Health education was provided through
a series of lectures in schools and community centres to inform the populatipn about
activities and to encourage their participation. Whilst the initial success of the
programme resulted in “tremendous confidence in the villagers", there was, in
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common with many other participation programmes, a loss of interest as the
incidence of malaria and mosquito nuisance declined. To sustain interest and to boost
the village economy, a village development programme was initiated which included
rearing edible larvivorous fish. This was aimed at making the community completely
self-financing for malaria control activities and it substantially boosted village income.
A social forestry scheme was also implemented with a dual purpose - eucalyptus
planted in low-lying marsh areas would dry up the land and prevent mosquito
breeding, and tree plantations provided an important source of income for the village
which could contribute to the costs of malaria control activities, The key to the
success of this programme, according to Sharma, was "that it addresses malaria within
its local social context, and places disease control alongside the other priorities of
village life" (1987: 225).

An alternative approach, using existing community participation structures and
voluntary workers, was adopted by Silva from the early 1980s (Silva et al. 1988, Silva
1990). In this project, the Sarvodaya Shramadana Movement, a nop-government
organization, undertook responsibility for malaria control in Anuradhaura District,
central Sri Lanka, an area of 80 square kms with 60 villages and a total population of
17,500. The movement, which collaborates with government agencies in the fields of
community development, public health and social welfare throughout Sri Lanka,
emphasizes self-reliance and small-scale production based on intermediate technology.

The Sarvodaya programmes are based on volunteer activities and shramadana
(sharing or donation of labour). Local volunteers are trained to carry out certain
basic services which have included pre-schools, health centres, income generation
projects and community shops. Local level organizations are established including a
Children’s Group, Youth Group, Mothers’ Group and Farmers’ Group, with
representatives of each constituting the Shramadana Samithi, a village level statutory
body which monitors and co-ordinates all Sarvodaya activities. In the Malaria
Control Research Project, Sarvodaya workers in the relevant villages were trained to
pravide first-level therapy for those with symptoms of malaria, to take blood smears,
identify mosquitoes and organize community action for the reduction of vector
breeding with the assistance of "barefoot entomologists”. Subsequently, shramadana
labour was mobilized to drain or fill breeding sites, introduce Aplocheilus panohax
(larvivorous fish) to selected streams and ponds, and administer monoxci (larvicide).
The programme took advantage also of regular community gatherings to educate the
community about malaria transmission and control. Health committees were
established to promote community participation in malaria surveillance, whilst the
control programme worked within the framework of an established non-governmental
institution.

The programme emphasized the value of homogeneity and community stability to
ensure early success and sustainability. Even so, it encountered initial problems,
including some opposition between regular Sarvodaya community workers and those
recruited for malaria control. In addition, some village workers found the various
scientific procedures difficult to carry out. Subsequent training in basic malariology
provided to community workers and in the Sarvodaya movement for malaria control
workers overcame these difficulties to a considerable extent. Although the use of
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larvicide was abandoned in November 1986 due to lack of results and cominunity
opposition to this particular intervention, the project has continued to demonstrate
the advantages of working through an established organization.

As already indicated, a number of programmes developed income-generating
activities to ensure a return for labour invested in the control programme and to
establish community commitment. This has been a prerequisite also of other single
strategy programmes to reduce the prevalence of disease. In Berakit Village, near
Tanjung Pinang, Riau Province, community participation strategies were used for
chemoprohylaxis intervention (Pribadi et al. 1986). Key members from the village,
including school teachers, heads of mkun tetangga (sub-villages), and active young
people chosen by the villagers, representing different levels of education and
economic status, were selected as cadres for the programme, with their work co-
ordinated by village heads. The careful selection of these community cadres, each
responsible for around 14-19 families, was of great importance for the success of the
programme, since these key individuals had to be acceptable to others within the
community and to be able to function as mediators between the community and
health team. Cadres received brief health education about malaria, symptoms and
signs, diagnosis of presumptive cases, transmission by Anopheles, breeding sites, and
prevention strategies. A simple learning module was designed subsequently for the
dissemination of information to villagers. Environmental intervention was not
considered feasible because of local ecological conditions (coconut plantations and
irrigation ditches), but cadres were successful in motivating the community to
participate in regular mass chemoprophylaxis and resulted in a decline in malaria
morbidity. The sustained interest of the cadre in continuing to work in this
programme is not addressed in the Indonesian report.

A number of other studies support the Indonesian and Sr Lankan village findings of
the feasibility of using local villagers to diagnose and treat malaria. As part of a
multidisciplinary malaria research project in Madang Province, The Papua New
Guinea Institute of Medical Research in 1982 established a village-based intervention
for presumptive treatment of fever in 35 villages, using 74 village aides selected by
fellow villagers who attended two week training courses (Moir et al. 1985a, 1985b).
The majority of village workers were voluntary workers, married men and women
between the ages of 20 and 35. The intervention programme was designed to
overcome the delay in treatment of fever usually due to logistic and economic rather
than cultural reasons (that is, villagers recognized acute fever as treatable
biomedically, but were often at a distance from health services and could not afford
transport ¢osts). The programme was introduced to village leaders from all villages in
the study area in 1981, and each village was asked to select two people to be trained
as health aides. Training courses, held for a period of two weeks, included a mixture
of illustrated talks, demonstrations and discussions, and covered the malaria life cycle,
causes of disease, and basic anatomy and physiology. At the conclusion, village health
workers were able to assess fevers, treat infants and refer adults. Initial supervision
was provided by PNG-IMR weekly, and subsequently by two-weekly supervision and
regular refresher courses. The project gained community support for this approach,
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in contrast to previous "top-down" control strategies, and demonstrated the value in
using village aides for the treatment of malaria. The impact of the programme on
morbidity due to early treatment of fever was significant and the results suggested
that children benefited even in villages where the overall utilization of village health
workers was low (Moir et al. 1985b). However, the longer term sustainability of the
project was not demonstrated: after two years, of the 74 workers originally recruited,
28 had ceased to work, nine worked only occasionally, and only 37 were carrying out
their tasks fully and regularly.

Some attrition of designated workers would appear to be inevitable where voluntary
labour is used, and these findings certainly concur with other studies of volunteer
health workers. Okanurak, Sornmani and Chitprarop (1991), for example, in their
study in northern Thailand of village malaria volunteers assigned to assist in case
detection, the preparation of blood smears, presumptive treatment (o suspected cases,
and health education for prevention of infection, indicate that a majority of volunteers
helieved that the work should be on a rotating basis. However, volunteers who were
also folk healers were less likely to drop out, and in other respects proved more
diligent in carrying out the various tasks assigned to them.

