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Preface

Debor ah Eade

personal experience and circunstances
Health and well-being are deeply on the one hand and t he soci al and poli ti cal
personal matters. Nothing is nore context on the other. The essays
intimte than the experience of col | ected here show sone of the conpl ex

concei ving and bearing a child, and giving
birth to a uni que hunan bei ng; none of us
can live another’s fear or pain; and death
itself is sonething we cannot share,
however real the grief we suffer. And
yet it is precisely when we or those cl ose
to us face illness or chronic suffering
that we perceive that healthisinreaity
a very public issue. Policies which
dictate what level of health-care
provision is guaranteed, what kinds of

service will be offered, how priorities
are established between conpeting
cl ai ns, wher e r esour ces are

concentrated, and what alternatives are
avai |l abl e al | becone far nore i nmedi ate
when they affect us or our |oved ones.
Facing a particuar health-related
condi tion, and then bei ng on t he recei vi ng
end of the decisions or prejudices of
others —be they heal th professionals,
religious authorities, famly nenbers,
nei ghbours, enployers, or insurance
conpanies — is sonething that often
gives us a new awar eness of howlimted
is our capacity to control some of the
nost central aspects of our lives. It
gives us an insight into what exclusion
fed slike.

D senpowerment and exclusion are
caused by a sinilar conbination of

ways and | evel s on whi ch such excl usi on
operates, especially when people are
already dealing with poverty, and what
this neans for their health status. A one
end of the spectrum we see the
i nportance of the macro-econonic and
i deol ogi cal settings. Econonmic policies
that result in the under-funding of public
services and the fragnentation of the
regulatory role of governnent tend to
reduce the threshold of what s
considered an acceptable nini mum
standard of heal th-care provisionfor the
popul ation at large. Access to heal th care
becones dependent on the individua’s
capacity to pay: patients are turned from
citizens who have rights and
responsi bilities into clients or
consumner s who can (if they can affordit,
and if anyone will insure them take their
custom el sewhere. The question of
financing health care nay thus be posed
as a pseudo-techni cal one: what kinds of
cost -recovery and i nsurance nechani sm
‘work’, and in what circunstances? The
goal of ‘Health for Al by the Year 2000
is eroded into one of ‘health for those
who can pay t oday’ .

I n seeking to harnoni se market forces
with peopl e s health and wel | -bei ng, we
ri sk overl ooki ng the underlying question



of whether health can or should be
treated as a commodity. The figures are
grim During the 1980s, the nunber of
peopl e living in absol ute poverty rose to
over one hillion, wth the gap in per
capita i ncone between the industria and
developing worlds growng threefold
bet ween 1960 and 1993. Each year, over
12 mllion children die of preventabl e
causes before they reach adol escence.
Average life expectancy in the richest
countries is expected torise to 79 years
by the turn of the century; while it is
expected actually to fall to 42 years in
sone of the poorest. It is a conmonpl ace
to say that poverty and ill health are
mitual ly reinforcing. And yet current
trends suggest that ‘the enjoynent of the
highest attainable standard of health’
which WHO describes as ‘one of the
fundamental rights of every hunman
being is seen alnmost as a by-product,
sonething that wll trickle doawn to the
bottomsone tine in the future. There is
a long way to trickle before this
fundanental right reaches those who are
destitute (currently one fifth of the
human race), those who survive
precariously in the informal sector, or
those whose access to health care is
linmted by their age or their disabilities,
or by arned conflict. And while seven out
of ten of the world s poorest peopl e are
ferale, wonen's health needs are
widely negl ected, vhatever their
background. Yet, if devel opnent is not
for health, what is it for —and who can
expect toenjoy it?

Several essays in this conpilation
from Devel opnent in Practice exam ne
the issue of exclusion fromthis angle.
Wiat are the forces that prevent wonen
and nen from taking advantage of the
heal th services that are, theoretically,
there for their benefit? Gten the
answers lie in the inappropriate ways in

which such services are offered:
expecting results too soon, ignoring
other forns of knowedge and belief

systens, inposing an agenda fromabove
or outside, or failing to understand the
conpl ex social and power relations that
affect people’s behaviour and their
expectations. A wonan nay have a right
to ante-natal care, but if she does not
knowabout it or vhy it matters, or if she
cannot attend (whether because clinics
are held at inconvenient tinmes or
i naccessi bl e places, or because other
famly nenbers do not allow her to go),
then she nay showup as a ‘failure’ inthe
mdw fe's performance. Exploring the
nany subt | e vays in whi ch
di senpowernent  di sabl es i ndividual s
and communities, the authors of the
essays gathered here share their own
practical experience of enabling people
to devel op the skills and the confidence to
survive adversity, and to shape
devel oprnent i n ways that better address
their heal th-rel ated needs.

The papers in this volune illustrate
the issues addressed by Heanor HII in
her introductory overview how and
why it is that peopl e or aspects of health
care are pushed to (or left in) the
nargins. They illustrate also her
contention that it is often a these
nmargins that ground-breaking (though
unspect acul ar) achi evenents are nade.
Building on the insights of those who do
not have power and status, and who | ack
nmany of the neans to nurture their own
health, reveals far nore than the
statistics cantell us about what i s needed
to ensure that devel opnent is for health
— and about the consequences for
hunanity infailing to neet this chal | enge.

Debor ah Eade
Editor, Devel opnent in Practice

Notes

1 Fgures taken from The Wrld Heal th
Report 1995: Bridging the Gap
(CGeneva: WHO ; and Human



Over the edge:

health-care provision, development, and marginalisation

Heanor HI|

Devel oprment Report 1996 (Oxford and
New Yor k: UNDP) .



‘Health’ is a broad subject. It involves
anything from high-technol ogy heart
surgery to the sinplest of home
renedies for the common cold. The
condi tions and peopl e dealt with by heal th
practitioners also cover an enornous
range: from conpound fractures to
schi zophreni a; from infectious disease
to alcoholism from sufferers of
arthritis to sufferers of torture. The
context within which health care is
provided varies across a nunber of
di nensi ons: from centralised,
governnent-controlled provision of a
service which nust cover an entire
nation to snall-scale private-sector
provision either for profit or on a
charitable basis, wth all gradations in
between; from professionally trained
practitioners to provision of care in the
hone by fam |y nenbers. This is w thout
the common distinctions of curative and
preventative care, of public or
community health and personal clinical
requi renents.

Health at the margins

The challenge is to find a way of
addressing the topic from a clear
perspective without losing sight of the
need to deal wth its conplexity. The
nore | thought about the nature of
Devel opnent in Practice as a journa and
the working context of its readers, the
nore it seened appropriate to focus on
heal th and health-care provision at the
nmargins. Bven this leaves ne with a
broad canvas to cover, as the nature of
these margins differs fromone context to
another, but it is at the nmargins that
needs are nost likely to be nost acute,
as well as nost often overlooked. It is
alsoat the nargins that we often find the
nost interesting and exciting work, the
nost challenging views. And it is by
noving out to the nargins that we can
| ook back at the whol e field and see what

renmains tobedealt wthwvhichis currently
negl ected. *

An exanple of the way in which a
narginal situation can be liberating was
shared with nme by a colleague who

worked in Angola throughout the civil
war. He had been responsible for a
hospital and a nunber of satellite

facilities. The central hospital directed
and controlled work for the entire
progranme, wth little devolution of
authoritytostaff at the periphery. Asthe
war pr ogr essed, infrastructure
deteri orat ed and travel bet ween
facilities becane increasingly
dangerous; gradually the old system
becane untenable. In order to keep
facilities operational, it was necessary
to alowthemindividua control of their
programmes, priorities, and activities.
Despite the persistent problens of
working in a context of arned conflict,
this decentralisation allowed staff to
continue to provide a health service,
wth positive effects ontheir noral e.

Wthin this exanple it is easy to see
howthe definitions of what is central and
vwhat is narginal can alter very quickly
as a situation evolves. Peripheral staff
and facilities who were of little
rel evance in decision-nakingor policy-
devel opnent becone central figures as
the locus of control alters. A the sane
tine, the central facility of the hospital
and its nmanagenent beconme sonewhat
nmarginal to the everyday operation of
the systemas a whole. Wthin the new
context, other margins would becone
evident and <clam attention. This
changi ng nature of the narginsinrelation
to health and health-care provision
neans that it is essentia to keep
anal ysing and review ng any situation.
Focusi ng on the nargi ns hel ps us to avoid
conpl acency through this constant
requi renent for re-anal ysis.



Where do the margins lie?

Hw to define the nmargins? he of the
sinplest neans is to begin with those
areas where health is poorest and
expl ore the way i n which the situation of
the peopl e may be considered narginal .
The first characteristic tospringto nmnd
isthat very oftenthey are at the nargins
of prosperity, surviving with a mni nrum
of resources. Physical narginalisationis
anot her conmon feature. People nay be
many mles or hours distant from the
centres of provision, prevented from
reaching them by rough terrain or poor
transportation systens. In addition they
areoftendistant or nargina inacultural
and political sense, not belonging to the
groups who hold power, speaking a
mnority |anguage, or sinply accorded no
inportance wthin the politica decision-
naki ng process.

This pattern of nar gi nal i sati on
persists at both macro and nicro | evel s,
creating overl appi ng | ayers of excl usi on.
It is of course easy to generalise, to
desi gnate particul ar groups as nargi nal i sed
and then focus attention on them as the
nost needy. An instant list is easy to
construct: wonen, children, the el derly,
the nental |y and physical | y di sabl ed, the
displaced. But it is vital alsoto consider
the ways in which people overcone or
overturn such situations, how they
nanage despite all expectations to
naintain some control and a central
position in aspects of their lives. In
short, we nust enter into the real
conpl exity of each situation to di scover
where its nmargins are and who operat es

at these nargins. It is this which
presents the nost exciting and nost
dfficdt chalenge, as it constatly

confronts us with the assunptions we
nake and the stereotypes we construct,
denanding that we reconsider over and

over again how we make sense of the
wor | d.
Another anecdote nmay help to

illustrate this. | renenber watching a TV
docunentary about the Muasai in East
Africa, featuring a ritual through whi ch
woren coul d overcone infertility. As
the programme went on, it appeared to

me that these women, for whom
infertility is an extrene msfortune,
were entirely wthout power and

destinedtoremainat the margins of their
commni ty. Wthout children as proof of
their val ue to the community, they were
of little consequence, and even this snal |
chance of altering their plight was to be
denied them But just as | was reaching a
point of equal sadness and anger on their
behal f, the position changed. An ol der
worman counsel | ed the younger ones who
needed the ritual to threaten the nen
wth tears if they did not oblige in
preparing for the cerenmony. To an
outsider this seened anid e threat, of no
particul ar consequence: wonen’'s tears
are a frequent enough occurrence, but
they do not often seemto bring dramatic
change. In this context, however, the
threat of themwas sufficient. Power can
be exercised in nany ways, sone of
themunexpected and unrealised, and it is
thi s whi ch defines who counts as central
and who counts as narginal wthin any

speci fic setting.

The margins within the health
service

It is not only the general popul ation who
can be marginalised in this way. The
sane is often true of those who are
charged with providing themw th heal th
care. Practitioners too may be
struggling to operate wth few
resources, in a context where the bul k of
a budget is spent on naintaining central
facilities. They nay be isolated from
prof essional discourse and discussion,
fromthe latest ideas and technol ogy. In
fact they often suffer a double
narginalisation, for in addition to this



prof essional isolation, they nay well be
isolated from the population around
them This separation has educational,
cultural, and psychosocial dinensions,
as all these factors operate to create
distance between the professionaly
trained health practitioner and the lay
popul ation. This distance nay be
expected by those such as nysel f when
choosing to work in a conpletely
different culture, but it is just as acute
when one is working within one’s own
culture. | have beenforcibly struck inthe
past by howlittle | knewof the realities
of livingon Sate benefit, or of surviving
inaviolent donestic situation; yet these
are therealities for many of the wonen |
net as a working mdw fe.

In a very real sense a health service
can be viewed in the same way as any
other community wth sinilar distribution
patterns of power and control. It can be
hard for those working on the periphery
to believe in their own capacity to take

decisions or ater policy. Large
bureaucrati c institutions such as
mnistries of health do not lend them

selves to flexible working practices. In
nmany cases the training of health
wor kers di scour ages themfromshow ng
too nuch initiaive Sfetyliesinfdlowng
the prescribed procedures, carrying out
tasks exactly as specified, and filling out
the required reports to showthat thisis
being done. This is perhaps especially
true of non-nedical staff, upon whom
mich of the burden of caring falls in
devel opi ng countries. Yet it can be these
sane staff who are expected to encourage
the coomunity to becone active and parti -

c i p a t e
in decisions regarding health-care
pr ovi si on.

The followng illustration is not
unusual. For a range of reasons
(international pressur e, budget ary
constraints, political i nsecurity),
policy-nakers decide that increased

community participation is required to

inprove the efficiency of the health
service, especially in the renote rural
areas where provision has al ways been
problematic. They issue orders that
commttees nust be forned, action plans
drawn up, and | ocal budgets prepared and
submtted, all wth the full participation
of the local community. The local health
vor ker is natural l'y a little
apprehensive. Her initia training did not
prepare her for this, and the fewhrief in
servi ce sessi ons since she qualified are not
enough to instil confidence. Besi des whi ch,
she does not believe that the |ocal
community understands health issues
properly. They never appear to take
notice of her educationa  sessions,
persisting in drawng water fromthe river.
The communal latrines remain unused.
How can she trust themto make deci si ons
concerni ng heal th care? And who wi | | get
the blane if the nonthly statistics show
a deterioration inthe health of the com
munity? She wll. The result is that she
feels alienated fromthe commnity and
abandoned and betrayed by the health
servi ce.

unteracting this nargina i sationwthin
the health service is a difficut but
crucia task, inwhichinitia and on-goi ng
training are fundanental. Keepi ng
curiculaup to date in arapidy changi ng
world is not easy. Qnce trained, nany
heal th workers have no further contact
wth their training institutions and
continue to work according to their
original instruction. Qhers are desper -
ate to advance their know edge and
skills, but face daunting barriers:
funding is hard to acquire, study leave is
rarely granted, famly conmtnments can
nake it inpossible for themto travel for
studi es.

Changing policy priorities

Anot her
nargi nal i sation occurs

inportant way in which
is through the



changing priorities of health-care
practitioners and policy-makers. The
direction of the endeavour of health
prof essional s can be deeply affected by
the current fashions wthin these
professions, not only by deternining
vhich specific conditions receive the
attention of research teans, but also in
terns of the approach followed in
planning and delivering services. It is
interestingto | ook back over the way this
has differed through tine and differing
political contexts.

As with nost aspects of human
soci ety, understanding of and attitudes
towards health and illness have altered
over tine. Before the twentieth century,
the conmonest response to ill heal th was
a pragmatic one of synptomatic care,

rather than cure. Anmong nuch of the
world's population this remains the
predomnant pattern. Certain well-

known conditions nay be deened curabl e,
but otherwse practitioners provide
support and encouragenent while the
natural healing process occurs and (it is
hoped) resolves the problem Renedies
have often been tested through
generations, but may also have arisen
through idiosyncratic individual belief.
The priority anong heal th practitioners
is to provide enotional support and
physical care, with an enphasis on the
devel opnent of a good ‘ bedsi de nanner’
whi ch wi Il inspire confidence and so hel p
heding. If deathresults, the hunanity of the
practitioner may be inportant in hel pi ng
the bereaved to cone toterns with their
loss. Wthin this framework, the health
worker is a rather marginal figure, of
linted potency. The support obtai ned
from fanmly and social networks is a
muich nore central consi der at i on.
Health, illness, and death are woven i nto
the fabric of everyday life, and nost
individual s have a role to play in their
nai ntenance or prevention. Rtual and
cerenony are inportant inregul ating the
enotional  burden which acconpani es

di sease and deat h, pl aci ng t hose who per -
form these services in a proninent
posi ti on.

Mre recently the allopathic nedical
appr oach becane preval ent. Advances in
the wunderstanding of pathology and
di sease transnissi on, coupled wth thosein
physi cal and bi ol ogi cal sci ences, provi ded
spectacul ar cures for a wde range of
conditions. Here the practitioners’
desire was to display their nastery of
disease and its treatnent, perhaps in the
face of ignorance and doubt on the part of
their patients. Bedside nmanner was no
| onger crucial, solong as the patient took
the nedicine and followed the doctor’s
orders, for the ‘doctor knew best’. The
era of the ‘pill for every ill’ began wth
great promise, but the result was to
increase the know edge gap between
practitioners and their clients. This
brought a startling change to the bal ance
of power and control: the heal th worker,
especially the nedical practitioner,
began to assune a very central position.
Qher actors, famly and comunity
nmenbers, were pushed out to the
nmargins, their influence undermned by
t he new advances.

A gradual sense of di senchant mrent and
frustration set in as the linmtations of
scientific nedicine becane clearer:
resistant strains of infectious agents;
adverse reactions to drugs; thefailureto
resol ve common and urgent probl ens.
Wii | e the doctor nmight know best, he or
she did not seem to know enough.
Bventual ly this | ed to a thorough revi ew
of heal th-care provision and t he opti num
nmechani sm for achieving good health
across the whol e popul ation. Wile high
technol ogy nedicine had clained centre-
stage wthits dramatic gains, the failure
to address other issues remained a
serious concern. The eradication of
snal | pox proved to be a peak of achi eve-
nent whi ch has not since been natched.
Mal aria, diarrhoea, pneunonia, and
nal nutrition all continued to take a high



toll of hunan life. Atention turned to the
need to expand health care beyond the
limtations of the nedical nodel, as
changi ng perspectives brought different
i ssues to the centre of the debate.
Primary Health Care, as envisaged at
the 1978 Anm Ata conference,
attenpted to re-orient the provision of
health care towards an holistic,
preventative approach.? It stressed the
soci al, econonic, and political aspects of
heal th and di sease, enphasi sing the need
for inter-sectoral work and collabor -
ation. This was an effort to expand the
focus and responsibility for health from
the nedi cal professions to a far broader
base, to sone degree returning to an
aspect of earlier tines in which care and
cure were obtained locally from
personal |y known practitioners. dven
the radical nature of this reorientation,
it is not surprising that it net wth
resi stance and proved to be a nuch nore
conpl ex task than was initially realised.
The struggle continues, wth new
nmani festations of PHC appearing in the
formof ‘comunity based health care’,

‘integrated health and devel opnent
projects’, and simlar approaches
enphasi si ng participation,

enpover nent, and decentral i sation.

The cyclical nature of the novenent
fromcentre to nargin and back again is
cl ear, al t hough there is no
straightforward return to a past
situation, rather a re-energence of
i ssues and concerns in new forns. The
re-energence of an enphasis on the
social nature of health and the
i nportance of social-support networks
in heal th nai ntenance which cane with
PHC exposed a nunber of dil enmas.

Participation

Wthin this new context the practitioner
appears as a guide, soneone wth
speci fic techni cal know edge which is put

at the service of the needs of the

comuni ty. The distance between
practitioners and clients is reduced
again, as practitioners attenpt to

explain their understanding in terns
whi ch non- pr of essi onal s can under st and,
and to adjust their priorities to those of
the community around them The pre-
enminence  of the practitioner is
undermned still further, as efforts are
nmade to (re)learn more about non-
al | opat hi ¢ approaches and |ocal under -
standing of the neans to achieve health
and prevent illness. In this context,
practitioners feel thenselves being
pushed out tothe narginas the centrality
of their contribution is challenged. Having
hel d such a central position for a consider -
ade period of tine, nany are uneasy at
lettinggoof thereins.

There is al so the challenge of finding a
successful nechani smthrough which com
munity participation can be achieved. A
great deal of effort has gone into the
study of this. Health practitioners have
learned skills in group dynamcs, conflict
resol ution, team bui | di ng, and
comunity devel opment in order that
they nay foster effective participation.
A the local level in alarge variety of
contexts a neasure of success has been
achi eved, for which the reward has al so
been great. Provision of health care has
becone a joint endeavour between all
sections of a comunity, wth each
person nmaking his or her own
contribution to the whole, however
smal|. Recognition of the value of
differing contributions i s noww despread.
This process can be viewed as anot her
exanpl e of the way in which various
aspects of life continually nove from
narginal to central positions. Health is
often of narginal interest to the
majority of comunity nenbers: a
concern only when it deserts them and
they fall sick. Were participation is
fostered, the centrality of good health to
a productive life is recogni sed and acted



upon. Health becones the hub at the
centre of the wheel, holding everything
together and allow ng novenent in the
desired direction.

An additional benefit of this process is
the way inwhich it builds trust between
heal t h wor ker s and conmuni ty
nmenbers. This narrows the gap which
the training of professional health
workers may create between them and
the popul ation they serve. Practitioners
come to recognise the inportance of
other actors in naintai ning heal th and t he
val ue of their know edge. An exanple is
the work of SARTH in Qjarat, India 3
Wil e attenpting to i nprove heal th-care
provision in the area, project workers
realised that herbal nedicine played a
vital role inloca practice. Rather than
disnissing this as old fashioned or
irrelevant, the project took an active
role in discovering precisely how these
herbal remedies worked and which
condi tions they could be used to conbat .
Lhsurprisingly nany of the traditional
renedi es proved to be effective agai nst
exactly the conditions for which they had
al ways been prescribed. The result was
an active encouragenent of herbal gardens
as a wdely available and affordable
health resource. A tradition which had
been narginalised by the success of
al | opat hi ¢ medi ci ne was recl ai ned. Mre
inportantly it remained firmy in the
hands of the local population, who
therefore kept acentral roleintheir oan
heal th care.

Funding and bureaucracy

Fostering the participation of the
conmunity is one challenge. It is quite
another to integrate the contributions
and pr ogr anmes of different
departnents or sectors into efforts to
attain overall health goals. Qe of the
nost serious barriers to this is the
nature of departrmental budgets and

fi nanci al structures. Wthin the
bureaucrati c struct ures of
governnents, it i s necessary to naintain
strict l'i nes of aut hority and
accountability. Mney is allocated to
achieve specific ends dictated by the
priorities of the departnent. Wen staff
from different departnents try to
conbine their activities or create joint
work programmes, negotiating the
budgetary freedom to enable this to
occur can be difficut. To which
departnent will costs be allocated for
transport, for joint workshops, for pro-
gramme admini stration? Gan all this be
justified? How wil differing priorities
be reconciled? Wo wll be in charge
overal | (and who wi |l thereby feel pushed
to the nargins)? In a project to promote
good nutrition throughincreased agricul tura
production of nutritious food, does the
health departnent or the agriculture
depart ment take charge? These are not id e
questions, and while ‘ common sense’ may
lead us to the conclusion that the
responsi bility nust be shared, thisis not
easy to achi eve admini stratively.
Afurther layer of conplexity is added
by the influence of those agencies which
provide the funds for heath care.
Application deadlines nust be net.
Funding is for tine-limted periods only.
Hard evidence of the positive outcones
of past fundingis required when appl yi ng
for future funds. Each agency has its own
agenda to pronote. Gertain activities are
highly favoured and others |ess so, and
this quite naturally changes over tine.
For those attenpting to provi de services
over a sustained period of tine, the
prospect of failing to obtain funding is a
very real one. The changing fashions
within the heal th and devel oprent scene
do not always work in their favour.
Envi ronnent , popul ati on, gender
awar eness, urbani sation, responding to
HV, eradication of polio: these arejust a
few of the fashionable issues of recent
years. Al of them are inportant and



shoul d not be ignored, but many projects
are mainly concerned with the continued
provision of basic health care. Val uabl e
tinme and energy are squandered as staff
try to fit their proposals to the latest
fad. Another current favourite s
sustainability. Not only is this hard to
define; it nmay al so be unrealistic: canthe
poorest countries or regions ever hope to
rely only on their own resources? After
al, it is not the case that devel oped
countries do so; rather they draw on
nmany resources world-w de. C course,
sustainability is not nerely a financial
concept. It has other dinensions which
areequallyinportant: cultural, environ-
nental, organisational, pditical, andsocid .

The economic margin and equity

Perhaps the most pervasive of recent
fashions is that inwhichhealthis viewed
from a predonm nant | y econom ¢
perspective, w th cost-effecti veness and
val ue-for-nmoney taking priority. The
reform novenment sweeping through
public adnministration and econonmc
structural adjustnent have nade a
significant inpact on the thinking of
heal t h-care pol i cy- nakers. The
termnol ogy has changed again to costs,
inputs, products, efficiency and (less
often) investment. A by-product of this
nost recent shift has been that funding
proposals for health-related activities
are increasingly being designed wth
these econonic paraneters in nind. The
way in which this can potentially distort
the project objectives and activities is
open to debate, but there is no doubt that
it is proving very difficut to translate
health into purely econonic terns. The
costs of treatnent or illness are sligtly
easier to estinate, but the benefits of
health to an individua rem@in hard to
quantify in monetary terns. Practitioners
becone caught in the tension between
econonic cal culation of general costs and

benefits and provision of hunane care to
individual s inspecificneed It isa tension
vhi ch nany find i npossi bl e to resol ve.
nce again it is inportant to anal yse
how this new focus changes the centre
and the nargins wthinthe field of health
care. Assessnment of health benefits in

economc terns neans that t he
i nport ance of t hose who are
econonically inactive or invisible is

reduced. It al so undermines the val ue of
other contributions to health and well-
being which nmay be of a social or
psychol ogi cal nature. | amthinking of an
ol der worman | knew i n Papua New Qui nea.
She did not performany visibl e economic
activity, being old and weak. Oh the
surface she consumed rather than
produced resources; thus there was
little incentive to expend still nore on
nai ntaining her health. But what of the
val ue of her know edge and wi sdomin the
resolution of fanmily or community
conflicts? Wat of her value in the
education of the children through nyths,
storytel ling, and personal history? Wat
of her know edge of herbal and househol d
renedi es for conmon illnesses? Hwto
assess in nonetary terns the fact that
she can call upon the support of other
comunity rmenbers in times of
har dshi p, just as she has assi sted t hemin
tines past? These are vital contribu-
tions to the continued heal th of her com
munity, but we have a long way to go
before we can cost them Too often the
economic spotlight is turned upon the
nore straightforward task of assessing
the cost of treating her arthritis or her
chronic obstructive lung disease:
inevitably, she shows up as a negative
i temon t he bal ance sheet.