Yet the attrition of volunteers does not always occur. In the Saradidi project, Kenya,
for example, which we describe in greater detail below, 97 percent of village health
helpers were married women, who spent five to ten days per month on health related
activities in addition to their other domestic and productive tasks. Over a two year
period (1984-1986) only four of 126 dropped out, despite their belief that lack of
finances and transport, amongst their factors, inhibited their efficacy. Training,
increased social status, commitment to the improvement of the village, and husband’s
support all appear to have accounted for this low attrition rate (Kaseje and
Sempebwa 1989: 1067).

For the most part in vector control and in other primary health care programmes,
volunteers are women who are recruited because of their health care roles. Although
as the Saradidi project indicates, the recruitment of women as village health
volunteers may be highly successful, women as well as men are often fully committed
to income-generating or earning activities, and may have little or no time to commit
to community activities or expanded domestic responsibilities (Bentley 1989:1024).
Further, voluntary labour may be understood differently in different societies. Where
traditional modes of reciprocity are well established, village volunteers may be easily
recruited for part-time work. Other institutions whose members have made a
commitment to the betterment of the community, through church organizations, local
political movements, or other similar organizations, are also likely to yield volunteers.
But in many societies, economic and structural changes have led 10 a greatly
increased need for cash income, and any volunteer work, even pari-time, threatens
wage-earning potential. Community members may be reluctant to trade-off cash for
the "betterment” of their community, either through activities directly related to vector
breeding site reduction or to secondary motivating activities. Haliza Mohd. Riji’s
study of the difficulties of a programme among Orang Asli in Malaysia highlights
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these difficulties (1990). Rewards in cash, kind or status recognition need to be
clarified with community members before the intervention begins and in some
circumstances, the introduction of a raterial incentive for contributed labour may be
necessary. Where voluntary work may not be acceptable or possible, and project
funding cannot support extra workers, services might be offered for a fee to allow
some village members to acquire an additional means of income whilst sustaining the
intervention. Indeed, 2 number of community-based bealth programmes have used
community health workers who were both recruited by and paid in cash or otherwise
rewarded by the community, for example in Somalia (Bentley 1989) and Kenya
(Johnson et al. 1989; Jacobson et al. 1989, In other cases both voluntary and paid, full
and part-time community health workers have been used (as in Nicaragua, Scholl
1985). Ofosu-Amaah (1983: 23-25) has argued that adequate and sustained
remuneration is necessary to reduce drop-out rates, and that community health
workers should be paid by the local community rather than government to enhance
local commitment to and support of their work.

Above, we referred to the extremely low attrition rate of village health workers in the
Saradidi Rural Health Development Programme, Kenya. This project is one of the
best documented and most extensive community participation programmes. It is also
arguably the most successful (Kaseje 1983; Kaseje and Sempebwa 1987, 1989; Kaseje
and Spencer 1987; Kaseje, Sempebwa and Spencer 1987a-f; Kaseje and Spencer 1987,
Spencer, Kaseje, Collins et al. 1987; Spencer, Kaseje, Sempebwa et al. 1987a, 1987d;
Mburu 1989). Implemented in 1982, it highlights some of the preconditions that need
to be met in order to ensure short term feasibility and long term sustainability,

The Saradidi project was a community development programme involving Luo
subsistence farmers in Siaya district, Nyanza Province, Kenya, and aimed at improving
the quality of life through activities to reduce disease and Increase income, A total
population of 42,794 people, residing in 56 villages, were involved. The programme
was based on these villages, which although not congruent with traditional village or
clan organization, provided manageable organizational bases fo ensure community
participation. Four major committees were established, concerned respectively with
programme development, administration, evangelism and income generating activities;
each village elected a Village Health Committee responsible for health activities and
the support of Village Health Helpers (VHHs). Leaders of the programme and the
VHHs were elected by the community at meetings open to all residents, Outside
health personnel who provided supervisory support, facilitation and guidance, were
responsible to the elected community leaders. Discussion of health problems, the
attainment of a consensus on priority needs, identification of available resources, and
exploration of possible solutions, all developed from the community. It was also
responsible for the implementation of control activities, including a programme of
antimalarial treatment and chemoprophylaxis, and the evaluation of results. A major
emphasis of the programme was its training =~ VHHs, who were allocated
responsibility for day to day health activities, received an initial two week intensive
introductory course, as well as supplementary training sessions and semginars in which
programme staff, community leaders and residents also participated.
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As noted, the community was responsible for the implementation, monitoring and
evaluation of the project. Village programmes were assessed annually by outside
persons approved by the village health committees, with their assessments
supplemented by information collected by community members from reports, records
and survey data. Findings were presented to annual general meetings to guide further
planning. VHHSs from each village reported annually, and outstanding progress was
formally recognized and rewarded. Over time, the community compiled a written
document explaining the objectives, methods, organizational structure and roles of all
participating groups.

Whilst in many community participation programmes primary responsibility remains
with the initiating agency, in the Saradidi project outside agencies played a clearly
supportive role and were answerable to the community. The Ministry of Health, the
African Medical and Research Foundation (AMREF), the Church of the Province of
Kenya (Anglican), and the University of Nairobi Department of Community Health
all provided support and professional guidance and supervision, but were not
responsible for the plamning, implementation, monitoring or evaluation of the
programme.