Anot her variant of the econonic ar gunent

is that of the neo-liberaist, urging us
t owar ds privatisation of service
provision. Wile there nay be sone

advantages to this, it is highly unlikely
that they wll accrue to those on the
nargins of a society. O necessity,
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private investors are interested in
profit and wll concentrate their
provision where the highest profit
nargin can be gained. Governnents may

reduce Sate provision as private- sector

efforts increase, especially when
financial constraints operate, using the
argunent that their provision is no

| onger needed, as the private sector has
taken over this responsibility. However,
the net result is usual ly that services for
the better-off multiply, while those for
the poor are undermned still further.
This pattern is in danger of being
repeated on far too large a scale if the
supremacy of econonmics continues
unchal | enged. Health and welfare
services are cut back wth the argunent
that they are not cost-effective. Mney
is diverted into producti on of goods for
export in order to boost the econonic
gowh of the country. That this is a
short-sighted option may at last be
beconm ng apparent to its pronoters, who
have previously been dazzled by the
sparkl e of the nouveaux riches which it
has created. Poorly fed, poor |y
educated, unfit people do not make for a
prosperous nation. Evidence is grow ng
that health is strongly affected by soci al
divisions. Death rates are higher in
societies wth the greatest gaps between
rich and poor. The well-known health
risks of being poor are greatly increased
if we know that our neighbour is rich.

Social and economic inequality do not
promote good health, though they may
create large profits for mltinational
cor por ati ons.

Gonpel ling evidence of this cones
nost clearly fromthe devel oped rat her
than the developing countries. In the
Lhited Sates and t he Lhi ted K ngdom the
health of the poorest has been declining,
despite increased expenditure on health
care and despite economic growh. For the
WK general health was best during tines
of national crisis: the ngjor world wars
of this century. Geat efforts were nade
to ensure that everyone had the basic
necessities for life (through a rationi ng
systen), while at the sane tine the vital
i nportance of everyone’s contribution
to the war effort was strongly enpha-
sised DOvisions were mnimsed and
equitable sharing of the burdens
stressed, with very real benefits for
health. It is sadthat it seens possible to
achieve this | evel of cohesion only in the
face of an eneny, for in all other ways
war i s undoubted y the greatest of health
hazards. |Indeed, the difficulties of
heal th-care provision at tines of arned
conflict or inits afternath are one of the

nmaj or preoccupations of the present
tine.
Conclusion



It is easy to be cynical about the way in
whi ch we provide for the heal th of those
living at the margins of our society. Vé
seem to nake nost dermands of those
wth least resources. It is those
currently wthout care who are asked to
build their own facilities, fund the
services they require, and manage t hem
in a gender-fair and disability-friendy
nmanner. The denand for sustainability is
made of those living in the nost
precarious of situations. Meanwhile
those wth already existing health
facilities continue to nanage and use

There was once a factory which
enpl oyed thousands of people. Its
production was a mracle of nodern
engineering, turning out thousands of
nachi nes every day. The factory had a
high accident rate. The conplicated
nachi nery of the production line took
little  account of huran  error,
forgetful ness, or ignorance. Day after
day nen and wonen cane out of it wth

squashed  fingers, cuts, br ui ses.
Sonetimes a nan woul d | ose an arm or
| eg. Cccasi onal |y soneone was

el ectrocuted or crushed to deat h.
Enlightened people began to see that
sonet hi ng needed to be done. Frst on the
scene wer e the chur ches. An
enterprising ninister organised a snal |
first-aid tent outside the factory gate.
Soon, wth the backing of the Gouncil of
Churches, it grewinto a properly built
clinic, able to give first ad to quite
serious cases, and to treat mnor
injuies. The Town ouncil becane
interested, together wth |ocal bodies
|i ke the Chanber of Trade and the Rotary
Qub. The clinic grew into a snall
hospital, wth nodern equipnent, an
operating theatre, and a full-tine staff
of doctors and nurses. Several |Iives
were  saved. Finally the factory

themas before. But change cones in two
ways: as a revolution or as a gradual
process. G@ven the nature of heal th-care
provision which relies on nany well-
established institutions and a large,
often centrally trained workforce,
revolution is unlikely. This |eaves us
wth the option of a gradual process. It is
at the nargins of the heal th systemt hat
nmovenent and change are nost possi bl e.
It is where the systemis not working t hat
we are nost likely totry out newideas. It
is those who are currently not included
who can tell us nost clearly what is

nmanagenent, seeing the good that was
being done, and wishing to prove itself
enlightened, gave the hospital its official
backing, with unrestricted access to the
factory, a small annual grant, and an
anbul ance to speed serious cases from
t he wor kshop to hospital ward.

But year by year, as production
i ncreased, the accident rate continued to
rise. Mre and nmore nen and wonen
were hurt or nmained. And, in spite of
everything the hospital could do, nore

people died from the injuries they
r ecei ved.
Gncerned and influential individuals

inthe local conmunity therefore advi sed
the factory nanagenent to call in a
consultant for advice on how to reduce

accident rates. The consultant pointed
out that the nanagenent had thus far
negl ected accident prevention, and
prevailed upon them to organise a
wor kshop for wor ker s about
occupational safety. This had an
inmedi ate positive inpact; but, after

about a year, accident rates returned to
the original levels. A second consul tant
advi sed t hat workers above t he age of 40
shoul d not be retai ned on the production
line, because their reflexes were slow
and they were the nost acci dent - pr one.
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needed toreach them It isinthis context

t het principl es of partici pation,
enpower ment, and equity becone such
potent forces for positive change,

through the way in which they shift the
locus of control and redefine both centre
and nar gi n.

‘“Health for all’ is by nowa well-worn
slogan and the target date of the year
2000 no longer realistic. But it is a
sl ogan whi ch neatly sumari ses nuch of
the f or egoi ng ar gunent for
concentration on the needs of those at the
nargins. If we have the courage to learn
fromwhat occurs at the nargins and apply
these | essons to the overal | system then
— although we nay never reach every
nargi nal group — believe we will nove a
long way towards a fully inclusive heal th
care system

Notes

1 The terns nargin and nargi nal i sation
are used here to indi cate those peopl e,
ideas, or places which are left out or
excl uded from nai nstream pol i cy and
practi ce. The concept of excl usion has
t he sane neani ng.

2 PHC as a strategy is based on a few

f undanent al princi pl es, often
referred to as the pillars of P
These are equity, participation, and
intersectoral col | aboration. The
enphases on prevention and the
devel opnent and use of appropriate

technology are also central to the
approach. Equity requires that efforts
are directed at those nost in need, in
order to reduce any existinginequalities
inhedth It is not sinple equality in
whi ch everyone receives exactly the
sane, but a deliberate redistribution
of resources towards those who have
least. Participation is valued in all
aspects of health and health care —
planning, prioritising, inplenenting,
and eval uating —and by all groups of

people. These tw principles in
particular have inplications for the
health of those currently at the
nargins of any society. Intersectoral
col l aboration requires that the efforts
of all government and non- gover nnent
agencies be directed towards the
i nprovenent of health for the popul ation
as a wole. Integration of policies and
practical activitiesto naxi nise heal th
istheintended result.

3 R Khannu (1992): ‘Taking Gharge:
Wnen’'s Health as Enpowernent —
The SARTH Experi ence’,

SAHAJ/ SARTHI .

Introduction

This articl e concerns research on i ssues
rel ated to wonen' s heal t h, and
particularly applied research falling
wi thin the purviewof health systens, as
opposed to «clinica or bio-nedica
investi gation. Research  into  heath
systens concerns itself wth al the
rel evant variables —social, econonic,
politica, and cultural — that nay
i nfl uence the heal th status of a popul ati on
and their health-seeking behaviour. It
thus addresses broader issues than the

pl anning, organisation, and delivery of
services. It is inportant, because, for
many crucial problens today, valid

scientific knowedge is available. Wat
seens to be difficult is the application of
this know edge for the well-being of all
sections of the popul ati on.

There are several reasons why it is
inportant to focus on wonen's heal t h.

. Health problens requiring priority
care are different for men and wonen.

. Factors leading to ill-health vary
according to sex. This is explai ned not
only by reproductive norbidity and
nortality. The sexual division of |abour
nmeans that nen and wonen do different
tasks, and are exposed differentially to



various risk factors and agents causi ng
illness. For exanpl e, wthin the
househol d wonen usual ly bear greater
responsibility than nen for cooking,
wast e di sposal, and working with water.
There are differences in the nature of
work done outside the house as well.
Furthernore, in nost societies wonen
are frequently victins of viol ence, both
domestic and sexual, physical and
psychol ogi cal .

. There is limted know edge about even
sone of the nost basic health probl ens
of wonen, such as those relating to
nenstruation and various infections of
the reproductive tract; not to nention
psychosoci al and nent al - heal th
pr obl ens.

. he of the nost telling exanpl es of

falue to apply existing scientific
know edge to inproving wonen's heal th
status relates to maternal nortality,

vhi ch i n devel oping countries is 50 tines
higher than in industrialised countries —
a figure which indicates the extent of

preventable fenale nortality in poor

soci et es.

. e of the least-studied areas rel ates
to wonen' s participationin solvingtheir
own heal th probl ens, al t hough
theoretically this ought to have been a
focal part of studies of comunity
i nvol venent .

W need to know nore about various
aspects of wonen's health, and in
particular we need answers to the
fol | ow ng questi ons:

. Wat problens do wonen from
different social groups experience?

. Wat are the causal factors?

. Wiat are wonen’'s perceptions, and
what is their understanding of their
probl ens?

. Wat are the factors influencing their
heal t h- seeki ng behavi our ?

. How can woren be enabled or

enpowered to participate in solving
their own heal th probl ens?

A framework for analysing
women’s health status

A given nethodology is as good or as
limted as one’s framework of anal ysis.
This is illustrated by the story of the
fact ory whose nachi nery caused seri ous
inuriestoits workers, and the nature of
the responses to the probl em(see Box). !
The ‘problens’ that a research team
identifies and the ‘solutions’ that it
proposes depend very nuch on a
particular world view what the
researchers see as ‘given’, and the
paraneters wi t hi n whi ch they function.
Qur framework for analysing issues
concerning wonen's health is given in
Figure 1. As can be seen, the conponents

we have identified are inter-related.
Variables include both those that
influence wonmen's susceptibility to
illness, and those that influence their

response toill heal th.

V¢ start from the prenmse that
disease is a natural/biologica reaity
which is both socially produced and
socially defined, and influenced by the
global and local economc environnent.
V¢ alsoseeit as resulting froma process
of interaction between these various
factors which are thensel ves changi ng
and evolving, both as individual entities
and as interconnected sub-systens. Qur
framework consists essentially of four
naj or conponents.

Background factors: the socio-
political context which influences
peopl € s economc environnent and
vel | -being, the characteristics of
heal t h- servi ce systens, and wonen’s
status i n the soci ety.

. Health-service factors: how services
are financed (wth Sate funding or as



part of the market econony), who
controls them their priorities,
coverage, and distribution, and the

quality of care provided.

. Wnen's status: itself the product of a
nunber of variables included in
background factors, but an inportant
determnant with respect to wonmen's
heal th stat us.

. \Wnen's perceptions of health and

illness, and their health-seeking
behavi our: again, deternmined by the
interaction bet ween backgr ound

factors and community heal th cul ture;
wonen's status and heal t h-service
factors.

Background factors

V¢ have consi dered background factors
intwo tiers, consisting of the nacro and
mcro dinensions respectively. The
macro dinension looks into factors
whi ch influence conditions at a national
level, while the nicro dinension is
concerned wth factors influencing
health status within a community, and
accounting for differentials in heath

status wthin it and between one
comuni ty and anot her.
Gven the transnationalisation of

commer ce and production, and the inter-
dependence of economes across the
globe, the nacro-dinension needs to
take into consideration influences of the
world econony on the econony of a
nation. Arecent work on the influence of
world recession on child welfare
devel ops a conprehensive picture of
nmacro-factors and their systemc inter-
rel ati onshi ps. 2

Qur franmework al so incorporates the
phar naceut i cal industry and the
popul ati on-control establishnent, both
of whi ch have consi derabl e infl uence on
national health-service systens. V¢
have added a second tier, nanely factors
influencing health status at the

community level. This is to nake
allowances for inter-community and
intra-coomunity differentials in the
enj oynent of good heal th and exposure to
the risk of disease.

Two naj or conponents within mcro-
factors have been identified: (a) the
characteristics of the commnity to
vhi ch wonen bel ong; and (b) the health
cul ture of the comunity.

The first set includes the social
divisions within the community: caste,
race, ethnicity, for instance; then the
availability of nateria and non-naterial
resources: the size of the cake at its
disposal; and finally the distribution of
these resour ces across the various sub-
divisions of society already identified.
For exanple, wormen may be affected
because they bel ong to a very poor sub-
section, such as a poor caste or a group
of landless labourers. Aternatively,
although they belong to a wealthy rich
sub-group  or a relatively rich
comunity, they nmay be affected by
discrimnation. @, as is usualy the
case, wonen nay suffer as a con-
sequence of both poverty and discrimn-
ation. Each nust be differentiated, since
each requires different strategies for
action.

By a coomunity’s health culture, we
nean attitudes to health and illness, and
tofertility and its control; beliefs about
the etiol ogy of various health probl ens;
traditional healing resources commonly
used; and the community’s attitude to
formal health services. Practices and
bel i efs concer ni ng nenstruati on,
pregnancy, and childbirth woul d feature
prom nent |y anong t hese.

Health-service factors

Heal th-service factors have also been
considered at the nacro and nicro
l evel s. National health-service systens
are influenced directly by international
factors such as the transnational



phar maceut i cal i ndust ry and the
popul ati on-control establishrment; and
indirectly (through its influence on the
national econony) by the international
economc climte as a whole. They
invariably reflect the character of the
national econony — whether State-
funded and subsi di sed, narketed by the
private sector as a service wth a price,
or consisting of both private and public
sectors, as the case nay be.

A the microlevel these factors relate
to the resource base and power base of
the commnity in question. An urban
community or a wealthy social group
thus has better access in general, as well
as access to enhanced quality and nore
appropri at e servi ces, than does a poor or
a socially nargi nal i sed communi ty.

Women'’s status
VWnen's susceptibility to illness is
necessarily a product of their status

within their communities, irrespective
of the socia group to which they bel ong.
Thus, besides incone and educational
level, indicators of wonen's status
woul d al so include social indicators, for
exanple their level of autonony and
physical nobility, and the incidence of
nmal e vi ol ence agai nst them Mechani sns
for women's participation in decision-
nmaki ng are al so an indicator of wonen's
status. Are there groups of wonen,
formal or informal, in which they can
cone together and discuss their health
needs, or put pressure on the
authorities? Is there a place for wonen
in decision-naking bodies in the |ocal
government or village councils, through
whi ch they can express their needs and
make demands?

Women’s perceptions of illness, and their
health-seeking behaviour

This is the fourth naor influence on
wonen's health, and is itself nedated

by a nunber of the factors and vari abl es
al ready discussed. Vénen's status, the
health culture of the community, and
heal th-service factors interact in the
process whereby worren deci de what to
do when they get sick.

A wonan's status affects her self-
perception about whether she deserves
to take care of herself or not. In sone
cutures (like the one I belong to), a
worman is not expected to conplain. A
wonan woul d feel that she has failed as a
worman i f she coul d not cope: ‘ Everybody
el se seens to be doing it. Wat's wong
with me?

Again, for certain kinds of illness or
for certain kinds of health event, it is not
usual for nenbers of the conmmnity to
seek nedical help. Snce pregnancy is a
normal event, why go for antenatal
care? This has nore to do wth the
community’s beliefs about health than
with wormen’'s status per se. The
nuner ous bel i ef s and practices
surroundi ng nenstruation, pregnancy,
and childbirth, as well as attitudes to
fertility and its control, which are part
of the comunity’s health culture
specifically affect both wonen' s health
and their heal t h- seeki ng behavi our .

Heal th-service factors also exert
great influence: physical as well as
social accessibility, affordability of
services in terns of nonetary and ot her
costs, and quality of care.

W have presented a long list of
factors that nay influence wonen' s
heal th. Sone of these influence wonen’'s
susceptibility toillness, whilethe others
i nfl uence their heal t h-seeki ng behavi our.
It isnot that every single one needs to be
taken into account in any given study.
Rather, what we have presented is a
framework for analysis, presenting
variables to be taken into account as
i npi ngi ng on woren’ s heal t h.

Methods of enquiry



The appropriate research nethodol ogy
depends on the specific purpose of the
study in question. There nay be very
sinple ways of investigating certain
questions, while for others we nay need
sophi sti cated techni ques. Facts are only
as sacred as the use to which they are
put. V¢ need not be obsessed wth bei ng
abl e to produce quantitative data correct
tothelast decinal point.

Through a conbi nation of qualitative
nethods and better-known techniques
for the collection of quantitative data,
and the use of existing secondary dat a,
one can gather infornation related to
various conponents of the framework
descri bed above. However , the
net hodol ogi es discussed in this article
are related to only one aspect: nanely,
the collection of prinary information
fromthe field. These are probably not
standard data-collection nethods, but
we present them here in the light of
having used them in conmunity-based
research. Al but one relate to the
collection of qualitative information. V¢
al so describe one exanple of doing a
large-scale health-interview survey
with community i nvol venent.

The nethodol ogi es described bel ow
have been usef ul in gathering infornation
to help to assess health needs, to
understand factors influencing ill health
inagiven conmunity, and to | earn about
perceptions and attitudes that affect
health. (These nethodol ogies can be
enpl oyed for any exercise in prinary
data collection, and are not specific to
research on wonen’s heal th.)

GCommuni ty- based research often ends
up investigating what outsiders need to

know about what insiders in the
community already know. In fact, the
need nay be not to gather nore
infornmation, but to gather everyone

together to look at what they already
know This, then, is a basic starting

principle.

Observation

(bservation can yield worthwhile
results and can be an unobtrusi ve way of
learning. It can be a very good exercise
for an outsider entering a community for
the first tine, just to watch and observe
bef ore shooting off questions. Hfective
observation denands that the outsider
has a cl ear idea of what she or he wants
to observe. This is why we enphasi sed
the franework i n t he begi nni ng.

(pbservation can, for exanple, give
information about the comunity’s
physi cal resources; social groupi ngs and
settlenent patterns; activities that
peopl e engage i n; and differences inliving
and working conditions across social
groups. It can reveal where and how
wonen spend their tine, how they are
treated, how healthy or otherw se they
look; whether there is a visible
distinction in the ways that boys and
girlsaretreated... and so on.

Thisis, of course, only afirst step, a
stage in which to formulate questions
needi ng further probing, or hypotheses
for testing on a w der scal e.

Group interviews

QGoup interviewns nay take place in
informal or formal settings. There are
several situations when people gather
informally —in sonebody’ s courtyard,
i n somebody’ s wor kpl ace —and t hey can
be useful opportunities to find out nore
about situations applicable to the
comunity as a whole. Wat is the work
season? How many people get work in
general ? Wat are the wage | evel s? Are
wages di fferent for men and wonen? For
answers to nmany questions there is no
need to go house to house. Qhe can get a
general picture froman informal group
interviemw A household survey is
necessary only if nore refined
informati on i s needed.

Mre formal group interviews take
pl ace in settings such as workshops, and



are especially wuseful for research
rel ated to wonen’' s heal th. In a workshop
setting, groups of wonen are able to
respond to sensitive questions better
than when interviewed at hone, where
they may be rel uctant to tal k with nen or
el ders around. Formal group interviews
are al so useful when woren need to be
presented wth sone facts before
questions can be posed. For exanpl e, we
hel d a wor kshop di scussi on on synpt ons
of gynaecol ogi cal infections. There were

many questions and requests for
clarification from the wonen. To ask
t hem ‘Have you ever had such
synptons before? was then nuch

easier. But in a household norbidity
survey where you start off asking for
synpt ons, woren may often not know
what you are tal king about, or nay not
feel freeto share their heal th probl ens.

The aut hor has al so used fornal group
interviews to gain a sense of the extent
and naj or causes of infant death. Wen
we asked the group, ‘How many of you
have | ost a baby? and everyone had, we
did not have to calculate the infant
nortality rate inthat commnity to know
that sonething was terribly wong. For
our purposes, this was enough:

‘Wat didthey die of?

‘Ch, we don’t know'’

‘Od they die imediately after
bi rth?’

‘Yes.’ and so on.

% di scovered that nany were neonat al
deaths, and that they were not related to
neonatal tetanus. They seened nore
related to the wonen's heal th probl ens
during pregnancy, such as hypertensive
disorders, and to difficulties during
| abour .

Talking to key respondents

This is a nethod often used by social
scientists and anthropologists. It is
useful to talk to key people in the

different social groups wthin the
community, rather than treating the
commni ty as a homogeneous entity.

The sane question nay have to be
asked of peopl e who you think nay have

different perspectives — those from
different age groups, for exanple, or
different power centres — to avoid

getting a one-sided and partial picture.
For exanple, we talked to the public-
health nurse and the nedical officer in
charge of the health centre, to assess
their views on what the community
needed nost, and why services were not
delivered or utilised as pl anned. And t hen
we talked to sonme wormen in the
community to find out what they thought.
This helped us to gain a grasp of varied
and conflicting perceptions, and to
identify areas for renedial action.
Talking to key people is also useful for
gathering specialised information: we
spoke with traditional birth attendants,
for exanple, to find out about birth
practices; and wth the village headnan
to learn about relevant Sate-funded
devel opnent pr ogr amres.

Collecting case studies

Gase-study collection is useful if, for
exanpl e, we are i nt erest ed in
identifying nultiple causes leading to a
death, disability, or serious illness. In
the case of naternal nortality, a woman
may have died of haenorrhage during

labour; but there are many other
factors, such as her being poor,
mul ti par ous, di st ant from heath
facilities, and so on which, in

conjunction, were responsible for her

death. Gase-study collections have
helped to identify a nunber of non-
nedical variables that may make the

essential difference between life and

deat h.

Role-play and drama techniques
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Anot her nmethod which we have found
val uabl e is rol e-playi ng by wonen in the
community. This is best organised in a
workshop setting, as in the case of
fornal group interviews. This is very
useful w th wonen’s groups who are not
used to standing up and expressing their
ideas and thoughts. But when you ask:
‘Can you portray what happened when
such and such a wonan fell seriouslyill in
your village? , they get together and
enact the situation wth relative ease.
And through their portrayal we learn
about nany of the processes that cause a
particular illness, and the decision-
making  processes that det erm ne
whether or not nedical help is sought.
The wonan falls ill, and then you see the
rol e-pl ayers asking so-and-so before
they make decisions about what to do;
and they perform particular rituals,
prepare certain hone renedies, and so
on. V¢ woul d never have found out about
them by asking questions, because we
would not have been aware that such
vari abl es exi st ed.

Health interview surveys

V¢ describe below an exanple of an
attenpt to do a large-scale survey of
reproductive norbidity inwonen. It was
undertaken by a rural wonen’ s
organi sation, which selected a group of
wonen fromt he communi ty who had been

trai ned over the previous coupl e of years
as basic health promoters. They were
aware of sone of the najor health
probl ens of wormen and children, and
could recognise the synptons. They
knew howto treat themwth [ ocal cures
and sinple drugs, and to identify when
nedi cal hel p was necessary.

A workshop was organi sed for these
woren, explaining the need for
systenatic data col | ecti on, and i nvol vi ng
them in drawng up a questionnaire
concer ni ng wonen’ s pregnancy hi stori es
and synptons of health problens. A
second workshop was organi sed after a

trial run of the questionnaire in one
comuni ty, in which doubts and
difficuties vere clarified.
Questionnaires were checked, and

incorrect or
poi nt ed out .
The wonen then started the survey. It
was not a sanpl e survey, but a conplete
enuneration of all the households in the
| ower-caste settlenents of 48 vill ages,
a total of 3,000 househol ds. A baseline
survey was done, and the norbidity
profile was updated every nonth. The
researchers then rechecked a 10 per
cent sanpl e of conpl eted questionnai res
inevery village, usinghouse visits. Wen
we found naj or discrepancies, the entire
settlenent was resurveyed by a group
made up of researcher/heal th pronoters
fromother villages, to ensure that data

inconpl ete entries were



were not fal sified once agai n.

To elimnate recall errors, we asked
questions pertaining only to current
illness: what synptons the respondent
was suffering from on the day of the
interview V¢ had a checklist of
synpt ons rel ated to conmon
reproducti ve heal th problens i n the area
and went through it, instead of just
asking the women if they were sick. In
order to reconfirm that synptons
reported did in fact correspond to the
heal th problens they were presuned to
denote, we once again relied on a 10 per
cent sanpl e of the wonen who had been
studied. A clinical examnation was
carried out by a gynaecologist on this
sanpl e of wonen, to give an idea of
nargins of error and errors specific to
certain heal th pr obl ens. V¢
subsequent |y nodi fied the questionnaire
and our nethods for the next round. V¢
didthis over one year, and by the end of
this process we had evolved a fairly
trustworthy procedure.