In general, successful programmes highlight the importance of feedback to the
community through the course of the project to ensure familiarity with control
measures, to0 monitor any developments, and to identify problems such as those
related to logistics and supplies, techmical difficulties, staffing problems, and
communication difficulties. Pinto Dias and Borges Dias (1985: 131), DeBoer and
McNeil (1989: 1015) and Jacobson et al. (1989: 1061) emphasize the importance of
clarifying at the outset programme objectives, the successive stages of any
intervention, the role of the community, and goals of the programme, and of involving
the community in project evaluation (Ofosu-Amaah 1983: 41-43; also Kroeger and
Franken 1981, Kroeger 1982), The sustainability of a programme is largely dependent
upon the continued interest of project workers. It is consequently important that
periodic encouragement and feedback on effectiveness be maintained for the life of
the project (Tanner and Degrémont 1986; 222),

The projects described above have all been based locally, although the size of the
community has varied considerably - from a village of around 800 (Berakit,
Indonesia) to a population of some 43,000 (Saradidi), However, models of
community participation have also been applied to national level programmes, despite
the difficulties in operationalization that occur at this level. Garfield and Vermund
(1986), for example, document the use of community participation in a national
health education programme in Nicaragua, involving the mass distribution of
anti-malarials to all citizens above one year of age. Some 70,000 health campaign
workers and their assistants were involved. Volunteers were recruited from local
community organizations, both those legally constituted and other clandestine groups
including community, church, labour and governmental groups. The Nicaraguan
Ministry of Health organized a Division of Health Education (Officina de Las
Jornadas Populares de Salud) to facilitate comrmunity participation to train 11,000
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volunteers. Popular Health Councils were established to enable communication
between government and local communities, and to implement campaigns in their
local communities. Mass public education prior to the MDA was held during the
weeks preceding the campaign, and the distribution of drugs provided a starting point
for a broader-based and sustainable control programme. This programme has
continued despite disruptions and changes in the distribution of disease and the
ability to sustain community involvement under conditions of war. Community
volunteers have been used to distribute drugs and spray breeding sites during local
outbreaks of malaria, in addition to undertaking various other activites such as the
control of mosquito breeding sites, case finding, and further health education
(Garfield, Prado, Gates and Vermund 1989), as well as other public health measures
(immunization, sanitation, and dengue control),

Other control programmes which have been initiated and largely conducted by
government have nevertheless either turned to informal community support or sought
to integrate controls through the primary health care system. This model was
introduced in Kelantan, Malaysia (Haliza Mohd. Riji 1990), where the primary health
care system was used to implement a control programme of the control of vector-
borne diseases. In her discussion of this programme, Haliza Mohd. Riji draws
attention to the need for programmes which aim at community participation, support
or compliance, to address also other community needs: provisions for housing,
income-generating activities, the provision of an incentive or motivation to
collaborate, and health facilities. Poor articulation of an intervention, the low priority
of the disease as perceived by villagers, and the absence of direct and immediate
benefits in return for their involvement or co-operation, has often resulted in the
failure or equivocal success of control activities.

Lymphatic Filariasis

The causes of lymphatic filariasis, and measures to prevent or treat infection, are not
dissimilar to those for malaria, and in consequence vector control programmes and
the treatment of infected individuals have a similar potential for commumity
participation. As described above, one of the most successful programmes, involving
the use of income-generating activities as a means of gaining community commitment
and sustained participation, was that of the Vector Control Research Centre (VCRC)
in Pondicherry, South India, which successfully motivated and involved villagers in
vector control activities (Rajagopalan and Panicker 1985; Rajagopalan, Panicker and
Das 1987). The control of malaria vectors in coastal villages of Pondicherry was only
one part of this pro;ect it also aimed to control the urban filariasis vector Culex
quinquiefasciatns in Pondicherry Town. Prior to launchmg the Filariasis Control
Demonstration Project, the Research Centre was engaged in a five year study of the
ecology of the vector, and the subsequent control programme drew upon these
findings, = The resultant integrated vector management strategy emphasized
intersectoral collaboration, comumunity participation, and vector control by source
reduction and other methods. Two committees were formed to enlist the cooperation
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of all agencies. Various media, including hoardings with pictorial themes, wall
posters, films and cinema slides, were used to educate the public on the dangers of
unsanitary conditions, and to raise awareness of urban mosquitoes as a community
problem. The Pondicherry project clearly showed that in urban and rural areas
people are ready to participate provided they accept the programme and provided the
government understands and responds to the real problems and needs of the
community before project implementation.

While other filariasis projects in India bave also had some success, the National
Filaria Control Programme (NFCP) of India has been confined primarily to the
control of Bancroftian filariasis in urban areas. However, one study has been
undertaken to assess the feasibility of a vector control programme incorporating the
active involvement of the community in a rural area (Narasimham et al. 1983). The
study was located in two villages, Achutapuram and Pinapalla in East Godavari
District, Andhra Pradesh, located 10kms apart and about 40kms from the Regional
Filaria Training and Research Centre in Rajahmundry Achutapuram. Antilarval
measures were undertaken by a part-time field worker of the Panchayat (village
committee), who was given training in larvicide spraying by the research team.
Commurity leaders undertook responsibility for spraying, with continnous supervision
and contact provided by the team. Such close ties clearly facilitated participation of
the community in the recurrent application of temephos without interruption over the
18 months of programme. The per capita cost of the programme (Rs.1.42) was met
by the Panchayat with existing resources.

Despite the use of community participation for mass drug treatment for malaria
control in Nicaragua (above), the aim of a national drug programme does not fit well
with the processes and objectives of locally initiated programmes., However, mass
drug distribution by medical or paramedical staff is logistically difficult and expensive
to conduct in remote areas, and may have limited success where the population is
suspicious of outside medical personnel. A mass drug administration programme set
up in Kenya demonstrated the possibility of controlling Bancroftian filariasis through
the administration of diethylcarbamazine citrate (DEC) by local non-medical
personnel. Success of the programme depended upon a number of conditions being
met, including that the local community understood the comcept of infection and
prevention, and was prepared to participate to conirol infection; that community
members had a clear understanding of the nature of the programme; and that the
drug was distributed to each individual household and not through a central
distribution ¢entre. In addition people need to be familiar with side effects of DEC
prior to treatment, to be reassured when they experience side effects, and to be
advised of correlations between infection and treatment effects (that is, that
significant side-effects indicate’ heavy microfilarial infections) (Wijers and Kaleli
1984).

Health education was again a component of the administration of DEC in Fiji. In a
project undertaken in Ra Province, Fiji, Jessie Tuvaga, the researcher, was able to
work with local women on other issues to encourage their participation in the
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treatment of microfilaremic individuals (1990). Tuivaga stresses the importance of
dealing with community-defined problems, even if not related to the control
programme. In the study villages, development programmes were introduced and
discussed by the Bose Vakoro (BVK) or Village Council, and health issues with the
Council and with various women’s groups, including a mothers’ club, Methodist
Women's Fellowship and the Soqosoqo Vakamarama (SSV), village branches of a
national organization. Despite some problems, the SSV was the appropriate
organization with which to work at the village level, and at the outset of the project, a
general information meeting was held among women leaders and representatives of
the SSV branches from the four study villages. Discussions revolved around the
difficulty women faced in cooking over open fires where they bad to squat and inhale
the fumes, and for over a month, research activities focussed on kitchen standards in
villages, the depleted supply of firewood, the inefficiency of open fire cooking, the
effects of smoke on women’s health, and skills in stove making, This enabled rapport
to develop between the external agency and village women, an important preliminary
step in developing community participation for the distribution of DEC (see Wong
1990 for a similar approach).