Such a survey has had several
advant ages: we have gat hered suffi ci ent
data at arelatively lowcost. The extent
of norbidity may be higher than we have
identified, but we definitely know that
the preval ence rates are at |east 33 per
cent inour case. Aclinica examnation of
a |l arge sanpl e woul d be ideal, but, since
it woul d al so be very expensive, it woul d
never get done. V¢ al so know what the
maj or health problens are, how wonen
interpret their etiol ogy, and so on.

Mre inportant, however, is the fact
that the survey results are not just
sitting in a conputer’s nenory. Vénen
in the comunity are very much nore
awar e now of their own heal th probl ens.
VWnen who have been trained as health
pronoters now know nore clearly the
nature of the local problens, and are
nore effective intreating them Vé have
tried to sumarise the results in
pictorial form and have hel d exhi bitions
in the villages where we collected the

data. These have stinul ated consi derabl e
di scussi on: ‘This nany wonen
conpl ained of this and this. This nany
wonen went to the heal th services, and
this many didn't go. Wy? V¢ have al so
had role-plays enacted by health
pronoters, depicting | ocal case-studies,
to provoke di scussi on about all the ways
inwhich adeath or disability could have
been prevented, the identity of the
different actors, and the courses of
action open to them Even large-scale
surveys can thus be actively used as
tools for education and awareness-
raising, and as a way of bringing about
local participation in solving people's
own heal th probl ens.

(ne further point about the qualitative
net hods descri bed above: these net hods
can be wused even in conventional
research where quantitative accuracy is
inportant, as part of an exploratory
phase to get a better sense of the
variables involved, or in an attenpt to
understand puzzling results. This hol ds
true whether the research involves
prinary data collection or whether it
draws on secondary data sources. To
give an exanple, we discovered on
anal ysing data fromour heal th intervi ew
survey that newy narri ed young wonen
received no nedical help whatsoever
when t hey devel oped reproducti ve heal th
problens. nh being asked why, they
replied that they were afraid. The group
interview process reveal ed that these
wonen were virtual ly powerless within
their narital honmes, not having yet
provi ded progeny to carry on the famly
nane. They feared that if they fell ill,
they woul d be considered a liability and
sent back totheir parental hones.

It is clear from the nethodol ogi es
described above that it does not require
‘specialists’ to carry out research on
vwonen's health. Al it requires is the
willingness and commtnent to start
with an open mnd, and learn from
ordinary people. Qur task is to chall enge



the speci alists’ nonopol y over
information on what ails wonen; and to
generate informati on on wonen’s heal th
from the life  experiences and
perceptions of affected wonen —
infornmati on that takes into consideration
worren’ s whol e sel ves and
Ci r cunst ances.

Notes

1 A nodified version of ‘The nodern
parable’ from It's Not Fair, witten
and conpiled by Anne W!IKinson,
Christian Aid, London, 1985.

2 Govanni Andrea Cornia: ‘A summary
and interpretation of the evidence',
Wrld Devel oprent 12(3), pp. 381-
91, 1984.
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Introduction

Throughout the 1980s, international
health planners argued that increased
access to immnisation would rapidy
reduce high rates of nortality anong
children. By 1985, when the worl dw de
goal of Lhiversal Child |nmunisation by
1990 (UA 90) was set, many health-
sect or devel opnent strategies focused on
increasing inmuni sation coverage. Most
Sout hern governnents and i nternational
donors declared their commitrent to
achieving Ud 90, and pledged their
resources accordingly. By the end of the
decade, reported figures for
i mmuni sation coverage from around the
world were tallied; and, at the Vérld
Surmmt for Children, held in Septenier
1990, Uhiversal Child | mmni sation was
at |ast declared.

Wnfortunately, global figures tend to
nmask the less successful experiences.
Few reports have energed from those
countries which failed to achi eve the Wd
90 goal . Nor have we | earned the reason
why these programmes mght have
failed. Like many countries, Sonalia
joined the inmmunisation “band wagon’,
launching its national programme wth
great politica zea. Inthe latter haf of
the decade, access to irmmunisation
inmproved rapidly. Nevertheless, ten
years after the programme began, many
nothers remained sceptical of this
particllar health intervention. Their
reservations were expressed as sone of
the lowest national coverage figures in
the worl d.

Little was known about wonen's
reasons for not accepting i nmunisation.
Wiile poor access to health facilities
conpounded | ow coverage, even where
i muni sation was available, denand
remained low Previous attenpts to
investigate the reasons for non-
conpletion of inmunisation in Sonalia
reveled a wde range of explanations.
However, few studies were able to
determine the relative influence of

different factors on peopl € s accept ance
of the schenes. (See Mohanmmed 1986 and
Mnistry of Health 1988.)

To assess the reasons for | ow denand,
the national Expanded Programre on
I mmuni sation (EP) and Save the Chil dren
Fund (W) jointly enbarked on a
communi ty- based study of i mmnisation
acceptability. The research ained to
assess i ndi vi dual and col | ecti ve
experience wth the programme, to
ascertain the reasons for poor
acceptance, and so deternine practical
ways to inprove uptake. However, the
research also conveyed to programre
nanagers an entire history  of
i muni sation at  grassroots |evel.
Menbers of the cormunity were able to
explain, in their own words, the role
which they played in the drive for
Lhi versal Child | mmuni sation.

Background

Sonalia is a country of only 8 nillion
inhabitants. It is estinated that nore
than hal f the popul ation |ive a nonadi c or
sem -nomadi ¢ exi stence. A though the
country is linguistically uniform Sonali
becane a witten | anguage only in 1972.
Education level s are poor, and nuch of
the population renains illiterate. Poor
communi cation netwrks, renote and
mgrating coomunities, plus a noribund
health systemall tend to frustrate the
consistent delivery of health care and
heal th i nfornati on.

Before the overthrow of President
S ad Barre in January 1991, the Sonali
Socialist Revolutionary Party played a
pivotal rodein pditicd ad‘dficid’ sodd
life in the coutry. Party workers,
representing various sectors — youth,
labour, health, pditics, and agriculture —
were assigned to each admnistrative
division of every village and town. The
government nornally enployed them to
organise poitica activities and to provide



a focal point in the community for
national devel opnent pr ogr anmes,
i ncl udi ng i nmni sat i on.

The immunisation programme

In 1978 the governnent |aunched the
Expanded Programme on | nmunisation,
introduci ng immunisation for wonen and
children in Banadir Region, which included
the capital, Mgadishu. The programme
ained to inmmunise 80 per cent of all
children aged 11-23 nonths agai nst six
killer diseases (polio, diphtheria, whoopi ng
cough, tetanus, tubercul osis, and neasl es),
as well as 75 per cent of al wonen of child
bearing age to prevent tetanus in new
borns. Activity increased slowy from
1978 to 1985, when three successive
imuni sation campaigns were  held
throughout the country. A nunber of
international devel opnent agenci es
actively supported thisinitiative, provid ng
substantial resources to assist the Sonali
governnent i n neeting canpai gn targets.

By enlisting a network of Party
officials and workers, all wonmen of
child-bearing age and all under-fives

were registered and taken to specified
centres to recei ve i nmuni sat i on.
I nfornation was di ssemnat ed at
comunity level through Party cadres,
many of whomhad little or no previous
know edge of inmunisation. Measures
used by the government to ensure
conpliance during the canpaigns were
often extrene. Mthers  refusing
i mmuni sation were threatened with fines
or inprisonment; some were forcibly
taken to the inmunisation site. Health
staff, instructed to neet targets, also
pl aced pressure on wonen and woul d
actively seek out children whose
nothers failed to attend. A this tine,
many health workers were trained to
admini ster vaccines and gai ned a basic,
but |imted, under standi ng of inmunisation
and health-education nessages. Wiile

‘community’ nobilisation was general |y
effective, i munisationsites were often
cronded and chaotic. Achieving high
coverage often took precedence over
genui ne and ef fective patient care.

In nost cases, the canpai gns succeeded
in raising coverage dramaticallly.
Neverthel ess within a year, rates fell as
new cohorts of eligible children failed to
cone forward for immunisation. In
response, the governnent initiated a
second strategy, openi ng nany new sites
in nost major towns. Stuated in Party
Qientation Centres, and staffed wth
nore newy-trained nurses, these
services ained to bring imunisation
closer to the grassroots and to encour age
Party cadres to nobilise the nmothers.
Goncurrent efforts to raise awareness
included radio broadcasts, drana
productions, ‘Mbilisation Days', and a
bi rth-registration progranme.

From 1985 to 1988, Sonalis watched
i muni sation activities achi eve nati onal
inportance. However, despite these
efforts to secure coverage targets,
actual denmand rermained low In 1989,
anong children in Mgadi shu, where
access was greatest, coverage of DPT3
(the third and final dose of a trivalent
vaccine for diphtheria, polio, and
tetanus) was only 25 per cent; and only

26 per cent of eligible wonen had
received at least two doses of tetanus
vacci ne.

Research objectives and approach

The obj ectives of this research were two-
fdd

. to gan wunderstanding of health-
seeking behaviour anong Sonal i
nothers, and thereby deternine the
factors influencing the acceptance of

i muni sati on;



. to nmake recommendat i ons for
inproving acceptance, in order to
i ncrease the use nade of i mmuni sation
servi ces.

S nce the research ai ned to di scover the
attitudes and beliefs contributing to | ow
denand, researchers took a qualitative
approach to data-gathering. Previous
studies to assess poor acceptance used
closed questionnaires as an adjunct to
coverage surveys; and no fewer than 15

di fferent reasons for i nconpl ete
i nmuni sation energed. A though they
offered sone insight, quantitative

nethods had failed either to deternine
the relative inportance of the different

factors or to clarify the relationship
bet ween t hem An open- ended,
qualitative approach allowed for

variabl es to arise fromthe research and
then be explored thoroughly. Fotential
sensi tivity to sone research topics also
influenced our choice of nethods. The
i mmuni sati on programe had cl ear |inks
wth political goals and Party activities.
It was assuned, therefore, that sone
respondents would be loath to speak
candidly and critically in response to

direct questions about a governnent
pr ogr amme.

Site selection

ne urban community (Yagshiid district,
Mbgadi shu) and one rural comunity
(Janane district, Lower Juba Region)

vere sel ected for the study. Qiteriafor

selection included the presence of a
functioning Mther and Cild Health
(MH centre, relatively consistent

avai | ability of inmunisation for at |east
one year, and the presence of related
outreach activities.

Cat a- gat heri ng f ocused on the
catchnment areas of both MMH centres.
However, in Jamane, two additional
settlenents were included inthe study to
assess the extent of awareness of
imunisation in coomunities which did

not have access to health services and
formal immnisation promotion. The
latter were also selected to provide
better wunderstanding of perceptions
concerning disease and concepts of
prevention. Before the data were
gathered, immunisation coverage was
neasured in Yagshiid district, using a
standard WHO 30 cluster survey.
Qurrent coverage rates in Jamame
district were already available, and so
no survey was conducted. Coverage of
three doses of DPT vaccine in Yagshiid
and Jamane measured 25 per cent and
34 per cent respectively.

Methods

Data were
et hods:

derived through three

. focus-group di scussions wth not hers
assenbl ed by age and parity;

. informal interviews wth individuas
associated directly wth the i nmuni sati on
programe, and those identified as
sources of health advice in the
comuni ty;

. Observation of official and traditional
heal t h practi ces.

\Wnen sel ected for focus groups repre-
sented all the admnistrative areas of
each commnity. They were grouped
according toage and parity, reflectingloca
perceptions of experience and authority
inrelation to childrearing. It was felt
that respect for ol der, nore experienced
wonen would hinder discussion if
mthers of all ages were grouped
together. Qoups consisted of woren
aged 16-30 wth fewer than four
chi | dren; wonen aged 31-45 with four or
nmore children; and nothers who had

conpl eted child-bearing. D scussions
took place in the home of a group
menber, and lasted from one to three
hour s.

Informal individual interviews were

undertaken to conpl enent di scussion



data and provide a w der perspective of
I ocal experience with inmunisation and
heal th care. Respondents included officias
associated wth the immunisation
programme: governnent and party
| eaders and heal th staff; and community
nenbers identified through focus groups
as ‘health advisers': traditiona and
religious healers, know edgeable ol der
wonen, and m dwi ves.

To assess the relationship between
nothers and health providers and the
ef fecti veness of i mmuni sati on
nessages, resear chers obser ved
activities in MH centres, imunisation
sites, and treatnent sessions run by
traditional and religious heal ers.

The research team consisted of one
expatriate and two Sonali researchers.
Researchers lived in each study site for
one month, often wthin households or
famlies. Al interviews and di scussi ons
were carried out in Sonali and revi ened,
di scussed, and witten up on the day of
the interview The follow ng topics were
used t o gui de t he research:

. awar eness and
i Muni sat i on;

. attitudes towards characteristics of
i muni sation: safety, effectiveness,
accessibility, and cost;

. perceptions of diseases preventable
by vacci ne;

. perceptions and practices
prevention;

. perceptions of nethods of pronoting
and del i vering i mmuni sati on;

. the rde o heath adice in the
comuni ty.

know edge of

related to

Results

First impressions

Wen the Mnistry of Health introduced
i muni sation t hr ough nati onal
canpai gns, governnent and health
personnel were held responsible for

ensuring that all wonen and children
were registered and immunised. This
first thrust for high coverage set the
stage for the future of the programme.
Experi ences reported during the
canpai gns reveal ed strong contenpt for
the way in which i mmuni sation had been
introduced to wonen at the local |evel.
Mot hers descri bed their encounters wth
the authoritarian canpai gn-workers
vividly and enotional ly. The experience
was so striking that respondents in both
comunities narked the tine in |ocal
history as the ‘tine of forced
i muni sation', tallaal ka gasab oh.

ne nother reported, ‘1 did not decide
to take ny children. | was forced during
the tine they were forcing people. They
said, “Pay a fine, be arrested or
imunise”. Thisisthetine!| heard about
i muni sati on.’ Lack of adequat e
information, coupl ed with such canpai gn
enthusiasm incited fear and confusion
about the purpose of immunisation. Wen
recalling their experience, respondents
of ten betrayed t he tacti cs whi ch had been
used to avoi d canpai gn workers, such as
noving children to outlying villages or
hiding them within the house. Qher
nothers reported about the canpaign,
‘There was no decision, just the Party
Gommittee and the mlitia. Wen they
cone to your door, there is no deci sion.
W are not afraid now but inthe past it
was difficult. They knew every nother
and they woul d say “She is inthere, take
her out”.” Q@ again, ‘During the
canpai gns, nmothers used to be forced to
take imunisation, and nany nothers
used to escape. This is because at the
tine i munisation was new and they did
not know whether it would kill ther
children or was given for other purposes.
The nilitia and the Party nenbers gave
nothers a very hard tine. They used to
check house to house for snall children
and take themto the i nmuni sati on pl ace.’



Perceptions concerning the safety of
immunisation

Research results indicate that the
experience of the canpaign strongly
affected nothers’ initial attitudes
tonards the safety of immunisation.

Met hods of delivery and pronotion often
engendered fear and pronpted rumours
about the severity of side-effects. As
one group stated, ‘After inmunisation
the injection site becones sick. It does
not heal very qui ckly, so you nust return
to the health service for assistance.
Wien the mouth of the wound cones
toget her, then sonething hardens on the
bone and | eaves a scar as if the child had
been sl aught ered.’

A second t hene associ ated with safety
relates to the tetanus inmmunisation
given to wonen. At first, nost nothers
triedtorefuseit, because they believedit
was contraception. Runours spread that
the governnent was using inmmnisation
in oder to arrest population growh.
I nadequat e i nfornation, together with the
governnent’s drive to |ocate wonen of
child-bearing age, |ed to suspicion of the
ulterior motives behind the programe.
Qoups of ol der wormen expressed the
strongest reservations about tetanus
vaccine: ‘Wy vaccinate girls? It’s not a
good thing. It stops child-bearing. It is
inpossible for a girl to take this. The
girls who take this vaccination are the
ones who do not want to bear children and
want to becone prostitutes.’

Effectiveness of immunisation and
perceptions of disease

Lack of awareness about i mmunisation,
and fears about safety, raised sone
doubt about its effectiveness. A first,
nothers reported that nothing coul d
prevent the diseases which are brought
by Gd: ‘Il ahy i yo quranka ayaa ka horteg
leh —nly Gd and his Q uran can prot ect
us’'. However, as tine passed, they were
abl e to see for thensel ves the benefits of

i muni sation. Mthers recalled that
their views changed when neasles
appeared in the comunity and
i muni sed children were not affected.
The najority of wonen who di splayed a
trust in immunisation had had personal
experience of its capacity to prevent
disease. As one group stated, ‘ V¢ have not
seen an immunised child contract
neasles. Since immunisation began,
t hese di seases have decreased.’

Per cept i ons concer ni ng the
effectiveness of immunisation also
varied according to disease. It was
wdely thought to be effective agai nst
neasl es and whoopi ng cough; but was
rarely considered to offer effective
protection against the other four HEA
di seases. Respondents reported narked
differences in their perceptions of
cause, seriousness, and children's
susceptibility to each disease. For each
illness, mothers described comon
practices for prevention and cure. Their
accept ance of the neasl es vacci ne may
have been greater because they felt that
neasl es was highly contagious and the
nost severe of all the BP diseases.
Mor eover , respondents could not
identify an exact cause for the di sease,
or a specific neans of prevention.

Oh the other hand, diseases which
were classified as spiritually caused,
such as polio and neonatal tetanus, were
hardly linked to irmmunisation. Uhlike
neasl es, mothers were clearly able to
specify a cause for polio and neonatal
tetanus. Reported nethods of treatnent
and prevention were available from
heal ers who speci al i sed i n these types of
illness. Mthers reported that Véstern
nedi cal care, such as i muni sation, was
ineffective against spiritually related
disease. Hence, traditional practices
whi ch were seen to address the cause of
di sease were nore highly valued than
vacci nat i on.

Qassification of the disease also
reveal ed that nothers considered tetanus
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and neonatal tetanus to be different and
distinct from each other. Tetanus was
known as tetano, whose synptons,
cause, and treatnent resenbled the
known nedical description of tetanus.
Sonme wonen had eventually accepted
i muni sation for prevention of tetanus
in mothers. However, they did not
believe the same vaccine could also
prevent tetanus in newborns. Neonatal
tetanus was known by a different nane:
t oddoba na gaart o, a phrase whi ch nmeans
‘not reaching seven days’. The nane
refers to the fact that childrenwth this
disease usually die wthin a week of
birth. Wlike tetano, its cause is
spiritual, and it cannot be treated or
prevented w th Vst ern nedi ci ne.

A general lack of understanding of the
way in which the wonen and nothers
perceived disease was reflected in the
promotional nessages used in the
programe. For exanpl e, the termused
to describe polio was dabeyl, literaly
‘the wnd, sonetines referring to a
spirit. From the respondent s’
perspective, dabeyl was a nane given to
a group of diseases all of which were
brought by the same spirit, or dabeyl .
Messages claining that immunisation
could prevent dabeyl suggested to
not hers that inmunisation could also
pr event epi | epsy, nmadness, and
mscarriage, as well as polio. Because
such messages were confusing, few

not hers felt convi nced of their veracity.

Health advice
Reports and observations of traditional
healers illustrated their roe in

i nfl uenci ng heal t h- seeki ng behavi our. By
reinforcing conmon perceptions about
di sease, healers indirectly affected
not hers’ attitudes towards i mmuni sati on.
The perceived need for inmunisation
against certain diseases (polio, neonatal
tetanus, and tuberculosis) was often
dimnished by the availability of care
from traditiona heal ers. | ndeed,
communi ty- based health advice proved
to be a critical conponent of health-
seeki ng behavi our.

A Somali proverb states that a sick
nman has 100 advi sers, nin buka bogol u
talise. In addition to seeki ng advice from
doct or s, phar naci es, and heal ers,
respondents indicated that they also
relied heavily on relatives and friends,
especially at the early stages of ill ness.
As one nother stated, ‘Mst of a
not her’ s advice is in the nei ghbourhood.’
The energing trust in inmunisation for
neasl es prevention seened to be based
on the shared experi ence of wonen in the
comuni ty.

Official health services
I'n group di scussi ons about heal th advi ce,



fewnothers clained to visit the official
heal th servi ce, except when encour aged
during i nmuni sat i on activities.
Dssatisfaction wth the level of care
avail abl e at the MHcentre was cited by
the najority of respondents as a
deterrent to  regul ar at t endance:
‘I'mmuni sation is available at the MH
but you cannot recei ve nedicine there.
There are also no skilled people to
examne the children. Peopl e who have
noney go to the pharnaci es, where they
can have t he nedi ci ne they need.’
Respondents conveyed the view that
the MH service rarely provided
treatnent when children wereill. ‘There
isnothingat the MH’ stated one not her.
They described services which were
general ly bereft both of drugs and of

synpathetic health staff. Nirses were
percei ved as ‘young, irresponsible, and
carelesss and often inplicated in the

msuse of supplies such as nedicine and
food. Qonsequently, when children fell
ill, nothers preferred to seek care from
reliable and trusted healers; or to
pur chase nedi ci ne froma pharmacy. Qe
respondent stated: ‘The governnent
brought the food and the nedicine to this
MH but they gave it to these young
girls, who al ways gi ve nmore to soneone
whois arelative or afriend. O they use
it for thensel ves. People here are poor
and have nmany children, so they need
nedicine for their sick children. The
i muni sation w |l cone next.’

Mthers also conplained that staff
failed to explain the purpose and side-
effects of inmunisation. The researchers’
obser vat i ons confirmed t hese
experiences. he group of nmothers
reported: ‘The staff donot liketotakto
the nothers; they do not give us nuch
i nformati on about inmunisation. In fact,
they do not seemto be interested. They
are doing these things just to send the
not hers away.’

Discussion

Methods of promotion

Anal ysis of wonen's experience wth
the immunisation programre reveal ed
that no single factor could account for
| ow denand. Thus, it was necessary to
cluster certain variables, and anal yse
the rel ationshi p between themand their
relative influence on health-seeking
behaviour. The stories told by the
respondents denonstrated that nany of
the obstacles to adequate acceptance
could be traced to programe design.
From the perspective of the bene-
ficiaries, immunisation had been intro-
duced quickly and insensitively. Gips in
their basic understanding about the
purpose of inmunisation indicated that
the health nessages had often been
m sunderstood. Mreover, the way in
whi ch i mmuni sation was pronoted fail ed
toinspire trust inits worth. Ironically,
in the aftermath of the first
i mmuni sati on canpai gns, not her s
feared for the health of their children,
rather than feeling assured that they
were wel | protected.

Throughout the gl obal drive for Ud 90,
national canpai gns were often used to
introduce immunisation and raise its
profile. Hwever, in Sonalia, this type
of social and political canpai gn had been
enpl oyed regularly by the governnent
to pronote various other national
policies. In the past, canpai gns had been

staged to ensure Party allegiance,
inprove literacy in Somali, pronote
sel f-hel p, and di scour age tribal
| oyal ties. Respondents likened the

i muni sati on canpai gns to t hese regul ar
attenpts by the governnment to pronote
its owninterests. It was, therefore, not
surprising that this nethod of pronotion
net w th suspici on.

Throughout the duration of the
programme, the responsibility for |ocal -
| evel nobilisation renained in the hands
of the Party workers, who often had as



limted a know edge of immunisation as
the nothers whom they were advi sing.
‘Advice’ about child health from the
Party conpared poorly w th advice from
trusted sources such as grandnothers,
heal ers, and private pharnacies. Wy
then were so fewefforts nade to i nvol ve
community health advisers in spreadi ng
the word about i nmuni sati on?

Context of delivery

The second nost strongly reported
deterrent to i mmunisation was the poor
state of health services in Sonalia
Qearly, nothers were keen to find
treatnent for sick children Yet fewfelt
that the MH could offer the quality of
care which was required. Interviews
wth health staff confirmned this
inpression of the health service, citing
i nadequat e care as the greatest obstacle
to peopl € s acceptance of inmunisation.
Anurse in one health clinic stated, ‘ The
main problemin this comunity is that
peopl e are poor and they need treat nent.
VW would not need to use a car with a
negaphone on it to call them for
i muni sation if we had nedicine. If we
could just treat them they would cone
ontheir own.’

The poor quality of MH care also
affected nothers’ access to infornation
about i mmuni sation. Apart fromofficial
pronoti on nessages, the only source of
advi ce was t he heal t h servi ce. BEven when
not her s did attend, resear chers
observed that heal th educati on was often
poor. Many of the nothers intervi ened
after visiting the MH centre coul d not
nane the vaccines their child had
received, or say when they were
supposed to return for subsequent doses.

Wien the programe began, health
services throughout Somalia were
generally in decline. A the tine of this
research, immnisation had already
beconre the only government health
service offered in nmany districts. Few

efforts were made to inprove basic
heal th care al ongsi de the introduction of
i muni sation. Avail abl e resources were
generally targeted on inmunisation
activities alone. This approach, which
focused so exclusively on i mmuni sation
delivery, appears to have contributed to
| ow denand.

Understanding community needs

In nany ways, the failure to understand

needs identified at the loca |evel
hindered the success of inmmunisation
activities in Sonal i a. Peopl €' s

perceptions of health needs and official
programme objectives did not often
converge. Programme nmanagers went to
great lengths to deliver inmunisation.
However, they placed |ess enphasis on
demand for it. This was evident in the
language used to identify different
vacci ne-preventabl e diseases. Health
nmessages failed to reflect the
wi despread concepts concerning the
disease; and nessages consequent!y
mssed their targets.

Drectly and indirectly, respondents
stated that the i mmuni sation programe
seened to exist for the benefit of those
who ran it. bjectives which were
inconsistent wth the needs and
perceptions of nothers in particular
hindered the potential acceptance of
i muni sat i on.

The way in which inmunisation was
introduced and pronoted in Somalia
mnicked that of many UWd initiatives of
the past decade. It was nmarked by
ent husi asmfor rapidl y i ncreasi ng access
to a single intervention. Were the
existing health infrastructure proved
too weak to support the pace of
expansion, it was by-passed in order to
raise coverage quickly. Respondents
chal | enged this appr oach by
denmonstrating t hat success was
dependent not only on access to
i muni sation, but also on creating and



sustaining a demand for it. Sustaining
that dermand woul d depend on whet her
progranme activities were addressing
the needs of beneficiaries, as well as

those of programme nanagers and
donors.

Conclusion

This research revealed an aspect of
health programmes which is often
neglected in planning. By review ng
individuai and collective experience

from the perspective of the users,
nanagers | earned for the first tine how
local people perceived their work.
Before the collapse of the forner
governnent, the Mnistry of Health and
international agency personnel began to
enploy the research results in three
ways. MH workers and supervisors
adapted health nessages to reflect
not hers’ perceptions of inmmunisation
and vacci ne- prevent abl e di seases.
Super vi sor s encour aged caref ul
attention to the language used in health
education to address the nost common
gaps i n know edge.

Secondl y, pr ogr amme nanager s
suggested that health staff shoul d work
nore closely wth comunity-based
health advisers to enlist their support
for i mmuni sation pronotion.

Thirdly, findings which denonstrated
the inportance of curative care for
attracting nothers to the heal th service
pronpted the Mnistry to broaden its
approach to developing the sector. EP
staff requested donors and policy
nmakers to provide resources for
strengthening the MH services as a
whole, rather than concentrating all
efforts exclusively on the specific
i ntervention.
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Participatory Rapid Appraisal

Rapid Rural Appraisal (RRY) and its
derivative Participatory Rural Apprai sal
(PRY) originated in devel oping countries
as a neans of eval uating the needs of poor
rural communities. Mre recently, these
nethods have been adapted for use in
deprived urban areas. There has been
much criticismof extractive ‘ comunity
research’, wher eby ext er nal
researchers go into communities, |earn
from local people, leave, analyse the
data, and then draw up devel opnent pl ans
wthout further consultation at the
communi ty | evel . Rapi d apprai sal net hods
allow information about a given set of
probl ens to be obtai ned qui ckly, w thout a
large investnent in professiona tine and
finance. Hbowever, while these include
nmany flexibl e techniques and skills suited
to acomunity situation (such as al | ow ng
for inprovisation), in practice they often
fail toinvolve local peoplein each step of
t he process.

Participatory appraisal grew out of a
concern to i nvol ve communi ty nenbers in
research and decision-naking, w thout
losing the benefits of speed. By including
local peopl e, or those who use services, at
all stages — information-gathering,
analysis, action plans, and establishing
priorities —the appraisal process can
beconme enpowering. A participatory
approach also neans that the plans are
nore likely to work than are those drawn
up by outsiders, as they wll be nore
firmy rooted in local conditions, be these
socid, financia, cutura, o pditica. It
can al so pronot e under st andi ng, di al ogue,
and worki ng rel ati onshi ps between nul ti -
agency professionals, as well as
providing greater insight into the needs of
the comunity they serve. At best, the
process can deepen peopl €' s
understanding of their problens and
opportunities, increase their control over
devel opnent choices and plans, and
initiate aprocess of participationthat can

continue as plans are put into action. This
may be through community nanagenent
of local initiatives, or greater awareness
of the resources avail abl e to them

In ny work in the WK health sector, |
currently use the term Participatory
Rapi d Apprai sal, partly because | work in
an urban setting; but aso because
‘participatory’ inplies that |ocal people,
as well as key outsiders, are fully
involved in all stages of the process,
i ncl udi ng deci di ng what needs to be asked.
‘Rapid —neaning that no nore than six
nmonths el apse from starting the work
before concrete actions result —because
this nmaxi mses peopl € s enthusi asm and
notivation, and helps them to see and
participate in change, no natter how
snal |, giving them confidence for nore
daunting actions. ‘Appraisal’ is taken to
nean the whol e process of decidi ng what
needs to be asked, aski ng, naki ng sense of
the infornmation, prioritising —and taking
action !

Inusing PRAto assess health needs in a
deprived urban setting, we had nany
posi tive experiences. Bt inthis article |
want to discuss sone of the problens
encountered, so that others can learn
fromour insights.

Some basic principles

PRAI s essentially acoll ection of research
and communi cation techniques used to
didt qualitative data. Qantitative data
can be gathered using PRA but nore
traditional resear ch nethods  for
statistica analysis can aso provide
these.

Frstly, | strongy believe tha a
coomtnent to the comunities and the
peopl e who live there is a pre-requisite.
People in the W particdarly in
di sadvantaged nining communities, are
fed up with being used as ‘research data
o for ‘statistical pur poses’ to
denmonstrat e the nunbers of unenpl oyed,



the level s of stress, the inpact on health
and so on, wthout this naking one iota of
difference to themas individuals, or to
their comunities. In ny experience, in
tines of recession, hardship, and bl eak
prospects, nost people want — and
actual |y need —sonething in return. It is
easy for outsiders not worn down by
poverty and its effects to be enthusiastic
and committed to their task. Through
wor ki ng wth peopl e who are
di sadvant aged, either through poverty or
ill-health, | have seen that ,unless they
stand to gai n sonething, they cannot even
begi n to consi der the w der issues outside
their i medi at e famly and
nei ghbour hood. This |ies behind the failure
of so nany ‘ community initiatives'.?2

S the first prerequisite is a
coomtrment to helping people to gain
what ever ‘positives’ are appropriate to
them as individuals wanting to inprove
their hea th.

The second is good all-round commun-
ication skills: you need to be able to
communi cate with people, not patronise
them Lobbyi ng and advocacy al so i nvol ve
communi cating with councils, doctors,
heal th or socia workers, or wth agenci es
that provide financia benefits, or
educati on. The scope i s enor nous.

It is inportant to go at a pace that
individual s are ready for. M/ experience
isthat, vhileit takes alongtineto engage
peopl e enough for them even to consider

participating, you then have to nove
quickly to capitalise on their new
enthusiasm and  notivation. Snal |

initiatives in response to denand give
confidence, and allow people to see
sonet hi ng worki ng, before nmoving on to
nore difficult tasks.

Itisvitd to stay w th the whol e process
until the community or individuas are
ready and wlling to take charge;

researchers should then  act as
‘consul tants’ as and when requi red.
Fnally, researchers shoud avoid

trying to influence the process to neet

their own needs —and be sure to have
adequat e resources to get started.

Learning by doing

There is often a lot of uncertainty about
enploying less traditional research
net hods, partly because of scepticism
towards ‘outside professionals’. But in
the WKthere is a growng need to find out
from peopl e thensel ves what it is that
wll inprove their health. It is recogni sed
that traditional nethods of health care are
not always appropriate to neet the
changing needs of our communities.
Satistical informationwl!l onlytell usthe
nunbers of people who are attending
clinics for i rmuni sati ons and so on, or the
nunber s of peopl e who are suffering from
a specific illness. It wll not tell us why
people do not nake use of services
avai | abl e to them

In 1988 | was hired to work part-tine
to identify the health needs and rel ated
social needs of an econonmical |y deprived
comuni ty suffering high unenpl oynent.
The brief was to identify needs and
develop services or initiatives in
response to t hese, W t hout the
requi renent of significant extra financial
r esour ces.

Saveley, a snall town in north-east
Derbyshire, had suffered heavy job
losses when the local coal nine and
chemcal works <closed down.  The
popul ation was around 16, 790. The initial

task was far too great, so | broke the
locality down into snal di stinct
‘communi ties’ or housing clusters, wth

vhi ch [ ocal peopl e i dentifi ed.

To select a ‘community’ to focus on
first, | approached the relevant
prof essi onal s who | i ved and worked in the
area, and asked them which comunity
was giving themthe nost concern. Health
visitors, district nurses, madw ves, and
famly doctors were asked to identify
their worries, based upon health status,



and attendances for
checks, in particular health and
devel opnent checks for babi es,
i muni sation sessions, and ante-natal
clinics. Shools were asked about
attendance, and pupils’ ability to take up
educational opportunities. Social workers
were asked about the famlies who were
experiencing child-care difficulties, and
about i nci dences of child abuse. The palice
were asked about the communities they
were nost concerned about, as were
youth and community workers. dergy
were asked about comunities and
individuals who appeared to experience
the greatest socia difficulties. Loca
councillors were al so asked to give their
opi ni ons and support.

It becane clear that Mstin Mor, a
smal | housing estate on the outskirts of
S avel ey, was thought to have the hi ghest
level of social and health problens. This
mainly council-owed estate of 500
houses, wth a popul ation of about 1,800,
was originally built to acconmodat e | ocal
mners and their families. Wth the pit
closures, it was left wth high
unenpl oynent, isol ated and w thout easy
access to heal th and socia services, or to
shops sel ling fresh fruit and veget abl es.

Many famlies noved out, since it was
not an idea place to live, wth no
enpl oynent opportunities nearby. As a
result the council had enpty properties,
which were used by people who were
honeless or in need. This quickly
destroyed any ‘community’ spirit and
comadeship, and a divided community
evolved, wth poor social networks and
fam | y-support systens.

| set out to find what the fanilies who
lived in Mastin Mbor perceived their nain
health and social problens tobe. | didthis
qui te subjectively. | knocked on the doors
of househol ds whi ch | coked as t hough t hey
were not coping: for exanple, hones
whi ch seermed negl ected, whose gardens
vere litter-strewn, or full of junk. O |
stopped nothers in the street, at the

recogni sed health

school gates, or in a local play-group. |
asked health visitors to identify famlies
that mght bewllingtotal k to ne.

| used informal open-ended questions
about what they thought their health and
social problens were, and recorded
information in a snal | notebook. The nai n
thenes were of social isolation, limted
access to health and social care, the lack
of pre-school provision, and the lack of
anywhere to neet. This reinforced the
views of the local professionals, and
confirnmed ny own observati ons.

| did no further investigation and
decided to develop a social project in
response to these specific needs. Wth the
support of nine nothers, we nmet several
tines in their hones to discuss the way
forward. They identified an under-used
community centre to set up a ‘drop-in’
service, wth creche facilities. It was to
be a place for nothers and others to neet
and socialise, and develop other
initiatives they thought would be useful.
The project was well supported by the
local health visitor, who was regularly
avai | abl e.

The nost inportant aspect was that the
not hers had ful | control over the project.
They ran it, and we were there only by
invitation. It went on to include the
provi sion of sew ng nachi nes and cl asses
in sewng, joinery, and photography;
heal t h- educat i on sessi ons on
relationships, hunan sexuality, child
care, cot deaths; and nuch nore. They ran
junbl e sal es to rai se noney and or gani sed
outings for the children. The project grew
from nine nothers in Cctober to over
100 nenbers (not including the children!)
the foll owing June. Qver 20 wonen went
wth their children to a residentia
college, for training in assertiveness and
other skills. Several went on to further
education, and others to paid j obs.

This experience taught ne the
inportance of handing over to |oca
people, not naking decisions on their

behal f but devel opi ng a process wher eby



they can acquire the confidence to take
nore control over their lives. Through
this, they becone nore articulate in
identifying their rea needs: and, nore
inportantly, they take better advantage
of what resources are avail abl e. 3

Naming the process

| had no nane for this nethodol ogy, but the
process was sinple: ask the peopl e who
live there, and the peopl e who provide the
services, and | ook for yoursel f. Mitch the
three wth any existing statistical data,
and you can begin to identify the nmain
needs. Then al | ow commnity nenbers to
decide how they want to tackle the
problem This should ensure comunity
owner shi p and participation, and start the
process of enpowering peopl e.

| later attended a lecture given by
Prof essor High Annette of the Liverpool
School of Tropical Mdicine (LSTV, a
pioneer inthe use of PRAin Halth Grein
Uban Settings in the WK Vé net and
tal ked about incorporating sone of these
techniques in ny work. North Derbyshire
Health Authority is quite innovative, and
was already wusing less traditional
techniques to reach local people, and
devel op services nore appropriate to
what they perceived their needs to be. So
the Authority was very receptive to ny
usi ng PRA t echni ques.

The Danesmoor Project

The formal use of PRATN north Derbyshire
was set up in Danesnmoor, a comunity of
about 3,000, not unlike Mastin Mor.
Wen the estate was built in the 1950s,
houses were allocated to Goal Board
enpl oyees in order of status: at that tine
people viewed it wth pride. Wth the
recession and pit closures of the 1970s
and 1980s, the comunity suffered
severe unenpl oynent, which accounted

for over 15 per cent of the popul ation by
late 1991. In the 1970s, a new housi ng
policy neant that accommodation on the
estate was based not on enpl oynent but
on need. People rehoused there did not
necessarily share the traditional
wor ki ng- cl ass val ues of others al ready on
the estate. As outsiders noved in, there
was no work or social focus to offset the
destruction of the old conmunity; about
60 per cent of households relied on
Housing Benefit (a form of public
assistance). The community is sharply
divided: those who are in paid enploy-
nent, the original nmining conmunity, and
the elderly form one group; while
unenpl oyed people and singl e-parent
famlies formthe other. The latter were
identified as experiencing nore probl ens
w th children and w th vandal i sm

Theinitial amwastoidentifythe health
and soci al needs of the various popul ation
groups in the community, such as elderly
or mddl e-aged peopl e, fanlies, children,
and so on. W& based our approach on the
experience of Hiugh Anmnette and Susan
Rfkinin Sfton (L verpool ), and their book
WO Qiidelines for Rapid Appraisal to
Assess Community Needs: A Focus on
Health Inproverents for Low |ncomne
Ar eas (1980).

It was felt that the only way in which
statutory agencies can be truly
participative is for the ‘nanagenent’
(that is peopl e who have direct access to
financial and other resources) to |eave
their offices, get to know the
conmuni ti es, and ask the questions. Three
nmanager s woul d do each intervi ew —two
aski ng questi ons, and one taki ng notes —to
reduce the el enent of bias. The idea was
that these would belong to a milti-
sectoral team but this proved i npossibl e
to achieve, not because they were
unwi | 1 ng; but because it proved
unrealistic to get three nanagers from
different agencies to neet up, be trai ned
in PRAtechni ques and intervi ew ng skills,
spend tine on interview ng and then nore



tine on the anal ysi s —al t hough we di d gi ve
it atry. Mre significantly, we decided
that the participation of statutory
authorities (Health Service, Education,
Soci al Services) should be their
conmtnment to allocate resources to
out cones of the research.

A Seering Goup was set up to oversee
theproject, wthahealthvisitor, afanily
doctor, a socia worker, a school nurse,
and others from the socia services,
community education, and local health
authority. They were all newto PRA and
not enough tine was gi ven to hel pi ng them
to understand the process, its strengths
and linitations. This|edto confusi on about
vwhat the exercise could achieve. There
were difficuties in deciding ‘what
questions to ask’, and howto respond tothe
findings. Qur nmain nistake was trying to
nove too quickly, wthout a working
under st andi ng of what we coul d achi eve.

The step-by-step process*

1 A Seering Goup was established to
oversee the proj ect and desi gn questi ons,
based upon the data we already had and
prof essi onal concerns for the area

2 Questions focused on four broad

t henes:

. Peopl € s perceptions of the area and the
conmuni ty: what isit |ikelivingthere?

. The evident heal th and soci a probl ens.

. Existing care-service provision, and
communi ty needs.

« Wthin reason, what would benefit
i ndi vi dual s, fanlies, and the
community as a whol e?

3 Health visitors, school nurses, and
district nurses were all ‘advised that
this was going to ‘ happen’ to them which
unfortunately created a feeling of
ant agoni smtowards the PRA process and
its outcones. And they were all so busy
that there was little opportunity to
participate. However, health visitors
contacted certainfamliestofacilitate our

takingtopeopleinthe area

41t was inpossible to get other
professionals to help in the interviewng
process.

Comunity nenbers were approached,
and after several weeks five nothers sai d
they would like to train. Geche provision
was nade. But they did not followthrough,
for various reasons: a job offer, noving
hone, feeling too scared, notine.

Al | could do was proceed on ny own.
Several weeks into asking questions, one
‘key community nenber’ said she woul d
like to help. She vas alocal councillor, a
single parent already working for a
soci a -work certificate, and had lived in
the coomunity all her life. She was a rea
asset .

5 Qver 54 interviews — not including
sessions with 200 childrenin ei ght school
groups —were conpl eted over a three-
nonth period, though only about 34
vor ki ng days were actually spent on this
part of the exercise. | was involved in all
of these, except where | had worked with
peopl e previously, since this mght have
hindered free comunication. The
interviews were with three nai n groups:

a Key Professional s
Health Msitors
Dstrict Nurses
School Nurses
Fanm |y Doctors
Head Teachers
Nur sery Teacher
Li brari an
M dwi f e
Comuni ty Mental Heal th Workers
Soci al VWrkers
Doniciliary Services O gani ser
Pol i ce | nspect or
Housi ng Manager
Qergy
Phar naci st
Denti st
Yout h Leader

b Key Community Menbers
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Shopkeeper

Publ i can

W fare R ghts \Wrker

P aygroup Leader

Fi ve Key Community Menbers
¢ Community Menbers

23, including 10 | one parents

200+ chi | dren

6 Interviews took place in people s own
hones or place of work. They were
confidential, and took about one hour each.
I nt ervi enees wer e advi sed t hat
i nt ervi ens woul d be docunent ed, and t hat
I would read back ny notes to them or
they coul d read themfor thensel ves. This
gave people confidence that what | had

witten was what they had said. It also
enabled clarification, and served as a
nenor y- j ogger to elicit further

i nfornat i on.

The one-hour |imt was to respect their
busy lives, and the fact that after this
tine peopl e tend to becone repetitive, and
get tired. In fact, only about 30 minutes
was given to pure ‘fact finding. Ffteen
mnutes were for selling the project, and
15 nore for clarification and closing the
i ntervi ew

Al the interviews were recorded i n one
shorthand not ebook. Anal ysis and further
witing took about 25 working days after
the intervi ews had been conpl et ed.

7 | recorded one focus-group discussion

on video, and we photographed rel evant

features in the areaz a litter-strewn
river, and an inadequate bridge. The
quality and type of houses were

phot ogr aphed, as were play areas and so
on. This nade it weasier to relay
i nfornation back tothe authorities.

8 It soon energed that the man
difficutiesonthis estate concerned singl e
parent s, and their relations wth
establ i shed nenbers of the comunity.
For this reason the project —which was
supposed to be generi ¢ —changed to focus
only on the needs of such parents. This is
the beauty of PRA It is flexible, and this
change di d not conpromise our project. It
was acknow edged that the needs of other
conmmunity menbers would have to be
investigatedtoget thefull picture

9 A nunber of priority needs were
identified and mutually agreed by the
partici pants:

. a central facility for community and
social activities;

. relocation of professionals as a mlti-
di sci plinary team wthin the
communi ty;

. anursery and pre-school activities;

. the inclusion of community activities
w thin the school ;

. facilities and
peopl €]

. inproved parks and pl ay areas;

. an investigation into the dangers of

resources for young



toxic waste froma local factory, and
ot her environnental issues;

e a comunity newsletter and better
communi cati on syst ens.
10 Feedback was a problem | was

under pressure to conpl ete the work and
present it to the Health Authority. An
interim report was produced for
di scussi on, and an open neeting was hel d,
towhichall participants were individua ly
invited It was attended by about
30 people. Menbers of the Health
Authority were unhappy wth the
out cones, and w th peopl € s percepti on of
their services; and unfortunately they
took the report to be final, rather than the
basis for what could have been a
producti ve di al ogue. Communi ty nenber s
were very happy with the report: one
said, ‘I1t’s the best thing that has cone out
of Danesnoor’ .

It aso caused a lot of bad feeling
bet ween heal th prof essional s and nysel f.
They felt that the sanpl e gave a biased
perception of the services, and was too
snall to be of consequence. They tried to
dismss community nenbers’ ‘needs’ as
‘wants’. Some workersfelt that it was not
appropriate for themto attend an open
neeting; and to ny know edge they never
responded to the report. Comments such
as ‘Vé knewal | that anyway’ were typical .
Inreality, | suspect they were hurt by the
negative feedback on the services, and
tried to dismss the criticism as
unrepresent ative and personal . Wat ever
the reasons, it afected their ability to
consider the changing needs of the
communi ty they served.

11 There were nany organi sati onal
problens. A a managenent |evel, there

was  not enough  commi t nent to
considering how to change service-
delivery to neet current ‘consuner’

needs. The project was inadequately
resour ced, and there was no one i n post to
followup the study (though this has since
been resolved, with a conmmunity health

post designated for the area).

Miny professionals, especially in the
heal th servi ce, didnot understand t he PRA
process, or have confidence in qualitative
research, and so they tried to discredit it
by focusing on quantitative aspects of the
study. Nevertheless, the doctors were
vell aware of the harnful effects that
social and econonic disadvantage can
have on heal th.

Communi ty nenbers conpl ai ned about
the lack of resources and hel p in neeting
theprioritiesidentified

(nh the positive side, sone agencies as
vell as the local council did take up the
findings of the study; a Danesnoor Action
G oup devel oped; and si ngl e not hers were
enabled to get together and form new
friendshi ps and support networks. °

Some lessons for the future

Wat we |earned fromthis experience is
that before undertaki ng any such exerci se
itisvita totakethetinetoinvaveall the
relevant professionals and comunity
nenbers, ensuring that they understand
the process, and what the outcones nay
be. V& also realised that, athough PRAiS
qui cker and nore flexibl e than traditional
nethods, it needs to be conpl enented by
ot her research dat a.

The overal | ai mwas to provi de a neans
for professionals and local people to unite
in order to inprove the health of the
community. Incorporating PRA shoul d
enabl e service-providers to understand
the ‘whys’ and possible ‘hows’ when it
cones to making changes to existing
provision. It can help professionals to be
nore responsive to people’s own
perceptions of need, and creates new
potential for dialogue between the
providers and users of services. By
breaki ng down barriers, it can pronote an
atnosphere of partnership which is
inportant not only inthe initial stages of
any project, but also for evaluation. But



attracting people to participate is the
hardest part of the exercise.

Followng this, we set up a project in
vhich |ocal people were paid to train as
interviewers, sowe couldget a‘conplete
conmuni ty perspective’. Thisis not easy,
since nost peopl e feel they have nothingto
contribute, and that they are not ‘good
enough’ to be interviewers. However,
experience shows that, once they are
trained and fully invol ved in the process,
people enjoy it and gain confidence. But
because of sone reticence to accept the
Danesmoor findings, we involved nore
interviewers, who went back for two or
three followup sessions to check the
validity of the findings. V& work on the
premse that inthe first interview peopl e
tell us what they think we want to know In
the second, they tell us what they know In
thethird, theytell it howit redlyis.

An exanpl e of this approach is the Safe
Communi ties Project, in which we ained
to identify the safety needs of a
comunity that had experienced a
relatively high rate of childhood
accidents. Wile it was not al ways easy to
use the infornmation gathered from | ocal
people, the practical outcomes were
successful . V& set up first aid and hone-
safety courses, while the police installed
safety caneras, and | ocal school s becane
involved in a nagjor safety canpai gn. Vé
later received funding for a |owcost
home-saf ety equi prent scherme, with a
local storeactingastheretail outlet. This
avoided the stigna attached to *hand-
outs’, and allowed people freedom of
choi ce in deciding what, if any, equi pnent
toinstd .

nce heal th and ot her aut horities accept
that qualitative research using PRA can
hel p themt o under st and peopl € s needs, it
isinperative to back this up quickly wth
action, so that changes can be eval uat ed.
Wat is inportant is not the size of the
project, but the fact that it works, that it
involves people at all decision-naki ng
levels, and that the outcones, no natter

howsnal |, can be seen.

The resul ts of the action nay take tine.
For exanpl e, the Pool sbrook and
Duckmanton Health Projects began in
1993, in comunities disadvantaged
through loss of jobs, river pollution,
i sol ation, and hi gh public-transport costs.
The concept was to provide £10, 000 per
year to each cormunity for three years
for the purposes of inproving their health
and social needs. The process was
protracted. Peopl e were at first uncertain
about taking responsibility for the noney:
‘Wat if we get it wong? It was
sonetines hard to convince them that
there were no rights or wongs, only
outcones. Qice they took on the
responsibility, they came up wth nore
ideas than they had noney to spend,
including nany that woul d not have been
thought of by health workers or other
prof essi onal s. For exanpl e, when the coal
m nes were wor ki ng, the community were
screened for chest conplaints. Now they
are shut, people continuetoliveinanarea
that is nined by open-cast nethods, so
they  still experience  dust-rel ated
probl ens; but there is no nass screening.
Gould the noney be spent on that? The
di al ogue has been rich. The communities
are now naking very good decisions.
Being given responsibility has enabled
themto consider their options seriously,
putting them on a stronger footing in
dialogue wth the service-providers. It
has been a learning experience for
everyone, and one of the nost inportant
out comes has been the devel opnent of
nmut ual respect.

I work on the counsel ling concept that
“enough is enough’. Inother words, if it is
good enough for the clients, leave it. If
they can work wi th what they have, know
and understand, don't conplicate it.
People wll cone back when they are
ready. The strength of PRA is that it
accepts diversity, by ‘triangulating or
using several sources and neans of
gathering information, and perspectives.



‘Truth' is approached through buil ding up
di verse data —direct observation, seni-
structured interviews, putting together
di agrans, usi ng photographs and vi deo —
to contribute to a progressively nore
accurate anal ysi s of the situation.