Schistosomiasis

The example from Fiji relating to filariasis control drew attention to the importance
of addressing immediate needs prior to introducing control strategies (Tuivaga 1990),
The value of this kind of response in order to establish community support and to
work towards a sustainable programme is emphasized particularly by community
participation studies in the control of schistosomiasis, since the disease is rarely
accorded priority by the community (Tanner et al. 1986; Tanner and Degrémont
1986). Community participation programmes, it is suggested, need to facilitate the
means by which "people becom(e) responsible for their own health ... (as) expressed
by any activities (labor, time, material, funds) contributing to the improvement of
health problems, well being, welfare and self-care within a community” (Tanner et al.
1986; 164), The assessment of village priorities as recognized by the community
necessarily governs any control strategy at a primary health care level, and
consequently such programmes require a period of preparation and planning within
which the knowledge, attitudes and practices of the community, and its broad
priorities, are assessed (Davis and Korte 1986: 176; Kloos et al. 1986: 71; Moir,
Tullock and Sibiya 1986: 169; Johnson et al. 1989: 1050).

Tanner et al (1986: 164), in arguing the need for structures for primary health care
and community participation which ensure that the community voice is heard by
decision makers and programme staff, suggest that the provision of infrastructure
{such as a water supply scheme) may "prepare the ground" for health education
campaigns to increase the use of latrines, treat infection, clear vegetation, and apply
molluscide in infected waters (see also Korte et al. 1986: 150; Braun-Munzinger and
Rohde 1986; Jack 1986). Without appropriate communication with the community,
behavioural changes aimed at restricting or modifying domestic or recreational water
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contact have had limited success. In addition, commentators on the potential of
community participation as a strategy to reduce transmission of schistosomiasis have
stressed the importance of recognising the varied capacity of communities to
participate in modifications to water use or contaminatory behaviours. Evidence of
the social, logistic, cultural and economic factors which influence water contact and
infection, although sparse, highlight the association of these especially with mode of
production and the sexual division of labour (Huang and Manderson 1991), suggesting
that changes are not likely to occur rapidly. Accordingly to Rohde (1986: 191), "the
time needed to achieve community participation would often be longer than the time
set to carry out the schistosomiasis project”. Rohde (1986) further highlights
problems associated with technical resolutions to reduce schistosomiasis (and other
water-borne) infections, which include the provision of public latrines which are
culturally unacceptable, public laundries which do not provide women with adequate
and flowing water for proper washing, and other equipment which breaks down. In
addition, the opportunities for social interaction that are provided by the use of
common water sources, enabling women to meet and exchange information whilst
bathing and washing clothes, for example (Dalton 1976), mean that individual
solutions are not likely to be well supported.

There is little detailed documentation on the integration of schistosmiasis control in
primary health care or community participation programmes, although its advocation
is considerable (for example, Davis 1981; Tanner et al. 1986). One study from
Ngamiland, Botswana (Byskov and Ali 1986) however, documents the phase
preparatory to the introduction of water and sanitation improvements and anticipates
a transition of control activities from a vertical to a primary health care programme.
Within this programme, voluntary community health workers of Village Health
Committees and other salaried primary health workers and mobile staff were trained,
and their efficacy in the programme highlights the value of training unskilled staff for
activities such as the registration and collection of samples. In Zimbabwe, the
integration of schistosomiasis into primary health care has been more fully
documented (see, for instance, Taylor 1986a), and the reports emphasize a
multifaceted approach which has included the contribution of labour and bricks by all
families to provide their own ventilated pit latrines; the provision of safe water to
community groups, again with the communities contributing the labour to dig wells
and maintain them subsequently; health education using talks, drama, film and
posters, organized by community heaith workers and occasionally, with drama,
enacted by community members; and mollusciciding undertaken by the control
programme., The involvement of communities through their contribution of labour is
a common feature of many such programmes (see Werler 1986; Taylor 1986b).

Other programmes have followed the model of various successful malaria control
programmes, and sought to integrate control through the involvement of local groups.
A programme in Nganuland, Botswana (Sibiya 1986: 168-9), for example, built upon
local understandings of participation and worked with a range of community groups
and key individuals, including church, village and other traditional political leaders,
schools and Parents’ and Teachers’ Associations, Village Development Committees
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and Health Committees, and District Extension Teams. The control programme
emphasized the supply of clean water and the construction and use of proper toilet
facilities, and it discouraged bathing and other contact with polluted water, using
both the media and the personal contact of health workers with community members
and organizations to impart these basic behavioural messages.

These programmes emphasize changes in the use of water sources. A few projects
have also sought to involve the community in treatment campaigns. Jack (1986), for
example, describes the advantages in The Gambia of using village health volunteers
to distribute antischistosomal drugs (both praziquantel and metrifonate), although the
effectiveness of using the primary health care system for the treatment of urinary
schistosomiasis has yet to be evaluated. Andrianaja (1986) describes a community
participation programme in the rural area of Maroway, in the province of Mahajanga,
Madagascar, which aimed both at increased use of health services by (and treatment
of) those with signs of infection, as well as behavioural changes to reduce the
contamination of water with human excreta. In common with other writers concerned
with schistosomiasis, Andrianaja emphasizes both the need to understand local
perceptions of the disease and to provide health education to raise awareness of the
means of infection and its impact on community well being.

Chagas Disease

‘Chagas disease is a parasitic infection of Trypanosoma cruzi, carried by the triatomine
insect which colonizes poor housing, lives in the roofs, crevices in walls and the floor,
and feeds, defecates and deposits the parasite on humans at night. The application of
insecticide can keep the vector under control and reduce the risk of transmission, but
improved housing is the most suitable and effective intervention and need not occur
at great cost to either the community or government. The importance of housing in
the prevention of Chagas disease makes it ideal for community participation, although
to date there have been few projects only which have taken this approach.

Pinto Dias and Borges Dias (1985) describe a country-wide programme in Brazil to
control Chagas disease, involving the application of insecticides, improved housing,
and screening of donors to blood banks, The authors highlight the importance of
communication with project participants from the time of the initiation of the project,
involving the communities in the selection of workers for programme activities, and
working with businesses, churches, schools and extension services to maximize the
exchange of information and promote the specific control activities (see also Pinto
Dias and Garcia 1976). They further note the fandamental revolutionary character of
such intervention programmes, both because of the realignment of power relations
that occur as an intrinsic part of the participation process, and because the issues that
need to be addressed to reduce transmission of disease are often those that reflect
widely on the structural, political, economic and social inequalities that predominate
(Pinto Dias and Borges Dias 1985: 132). As one villager recounts, "Poverty is equal
to disease. We’re born into it and we can’t get out of it" (Borges Dias 1983: 21).
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A tesearch project, undertaken by Borges Dias and completed in 1985 (Borges Dias
1983, 1986; also Rosenfield 1986) aimed to reduce the presence of the triatomid bug
in housing through community education and mobilization. Community priorities
were identified by means of informal discussions and questionnaires, and Jevels of
knowledge about the disease and its transmission were determined. As with other
successful projects, community priorities related to broader social and economic issues
- food production, basic health and education - were identified, and initial activities
undertaken by a community council established in consultation with the research team
concentrated on obtaining enough seed for planting and education, as well as training
rural health agents and undertaking housing improvements to control disease
transmission. Again, in line with other successful projects, the evaluation of the
programme as well as its inception and implementation rested with the community, in
association with the research team, and resulted both in a substantial reduction in the
seroprevalence of T, gruzi infection (from 17.4% positive to 4.2% positive in 0-4 year
olds in the 18 months of the project) and a reduced presence of the triatomid bug, as
well as an increased awareness among villagers of the disease,

The work by Briceno-Leon, Gonzales and Phelan (1990) in Venezuela again focused
on housing improvement as a means to reduce the risk of Chagas disease. In this
project, villagers were provided with a loan from the state Housing Department to
purchase materials to improve their houses by replacing thatch rooves with corrugated
iron, plastering the walls, cementing dirt floors, changing the columns, and paving
around the edge of the house. Labour was provided by family members with days of
work credited against money loaned; staff of the university (Universidad Central de -
Venezuela) were responsible for programme planning, implementation and
monitoring.  Sixteen of the 23 families in the community participated in the
programme; five others chose to wait instead to take advantage of free prefabricated
housing. The researchers argue that the programme was effective as a result of group
pressure to participate, the interest and involvement of partpers and children, and a
system of rewards and penalties instituted to ensure household adherence to building
improvement standards, all of which maximized compliance and gave people
confidence in their ability to improve their own depressed living conditions (Briceno-
Leon, Gonzales and Phelan 1990: 116).

Other vector-borne diseases

There has been some additional work on the use of community participation in the
control of other vector-borne diseases, including for dengue fever, African
trypanosomiasis (sleeping sickness) and dracunculiasis (guinea worm disease). These
provide further insight into the processes and operational difficulties of this approach.

Gordon’s (1988) work in dengue and Aedes aegypti control in the Dominican
Republic, for example, illustrates when and how vertical ("top down") versus
integrated community participation programmes may be used, and be suggests that
the methods of community participation in the control of the mosquito-borne diseases
of dengue and malaria may differ becanse of different patterns of transmission. A.
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aegypti infestations are found in urban areas and congested villages, where artificial
containers (tin cans, tyres and water storage tanks) provide ideal breeding sites for
the vector, and in consequence, Gordon argues that participation may be achieved
through the efforts of individual households working to eliminate breeding sites (1988:
401), Health education strategies are required to change individual behaviours rather
than to encourage community-based activities, although this becomes important in
terms of the maintenance of the peri-domestic environment. In contrast with dengue,
the breeding sites of Anopheles mosquitoes may include lagoons, swamps, and
irrigated rice fields, and efforts at community participation in malaria control usually
involve community-wide projects: filling in ponds, stocking bodies of water with
larvivorous fish or larvicides, clearing natural waterways and so on, requiring village-
based organization and community commitment rather than household surveillance
and individual motivation. In malaria control, therefore, community participation
programmes should work well, since control activities are directed towards the controi
of public, communal spaces. Dunn (1983) differentiates in greater detail domestic and
peri-domestic sectors to clarify the multiple strategies and methods needed in
mosquito vector control, Sustainability, however, appears to relate largely to the
ability of a community to take over control programmes as their own, including those
initiated by vertical programmes.

The dengue control project which Gordon describes included four different levels of
interventions, ranging from mass communication only (using radio, television and
newspapers) to impart information about dengue fever and its control: face-to-face
communication with health educators and the distribution of pampblets by key
individuals to kin and friends; similar diffuse education supplemented by inspections
of breeding sites; and direct face-to-face education (Gordon 1988). The results are
equivocal, and whilst different kinds of health education all had some effect, the
inspection of breeding sites within homes was arguably the most successful in
motivating behavioural change, at least in the short-term.

Community participation was used in the conirol of African trypanosomiasis, in a
project involving five villages in the Congo which used traps to catch tsetse flies
(Gouteux, Bansimba, Bissadidi and Noirean 1987). Previous programmes using
insecticide impregnated traps presented difficulties because of the need to retreat the
traps every one to two months; this project was developed to assess the efficacy of a
village-run control programme using non-impregnated traps. The traps were
introduced following a brief study of community understandings of the disease and
methods of control, the distribution of a brochure which explained the purpose and
use of the traps, the establishment of health committees, and the specific involvement
of village heads in monitoring the distribution of traps and their removal to
alternative sites if few flies were caught. In two of the five villages, youth groups
were organized to distribute and move the traps and collect dead flies. Results were
equivocal. The traps proved effective and in three of the five villages, villagers took
over trapping following the demonstrable success of the traps in reducing flies,
However, certain operational difficulties prevented community interest and
involvement in the two other study villages. The researchers argue that the
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programme was least successful where vector demsity was low, and hence Jocal
motivation to maintain traps was poor; where understanding of the disease and the
traps was poor; where the village health committee was weak or ineffective, hence
unable to supervise the integration of vector control within 2 broad programme of
primary health care; and where programme Success depended on individuals marginal
to or outside of the local community (Gouteux, Bansimba, Bissadidi and Noireau
1987). In a subsequent article, Luygues and Gouteux (1989) have advocated
remuneration for the use of the traps, to encourage continued repair of the mosquito
netting used in them, the collection of dead flies in the capture bag, and weeding of
areas around the bags. However, they note the difficulties in implementing the
programme because of lack of profitability of maintenance of the traps, the
reinfestation of tsetse where traps are not weil maintained, the difficulty in identifying
the most appropriate community organizations to direct and sustain the control
activities, and a continuing belief in supernatural rather than in patural causes of
disease, in which context tsetse control is regarded as ineffective and inappropriate.