Daogue is essential, to avoid the
problens that arise when local people' s
concerns are perceived as criticism of
I ocal professionals. Comunity nenbers
and professionals nust be involved
throughout the process. Data and findi ngs
shoul d be recorded accurately, checked,
and fed back quickly. This naintains
i nformati on- exchange, and enables us to
capitalise on people's enthusiasm and
notivation. Qherw se the key feature of

‘speed is lost. Atenpting sonething
snall, that is achievable, gives vita
confidence — to the funders, the

professionals, and, nost inportantly, to
the communi ty as a whol e.

No  externa professionals  coul d
adequately express the feelings behind
statenents nade in the interviews, such
as ‘Vé need help, not blang’, or ‘People

think | don't care, rather than can't
nmanage’. This is evident when outsiders
interpret ‘needs’ as ‘wants’, thus

di nini shing peopl € s own perceptions of
the situation in which they live. People
coping wth poverty and hardship pl ace a
different enphasis on many aspects of
life, sone of whi ch nay seemi nsignifi cant
to an outsider, but they enhance or
degrade the daily life of the individuas
concerned. Those who play a prof essi onal
role cannot reliably interpret the ‘ needs’

of comunity nenbers, nor nake
effective decisions for those com
nunities, wthout first understandi ng how
these needs are seen by people
t hensel ves.

If professionals are to be nore
responsi ve to i ndi vi dual s and

communities, we have a duty to respect
thei r perceptions and percei ved needs and
to use the infornmation constructively to
enter into a dial ogue which wll enable us

to develop truly responsive community-
based i niti ati ves.

Notes

1 The term‘rapi d is questioned by nany,
vwho feel the enphasi s shoul d be | ess on
speed and nore on acquiring ‘usable
quality infornation’. Apreferable title
mght be Participatory Appraisal, wth
the understanding that it is rapid.

21 do not believe that people in VWéstern
urban settings have a concept of

‘community’, nor that they are
necessarily altruistic. Wen people
struggle wth adversity, they have

little left to give. The ol d saying ‘ Wen
poverty cones through the door, |ove
flies out of the wndow suns this up
wel|. People have problens in neeting
thei r own needs, and often feel as though
they are getting nothing back for

thensel ves. This is why the concept of

communi ty does not function as well as
we might want. |f we enbark on any ki nd
of PRY there should be built into it a
nethod of ‘giving back’ to individua s,

to inprove social and heath
opportunities, and build self-esteem

nly when people feel they are getting
sonething in return wll they feel like
contributing to ‘community’ actions —
and even then we nay in fact be tal king
about nei ghbourliness  or shar ed
interests (such as being parents of

children at the sane school ) rather than
a broader coomitent to ‘ community’.

3 Anore detail ed account of this project
can be found in ny report for the North
Derbyshire Health Authority, ‘PRA —
A Investigation Into the Health and
Social Needs of People Living in
Danesmoor —I n Particul ar the Needs of
Sngle Parents and Chi | dren’ (1992).

4 This and a sinilar project was fil ned by
WD in a video entitled ‘The Dstrict’,
whi ch conpar ed ‘ bot t om up’
approaches to health care in three
countries: Z nbabwe, |ndonesia, andthe



W

5 A sanple of the practical steps that
have been taken following the PRA
exerci se and report includes starting up
a nother and toddl er group; getting the
pol i ce to provide two specia constabl es
to patrol the area (which succeeded in
halving petty crines and teenage
vandal i sn); getting the council to agree
a special fund for any communi ty group
wlling to assist in an environnental
clean-up; looking into the possibility of
formal and informal play areas;
introducing a dog warden service to
address the problemof fouling in public
areas; renoving public obstructions
from pavenents, to allow access for
wheel chai rs and pushchairs and reduce
saf ety hazards; investigating concerns
about pollution and toxic waste; and
naking a formal application from the
Danesnoor Community Qoup for a
communi ty house.
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Introduction

Mental illness, inits broadest sense, is
one of the comonest afflictions
af fecting the human race. The Veérl d Bank
report on health and devel opnent

(1993), though criticised for the
unreliability of some of its data,

identified ‘neuropsychiatric’ disease as
the second- nost i nport ant non-

conmuni cabl e cause of disability in the
devel oping world (Blue and Harpham

1994). O these diseases, depression
was the single nost inportant di agnosis.

The report enphasises an aspect of

health which is intinately related to a
community's overall health status and
devel opnent, and whi ch has been i gnor ed
by devel opment agencies and Health
Mnistries faced wth the pressing
clai ns of conmuni cabl e di seases and t he
heal th probl ens of nothers and chil dren.

However, it is inpossibleto separate the
mental and spiritual conponents of

health from physical i Il ness, in
particular when dealing with chronic
illness and maternal and child health
problens. It islikely, and desirable, that

future heal th-rel ated devel opnent work
wll, and should, include nental health
anong its priorities. Wth this future in
mnd, we focusinthis article onthe cl ose
relationship between nental health,

culture, and religion. V& hope to inform
those who are invol ved in nental -heal th
servi ces in sub-Saharan Africa (SSA) of

the problens caused by sinply trans-
lating concepts and i deas devel oped i n the
very different societies of Western
Europe and North Anrerica (referred to
as ‘Buro-Awrican’ in this article),

whence the bulk of devel opnent funds
originate. Instead, we wll attenpt to
show that community health probl ens
and service delivery nmst involve
under st andi ng and assisting those wth
nmental -heal th probl ens fromw thin the
context of their own society. A though
we focus on SSA nations, because of our

personal experiences in Z nbabwe, we
believe that nuch of what applies to
these settings nay apply to other |ess
devel oped countries al so.

The article begi ns wth a description of
what is neant by the term ‘nental
illness’ and noves on to exanini ng sone
of the ways in which culture and religion
influence nental illness. W end with our
views on how culturally appropriate
nmental -health  services should be
devel oped.

What is mental illness?

It isof great inportance for al heal th and
devel opnent workers to recogni se that
the term‘mental illness’ does not refer
to a honmogeneous group of probl ens, but
rather to a nunber of different types of
disorder. It is even nore inportant to
recogni se that, although every society
has people it views as nentally ill, the
use and construction of this concept nay
vary considerably from one society to
another. The group of disorders nost
often associated with nental illness are
the psychotic and affective disorders,
such as schi zophreni a and nani a. Thereis
little doubt t hat such severe
di sturbances, which affect virtually all
aspects of a person's nental and
behavioural life, are recognised in nost
cultures and societies in SSA (Patel,
1995). It is this group of di sorders which
occupi es so nuch of the tine and financi al
resources of nental-health services in
Eur o- Aneri can societies and for which
psychiatric drug treatnents have
proven to be of considerable value.
Despite the powerful evidence of a
genetic role in the aetiology of these
disorders, the environnent plays at
least as great a role in determning the
course and outcone. For instance,
schi zophrenia seens to have a better
out cone i n devel opi ng countries, despite
the fact that nental -heal th services are



under devel oped i n t hese very settings. In
other words, even though Europe and
North Anerica have extensive nental -
health and social-welfare services,
peopl e with schi zophrenia fare worse in
those countries than sufferers inIndia or
N geria Recognising that the course of
even the nost ‘nedical’ of al nental
illnesses is so profoundy influenced by
soci o-envi ronnental factors gi ves cause
for concern to those who wsh to
recreate a nental-health service
nodel | ed on the Euro-Amrerican system
of health care, wthout evaluating the
possi bl e therapeutic ingredients al ready
existing in sone SSA societies, such as
the role of the extended family and
traditional treatnents.

Anot her group of disorders classified
by Euro- Anerican psychiatry as nental
il nesses has been historically called the

neuroses. These disorders nay be
thought of as exaggerated forns of
nornal reactions to stressful events.

Thus, anxiety, depression, and physical
synptons in the absence of a physical
di sease are experienced by many peopl e
in response to stressful events, and in
neuroses these experiences becone
nore i ntense and often out of proportion
to the stressors (Gelder e d ., 1983).
Qver tine, such problens have been
conceptual i sed as nental illnesses, not
| east because of the Cartesian di chot ony
whi ch for over a century has influenced
thinking in the field of bio-nedicine (by
which we nmean nodern Wstern
nedi ci ne, based on the principles of the
natural sciences). This dichotony hol ds
that the body and nind are distinct.
Al t hough cont enpor ary heal th
practitioners are encouraged to consi der
the integrated rol e of both nind and body
intheir patients, if patients present wth
synptons for which there are no
correspondi ng physi cal signs or findings,
nany practitioners wll conclude that
they nust be nentally ill. As psychiatry
and its allied professi ons have evol ved i n

the North, such vague and poorly defined
illness entities have becone reified into
precise categories; the latest WO
classification of nental di sorders
i ncludes no fewer than 60 categories of

illnesses previously classified as
neuroses, including phobias, anxiety
disorders, and mld depressions (WQ
1992). Neurotic disorders are the

commonest group of nmental illnesses and
are particularly coomonin prinmary care
and conmmunity settings; recent studies
i n Zi nbabwe suggest that up to a quarter
of clinic attenders nay be distressed. In
this article, we refer to this group of

problens as psycho-social distress
because, as we wll discuss |later,
referring to themas a nental illness is

fraught with conceptual probl ens.

There are several other areas of
heal th probl ens i n whi ch psychiatry has
cl ai ned an expertise, includi ng chil dhood
probl ens such as conduct disorders,
abuse, and nental handi cap; the abuse of
substances such as al cohol and drugs;
mental disorders associated with HV
i nfection; and the psychal ogi cal
consequences of violence and trauma.
Wii | e each type of disorder has its own
uni que characteristics, there are sone
common features such as, for exanple,
the influence of adverse soci o- econonic
events on these disorders as well. Thus,
many of the general points nade in this
article woul d apply to these di sorders.

Religion, culture, and mental
illness

These are conpl ex issues which have
been of great i nt erest to
ant hropol ogi sts, and nore recently to
nental health professionals. Wthin the
scope of this article, we wil focus on
sone areas to illustrate how religious

and cultural factors are intimately
related to nmental illness in the
community. Wile we recognise that



culture and religion are conplex and
dynamic concepts, in focusing on the
rel ati onship between nental illness and
culture and religion in this article, we
have taken a wunitary, and perhaps
sinplistic, viewof these concepts.

Concepts of mental illness

The nedi cal speciality of psychiatry has
its roots in Euro-Anerican professional
views of nental illness. This is vividy
denon-strated by WHO cl assi fi cati ons of
mental illness, which, though purporting
to be ‘international’, dismiss illness
types des-cribed in non-Euro- Aneri can
cultures as either ‘cul ture-bound or not
even worthy of recognition (Patel and

W nst on, 1994) . The conmonest
neurotic di sorders, in this
classification, are depression and
anxi ety. Patients in BEuro-Anerican
societies increasingly understand that

concepts such as ‘ depression’ relate to a
state of psycho-logical distress. Quer
tine, the health worker and patient
acquire sinilar explanatory nodels for
the distress state. | n nany SSA soci eti es
such disorders are recogni sed as being
distress states, but are not understood in
the sanme way: the concepts used to
understand and expl ain their causes and
nature nay differ wdely. Thus, simlar
states of distress evoke recognition
from the local community and health
workers in Harare, but the causes are
perceived as closely linked to the
interaction of social, econonic, and
spiritual problens (see below afflicting
the person (Patel e d ., 1995). The sane
concept, semantically translated, can be
elicited in this and other societies, but
may mean sonething quite different; for
exanpl e, rather than being viewed as a
nental problem it nay reflect the
patients’ assessnent of their socio-
econonic and spiritual state.

The difficulties in translating even
basic concepts are illustrated by our

experience with an apparently sinple
question, asking patients about any
previ ous history of eno-tional or nental
illness. In Biuro-Anerican societies, a
substantial proportion of people woul d
understand this to include depression,
anxiety, or indeed nany stressful
situations which resulted in their
consulting a health worker. It was
virtually inpossible to trans-late the
question adequately into the Shona
| anguage, without giving the inpression
that we were dealing either wth
‘madness’ (and thus alienating nost of
our patients) or ‘stress’ (which nany of
them experience, owing to adverse
soci 0- econoni ¢ ci rcum stances). Thisisa
seemingly trivial exanpl e, bu it
represents the very heart of the issue of
nental health and devel opnent. It is for
this reason that we refer to neurotic
nental disorders as psycho-social
distress states.

In many soci eties, then, such distress
states are not viewed from a nedical
st andpoi nt . If depression is not
considered to be a ‘nental illness’ (as
psychi atry under-stands it), then shoul d
we attenpt to change the entire neaning
of the term so that it conforns to the
domi nant Euro-Anerican paradign? Is
there any evidence to suggest that the
‘nedicalising of such distress states,
as opposed to the application of socio
spiritual nodels, has produced any
significant benefit to patients? Wile
recog-nising that the fundanental
experience of a distress state is
universal to all hunans, we believe that
the contextual neaning of the distress is
of singular inportance. Such neani ngs
should be respected and under-stood,
rather than referring to an inposed
forei gn nodel to explain the probl em

ne area whichillustrates the conpl ex
interaction of personal msfortune,
religious beliefs, and cultural values is
that of witch-craft. A though wtchcraft
is outlaned in many African societies,



beliefs in its power remain alive, and
soci ol ogi sts have argued that such bel i ef
systens help to make msfortune
under standabl e  (Chavunduka, 1994).
From a FEuro-Anerican perspective,
what does feeling bew tched nean? Can it
be reduced to a psychiatric ‘synptom ?
Q is this belief a way that some
comuni ti es have devel oped to explain
why life has its difficut nonments?
Shoul d t he di ver se and unproven psycho-
theories of the MNorth, like psycho-
anal ysi s and general systens theory, be
i nposed on ot her cul tures?

Idioms of psycho-social distress

Beyond t hese broad concepts is the issue
of idions used by peopl e i n psycho- soci al
distress. A fundanental difference
between nmental health and physical
healthis that, inassessing nental health,
one relies alnost entirely on what a
person tells the heal th worker. Language
becones the very essence of expressi ng
distress, and enotional terns such as
‘sadness’ and ‘fear’ cannot be transl at ed
W thout examining the overal | context of
the use of these terns in a comunity
(Lutz, 1985).

Idions like ‘feeling sad have
gradual |y  becone professionalised by
nedi cal per-sonnel into ‘synptons’ and
then taken one step further into becom ng
‘criteria for specific types of ‘nental
illness'. This processisintinately rel ated
tothehistorical evol ution of conceptualising
hunan di stress i n Euro- Aneri can cul ture.
However, much nental -heal th research
and devel opnent in SSA societies has
assuned that the idions of nental -health
probl ens as defined in Euro-American
settings can be applied sinply by a
senantic translation of terns. The
followng exanples show how this
approach may confound the process of
interpreting the nanifestations of
psycho-social distress in different
cul tures.

The idiomof ‘hopel essness’ is central
to the FHEuro-Awerican nodel of
depression, and questions such as ‘Do
you have hope for the future? are often
asked of the patient. However, in the
context of Buddhist cultures in i Lanka,
(beysekere argues that a negative
answer to this question indicates not ‘a
depressive, but a good Buddhist’. Thus,
“hopel essness lies in the nature of the

vorl d, and sal vation lies in
understanding and overconing that
hopel essness’ (Cbeysekere, 1985). In

this context, then, eliciting the id omof
hopel essness would vyield positive
responses, but the contextual neani ng of
the termis very different. In the Shona
language, the term for sadness is
kusuwa. This term not only inplies
personal sorrow and grief, but is also
used in the context of describing an
enotional state which is a prerequisite
for synpathy, enpathy, and reaching
out for help and is, in this context, a
posi tive enoti on.

Another exanple is the spiritual
experiential events whi ch occur in nmany

religious novenent s in African
soci eties. Thus, hearing or feeling the
Hly Soirit, feeling that the ancestral

spirits wish to come out or express
thensel ves, or sensations of being
possessed by such spirits are not only
commonpl ace anong nenbers of some
religious groups, but indeed are highly
val ued personal experiences. If nental -
health workers are unaware of the
contexts of these experiences, they may
see them as synptons of a nmental
i1l ness.

Priests, prophets, and
psychiatrists: what do people do
when in distress?

In Zinbabwe, religion is inseparable
fromhealth, and this rel ati onshi p applies
to both traditiona and Gristian
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religions. Hrst, let us consider the
relationship of traditional nedicine and
religion. Traditional nedical practices of
the indigenous people have a religious
foundation, based on local views on the
creation of humankind, the life cycle,
concepts of growth and devel oprent, and
the purpose of life in the Qeator’s
schene of things. |n Z nbabwe, and nany
other sub-Saharan African societies,
there are extensive beliefs in a spiritua
vorl d inhabi ted by ancestral, alien, clan,
and evil spirits. These beliefs play an
inportant role in guiding people when
they are distressed (Mitanbirwa,
1989) . Traditi onal heal ers are
recogni sed by many as being abl e to heal
the sick, by virtue of their intinate
know edge of herbal nedicines and their
special ability to be possessed by or
communi cate with spirits. Wen seenin a
BEur o- Aneri can cont ext, traditional
heal ers assume many roles, including
those of apriest, alegal adviser, asocial
worker, and a counsellor (S augard,
1985) .

Gristianity is the nost popul ar
denomination of organised religion in
Zinbabwe. The origins of Christianity

are historically linked wth the
colonisation of this region. Quistian
mssionaries believed that traditional

religion was pagan. Snce beliefs in
spiritual causation were inextricably inter-
wovenwth msfortune andillness, tradi -

tional nedicine was al so unacceptabl e.
The repression of traditional beliefs by
mssionaries, in collusion wth the
colonial admnistration, led to large
nunber s of peopl e taking up the i stian
faith and bei ng taught to shun traditional
heal ers. Many Zi nbabweans today clai m
Qristianity astheir neinreligion, but in
practice many such Christians continue
to believe in the power of wtcheraft and
of their ancestral spirits and see little
conflict between these beliefs and
official  Cwrch doctrine (Bourdillon,
1987). FRurthernore, Christianity is
practised in this region in diverse ways,
with a wde range of ‘independent’,
Pentecostal, and Evangelical churches,
some of which syncretise Christianity
and indigenous religious beliefs. It is not
uncommon to see charisnatic pastors, in
particular fromthe Apostolic churches,
who assune the rol e of a spiritual heal er
and heal the sick with the power of the
Holy Spirit, nake prophecies for the
future, and encourage the congregation to
jan in spritud experiences, including
trance states and speaki ng in
i nconpr ehensi bl e ‘tongues’. Interestingy,
sone Apostolic churches shun both
‘scientific’ and traditional nedicine,
relying instead on the Prophets and faith-
heal ers within their church for healing.
The dichotony between ‘scientific’
and traditional nedicine is rooted in the
frequently held belief that bio-nedicine



i's superior when applied to physical and
bodi |y aspects of health, by virtue of
prescriptions of scientifically prepared
nedi ci nes, oper-ative pr ocedur es,
investigations, and hospit-alisations. Qn
the other hand, traditional healing and
faith-healing are often viewed as
providing a holistic heal th-care service.
Thus, health problens associated wth
the physical body as well as wth the
mnd-soul and the social and spiritual
environnents are heal ed (Chavunduka,
1978). Wiile psycho-social distress
states have becone nedical -ised and in
Eur o- Aneri can soci ety are increasingly
treated by a growng legion of nental-
heal t h wor kers rangi ng fromcounsel | ors
to psychiatrists, in Z nbabwe and nany
other SSA societies these distress
states are often inextricably linked to
spiritual and social factors. In keeping
wth these beliefs, a significant nunber
of people suffering from psycho-soci al
probl ens consult religious |eaders such
as pastors, priests, prophets, and
traditional heal ers in search of enotional
relief.

Helping people with psycho-social
problems

In Euro-Anerican society, theories to
explain personal distress have noved
fromthe spiritual real ns to the psycho-
anal ytical real ns and, nore recently, to
a host of new theories including
cogni ti ve, behavi our al , systenic,
social, and interpersonal theories. Each
of these conceptualises distress states
or illness categories accordingto certain
theoretical postul ates, which are then
ext ended to act ual t her apeuti c
interventions to alleviate the distress.
Success with such a therapy i s then used
as a validator of the theory itself. Qe
exanpl e of such a therapy which has
gained proninence in FEuro-Anerican
society is cognitive therapy, in
particular for depressive states. Like

nany contenporary approaches, it
enphasi ses the personal responsibility
of the patient in attaining the cure.
Qognitive theory postu-lates that the
fundanental probl emin conditions which
nani fest as depression or anxiety is
nal adaptive thinking. The treat-nent is
ained at assisting the individua to
recogni se the nal adaptive nature of his
or her thinking and then attenpt to
change this. This theory is firnhy rooted
in the introspective individual i smof the
North, and is in sharp contrast to the
‘external’ nodels of distress in
communities in SSA To date, we are not
anare of any studies attenpting to
evaluate the effectiveness of these
psycho-therapeutic nodels in SSA
Furthernore, it is well recognised that
one of the nost powerful predictors of
response to psycho-therapy is the
‘congruence’ or sharing of nodels of
illness by therapist and patient, so that
those patients who are ‘ psychol ogi cal | y
nmnded are the ones nost likely to
respond. V¢ woul d argue that the sane
principle nay be applied to other
cultures, so that therapies whose
theoretical nodels are congruent for
patients and healers are likely to be
successf ul : spiritual ritual s, for
exanple, are likely to be effective for
spiritual problens. This, of course,
would be at odds with trying to change
the patient’s viewof the problemso as to
suit analternative, ofteninported nodel
used by the t herapi st .

(ne exanpl e fromShona culture is the
behavi oural state of kutanda botso. This
state, whichis characterised by a person
wandering away from home dressed in
rags and begging, may be seen to be
simlar to the psychiatric category of
“brief reactive psychosis’. However, it
isoftenatradition-ally sanctioned ritual
to cl eanse a person who has commtted a
grievous social crine suchas strikinghis
or her parents. By adopt-ing such a
vagrant role, perpetrators wll absol ve
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their msdeeds and correct the spiritual
i nbal ance caused by their actions. Is
famly therapy, as prescribed by Euro-
Anerican practitioners, superior tothis
formof traditional treatnent? Q is the
increasing use of ‘therapy’ as a judicial
recommendati on for people who break
social codes and |aws, such as sexual
offenders inthe North, in fact an anal ogy
to Shona sanct i ons?

Many i nported nodel s enpl oy techni ques
vwhich are not culturally acceptable to
patients in other societies. For exanpl e,
nany patients expect to be told what to
do to alleviate their distress, and the
roe of the silent facilitator, typica of
sone Euro- Anerican psycho-t herapi es,
may be inappropriate in nany counselling
situations. This is clearly evoked by the
‘ gur u—hel & rel ati onshi p bet ween
counsel | or and pati ent described in India,
in whi ch the psycho- t herapeuti c
rel ationship mnics that between a t eacher
and student, wth enphasis on the
counsel lor providing direct advice and
guidance to the patient. | ndeed,
dependence on others in the Indian
context is a desirable state of existence
and does not have the negative
connotation which it carries in Hiro-
Arerican soci ety (Saxena, 1994).

Developing appropriate mental-
health services

VW have denonstrated sone of the ways
in which cultue and religion are
profoundly intertwined wth nental
health and illness. In this section, we
consider how nental-health services
nmay be devel oped in a nanner which is
cultural |y appropri ate.

Mbst devel opnent activity in nental
heal th i mtates Euro- Areri can nodel s of
illness and health-care delivery. These
ignore the contextual neaning of such
culturally defined terns and categories
of illness and the role played by ‘non-

professionals’ in the aleviation of
di stress. Wen seeking to fund or provi de
new services, agencies concentrate
their efforts on creating newpositions of
counsellors and on training them in
nethods of counselling developed in
altogether different settings. Al too
often, this is done wthout exam ning
what was already happening in the
particular setting, as if people wth
psycho-soci al probl ens were previously
unattended to. Developnent activity
catering to vulnerable groups of
individuals, such as refugees or HW-
infected peopl e, identifies counselling as
one of the ways of alleviating their
distress. However, it remains unclear
whet her this has involved working with
the pre-existing network of ‘infornal’
counsel lors. In Z nbabwe, it appears that
sone of the counselling approaches
mmc inported nethods, such as
systematic t her apy, and enpl oy
counsel l ors wth a pr of essi onal
background nodel | ed on Euro-Anerican
heal th-care approaches. iy rarely
does one encounter any published,
structured evaluation of the inpact of
these counsel | i ng techni ques onthe life of
the patient. It seens that this issue is
often taken for granted, under the
assunption that if it works in Biro-
Anerican society, then it nust do so in
other soci eti es.

In this context, we wsh to point out
that ‘cultural spectacles affect not only
Euro- Anrerican  workers but al so
grow ng nunbers of people in SSA who,
by virtue of education and/or religion
nodel | ed on Euro-Anerican societi es,
are equally inconflict wth the ngjority
of their kin. For exanple, professional
‘scientific nedicine has taken firmroot
t hr oughout the world, and its
practitioners in Z nbabwe, though them
sel ves coning froma society with rich

and extensive beliefs in ancestral
spirits, wll often suppress these
traditional beliefs because of the



disnissive attitude taken by what is
hi storical ly a Euro-Aneri can di scip-1ine
of health care. Such health workers,
though integrated wthin the bio-nedi cal
approach to health delivery, are not
necess-arily representative
spokespeopl e for the coomunity at | arge.
A very recent exanple of this is an
epidemc of neasles which led to the

deaths of several children from a
particular Apostolic church whose
congr eg- ati on shun bi o- nedi cal

treatment and i muni sati on. Mbst policy
nmaker s and heal t h workers in t he nedi cal
servi ces were appal | ed by this apparent
neglect by the parents, but they were
oblivious to the power of religion and
culture in influencing treatnent choices
i n Zi nbabwe.