Like trypanosomiasis, dracunculiasis (guinea worm) can be controlled relatively
simply, through the provision of safe water supplies, the application of chemicals to
kill the microcrustacea Cyclops which is the vector of the parasite, or most cheaply
through the use of filters for unsafe water. Richards and Hopkins (1989: 940) have
argued the utility of engaging community members and organizations (community
development workers, railway workers, boy scouts, etc.) and community settings
(markets, schools, roadside gatherings) for the active case detection of dracuncialisis,
and it is possible that the same individuals and focal points might be used for health
education and the distribution of simple filters for personnel use of unsafe water.
Kumar (1982) makes a similar argument for the viability of community participation
to eradicate guinea worm in India, and advocates a programme which builds on the
existing primary health care system to institute biannual checks on water supplies in
infected villages, and to provide health education to encourage treatment of infection
and the use of safe water sources.

Adeniyi’s study, concerned with the acceptibility and use of monofilament nylon
filters, is one example of the use of village health workers who were involved in the
decision-making and implementation of an intervention to prevent infection from
guinea worm (Adeniyi et al. 1991; for related papers see Adeniyi and Brieger 1983;
Brieger et al 1984/5; Ramakrishna et al. 1985/6). In this research project conducted
in Idere, Nigeria, village health workers from ten hamlets worked with local tailors to
produce the filters, with the workshop of one village tailor temporarily operating as a
filter factory. Tailors were paid per item and produced the filters around other work,
and village health workers were responsible for the sale of the filters, retaining a
small percentage of the retail price for their effort. The study is important because it
highlights local variation of social factors that influence the success of any project: in
one hamlet, other villagers followed the example of an influential villager and
purchased filters; while in another, villagers regarded the innovator as arrogant and
so did not follow her example. Adeniyi and colleagues argue that village heaith
workers felt that their role was enhanced by the provision and sale of filters, and
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hence ensured their commitment to the project, but their involvement in the decision-
making and prepatory phases of the project was also significant in securing their
commitment and sense of ownership (Adeniyi et al. 1991: 24). Even so, they maintain
that strategies need to vary from village to village, and differences in the economic
status and social organization of villages ultimately should determine choice of
intervention - the use of temephos or filters, or the digging of a well, for example.

Health education

As already noted, often community members are not sufficiently aware of the
connections between vectors and disease, behaviour and risks of infection. Health
education messages issued from the top may be distorted or misinterpreted as they
reach the target population, and hence in many of the projects described above,
health education is part of the community participation programme (and see Tonon
1980). Working closely with community members, day-to-day experiences of the
vector, illness experiences, and the relationship between infection and behaviour are
explained; these need to be understood by communities prior to the introduction of
specific control measures. As studies of community participation make clear, health
education is necessary to enhance local knowledge of disease transmission, since
without an understanding of the relationship of vector to disease, intervention
measures designed to control the vector or to minimize disease transmission through
behavioural change may not be acceptable, Health education is essential, for example,
in gaining priority within communities for control activities, and indeed in ensuring
community co-operation with external control measures (Hongvivatana, I.eerapan and
Smithisampan 1982). As already noted, diseases such as schistosomiasis and Chagas
disease which do not result in acute clinical reaction at the time of infection are
rarely rated as a priority for action; in general too poor communities are likely to
rank food, work and income as priorities well ahead of health regardless of the
perceived seriousnes of infection (de Kadt 1982: 581). Health education may also
focus more directly on behavioural change, and seek to build up internal motivation
for change: the victim blaming and Draconian measures to enforce behavioural
change, suggested by Teesdale (1986), offer little real promise for disease control,
Further, education is not necessarily or always the decisive factor in behavioural
change, and hence knowledge and understanding of control measures by the target
community may not automatically result in concordant change.

Despite the fact that the relationship between knowledge and attitudes, and behaviour
and practices, is not always direct, it remains important that communities understand
the disease which is the focus of a control programme, and many of the reports of
copmumunity participation draw attention to the role of health education in raising the
community’s awareness of the presence, risks of infection, modes of transmission, and
means of prevention of vector-borne diseases, in order to encourage behavioural
changes aimed at reduction of infection. The messages within health education
programmes clearly vary according to the disease and to the aim of the programme:
to improve early diagnosis and treatment of infection; to encourage prevention
behaviour: and so on. In addition, the variety of media used is determined by local
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conditions including literacy, access to mass media (radio, TV, press), and indigenous
alternatives (theatre, puppetry, music), and may include both mass educational
strategies and community meetings of various kinds, and individual education using
either village volunteers or local health workers (Davis and Korte 1986; Bentley 1989:
1025).

Thus in Pondicherry (Rajagopalan and Panicker 1984), for example, discussions and
community seminars were routinely undertaken by staff of the Vector Control
Research Centre; health education campaigns were carried out in village schools;
science clubs in schools were started and students were encouraged to take some
responsibility in vector control. Health education within this programme was directed
towards basic bealth care and simple control methods which could be undertaken by
the villagers themselves. In Somalia, in contrast, health education and training of
community health workers relied particularly on role play and other oral methods,
although course notes were also provided for health worker trainees as a resource for
later use (Bentley 1989: 1025; also Johnson et al. 1989: 1045, 1050).

As Moir, Tullock and Sibiya (1986) argue, health education programmes must
necessarily build upon local beliefs and understandings of disease, and in the
Botswana schistosomiasis control programme which they describe, a preliminary
survey of local knowledge, attitudes and practices was undertaken to provide the
baseline data for the development of health educational material. Imparting
information to communities regarding infection, and in particular the relationship of
human-vector contact to infection, is, Narasimham et al. (1983: 110) argue with
respect to filariasis, "a major hurdle"; notions of risk, for example, are difficult to
comprehend and to relate to everyday experiences of vector-contact and patterns of
infection within the community. In the case of schistosomiasis, for example, health
education aims minimally to increase knowledge regarding the role of the individual
in spreading infection, due to indiscriminate urination and defecation, and to increase
knowledge regarding risks of infection through exposure to contaminated water; the
task is made difficult however because of the numbers of people lightly infected and
without clinical symptoms, and because not all people exposed become infected,

Despite the untidy relationship between education and behavioural change, there is
consensus that health education is essential o maximize community participation.
Thus the second year of the malaria control project in Berakit (Pribadi et al. 1986)
was spent on health education about malaria, using a simple and colorful iearning
module to motivate the community to participate actively in the control of malaria.
The investigators attribute the high participation rate of villagers in a weekly
chemoprophylaxis programme to the success of their education programme (Pribadi
et al. 1986: 377). Whilst this project used simple methods, others have used a wide
range of media to transmit information and gain support: the Pondicherry malaria
control project, for instance, used printed media and films, followed by a door-to-door
education campaign to encourage people "to want to be healthy, to know how to
maintain health, to do what they can individually and collectively and to seek help
when needed” (Rajagopalan and Panicker, 1984: 120). Winch et al. (1990), drawing
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on their experiences in community-based dengue control programmes in Merida
(Mexico), El Progresso (Honduras) and San Juan (Puerto Rico), argue the need for
communication skills within research teams to make clear health education messages
for dengue control and highlight the importance of the community in every stage of
this educational process.

Involvement of the community

As described above, community participation is often used to refer to community co-
operation or acceptance of pre-ordained schemes planned by outside agencies.
However, acceptance may be reluctant and co-operation short-term. Project reports
emphasize community involvement in setting priorities and planning objectives to
obtain active participation and sustained programmes (Rajagopalan and Panicker
1984; Tanner et al, 1986). ‘This often involves substantial change in the
conceptualization of a project to take into account comrmumity goals and local beliefs
and customs, The long-term pay-off, however, offsets the adjustments required.

Examination of the reported programmes indicates the importance of community
involvement from the initiation of the project, and at all levels. The Saradidi project
in Kenya developed from the community itself, and individual projects that were
incorporated within it - such as the research on chemoprophylaxis and early
chemotherapy to pregnant women with malaria - were introduced by dialogue and
discussion, with the community determining priorities and making final decisions
regarding the aims, objectives, structure and activities of the project (Kaseje and
Spencer 1987: 10; Kaseje, Sempebwa and Spencer 1987; Kaseje and Sempebwa 1989).

Communities may be involved from the outset of any intervention programme,
including in the collection of baseline entomological, epidemiological, cultural and
social information; in the establishment of priorities for community health; in the
development of programmes; and in the adoption of control strategies. This ensures
a sense of ownership and control, and as Mburu argues, contrasts with "dominantly
top-down management (which) suppresses grass-root initiative and, potentially,
participation in the decision-making process” (1989: 1076; also Kaseje and Sempebwa
1989). In addition, as illustrated by those projects which incorporate income-
generation, community development strategies provide the long-term means by which
transmission of disease may be reduced and may be critical in ensuring commitment
to the project (Sandbach 1975),

Whilst the early involvement of the community appears to be an important factor in
the successful implementation of a programme, time invested also in setting up a
programmie correlates with its eventual success and there appears to be no quick way
to success for a community participation project (Adeniyi et al. 1991). An examination
of successful projects indicates that substantial investment of time and personnel,
including field researchers and health professionals, is required to ensure the
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successful development of 2 community participation programme. The Pondicherry
project for the control of urban filariasis, for example, was mounted following the
collection of baseline entomological and other data over a period of five years
(Rajagopalan and Panicker 1984). Other successful projects, both those concerned
with the control of tropical diseases and those derived from other health programmes
such as family planning or MCH similarly emphasize the amount of time required in
working with the select community, and devolving to it as much as possible decision-
making authority and control (Osteria 1990; Wong 1990). Thus DeBoer and McNeil
(1989: 1009), in their discussion of a hospital-outreach community health care
programme in Chogoria, Kenya, comment that the process of building up a
community’s understanding of the causes of disease as a prerequisite to increased
community involvement, responsibility and commitment of resources can be "painfully
slow". Similarly Johnson et al, in their assessment of the Kibwezi community-based
health care project, note that the process of community "sensitization” is slow but vital
to the success of the project, and that "one or two years does not seem extensive"
(1989: 1050); Mburu also notes that projects which are initiated without adequate
time with the community "normally have a fast rise and fall" whilst projects which
start slowly allow "in-depth understanding of the social network ... within which PHC
performs well and takes roots. Such a project has a high possibility of sustainability
to the extent that the community is involved in the operations” (1989: 1083).

Key community members and organizations

The projects that we bave described above emphasize the importance of working with
key community members and local organizations, and lack of attention to local
political structures and relationships of power and authority have at times placed
projects in jeopardy (Rajagopalan and Panicker 1984). Formal and informal groups
exist within communities, and descriptions of successful community participation and
community-based health care programmes give some indication of a mix of people
who might be involved at various points in the project (Ofasu-Amaah 1983:35-37).
The Kibwezi Rural Health Scheme, for example, used the mobile health team,
community health workers, traditional birth attendants, rural shop keepers, women’s
groups, school nutrition clubs, primary school and adult literacy teachers and others
to support the project and to provide feedback from the community; a number of
these people are also potential trainers of others in the community (Johnson et al.
1989; 1043, 1050) and may be involved in health education activities (Garfield and
Vermund 1986: 872). In some cases, the involvement of women’s groups may be
especially valuable, given women’s primary responsibility and their presumed
awareness of and concern for their families’ health (Pitt 1983:46-47; Garfield and
Vermund 1986: 72; Leslie 1988; Osteria 1990). The establishment of Madhan
Sangams, a women’s organization formed as part of the Vector Control and Research
Centre project in Pondicherry, is one example (Rajagapolan and Panicker 1984: 119).
However, the ability of women to participate varies according to their other
responsibilities and also to the cultural context governing women’s mobility. Thus a
primary health care programme in northwestern Somalia was able to recruit very few
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women as community health workers for maternal and child health activities, which
included providing pregnant women with chemoprophylaxis against malaria, both
because prevailing community attitudes limited women’s participation in public life
and because women genuinely were fully committed with domestic and horticultural
activities (Bentley 1989: 1024). Voluntary associations such as boy scouts or church
organizations may also be key entry points (Duane Gubler 1989, pers.comm.). Kaseje
and Sempebwa (1989: 1066) and Johnson et al. (1989: 1050) aiso emphasize the value
of using existing groups within the community, to contribute to planning, to support
project goals and interventions, and finally to ensure the sustainability of the
programme. Where there is political friction within a community, the involvement of
political groups may not be the most valuable in obtaining sustained participation
(Rajagopalan and Paniker 1984). However, they may nevertheless be important in
obtaining initial entry into the community and in facilitating the work. In general too,
while the successes of many community participation vector control programmes
derive from their ability to mobilize already active community organizations,
communities may resist taking up the activities of an established group because of
perceived or suspected "hidden agendas": for example, that commitment to health
related activities might be used as a mechanism to achieve other sectarian goals. Such
suspicion is not always misplaced (Donahue 1983).