The close bonds between religion,
culture, and nental health in nany
societies in SSA have inportant |essons
for developnent and health workers
involved in nental-health care. In
attenpting to provide nental-health
services, including counselling, to any
popul ation, devel opnent funds shoul d be
targeted at what the culture finds
acceptable and workable, rather than
trying torecreate a Northern nodel . The
first step nust be to get a close
under standi ng of the religious beliefs and
social structure of the society and to
investigate the pre-existing network of
informal counsel lors. Research into the
nature and cause of psycho-social
distress is an essential prerequisite to
delivering services. ollaboration with
local health workers from prof essional
backgrounds akin to those of their Euro-
Aneri can col | eagues nust be extended to
local priests, traditiona heal ers, village
chi efs, and conmuni ty workers sel ect ed
by the community. For any nental - heal th
initiative to be successful, it nust reach
out to the ordinary person and nust be
sensitive to his or her world-view And
nost inportant, one nust refrain from
inposing an invalid foreign category,

since thiswll only alienate the people it
is neant to help. W need to understand
what the community neans by nental
health and illness, its priorities in
nental -health care, what it believes are
the ways in which such probl ens can be
tackled, and so on. Idions of distress
need t o be generat ed fromt he | anguage of
the peopl e, rather than relying on sinpl e
translations from a foreign |anguage.
There is little doubt that nany thenes of
distress are universal to hunanity, butitis
equally inportant to recognise those
characteristics of distress unique to a
particul ar community. Any intervention
nust be evaluated fromthe context of
the individual and the health-care
worker. New measures, such as the
Shona version of the WO Quality of Life
Instrunent (Kuyken et d ., 1994) and the
Shona Synptom Questionnaire (Patel et
d., 1994) nmay be used to evaluate
counsel ling and other interventions for
psycho-soci al di stress.

The influence of religionand culture on
nental healthis being recogni sedin Biro-
Anerican society, where increasing
nunbers of professionals are witing
about the need to recogni se the spiritual
dinension of a person's health (Qox,
1994; Sins, 1994). W woul d go further
in stating that this dinension is
inportant not just for nental heal th, but
for physical illness as well, inparticuar
for severe illnesses such as AIDS for
which  nedi cal treatnents renain
unaf f or dabl e, unavai | abl e, or
ineffective. These spiritual dinensions
are rarely accessible to bio-nedically
trained health workers, who should
admit this and al | ow open access to such
patients by relig-ious and traditional
heal ers. This already hapens in facilities
for termnally ill and psychiatric
patients in Europe and North Anerica
(S ephens, 1994) . Ironically, in
societies where spirituality and health
are inextricably linked, health workers
seemto resist this need of their patients.



Conclusions

Mntal illness is a significant cause of
disability in the devel opnent world and
has been largely ignored in health-
related devel opnent activity. In many
SSA societies, the inpact of economc
structural adjustnent in inpoverishing
the peopl e, the breakdown of traditional
coomunity and famly relationships
caused by urban mgration, and the
devastating effect of ACS are likely to
cause an even greater inpact on the
psycho-social health of individual s.
There is abundant evidence that nost of
these problens are not adequately deal t
with in government-funded prinary
heal th-care settings. In such a situation,
our nost urgent nmessage is that nental
heal th needs to be firnhy on the agenda of
devel opment activity. It is inportant to
recogni se that nental illness as defined
in Buro-Awrican society does not
translate wth the sane contextual
nmeaning in many African countries.
Thus, what is often regarded as a nental
illness is to be found in the broader
realns of socio-spiritual probl ens,
which we prefer to call psycho-social
distress. Such distress is intinately
related to a coomunity’'s overall sense
of well-being and devel opnent, to its
economc strength, to its network of
social and spiritual relationships, and to
the indigenous health carers and
religious |leaders in that community. In

del i vering nental -heal th Servi ces,
devel opnent activity shoul d recogni se
these inportant interactions between

nental health, culture, and religion.

Acknowledgements

V¢ thank Mark and Cathy Wnston, Paul
Linde, and Laurie Schultz for their
comments on this paper. ikramPatel is
support ed by the Bei t Medi cal
Fel l onships, GIZ (Harare) and |IDRC
(Ganada) in conducting a research

programme on prinary nental-health
carein Hrare.

References

Bue, |. and T. Harpham (1994) °‘The
Wrld Bank “Wrld Bank Devel oprent
Report 1993": Investing in Health',
British Journal of Psychiatry, 165: 9-
12.

Bourdillon, M (1987) The Shona
Peopl es, Gaeru: Manbo Press.
Chavunduka, GL. (1978) Traditional
Heal ers and the Shona Patient, Gnelo:
Manbo Press.

Chavunduka, GL. (1994) Traditional

Medi cine in Mdern Z nbabwe, Harare:
Unhi versity of Zi nbabwe Press.

Qox, J. (1994) ‘ Psychiatry and religi on:
a general psychiatrist’s perspective’,
Psychiatric Bulletin 18: 673-6.

Glder, M, D Gith, and Myou, R
(1983) xford Textbook of Psychiatry,
Oford: Oxford University Press.

Kuyken, W, J. Oley, P. Hidel son, and N
Sartorius (1994) ‘Quaity of life
assessnent acr oss cul tures’,
International Journal of Mntal Health
23: 5-28.

Lutz, C (1985) ‘Depression and the
translation of enotional worlds’ in
Qulture and Depression (ed. by A
Keinman and B Good), Berkel ey:
Lhi versity of Galifornia Press.

Mit anbira, J. (1989) ‘Health probl ens
inrural comunities, Z nbabwe', Social
Sci ence and Medi ci ne 29: 927- 32.
(beysekere, G (1985) ‘ Depression,
Buddhi sm and the work of culture in i
Lanka’ , in Qulture and Depression (ed. by
K ei nman and Good) , Ber kel ey:
Lhiversity of Galifornia Press.

Patel, V. (1995) ‘Expl anatory nodel s of
nental illness in sub-Saharan Africa’,
Soci al Sci ence and Medi ci ne 40: 1291- 8.

Patel, V., F Guaanzura, E Snunyu, A
Mann, and |. Mikandat sana (1994) ‘ The
Shona Synptom Questionnaire: the



devel oprent of an i ndi genous neasure of
non-psychotic  nental di sor der in
prinary care in Harare’, in Proceedi ngs
of the Annual Medical Research Day,
|CHE, Harare: Wniversity of Zi nbabwe
Press.

Patel, V. and M Wnston (1994) *The
“universality” of nental disorder
revisited: assunptions, artefacts and
new directions’, British Journal of
Psychi atry 165: 437-40.

Patel, V., T. Misara, P. Maranba, and T.
But au (1995) ‘ Goncepts of nental ill ness
and nedical pluralism in Hrare',
Psychol ogi cal Medi ci ne (in press).
Saxena, S (1994) ‘Quaity of life
assessnent in cancer patients in Inda
cross-cultural issues’, in Qality of Life
Assessrment: I nternational Perspectives

(eds. Qley and Kuyken), Berlin:
Sori nger.
Sns, A (1994) ‘“Psyche”: spirit as

vell as mnd?, BritishJ. of Psychiatry,
165: 441-6.

Saugard, F. (1985) Traditional Medicine
in Botswana: Tradi ti onal Heal er s,
Gabar one: | pel egeng.

S ephens, J. (1994) ‘ A personal view of
the role of the chaplain at the Reaside
Qinic, Psychiatric Bulletin18: 677-9.

Wrld Health Qganisation (1992) The
ID10 dassification of Mntal and
Behavi oural D sorders, Geneva: WHQ

The authors

Dr VikramPatel , fornerly Beit Research
Fellow at the Institute of Psychiatry
(W), runs a community psycho-soci al
health research unit in Ga, India Dr
Jane Miutanbirwais a Senior Lecturer in
Medi cal  Ant hropol ogy and Behavi oural
Sciences in the Whiversity of Z nbabwe
Medi cal School . She is a co-ordinator for
the Heal th Syst ens Resear ch
Programme in the Uiversity of
Zinbabwe. Dr Sekai Niwatiwa is a
psychiatrist working for the Mnistry of

Health in Z nbabwe. She has worked in
mental health in Ngeria, the UWBA and
WK

This articlewas originally publishedin
Devel opnent in Practice, Volume 6,
Nunber 3, in 1996.



Introduction

Hans Buwal da’ s article, ‘ Children of war
in the Philippiness (Developrment in
Practice, Vol une 4, Nunber 1, February
1994), describes sone of the enotional
problens of children in the Philippines,
traunatised by political violence, and
relates her introduction of GCeative
Process Therapy at the Children's
Rehabilitation CGenter in Davao Qty. It
rai ses interesting issues concerning the
nodi fi cation and application of a Véstern
therapeutic nodel to a South-East Asian
country experi enci ng | ong-termconflict.

Vé would liketoexplorethis further in
relation to the kinds of training
programme that are currently being
developed in forner Yugoslavia and
other areas of war or civil war. The aim
is to train workers from ethnic
mnorities in nental-health care and
counsel ling skills, to enabl e themto work
w th refugees and displ aced peopl e who
have been subjected to war and extrene
brutality, including detention, rape, and
torture. Al wll have been affected by
these experiences, and sone may have
been seriously traunmati sed. The trai ning
programmes and subsequent nental -
health work often take place in over-
crowded and under-resourced refugee
canps, or in situations where fighting
still rages, and basic needs for safety,
food, and shelter can barely be net, |et
alone social, emtional and nental-
heal t h needs.

As trainers with experience in the
field of refugee rehabilitation, we were
appr oached by a British worker who had
just been appointed as a Training Gficer
for a non-governnent organisation
(NX) inQoatia. Her nainrole woul d be
to train  Serbo-Coatian  speaking
workers in counsel ling skills and nental -
health care for their work wth displ aced
peopl e fromBosni a. A psychiatric social
worker herself, she had years of
experience in the nental -health field, in

various different settings —but she had
no experience as a trainer, nor in work
with refugees. She was clearly anxi ous
about her role, and phoned us for advice
two weeks before going to Qroati a.

She asked, anong ot her things: How do
I plan and run appropriate training
courses? Wat wi Il the partici pants want
to know? How do | find an effective way
to share ny own skills? Attenpting to
address sone of these issues, we offer
this article to everyone working in
sinlar areas of conflict.

First thoughts

If you feel anxious about the linitations
of your own skills and experiences in an
unfamliar context, renenber that this
may be how the participants on your
training courses will be feeling. If you
feel daunted by the task ahead, this nay
wel | reflect sone of the fears of those
whom you are setting out to train in
nent al - heal t h wor k.

Ve suggest t hat addr essi ng
partici pants’ own concerns and anxi eti es
is a good way to start such a training
course. It wll enable you to identify
nor e clearly their trai ning
requi renents, and increase their
confidence in expressing and asserting
their needs.

It wll be inportant to conbi ne your
own therapeutic approaches wth the
cultural frameworks and ways of
working faniliar to participants, so you
need to becone as famliar as possible
(as quickly as possible!) wth the |ocal
cultures, values, and situation, and take
account of these in your training
programres and nodel s of work. The
participants on your training courses
wll be a rich source of information and
know edge, and they should be able to
work wth you to adapt ideas into
cultural l'y appropriate ways of working.



The selection of trainees

The trai nees’ own
know edge, and status wthin their
communities wll affect how they are
seen and are able to function. Selection
needs to take account of their standing
and status wthin their conmunities, if
they are to be trusted and wel | recei ved.

experi ences,

Primary heat h-care wor ker s or
comunity health pronoters, for
exanple, wll wusually be known and

trusted, and may be possi bl e candi dat es
for training courses. You may have little
control over selection of trainees when
you first arrive, but ideally you shoul d

i nt roduce a sensitive sel ection
pr ocedur e. Qearly the exi sting
know edge and skil | -1 evel of trainees wll

guide the design and process of your
cour se.

Emotional impact of the work

In training people to work wth refugees
and di spl aced peopl e, you need t o address
the enotional inpact of the work on the
trainees. No natter what ideas, training
nodul es, exercises, and franeworks
you bring, it is inportant to help
participants understand and come to
terns with their own nixed feelings
about the work they are going to
undertake. They are likely to have
feelings of inpotence and inadequacy,
even sonetines of despair, as well as
hopes, comi t nent, ener gy, and
creative ideas. Acknow edging such
enotions does not form a separate
‘“topic’ in training, but runs throughout
the entire course. You need to build in
opportunities for participants to reflect
on and tal k about their own feelings about
the work, and indeed about the training
exer ci ses you have asked themto do, and
the feelings these may stir up.

The aimis to hel p workers to deal wth
their feelings of being overwhel ned or
distressed. Renenber that they are

intimtely involved wth the conflict in
ways that you are not. They are likely to
share many of the | osses and traunas of
those they wll be working wth. That
gives them both a unique strength, in
understanding and enpathising, and a
vul nerability, inthat the work nay | eave
their own sorrows exposed.

In addition, clients can be very
denandi ng, angry wi th workers who are
unable to provide what they want, and
jealous of workers’ paid enploynent.
The workers will have responsibilities
that are newto them such as assessing
clients for propensity to suicide —and this
can be a heavy burden.

Mental -health work is often painful
and draining. The training should help
workers to recognise their own
enotional needs, and support them in
their right to ask for help thensel ves.
(ne Bosni an worker in the WK works all
hours of the day and night, so that (she
says) she can keep her feelings of
distress at bay. She has no access to
continuous support and supervision. This
i s oneway of dealingwth pai nful feelings
that threaten to overwhelm us, but
wor ker s shoul d be gi ven opportunities to
seek and recei ve support fromot hers.

There are many ways i n whi ch you can
pay attention to the trai nees’ enotional
responses, and you w || have t o nake j udge-
nents about how far deliberately to
encourage sel f-disclosure in the groups
w th whomyou work. |f peopl e have been
working hard to keep their feelings of
distress at bay, they wll not wel cone
being stripped of their defences.
Exercises and discussions which give
participants the opportunity to ‘put
thensel ves in the position of the client’
can be a gentl e way to give recognitionto
partici pants’ own needs for support.

An exercise on ‘ Asking for help° (Qpen
Lhiversity 1993) draws attention to the
anxi eties and | oss of control that peopl e
often feel in seeking hel p.



Participants work in threes and each
person is asked to think of a relationship
wth wvhich there vere difficulties. Whet her
or not they sought help in inproving the
relationship at the tine, what
difficuties coud there have been for
them in asking sonmeone outside the
relationship for help? Wen al three
have di scussed what night have nade it
hard to ask for help, they are then asked
to consi der what additional factors mght
nake it difficult for refugees, or those
who have been traunatised, to ask for
hel p.

You can vary this exercise by naking
‘difficuties in working relationships’
intothefocus. Itisinether caselikelyto
give rise to sone acknow edgenent of
trai nees’ own needs, and their feelings of
anbi val ence i n seeki ng hel p.

Gtenclients will not talk i nmedi atel y
about enotional problens, but nay
discuss nore practical concerns. Trai nees
canbehelped to attend sensitively to these
denands, to build up trust first, before
trying to open up nore enotional topics
for di scussion.

On-going support for workers

Intimes of conflict, normal support net -
works are disrupted or br oken
conpl etely, and new ones may need to be
built. Training courses give an
opportunity to start this process. Alow
tinme for trai nees to discuss what kind of

support they need, and how it could be
provided. They nay be able to neet
together in snaller groups on a regul ar
basi s, if they work in nearby
geogr aphi cal areas; or they nay ask the
organi sati ons enploying them to
establish a support or supervision
structure. You w || probably need to back
up such requests by holding your own
di scussi ons wth enpl oyi ng
organi sations. Burn-out is a real factor
in this type of work: after a while
wor ker s t hensel ves can becone
depressed, bored, or discouraged (van
der Veer 1992), and support networks
for themneed to be establ i shed early on.

Create a safe atmosphere

If you can create an atnosphere of trust
and openness, where trainees feel
confortable enough to share their
anxi eties, fears, vulnerabilities, hopes,
and ideas, and to acknow edge the
enotional inpact of the work on
thensel ves, they wll be prepared to
take risks in learning and trying out new
techniques inworkingwth clients. If you
create a safe atnosphere, trainees wll
be able to nake better use of any
structured activities and exercises which
you introduce, and to practise, challenge,
and adapt newskil | s.

How can such an atnosphere be
created? Think about how you wll
introduce the training course, and the
way in which you intend to work. Proper
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introductions are inportant, and the
chance to ‘warm up’ through non-
threatening activities. V¢ often use an
exerci se which conbines elenents of
i ntroductions and war mup.

Ask each participant to tell the group
about his or her nane, and what it neans.
Each person speaks in turn for a few
mnutes only. Participants wll decide
for thensel ves how much they want to
share at this stage. If you start, you can
set the tone for others. The exercise
gives opportunities for people to talk
about their ethnicity, famly history,
religion. It is surprisinghownuch a nane
can nean to its owner and how quickly a
fewwords on this can give others in the
group a glinpse, revealing nore of the
whol e person.
You can use warm ng-up exercises for a
few mnutes at the beginning of each new
session: sonething light-hearted before
serious business begins, and a chance for
individuals to feel connected again wth
the group. Tal ki ng about sonet hi ng whi ch
they have enjoyed recently, or a
menory of the last session, are other
ways of giving each person a norent to
say sonething at the start of a newsession.
Gving each person a turn is less
enbarrassing for themthan if you put
pressure on an individual to speak in
general di scussi on.

Exercises can help people to think

about issues froma different angle, and
should pronote discussion. A good
approach i s to nove fromi ndi vi dual wor k
through paired conversation to snall-
group discussion. If people have had a
chance to note down their own thoughts
first, they are nore likely to feel
confident enough to talk to one anot her,
and then to enter into group di scussion.
Encour age everyone to partici pate, using
their own experiences and ideas, and
val ue al their contri butions.
Acknow edge and deal with the enotions
that are evoked. Qve plenty of
opportunity for participants to use their
own case-studies and exanples in their
pai red and group di scussi ons.

Training methods

You nay find that the way of training
which we are advocating is very
different from what trainees expect.
Perhaps they hope you wll present
lectures, or teach nore fornal | y; wher eas
we are suggesting training that is
experiential and participatory, wth you
in the role of facilitator rather than
teacher. V¢  believe this <can be
negotiated wth the group, by expl aining
your training nethods and the reasons
why you use them But you nay need to
nake some concession to your trainees’
preferences. This could be by giving



sone short prepared inputs, perhaps
summarising learning and discussion
from earlier sessions. It is hard for
people to adapt to unfamliar |earning
styles, and you w !l needtotake thisinto
account .

Participation is one of the keys to a

successful training course. Ve believe
that people ‘learn by doing, and by
reflecting on their own work. It is
possible to achieve a high level of

participation by starting where they and
their communities are.

The theoretical underpinning for this
approach cones fromthe ideas of Paul o
Freire on popular education. Feire's
literacy programmes for slumdwellers
inBrazil invol ved peoplein group efforts
to identify their own problens, to
anal yse critically the cultural and soci o-
econonmic roots of the problens, and to

devel op strategies to effect positive
changes in their lives and in their
communities. In effect, people teach

thensel ves in dial ogue with each other.
Paulo Freire’s advice on this process is
rel evant:

BEvery hunman being is capabl e of |ooking
critically a his world in a diaogc
encounter wth others ... Inthis process,
the old paternalistic teacher/student
rel ationship is overcone. A peasant can
facilitate this process for his nei ghbour
nore effectively than a ‘teacher’
brought in fromthe outside. Each nan
wins back his own right to say his own
word, to nane the world. (Freire 1972)

Wiile trainees on your courses nay
hope that you are coning as an ‘ expert’,
to inpart solutions to the problens with
vhi ch they are grappling, you are nore
likely to be struck by the fact that you
are working in a country, culture, and
situation where your knowedge is
limted. You nay wonder whether your
experience and skills are relevant. It is
inportant to clarify your role early on:

you do have expertise and techni ques to
share, but as a trainer you are there to
hel p trainees to recogni se and draw on
their own resources and skills. You are
there to help the group to tap their own
wealth of experiences and creative
ideas. V¢ findthat case-studies and rol e-
pl ay hel p this process.

Insnall groups of four or five, trainees
can think of area or hypothetical client
they are worried about, or you can
present a prepared case-study. After
reading the outline of the case, and
particularly the presenting probl em ask
trainees to discuss in their groups (1)
what do you fed ?, (2) what do you
think?, (3) what are your first steps
going to be?, (4) how are you going to
approach the client, what are you goi ng
to say? After discussion, trainees can
role-play the start of theinterviewwth
theclient.

Rol e-pl ay shoul d be seen not as a test,
but as an opportunity for trainees to
practise different ways of intervening,
and to receive feedback about their
i npact and i deas about ot her approaches.
Those in the rol e-pl ay and the observers
can swap places to try out different
strategi es. Linked wth discussion,
planning, and revieww and done in a
supportive environnent, role-play can
be one of the nost effective ways of
| earni ng.

Cultural considerations

There may be considerable cultural
di fferences between yoursel f as trai ner
and your trainees, just as there nay wel |
be differences wthin your group of
trainees, and between the trainees and
the clients with whom they wll be
working. You cannot assume that
trai nees understand everything of their
clients’ backgrounds and val ues, just



because they are nenbers of the sane
wider community. An examnation of
cul tural expect ati ons, val ues,
strengths, and differences on training
courses is inportant, in order to
sensitise participants to their own
cultural norns and biases in relation to
their clients, and to encourage themto
buld on inherent cultural and conmunity
strengths in coping with |osses, crises,
and traunas.

Here is an exerci se which can open up
discussion ondifferent cultural val ues.

Participants first note their responses
i ndi vi dual | y to the foll ow ng
i nstructions:

. List six values passed on to you by
parents or care-givers.

. How did your parents or care-givers
make you aware of inportant val ues?

.« Arcle the val ues that you consider to
be peculiar to your cultural, ethnic, or
racial group.

. Paceatick next tothe val ues that you
still adhere to and a cross next to
those that you no | onger adhere to.

Participants then work i n groups of three
to discuss their responses (Christensen
1992). They nmay be surprised at val ues
which are held in common, despite
cultural differences, or at different
interpretations of what val ues nean in
terns of behaviour. They can recogni se
that nost values are passed on by
exanpl e and non-verbal neans. Partic-
ipants wll usuallyidentify the dangers of
inposing their own value system I|f the
group you are working with share a

common  cul tural backgr ound, this
exercise brings out differences in
enphasi s, interpretation, and upbring-

ing. Thisis helpful in cautioning trai nees

against assuming that they and their
clients share comon values and
aspirations.

Again, opportunities for participants to

think about their individual responses
and to work first in snmall groups are
i nportant in giving everyone a chance to
be heard, and allowng differences to
ener ge.

There is still a risk of inadvertently
inposing your own cultural bias and
val ue systemin your powerful position
as a trainer. It is not always easy to
recogni se your own cul tural ‘spectacl es’
(Fnlay and Reynolds 1987). For
exanpl e, your own professional social -
work training, if rooted in Véstern,
Angl o- Saxon, and Christian val ues, has
probably tended to focus on personal,
rather than collective, achievenent,
fulfilnent and satisfaction, and to have
val ued independent thought and action.
The individual perspective is not al ways
central. Be prepared to have your own
assunpt i ons chal | enged.

An awar eness of gender-1inked differ-
ences is vital. How men and wonen are
seen in ther cul ture, and the
investnents they have in it, are not
necessarily the same. Their responses to
pai n and | osses, howthey process t hese,
and their wllingness to express
enotions may differ. Therefore you wll
have to give thought to how you night
handl e trai ning groups conposed of both
nmen and wonen, and how you wll deal
with issues that nay generate different
reactions and responses according to
gender. Sexual crimes, such as rape
during civil conflict, would be a case in
point. It may be helpfu to gve
participants opportunities to work in
same- sex groups on sone topics, so that
peopl e have the chance to work out their
i deas bef ore sharing themw th the m xed

gr oup.

Course content

So far we have nainly discussed the
process of the group, and nethods of
training. V¢ now consider sone of the



topi cs whi ch we think you coul d useful l'y
i ncl ude (Reynol ds and Shacknan 1993).

Theories of |oss and bereavenent are
central to work wth refugees and
di spl aced peopl e. They w || have suffered
personal |osses: the deaths of fanily and
friends, the destruction of their hones,
the loss of belongings; and abstract
losses: certainly the loss of their
fanmiliar life-style, and naybe the | oss of
beliefs, ideologies, and hopes for the
future. They will be uncertain whether
sone of these |osses are pernanent or
tenporary. They wll be struggling to
nmake sense of what has happened, to give
nmeaning to the appalling events. An
understanding of |oss and bereavenent
can help trainees in their assessnents.
But you need to take into account that
different societies have different ways
of dealing wth nassi ve | osses and gri ef,
and have their own mourning ritual s and
rites of passage. These are often nore
col | ective and community-based than in
Wstern society. Training should help
trainees to recognise community
responses and strengths, so they can
build on these in their work. Mny
refugees and di spl aced peopl e feel guilty
about the deaths of |oved ones, and have
been unabl e to grieve for them

Qisis intervention is anot her
theoretical framework which can be
useful, so trainees can |l ook at the nore
nornal stages of transitionin a person s
life (such as adol escence, narriage,
unenpl oynent, old age), and how they
are differently affected by unexpected
crises or changes. Tines of crisis are
difficut and painful, but sonetines can
present opportunities for positive, as
vel | as negative, changes.

Training in assessnent skills is a
useful tool, in helping to identify what a
client may need, and who needs addi ti onal
help. Trainees can be helped to
distinguish between ‘nornal’ distress
and nor e seri ous nent al - heal th
problens, so they can decide when to

refer on for psychiatric help (a tricky
deci sion, when specialist services are
likely to be scarce). Trainees wll beina
better position than you to know what is
regarded as ‘nornal’ and ‘abnornmal’ in
their own culture, and this should be
openly discussed. The stigma of nental
illness may prevent many people from
conming for help. Wrkers can find ways
to encourage peopl e to ask for help after
extrene suffering, wthout its being
seen as illness, or weakness. A checkli st
for assessing suicide risk in clients can
be useful, as can an anal ysis of the uses
(and sonetimes abuses) of psychot ropic
nedication. You wll want to raise
trainees’ awareness of the nore
vul nerabl e nenbers of the community:
for exanple, children, particularly
those who are unacconpani ed; wonen on
their own; the elderly; and those with a
previous history of nental illness.

An understanding of sone of the
possi bl e effects of torture and trauna
wll help trainees to nake accurate
assessnent s: ni ght nar es, lack of
concentrati on, and flashbacks  of
traumatic events are often experienced
by survivors of torture and traunma, but
are not anindication of nental ill-health
unless they are seriously affecting the
person’s ability to cope.

Wrkers can reassure clients that

these kinds of synptom are to be
expected after suffering traunatic
experiences. If the person is unable to
nanage daily living tasks and

interactions, this is a better indication
than synptons alone that a person is at
risk and extra help is needed
(Summerfield 1992). (ften nenbers of
the surroundi ng community will be easily
able to identify those wvhomthey see as
‘not managi ng' .

Qunselling skills, and supportive,
attentive and non-judgenental |istening
can be devel oped by practice and rol e-
pl ays. Trainees can choose or be given
case-studies or vignettes and can



practise, for exanple, how to approach
and tal k to a person who i s w thdrawn and
very depressed; how to listen and
respond to soneone who is extremely
distressed and agitated; how to work
wth a client’s anger and bitter
hopel essness about the future.

Exer ci ses and di scussions that enabl e
trainees to clarify their roe and
limtations are helpful. This was a topic
that took up considerabl e tine on a recent
trai ning course which one of us hel ped to
run for Serbo- O oati an speaki ng
workers in the W who worked with
Bosnian refugees in exile. They were
beset by demands from clients,
col | eagues, and their enpl oyi ng
agenci es. Becoming cl ear about their role
and asserting what expectations they
could, or could not, neet gave them
confidence to say ‘ No' when necessary.

Qher useful topics coud include
pr obl em sol vi ng t echni ques,
interpreter’s skills, communi ty

devel opnent, and working w th women
who have been raped. (Such wonen are
unlikely to cone forward for ‘rape
counselling’, but mght welcone the
chance to be nedically exanined, and
later may want to talk about their
experiences or meet wth other wonen
who have suffered in simlar ways.)
Devel opi ng gr oup- wor k skills is
extrenely useful, where nunbers
affected by violence and trauma are
large, and where there is a nore
col | ective approach to dealing with grief
and | oss. Peopl e can gai n confidence and
strength from sharing experiences and

supporting each other (Bl ackwell 1989;
Shackman and Tribe 1989). Quatemnal an

wonen in Mexico Aty who net as a sel f-
hel p group realised that they had al | been
going around thinking ‘1’ mcrazy’, when
real ly they were suffering the effects of
severe political repression and isolation
(Finlay and Reynol ds 1987).

You will probably think of nany other
topics: in developing the contents of

trai ni ng courses, you can nake full use of
your own professional training and
skills. V& suggest that you list all the

topics you could cover, and what you
think trainees may want to learn. Mke
up or adapt exercises to allow

participants to try out new skills and
techniques, and be clear about the
teaching points you want to nake. You
probably won't use all of themand, once
you find out the needs of your trainees,
you wll bhave to adapt your plans
accordingly. It will helpyouto feel nore
confident if you know you have sone
ideas prepared: a selection you can dip
into, avariedand filling nenu fromwhi ch
you and the participants can taste
sanples. You wll learn about new
approaches and ways of working from
the trai nees t hensel ves.

Constructing an interesting
programme

Wrking with clients who nay be
traunati sed and experiencing nental-
heal th problens can be draining, and so
can training courses dealing wth these
issues. Having a variety of topics and
exercises wll enable you to vary the
pace and t he at mosphere. Soneti nes you
mght want to |lighten the tone. Vérmup
exer ci ses can be fun, and can have usef ul
teaching points. If you have access to
video and/or slides, they too are useful
teaching tool s, which give participants a
break fromconcentrating on t hensel ves.
Prepared hand-outs give participants
reminders of key points covered.
Summaries, feedback, and eval uation
sessions at the end of each day wll
reinforce what has been done, highlight
what partici pants have found useful , and
di scl ose what the gaps are.

During the training course for Serbo-
Goatian speaking workers we spent
tine reading poens, singing folk and
popul ar songs fromBosni a, telling jokes,



and draw ng (they produced sone vivid
group pictures representing ‘Being a God
Listerer’). Al these activities hel ped to
buil d astrong group identity, and created a
good at mospher e of trust and openness, in
which nmany difficult issues were
di scussed and t ackl ed.

VW recommend that participants
eval uat e each training course at the end,
so you can devel op other courses froma
firmer foundation. Ask for comments on
different aspects, including your own
style: if you can get peopl e to wite down
sone responses before you al |l disperse,
thi s encourages sone honest feedback.

Be prepared for the unexpected

Qiite often trai ners face the uncertainty
of being unsure how long the training
courses Wil be, or vhow !l attend them
It islikelythat youw!! berequiredtorun
a variety of different courses for both
inexperienced and nore experienced
workers. In addition, you may perhaps be
asked to act as a consultant to groups or
teans of workers. This is a different
role, and you need to clarify what you
are being asked to do. Every training
course is different, but we hope we have
gi ven you sone general gui del i nes.

If it is possible to work alongside
anot her trainer, do so, preferably soneone
who shares | anguage and culture with the
partici pants. It is awys nore
productive and creative to work with a
co-trainer, to plan courses together, to
deal wth difficult situations, to support
each other. You wll need to spend tine
devel opi ng a working relationship wth a
co-trainer, and even then things wll not
always go smoothly, but it is tine well
spent (Reynol ds and Shacknan,
fort hconing) .

Developing a model of training for
the future

¢ hope we have given you sone ideas
and confidence to get started. As you
continue your preparation, it is worth
readi ng accounts of traini ng progranmes
developed in Latin Anerica which
provi de nodel s of howwork can conti nue
to have effects long after your own
relatively brief appointnent is over. The
self-help group we have already
nmentioned with Quatenal ans in Mxico
dty developed a core group of fenale
nental -health promoters who  have
continued to work with refugee wonen
and children, and to run workshops for
others for sone years after the initial
project (Ball 1991). A training nodel that
reaches respected nenbers o a
community can have a ‘multiplier’ effect
in ensuring that skills and appropriate
net hodol ogi es are passed on to ot hers.

It is inportant for the N33 inple-
nenting training programmes in nental
healthtointegrate this work into | onger-
term devel opnent projects. Al too
often, such work is part of a crisis
response, when what is needed is
comtnent to supporting psycho-soci al
progranmes over a period, to give
continuity wth w der-rangi ng heal th and
comuni ty-devel opnent plans. If you
can rai se these issues wth your N3O at
an early stage, you nay be abl e to ensure
that your work has far-reaching effects
onthelife of the community.
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Introduction

According to the UN Departnent for O s-
armanent Affairs, there have been
around 150 arned conflicts in the Third
Vorl d since 1945. Twenty mllion peopl e
have died, and at least three tines as
many injured. In the 1950s the average
nunber of arned conflicts per year was
9 in the 1960s it was 11; and in the
1970s it was 14. Africa in particul ar
suffered a dramatic escalation in the
1980s, not just in the nunber but also in
the scale of wars, some augmented by
famne. Inline with these trends, UNHCR
recorded 2.5 nmillion war refugees in
1970, 8.3 mllionin 1980, and currently
abot 15 nmallion. If the internaly
di spl aced are included, the total doubl es.
Mrtality rates during the acute phase of
displacenent are up to 60 tines the

expected rates. Hghty per cent of
refugees are in non-industrialised
countries, many of them anong the

poorest in the world. Sxty per cent of
refugees i n Africa recei ve no assi stance.

According to studies undertaken for
the International Synposiumof Children
and Vdr in 1983, 5 per cent of all
casualties in the FHrst Wrld Var were
civilians; the figure for the Second Vérld
Wr was 50 per cent, and that for the
M etnham war was over 80 per cent. In
current armed conflicts, over 90 per
cent of al casuaties are civilians,
usual |y frompoor rural families. Thisis
the result of deliberate and systematic
violence deployed to terrorise whole
popul ations. For instance, ‘lowintensity
varfare’ (so-called because it is
designed to carry lowpolitical risks for
its progenitors) has been defined by a
Gl onel inthe US Arny Speci al Forces as
‘total war at the grassroots level’.
Popul ation, not territory, is the target,
and through terror the aimis to penetrate
into hones, famlies, and the entire
fabric of grassroots social relations,
produci ng denoral i sati on and paral ysis.

To this end, terror is sown not just
randonty, but also through targeted
assaults on health workers, teachers,
and co-operative |eaders: those whose
work synbolises shared values and
aspirations. Torture, mitilation, and
summary execution in front of famly
nmenbers have becorme routine. Recent
events in Mzanbi que show graphically
the staggering extent of personal, social,
cultural, and econonic dislocation which
can ensue when conflict is pursued al ong
these |i nes.

The psychosocial effects of
extreme experiences

Human reactions to environnental stress
have been subject to social and nedical
enquiry since 1900. It is accepted that
individuals in al cultures may react to
traunatic life events, usually involving
loss, with disturbances of psychol ogi cal
and social functioning.  Summarising
many studies (though nostly in a
Wstern  setting), Paykel (1978)
concl uded that in the nonths fol lowng a
traumatic experience there was a six-
fold greater risk of suicide, a tw-fold
greater risk of a depressive disorder,
and a slightly increased risk of a
psychotic il lness akin to schi zophreni a.
For years it was assuned that the
enotional effects of disasters, natural
or man-nade, were short-lived and
mninal. This is clearly untrue. A study
conducted seven nonths after an
eart hquake i n @l onbi a kil | ed 80 per cent
of the inhabitants of the town of Arnero
showed that 55 per cent of the honel ess
and 45 per cent of prinary-care
attenders had suffered significant
enot i onal disturbance (Lina 1987). In a
study of the effects of the Bhopal (India)
toxic gas disaster, 23 per cent of 855
primary-care attenders were identified
by structured interview as having a
definite psychiatric disorder (Sethi



1987). The best avail abl e conpari son of
baselineratesinthe Third Véridis a WO
st udy in four non-industrial i sed
countries which reported that around 14
per cent of prinary care attenders had
evidence of psychiatric disorder of one
ki nd or anot her (Hardi ng 1980).

Lifton’s el oquent descriptions (1967)
of the survivors of overwhel ning
catastrophe, like the Hroshima atonic
bonb, record howthey found t hensel ves
changed; they experienced a bond wth
those who had di ed, and many had great
difficuty in re-establishing trust in
others. They had internalised a sense of
their own wor t hl essness and
power | essness, |ike nmany survivors of
great cruelty. Many felt thenselves to
be ‘contaninated wth guilt, as if they
could sonehow have averted or
mtigated what happened. This kind of
guilt is not typically experienced by the
victins of natural disasters.

Over the past two or three decades,
resear chers and clinicians have
sunmari sed what they saw and heard in
survivors of extreme trauma under

titles like concentrati on- canp
syndr one, war neurosi s, conbat
exhaust i on syndr orre, sur vi vor
syndrone  and, currently, post -
traunatic stress disorder (PTSD. In

fact the human organi smseens to have a

relatively limted repertoire of
responses to najor trauma: @ sleep
disturbance, lability of nood (including

sadness and irritability), undue fatigue,
poor  concentrati on, and di mni shed
powers of memory are common to all
these formulations. These, | suggest,
represent core features which probably
appear in all cultures. @ are concerned
here not wth transient reactions, but
wth enduri ng and frequently
i ncapaci tating states of mnd and body.

A recent study of 57 Ugandan war
refugees (Harrell Bond 1986) concl uded
that three quarters suffered an
appr eci abl e psychi atric di sorder.

Psychosonatic synptons (headaches,
general bodily aches, exhaustion even
when not doi ng work) were promnent, as
were clinical |evels of anxiety and pani c
attacks. Three of the sanple were
contenplating suicide, and one had
seriously attenpted it. There was a cl ose
l'ink between depression and the scal e of
an individual's |osses, neasured by the
nunber of people in his or her i medi ate
famly who had died in the war. The
researchers used a cross-culturally
validated test during interviews, the
Present State Exanination. M/ own
work with Ncaraguan rural dwellers
who had contended with the effects of

‘lowintensity’ warfare in their daily
lives for ei ght years  reveal ed
psychol ogi cal synpt ormat ol ogy in

approxi nately hal f of the nen and three
quarters of the wormen (Summerfield

1991b). Synptons were sinilar to
those in the Wandan study. In H
Salvador, at the height of civil war in
1978-81, psychiatric consultations

rose fromthe eighth to the third nost
comon reason t o seek nedi cal attention
(Garfield 1985).

Ant hr opol ogi cal i nterest in the
stresses facing war refugees is part of a
fifty-year debate on the relationship
between nental health and mgration,
vol untary and forced. The literature has
di scussed the sources of stress interns
of loss and grief, socia isolation, |oss of
stat us, and (where rel evant)
accul turation stresses and accel erated
noder ni sation. Losses include ‘hone’ in
the wdest sense, which includes the
surroundi ng | andscape as the repository
of origin nyths, religious synbolism
and historical accounts. Wthits focus on
what has been | ost, exile or di spl acenent
has been | i kened to a ki nd of ber eavenent
pr ocess. These st udi es record
consi derabl e depression and anxiety,

often per si stent, psychosonat i ¢
ailnents, nmarital and intergenerational
conflict, alcohol abuse and antisocial



behavi our, frequently directed at

wonen. Single refugees, those from
separated fanilies, divorced or w dowed
wonen as househol d heads, and ref ugees
in isolated situations, |acking conpany
or community, have all been identified as
bei ng at hi gher risk. Sone of these issues
are particularly acute for those stranded
in canps for nonths and years at a tine.

These refugees nust continue to live
w th the awareness of a decisi ve change
intheir status, fromactive citizen to a
nargi nal person —a war statistic. There

is a pervasive feeling of anbiguity
inherent in canp life. The future is
uncertain and it is hard to nake

predictions. People feel inconpetent and
denoral i sed. Recent  WHO sponsor ed
nedi cal mssions to Canbodi an canps in
Thailand further illustrate why such
conditions are ininica to nental health
(de Grol amo 1989).

Wr victins endure multiple traunas:
physical privation, injury, torture,
incarceration, wtnessing torture or
nassacres, and the death of close fanily
nenbers. For exanpl e, Khrrer refugees
each suffered 16 naj or trauna events on
average, three of which constituted
torture by WN criteria. There are also
background factors, not least the
infectious di seases which flourish in the
conditions created by war and are
particuarly lethal for children. In
Wanda the Al DS virus has behaved | i ke a
terrorising arny in its ow right, and
vwar-related  social breakdown is
hastening its spread.

Many studies have indicated that, as
the overal |l severity of a disaster or war
increased, so did the proportion of the
exposed popul ation nanifesting psycho-
| ogi cal di sorders. Pre-exi sting
personality factors are obviously
capabl e of shaping the way individuals
handl e such events, but when there is
pervasi ve nental traumatisation across
whole communities, the distinctions
between i ndivi dual and collective

traunas nmay blur. In one report there
was no significant difference between
ordinary Salvadorean refugees and
others who had been personally
tortured, in terns of the severity of
psychol ogi cal synptomatol ogy (Aron
1988). Thi s al so seened true i n ny study
of war-disabl ed ex-sol diers in N caragua
(Summerfield 1991a). Simlar
observations have been nade in, for
exanpl e, the Arnmero earthquake
di saster, nentioned above, and anong
the wvicting of politicaly inspired
violence in Northern Ireland. But this
area involves conplex variables and
nmany studies point the other way, like
t he Wandan one ci t ed above.

It is anyth, partly propagated by the
slant of nedia reportage, that in the
aftermath of a catastrophe people will be
paralysed and helpless or break into
pani c-stricken flight, or that community
functionis likely tobe shattered. Sudies
of popul ations under bonbardment or
siege in Lebanon and el sewhere have
denonst rat ed | ow | evel s of
psychol ogi cal di st urbance (Hour ani
1986). This partly reflects the way in
whi ch enot i onal needs are
overshadowed by the exigencies of
inmedi ate survival, at least till later.
Human resilience i s everywhere evident
inthe conflict zones of the Third Verld.
Mctinge of wars are after al nornal
people, albeit exposed to abnornal
forces. It istoo easy to oversinplify the
state of victinhood, characterising it
solely by the psychol ogical and social
di st urbances whi ch can be docurented in
those affected. Mctinhood is sel dom
‘pure’. Mazur (1986) notes that war
refugees are not just hapless victins
who have | ost everyt hi ng, but peopl e who
are conscious and active before, during,
and after their flight. He questions
whether they are actually helpless or
nerely labelled so. After all, refugees
are survivors.

There is also the question of the



effects of sub-nutritional diet on
psycho-social  functioning, which is
particularly relevant in Africa, where
war and fanine have forned a |ethal
conbi nati on. Evidence accumul ated from
prisoners of war and refugees in Vérld
\Wr || suggests that chronic mal nutrition
contributed to their psychol ogical
probl ens. Hunger can have pervasive
ef fects upon nood, enotional drive, and
social behaviour; famine has always
been known as a tine of violation of
normal human ties. Unhdernouri shed
children can be | ess responsi ve and | ess
able to learn. W do not know how nuch
this may add to the effects of
institutionalised violence in a country
like Quatenal a, where up to 80 per cent
of the children in sone areas are
reported to be under nouri shed.

Post-traumatic stress disorder
(PTSD)

PTSD is a formulation increasingly
evoked to describe the psychol ogical
responses over time, frequently years,
followng exposure to extrene and
unusual traumatic events, comonly
wars or catastrophes. It arose out of
work with the thousands of US veterans
of the Vietnam war whose unabating
enotional difficulties blocked the route
back to nornal peacetine life. Snce
then, PTSD has been described in the
victins of terrorism in Northern
Ireland, Chilean victins of torture,
Canbodi an refugees and others. PTSD
enconpasses the synptom patterns
descri bed above in concentration-canp

survivors. But nost studies have been
conducted in \eéstern countries, and
rather nore on nen than wonen. W

know very little so far about the
proportion of civilians of a particular
popul ation in the Third Wrld who woul d
react to conflict by devel oping PTSD. My
pilot study in Ncaragua suggested that

many of the major features of PTSD are
not unconmon.

The characteristic synptons of PTSD
are thus recurrent, painful and intrusive
recol l ections of the traunatic events,
either in nightnares or in daytine
‘flashbacks’. These may be intense
enough to feel as though the traunatic
event i s beingre-lived. Adisturbed sl eep
pattern is typical. Another core feature
i s hyper-vigilance, often nanifested as a
tendency to startle easily, even in
response to ninor cues |ike snall noi ses.
Irritability, restlessness, explosive
anger, and feelings of guilt, anxiety and
depression nmay wax and wane. Peopl e
may try to avoid stimili that recall the
frightening nenories; they may feel

detached from others, or conplain of
inpaired nenory or difficulty in
concentrating or conpleting tasks.

Sufferers do not general |y experience al |
features together. PTSD does not of
course represent a circunscribed
disorder: there is sone overlap with the
features of chronic bereavenent and in
particul ar wth depressive ill ness.

I't shoul d be enphasi sed that PTSD as a
descriptive syndrone is generally not

meant to include the intense but
relatively short-1ived enot i onal
distress or disturbance which is a
natural and imediate reaction to
tragedy. Nevertheless, there remain
open questions about what night

constitute a ‘nornal’ range of responses
over tine to experiences |ike being
tortured or wtnessing the shooting of
one’s  child, and  about whet her
underlying psychological vulnerability
or the severity of the trauna is the
central issue (Geen 1985). The onset of
PTSD can be del ayed for nonths, or even

years, and its effects can last a very
long tine: some World Véar |l ex-
prisoners still had synptons 40 years
later.

| suggested earlier that disturbances
of sleep, proneness to anxiety, lack of



energy, and dininished powers of
concentration, essentially disturbances
of arousal and drive, represented
uni ver sal el enent s. Wat of the
subj ecti vel y experi enced enot i ons
acconpanyi ng these i ndi cators of altered
body physi ol ogy? The enotional distress
felt by avictim and howit is acted out in
daily life, wll beinfluenced by i ndivi dual
characteristics, but also by socia and
cultural factors which help to shape the
‘meani ng' of the provoking events. For
instance, gquilt and shame have been
promnent thenes for US veterans of the
Vi et namVWér, who cane hone to find that
their society had di savowed the war and
was sonehow blaning them for it all.
Those who had witnessed the nassacre
of civilians, or participated in the
torture of captured iet Qong suspects,
have been especially prone to PTSD
There has been a powerful association
between PTSD and self-destructive
behavi our: since 1975 the nunbers who
have died (by suicide, alcohol and drug
abuse, or shoot-outs with police) exceed
the 50,000 who perished in the war
itself. Mn have had great difficulties in
reassunmng pre-war roles as husbands,
fathers, and stabl e enpl oyees. |n narked
contrast, 50 per cent of South East Asian
refugees i n the USA di spl ay synptons of
PTSD (and even nore are depressed), but
there is no associ ated soci al dysfunction
of such aviolent kind (Mlica 1987).

As its nanme inplies, PTSD envisages
the trauma or traunas as finite events,
conpl eted and recedi ng i nto the past. But
huge nunbers of Third VWrld people
continue to be exposed to apparently
unending  war or S at e- sponsor ed
oppression and nust live oninthe grip of
sustained states of grief, fear, and
apprehension. Wile such situations
prevail, it is difficult to cone to terns
wth loss. For instance, it is hard for a
mother to nmourn a nurdered child
properly while her other children
continue daily to be at risk of the sane

fate. And while threat continues, hyper-
vigilance, a core elenent of PTSD is
actual ly |'i fe-saving behavi our. | think we
need an extended formulation of PTSD
that enconpasses the concept of
continuous traunati sati on.

I have considered PTSDin sone detail,
because it is so frequently nentioned in
current nedical literature. But clearly
this kind of ‘nedical’ nodel cannot
address the overal | conplexity of hunan
response to extreme violence, how
peopl e in a particul ar situation interpret
things, how and what they suffer, and
howt hey adapt. These issues are further
di scussed bel ow inthe sectiononculture
and soci ety.

Somatisation

Sonati sation (or psychosonatisation) is
defined, at least by VWéstern clinicians,
as the expression of enotional distress
in the form of bodily synptons.
Characteristic psychosomat i ¢
synpt ons include recurrent headaches,
w despread bodily pains, unexplained
nal ai se, dizziness, and palpitations.
Such conplaints are just as real and
obj ective sources of hardship as those
that might be caused by physical di sease
or inury.

Sormatisation is a worldw de phenom
enon. However, it has been regarded as
particularly prevalent in cultures in
whi ch expression of enotional distress
in a psychological idomis traditionally
inhibited, perhaps these are cultures
whi ch pl ace a hi gh val ue on i nter personal
harnmony and thus inplicitly di scourage
direct expression of feeling. WOstudi es
invarious Third Wrld countries confirm
that psychosonatic synptons are very
common. And published literature on the
victins of war in Latin Anerica, Africa,
and South East Asia all conclude that
sonatisationis central to the subjective
experience and the communi cation of the



distress viol ence and
di sruption.

There has been controversy about the
extent to which sonatisation can be seen
as ‘equivalent’ to depression and,
further, whether it is a Wstern
stereotype that denies the ability of
peopl e from non-Véstern cultures to
express thenselves in psychol ogical
terns. In fact, war victing wth
psychosonmatic conplaints often fulfil
Wstern psychiatric criteria for
depression, and sone have PTSD The
dom nance of somatisation among Asian
patients does not nean that these
i ndi vidual s do not experience depressive
feelings or have no psychol ogical i nsight
into their illness; but, sone authors
suggest, they treat those feelings as
secondary to their bodily conplaints.
Q her researchers have found that | ndo-
Chi nese refugees readi |y di scussed their
synptons in psychological ternms. In
Ncaragua | found that rural peasants
clearly understood and expressed the
fact that it was the stresses of the war

wought by

which had generated their sonatic
conpl ai nt s, little of which they
associated with the pre-war years.

Sonmatisation wll al so shape the kind of
help that is sought. In Ncaragua
sufferers were seeking Véstern (i.e. WS
nedi cation, an ironic by-product of the
war. In Thai canps for Canbodi an
refugees, traditional folk heal ers (‘krou
khner’) have been effective. This is an
area where conplex psycho-cultural
realities, not least those of the
researchers, are operative.

Torture

Torture has been described as a form of
bondage by which the torturer ensures
that hisinterventionswll last over tine.
Mictins face the protracted
psychol ogi cal pr obl ens of ot her
survivors of extrene trauma, including

PTSD, psychosomatic ailments, and
di sturbed body inmage. The nere act of
survival nmay bring its ow guilt, and
they must contend with a pervasive
sense of angui sh and huniliation. Like the
survivors of Nazi concentration canps,

they nust endure what for sonme is
experi enced as a cat ast rophi ¢
existential event and rebuild a new
personal identity in a world that can

never be the sane. They nay al so have
lost parts of their body, relatives, work,
status, and credibility. Spouses and
children will have their own reactions.
Reports from Chile (CODEPU 1989)
convey what a struggle it can be to
reconstitute famly integrity and
openness of comuni cati on.