The nature and extent of participation varies with interventions. Several levels of the
community may be involved in control programmes, and interaction between these
levels needs to be better understood. Individuals, households, larger kin groups, other
formal and informal organizations such as age sets, women’s groups, and church
groups, and villages or similar larger communities or clusters of settlements may all
be involved, depending upon the focus of the programme and the roles that the
community may undertake, for instance in the use of latrines, chemoprophylaxis, or
implementation of environmental projects. The relationships of these different groups
to control programme staff, and to district and state level administrative units, needs
further exploration.

As already noted, participation in projects may range from simple acquiescence to
treatment regimens (Tuivaga 1990; Garfield and Vermund 1986) to active
involvement in determining goals and in project planning. Participation needs to be
considered within the political context or the context of the institution providing
assistance. Recent work by Ugalde (1985) recognizes the importance of these
considerations. The social setting, local-level politics, financial resources, institutional
agendas and national politics all affect the potential level of participation, and lack of
attention to these issues may result in unforeseen consequences. Ugalde (1985)
recounts a community participation primary health care project in San Pedro la
Laguna, Guatemala, which followed a basic plan for community involvement which
included town meetings, elections, and health committee sessions, but which in the
process undermined a reform mayor and restored to power a small local elite (Paul
and Demarest 1985); see also Rajagopalan and Panicker 1984).
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Discussions on the use of community participation stress the need to take account of
local understandings of disease cansation and risk, the relationship of these beliefs to
programme acceptability and success, and the importance of community acceptance of
the value of a particular intervention in preventing a given health problem (Isely
1982: 109-110). Carl Kendall (pers. comm.) has suggested that three principle criteria
at the community level determine appropriate levels of participation, intervention and
involvement. These are: local perceptions of risk, congruence of local etiologies and
biomedical etiologies, and availability of personnel and time. Communities who share
with the Department of Health or Vector-Control Unit a common understanding of
disease causation and risk are, in theory, most easily involved in an intervention
programme, By contrast, communities with a low perception of risk and a different
understanding of the etiology of discase require new information about the
transmission of disease and the control of the vector prior to the introduction of a
community-based programme (Winch, Kendall and Leontsini 1990; Pribadi et al
1986; Haliza Mohd. Riji 1986 and 1990). Day-to-day experiences of the vector, of
illness and health, and of the relationship between infection and behaviour, need to
be explained and understood by the community. Health education plays a critical
role in this respect, although education alone is not necessarily the decisive factor in
behavioural change (Sunny, Jain and Rao 1984; Jain, Sunny and Jyothi Prakash 1986).

Advocates of community participation have stressed the importance of devolution of
power, authority and decision-making to the community. Pinto Dias and Borges Dias,
however, provide a cautionary note on the difficulty of establishing successful
community participation, given the location of the community within a broader social,
political and global political-economy context. They argue that true participation can
materialize only as part of a democratic process: "Participation can only be an
instrument to reinforce the democratic channels of representation and is not a
permanent devolution of the problems of their community to the people” (Pinto Dias
and Borges Dias 1985:129).

Conclusion

Although participation in projects may range from simple acquiescence to treatment
regimens (such as MacCormack and Lwihula 1983) to active involvement in
determining goals and project planning (as in Kaseje and Sempebwa 1987, 1989),
community involvement in setting priorities and planning objectives is needed to
ensure an active and sustainable programme. This may involve substantial changes in
the conceptualization of a project to take into account community goals and concerns,
as exemplified by the Saradidi and Pondicherry projects (Rajagopalan and Panicker,
1984). As argued above, the community needs to be involved from the outset of any
intervention programme. The social setting, cultural factors, financial resources,
institutional agendas, and local and national politics all affect the potential level of
participation. In addition, community members need to feel that the programme, and
any Interventions that it incorporates, is relevant to their needs and is of potential
value. In some cases, the interventions may not be as effective in reducing the risk of
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disease as other available methods, but for other reasons such as cost or convenience,
may be preferred by the community.

Behavioural change is difficult even within well supported programmes with a high
level of participation, and not all individuals may comply, Financial and other
subsistence needs, for instance, may take precedence over reduced risk of infection
(Sawyer 1986). In malaria, this is often the case among people who utilize forests for
subsistence or cash purposes and hunter/gatherers dependent upon forest resources,
or farmers and others who use the forest for horticultural, fuel, or other purposes
such as mining, may not be prepared to follow health education recommendations
{(Pribadi et al. 1986; Butraporn, Sornmani and Hungsapruek 1986; Hongvivatana
1986). Other factors too may discourage community involvement. For example, in
urban areas, where filariasis, Chagas disease and dengue fever may be transmitted,
householders may be prepared to ameliorate the domestic environment, but not to
take responsibility for peri-domestic or public spaces. Community members may
simply choose not to participate because of their own assessment of priorities - hence
seven of 23 households in Briceno-Leon, Gozales and Phelan’s intervention project
(1990) to improve housing to reduce triatomine insect infestation chose not to
participate, although none were opposed to the programme.

Community participation programmes usually depend on the voluntary contribution of
labour in some ways, and on community responsibility for remunerated workers. In
consequence, community ownership of the programme or intervention is a key to its
sustainability. As Mburu (1989), Rifkin, Muller and Bichmann (1988) and others
argue, only when the intervention is seen as belonging to them can they be expected
to take responsibility for maintaining the activities and improving upon them.
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