‘ D sappear ances’ represent a form of
psychol ogical torture for those |eft
behind, and this is intended ly a
fraction of the estimated 60,000 peopl e
abducted in Latin Arerica in the 1980s
have re-appeared subsequently, or had
their exact fates established. It ishardto
grieve properly for someone who may
not be dead, and even after years nany
fanmilies are |ocked into what has been
called ‘frozen’ nour ni ng. Thei r
emotional limbo is exacerbated when
governnments —even when restored to
nore denocratic forns as in Wuguay,
Chile, and Argenti na —refuse to expose
the whol e trut h about such acts, or tolift
i ndermi ty agai nst prosecution of those
responsible (who include doctors).
Gonfronted by a Sate which holds on to
its dark secrets and whi ch seens still to
insist that the mssing are the guilty
ones, it is hard for sufferers to
overcone a collective sense of
hel pl essness and i nsecurity.

Women in war

In the past the division of labour, the
allocation of economic obligations wthin
the household unit, and the elaborate



protection built into the narriage
systemgave African wormen nore rights
than Wstern femnists assune. But the

econonm c changes acconpanying the
colonial era (and continuing since
i ndependence) pr of oundl y er oded

vonen' s position in society. Mst of the
responsi bility for food production has
cone to rest with them Throughout the
Third Vrl d there seemto be strong | i nks
bet ween poverty and househol ds wi t hout
analeadult. Inparts of Gentral Anerica,
50 per cent of househol ds are headed by
wonen. \r dr awi ng in nal e
conbatants and disrupting social and
economc  patterns, brings  harsh
pressures to bear upon wonen's central
role as provider of physical and
enoti onal sustenance for children and
the elderly. They are even nore
vul nerabl e when they nust take their
dependants and flee. VWnen and snal |
children conprise nore than 80 per cent
of the popul ation of many refugee canps
and settlenments. There is concern from
various agencies, including WO and
Ofam about sexual violence against
wonen in refugee canps, comitted
either by other refugees or by canp
officials who are in a position to apply
coercive pressures. In the Thai canps,
young  Khner worren  have  been
attenpting suicide. Accepting that there
nmay be gender-linked differences in the
expression  of enot i onal di stress,
several studies show higher levels of
anxi ety and depression in wonen than
nmen fol | owing both natural disasters and
war in the Third Wrld. VWnen who have
been wi dowed, have lost a child, or have
been raped seem nore vulnerable to
depr essi on and PTSD.

As a phenonenon, rape is linked to the
dynamics of power and aggression,
rather than to sexuality. It is endemc
during war, and is arguably its Ieast
scrutinised and docunented aspect.
Though often seen as the random
excesses of poorly controlled soldiers,

it woul d be nore accurately viewed as an
i nst runent of subj ugat i on and
terrorisation, deployed on a nore or | ess
systenatic basis. In Latin Anerica
perhaps the nmajority of wonen detai ned
on politica grounds by repressive
governnents over the past two decades
have suffered sexual violation or
torture, of which ‘ordinary’ rapeis just
one form This has been experienced as
an attenpt to reduce the wonan acti vi st
to the status of ‘whore’, a traditional

synbol of shane in a Gatholic nale-
dominated society. In the task of
reconstructing their enotional Iives,

tortured wonen nay face nore social
and sexual difficulties and be nore prone
to suicidal tendencies than other wonen
whose experiences of brutality did not
include sexual abuse. They may feel
constrained to stay silent by well-
founded fears of stigmatisation within
their famlies or wder society. Arecent
study of 35 Ugandan wonen raped duri ng
the civil wars of the 198G showed that
years later nmost of them still had
repeat ed ni ght nares about the event and
felt angry, afraid, and humliated.
Twenty-five per cent now had no cont act
with nen, and tw thirds had no
enjoynent from a sexual relationshinp.
Three quarters of them had
gynaecol ogi cal probl ens, and sone were
carrying the ADSvirus. Half of themhad
felt unable to tell their partner (Gller
1991).

Children in war

‘Lowintensity’ conflict in Angola and
Mbzanbi que during the | 980s has denon-
strated the consequences for the nost
vul nerabl e: the snmall children. Between
325 and 375 out of every 1,000 children
have been dying before the age of 5
(conpared with an estinated 185 before
these wars), the highest rate in the
world. UN CEF estimates that 500, 000



extra child deaths have been directly
attributabl e to var - i nduced
destabilisation in these two countries
during the decade. The psychosocial
effects of wunremtting violence and
upheaval, here and elsewhere, can
intrude brutishly into the normal process
of devel opnent for an entire generation
of children. The stress and insecurity
which all children can exhibit when
separated from their principal carers,
notably parents, is grossly exacerbat ed
by arned hostilities and associated
popul ation novenents. In Angola, for
i nstance, an esti mat ed 300, 000 chi |l dren
have been orphaned or separated from
their parents. They nay have wi t nessed
the harassnent, abduction, torture, or
nur der of parents or  siblings,
nassacres and the destruction of their
homes and communities. QAder children
nay t hensel ves be deliberately killed to
prevent them being used by opposition
forces; they nmay be tortured, or taken
away for sexual or other forns of
exploitation. There has been forced
drafting of childrenintoarned units in at
least 20 countries on three continents.
Wrsening economic hardship nay
deepen their feelings of hel pl essness and
insecurity. Children nay be abused,
abandoned, or neglected by parents or
tenporary care-givers, thenselves
under pressure. Uhcertainty and tension
in a strife-ridden envi r onnent
intimdate indirectly, and thus the
collective fears of parents and those of
an entire society are added to the nornal
fears of children.
Wir-traumatised children in any
cutue are fairly simlar in ther
emotional and behavioural patterns,
vhi ch sonetines alter only after alatent
period. Pre-school children nmay show
frequent or continuous crying, clinging
dependent behavi our, bed-wetting and
| oss of bowel control, thunb and finger
sucki ng, frequent nightnmares and night
terrors, as well as unusual fear of actual

or inagined objects. They may regress
to an earlier developnental stage.

Children of early school age can have
these features too and be overtly
unhappy, nervous, restless, irritable,

and fearful. There may be self-

stimil ation such as rocking or head-

bangi ng. They nay not want to eat, or

they may have physical conplaints —
headache, di zzi ness, abdoninal pains —
wi th a psychosonati c basis. They too can
regress to behaviour appropriate to a
much younger child, in sone cases to
prolonged muteness or to bed-bound
i nconti nence as i f they were babi es. They
frequently have particular fears: of

being left alone in a room or sleeping
al one, or of situations which carry sone
reminder of the traumatic events they
have w tnessed. The social behavi our of

traumati sed children can be markedy
affected, some becomng extrenely
withdrawn and mistrustful, others |oud
and aggressive. They may have | earni ng
probl ens. Adol escents can  behave
simlarly, though their responses nay be
shaped al so by whet her they have passed
the age deemed intheir particular culture
to nark the onset of adul t hood.

War-rel ated thenes weave their way
insidiously into the nental lives of
exposed children. A study of 3-9 year
ol ds in Lebanon di scovered that war was
the najor topic of conversation for 96
per cent of the children, of play for 86
per cent, and of draw ng for 80 per cent
(Abu-Nasr 1985). The drawings of
Wandan refugee children show their
preoccupati on with their experiences of
viol ence, death, and starvation: pictures

of soldiers shooting their nothers,
infants lying bleeding to death,
decapi tati ons, dogs eating hunan

corpses, people crouching in the forests
wth ribs jutting and bellies swollen. A
year later these children were still
drawing like this, alnost always from
first-hand experience (Harrell Bond
1986). There nust be distorting
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i nfl uences bearing upon the soci alisation
of the young in societies where force
appears to be the only neans of conflict-
resolution, and where life seens to be
little valued. They too may accormodat e
t hensel ves t o vi ol ence. Even very young
Wjandan chi | dren, when asked about t heir
aspirations for the future, talked of
bl oody revenge. Oh the other hand, a
N CB~funded study of child stress in
Uganda interviewed 74 who had been
recently evacuated from the Lowero
triangle, the ‘killing fields of Wanda
nly tw identified wth arned
aggression, and the rest said that they
wanted to hel p groups |ike the Red G oss
who had hel ped them (UN CEF 1986). V¢
cannot general i se.

I'n urban South Africa, politicised bl ack
young peopl e often reject the norns of
their parents, dismssing their pious
hopes for peace as undue capitul ation to
the apartheid state. Perhaps what is
being saidinplicitly is that parents have
failed to protect their children fromthe
oppressive State, so that they nust now
fend for thensel ves through activism
including violencee Thus it is that
doni nant aut hori tariani sm can
undermine  benign authority, l'ike
parent hood. | ntergenerational tension of
this kind has been described el sewhere.
But it is also worth noting that young
peopl e picked up at random on police
sweeps may be less able to absorb the

effects of arbitrary detention and ill
treatnent than those whose political
understanding and commtnent affords
thema ‘meaning’ for what has happened
to them

A study of children living in the
conflict-affected areas of Northern
Ireland concluded that psychol ogi cal
disorders increased noticeably during
the 1968 riots and viol ence in Belfast
(Fraser 1974). (hildren aged 11-12 in
conflict-ridden parts of the Mdd e East
show an increasi ng inci dence of serious

psychiatric di sorder, i ncl udi ng
psychosis and depression leading to
suicide attenpts. A followup of
Canbodi an youngst ers, severel y

traumati sed at ages 8-12, found that 48
per cent still had PTSD a decade after the
events (Kinzie 1989). Wr can have an

al | - pervadi ng i npact on child
devel opnent, on the experience of hurman
relations, noral norns, and basic

attitudestolife

Culture and society

Inthe colonial erait was i npressed upon
indigenous peoples that there were
different types of know edge, and that
theirs was second-rate. The enotional
and social |ives of subject peoples were
defined in terns of European priorities,
and the responsi bl e pursuit of traditional



val ues was usual |y regarded as evi dence
of backwardness. Subscribing to the
prevailing cultural assunptions, and
perhaps also to an inplicit belief that
nental ill health was part of the price
that Judaeo- Christian peopl es had to pay
for ‘civilisation', colonia psychiatrists
thought that nental illness was rare in

native  popul ations. In the post-
i ndependence era, other psychiatric
researchers have docunented that
depressive illness was comon, for

instance in Africa, and that anxiety inits
various forns was as prevalent as in
Wstern societies. But the relativity of
know edge i s nowhere nmore central than
in areas enconpassi ng feelings, beliefs,
and behavi our, and it has general |y been
non- psychi atri c researchers who have
enphasi sed the limtations of Western
categories of nental disorder for
organi sing our conprehension of what
t hose in non- Vst er n cul tures
experi ence.

Even concepts like ‘stress’ and
‘coping are bound by culture and,
indeed, by class. Qilturally shaped
beliefs about heal th, i ncl udi ng
expect ati ons of the kind of hel p or heal i ng
available, deternine to a great extent
how distress is experienced, inter-
preted, and comunicated. And though
physical and psychol ogical distress is
experienced individual ly, it often arises

from and is resoved in, a socia
context. Shared supernatural beliefs
frequently carry explanations and

antidotes for nental ill health, though
such attributions may of course provide
a basis for the stignatisation and negl ect
of the nentally disturbed. The social
nature of illness, often obscured wthin
individualistic Véstern societies, has
been a major thene in the nedical
ant hropol ogy literature over the past 20
years. But despite the conplexities of
the subject, there do seemto be comrmon
denoninators in hunan response to war
and disaster, and there is the

universality of bereavenent as a life
event, understood and dealt with by all
cultures. There are simlarities in the
psychol ogi cal synptons and adj ust nent
probl ens shown by Wstern survivors
and by those fromwi dely di sparate non-
Wstern cul tures, as discussed earlier.

Myj or events inpinge not just upon
individuals but at the level of the whol e
society. Bven if war-free, nost Third
Wrld societies are facing rapid change.
The colonial era initiated processes
tending to the rupture of cultural
continuity —the link between past and
present —and t hese have been conti nued
in the nane of nodernisation since then.
Rural life has been depleted by the drift
tothe urban centres as the result of crop
failures and patterns of unjust |and
ownership. That traditional family and
social structures are under stress as
never before is evidenced, for exanpl e,
by the rapid increase of al cohol-related
nedi cal , social and econonic problens in
the Third Veérld. Indeed, one study
reported that 1840 per cent of high-
school students in N geria were consist -
ently abusing alcohol (Gshodin 1980).
The struggl e between ol d and new f or s
at a tinme of economic stagnation nust
render societies vul nerabl e and vol atil e.
Aienationin the face of Vésternisation,
whi ch has not delivered what it seened
to promse, can arguably be linked to the
rise of Islanic and H ndu fundanental i sm
inAsia, reactive revivals to reestablish
coherence and ‘ neani ng’ .

Védr or civil conflict can be
devastating for cultural and social
forns. In Wganda and Mbzanbi que huge
nunbers of destitute and terrorised
peopl es are haunted by the nenories of
the relatives they left unburied, and the
supernat ural sanctions which wll fol | ow
these lapses of nourning and burial
rituals. The civil war in Sudan has seen
simlar society-wde |oss of ancestral
pl aces and social identity. In Juba none
out of 36 refugee adol escents, all aged



16, could wite a history of their clan.
Many did not know the names of their
grandparents or the village their clan
came from Not one could name any

traditional soci a cerenonies.  The
traditional cycles of animal husbandry
have not survived the generalised
terror, and nost cattle —the najor
currency for  social and cultural
interactions related to narriage,
rituals, and settlenent of disputes —

have been | ost. As el sewhere, wonen are
| eft exposed. Young wonen from rural
communities, where prostitution is
unheard of, have been driven to engage i n
this trade in the overcrowded t owns.
Trauma can spawn new forns of
expressi on, or non-expression, which
have i n common t hat they defend psychic
vel | -being, to keep terror and horror
out, even if such behaviour is not
necessarily adaptive in the longer term
Sone of the survivors of the Canbodi an
hol ocaust of 1975-9, witnesses to the
near-total destruction of their cultural
identity, have coped so far by adopting
what has been described as a ‘dummy’
personality, a kind of psychal ogical
withdrawal or nunbing which allows
avoi dance of the past. Sone say they do
not renenber what happened. Rural
peopl e in north-east Brazil have cone to
experience and express the physical and
enotional responses to hunger, extrene
poverty, and oppression through the
net aphor of nental disorder (‘nervous-
ness’). This is a tragic rationalisation,
but in a clinate ridden wth political
vidlence, it nay be safer to be “ill’ than
to nane directly the causes of their
predi canent. Chonsky wites that in H
Salvador the collective traunatic
nenory of the massacre of thousands of
peasants in 1932 was effective in
suppressing  di ssent for over a
generation. As late as 1978, whenever
peasants began to talk about their
dermands, others brought up 1932 agai n.
Mre recently in H Salvador there has

been a striking resurgence of nagic
practice, from wtchcraft to religious
sects, anong sorely oppr essed
comuni ti es who seemt o need to repl ace
lost ‘neaning’ in their lives. Messianic
sects clainming a nythic invul nerability,
nost notably in UWganda, nay be
representing sonething simlar.

It does seemthat internalised cul tural
values and traditional expectations of
fanmly life and social roles are i nportant
in restructuring life after trauna
Adj ustment probl ens in refugees can be
reduced if they can join a community of
ot hers fromthe sane background. Thisis
also true if the culture of the host
country is not too different fromtheirs,
presunabl y because people in an alien
cultural mlieuare constantly bonbarded
by nessages foreign to them African
refugees in exile are often anxious to
revive their old custons as quickly as
possible. In Quatenala, Indian |eaders
see the preservation of their |inguistic
and cultural forns (to the extent of
keeping sone of them ‘secret’) as
paranount if they are to continue to
resist Sate terror deternined enough to
have anni hilated 440 of their villages in
the early 1980s. Shared ideas about
concepts like freedom and justice can
obvi ousl y provi de for coal escence within
societies, as when the majority of the
popul ation support a ‘just’ war. | amin no
doubt that nmnany N caraguans were
fortified against the psychol ogical
inpact of the CGontra war by what the
revolution neant to themin terns of
their history, and the new sense of a
national self which it fostered. None the
less, in Ncaragua and el senhere,
collective healing after conflict nust be
nor e tortuous when bot h si des have been
drawn fromthe sane soci ety.

Wien cat astrophes are as profound as
CGanbodia’s, it wll take decades or
longer for a society to absorb what has
happened. Those who till now have had to
keep their nenories |ocked nust be



enabled to find words to express
experiences that were alnost literally
unspeakabl e. Sone of the old traditions
and beliefswll not survivethistria . For
individuals, as for a society, things can
never be the same and a new worl d view
i s needed.

Short notes for mental-health
promoters in traumatised
communities

Wio are the nost vul nerabl e? Menbers
of the conmmunity are likely to have a
good idea of those anong them who are
nost preoccupied with their terrible
experiences or who are generally a
source of concern. Faniliarity with the
common present ati ons of
traunatisation, for adults and for
children, isneeded It islikelythat people
wi thout famly support, or wonen who
have | ost a child or spouse, are nore at
risk. It has al so been shown that feelings
of worthl essness, or the feeling that one
isunable to play a useful part inlife, or
the sel f-perception of poor enotional or
physical health status are all strong
predictors of psychol ogi cal disturbance
in victine of mgor trauma Social
dysfunction like self-neglect or child-
abuse is al so a definite indication These
guidelines may also identify the nwost
vul nerable  children, because their
emotional status during war has been
shown to be strongly linked to that of
their principal care-givers. Children can
weat her much nore if they do not detect
particular panic or depression in their
not her s. Further identification of
traumati sed children may be facilitated
by asking questions like: ‘Do you know
any child who has trouble sleeping at
ni ght or who has di st urbing
dreans/ nightmares? Do you know a
child who cries a lot or who always
seens unhappy or depressed, conpared
with the ot hers? Do you know a chi | d who

won't talk or seens apathetic? Do you
know a child who won't play wth other
children or who fights a lot or plays too
roughl y? Do you know a chi |l d who seens
to act strangely conpared wth other
chi | dren?

Wiat about enotional support and
healing? In al cultures the heaing
process occurs through a system of
synbols and rituals, verbal and non-
verbal, which are grounded in the
traditional belief systens of that culture
and perforned by individual s or groups
whose role as healers is sanctioned by
that society. Gertain qualities of heal ers
and the healing process have been
uni versally identified as central totheir
efficacy, including communicating the
expectation that synptons can be
relieved, conveying a know edgeabl e
manner, draw ng together key persons
valued by those in distress, and
generating hope for an inproved
exi st ence. A primary health-care
worker or rmental -health promoter who
seeks to intervene in traunatised
communi ties needs first to be acceptabl e
to everyone and alert to cultural issues
where they arise. Awarm synpathetic,
and non- j udgenent al nanner is
essential, and he or she al so needs to be
clear that listening neans bearing
wtness, and that this is not a usel ess
activity. It nay be very hard for peopl e
to comunicate their experiences, and
the worker, whether in a one-to-one
interaction or in a group, can help to
create an enabling atnosphere in which
peopl e can share not just the hard facts
of their stories, but alsotheir feelings. It
isinportant to allowintense enotion to
be expressed without a sense of shane.
Sgns of helplessness and low self-
esteemmay energe, as well as the anger
and guilt which are inherent in grieving
processes. People may need realistic
assurances that their feelings are
nornal responses to extraordinary
events beyond their control and do not



reflect personal weakness. Thus through
di scussi on people can cone to a better
understanding of their feelings or
synptons, including the link between
war-related stress and their bodily
ailnents. Qoups, whether focused on
discussion or on a practical task, also
al low individual s to overcone the sense
of isolation which so often acconpani es
serious enotional distress, and allow
individuals to draw strength from the
opportunity to gi ve sonething of value to
others. The worker can help people to
tal k through sone of their problens, but
should not offer instant solutions.
Attention can be drawn to the ways in
vwhich people are once again bringing
their liveswthintheir control.

Concluding comments

Mst conflict in the Third Wrld
currently involves terrorisation and
del i berate attenpts to pr oduce
psychosocial injury. Keeping this core
psychol ogi cal di nension in nind af fords
us better chances for accurate enpathy
wth those affected, for tracing their
responses over tine, and of course for
assisting in the processes of recovery
and regenerati on.

These psychosoci al consequences are
part of the record of what actually
happened in any particular conflict, no

less real or substantial than the
statistics about the nunbers of dead,
honel ess, and hungry. Psychol ogi cal

traunatisation is an actual experience,
and victins ever ywher e need
recognition of this. A the sane tine, |
think we shoul d focus on traunatisation
not prinarily as an injury which a
particular individual nay or nay not
have sustai ned, but instead as a process
o processes inpinging on socia and
cultural organisation at various |evels:
famly, communi ty, and  society.
Assisting a nore conplete counting of

t he hunan cost s woul d be consi stent with
the objectives of non- gover nnent
organisations (N3¥) in relation to the
enhancenent of hurman rights and soci al
justi ce. Furt her, the col lective
testinony of people who have been
traditionally voiceless is also a witing
of the history of the tines. Veérs create
effects which can far outlast them and
followup over years is surely a
priority. How wll the lives of a
generation of Myzanbi can orphans who
witnessed the nurder of their parents
shape up over the next decade?
Monitoring the effects over a |l ong period
should be apriority for N3& and, i ndeed,
of governnents thensel ves.

The busi ness of documenting is also a
practical intervention. Just as the
gradual recounting of the trauna story
nmy be essentia to the individual
psychotherapy of a torture victim so
too assisting the process by which the
traditional Iy voicel ess cone to be heard
is of itself enpovering. Naturally there
nust be no unnodified inportation of
Wstern  psychol ogi cal ‘expertise’.
Communities nust be wunderstood in
terns of their own doninant conceptions
of nental health and ill health. Gven the
variety of forns of co-operative efforts
inthe Third Wrld, definitions of self-
help will vary. Indeed, we are often
dealing with dynanmic situations in which
traunati sed communi ti es actively
evolve new forns of self-help and
assertion. Gomunity participation can
be encouraged, but not prescribed. Local
peopl e nust basical ly choose their own
priorities and be enpowered to act on
them The recovery of a sense of
autonony is obviously good for nental
heal th. Thus projects ained at
psychosoci al healing woul d invoke may
of the non-naterial objectives of social
devel opnent and education, as N3»
define them Wth raised awareness,
previously unanticipated psychosocial
benefits nmay be spotted in apparently



unl i kel y-1 ooki ng projects whose official
goal s were quite different.

Hunan-rights bodies, churches, or
any other organisation able to nonitor
and docunent the on-goi ng personal and
soci a inpact of conflict need support and
encour agenent in this function
specifically, as well as for the direct
assistance they offer victins. And we
need to be alive to the ways in which
trauma-related nental -health work of
the kind outlined earlier mght be nade
available to a conmunity, tailored to
their particular situation. Mntal -heal th

training for primary health-care
workers, the training of refugees as
ment al -heal th pr onot er s, t he

audi o-visual naterial
which could be delivered in the
school room clinic, church, or other
facility are all approaches to enable
indi vidual and collective handling of the
core thenes: fear, unresol ved grief, the
problem of disappeared |oved ones,
stress-rel ated physi cal ailnents,
al cohol abuse, abandonnent by spouses,
sexual abuse, and cul tural threat.

e universal thene in human
responses to extrene events is the
crucial role of socia networks in aiding
recovery. Harrel Bond (1986)
comments that aid has often not been
appliedto naintai ning social institutions.
Wir victins are expected to cope by
bei ng appropriately ‘social’, but nay not
have the resources to re-establish the
real bases of socia life. It seens
fundanental that anything that can hel p
to reconstitute famly and kinship ties,
and social and cultural institutions, nust
be good. There might be opportunities to
extend the current range of social-
devel opment projects to serve these
ends. For many peoples there is
consi derabl e reparative power inritual,
traditionally central to the struggle to
retainthe sense that thereis order inthe
universe. Traditional heal ers can play a
role here. There wll be circunstances

preparation of

when early intervention, perhaps on a
one-of f basis, is needed: the provision of
material for burial shrouds obviously
qualifies here. There may be healing
resources in other socio-cultural forns
i ke nusi c, drama, or dance.

Parti cul ar groups shoul d be consi der ed
for targeting: orphans, the elderly, the
physical |y disabled, those mutilated by
torture. Vnen should be a particul ar
focus because of their heightened
vulnerability during war and their
central role as providers and nurturers,
not least as enotional shields for their
children. Projects that target wonen
offer away intothe nental health of the
whol e comuni ty.

The question of nonitoring projects

wll not aways be easy, not |east
because in the nental-health field
outcomes nmay be hard to quantify.

Moreover, in dynanic and often unstabl e
situations objectives nay shift in nd-
project. Means of evaluating progress
nust be cul tural |y appropri ate.

If N@field staff are to attend to this
enotive and pain-ridden realm nore
closely, they may have to cope wth
hi gher levels of stress. They nay al so
have to confront nore professional
dil ermas and even risks, particularly in
countries whose governnents directly
or indirectly propagate violence, and
where community health and social-
welfare projects are regarded as
subver si ve.

Postscript!

If the domain of psychosocial projects
has energed fromincreased awareness
of the human di nensi ons of conflict, one
unfortunate aspect has been the
‘discovery’ of ‘traum@ and ‘post-
traumatic stress’. In recent years,
trauna projects have had a sharply
increasing profile in energency-relief
work, wth their proponents claining



that huge nunbers were affected, that

| ocal workers were overwhel med, and
even that such work could prevent
subsequent war s by tackling

‘brutalisation’. It is worrying that such
expansi ve and fanci ful clains coul d cone
even fromconsultants to UN CEF, WHQ
and UNHCR Trauna projects have
attracted considerable funding, despite
lack of evidence that war-affected
people see their nental health as a
priority issue, to be addressed
separately from their other concerns,
and still less that they would want it done
in projects conceived and led by
outsiders. It isaserious distortiontore-
label the suffering of war as a
psychol ogi cal condition —'trauna’ —as
if it were a technical problemto which a

short-term technical solution called
‘counsel | i ng’ coul d be appl i ed.
Qunselling is a cultural product as

Wstern as Goca ol a, and is at odds with
nost non-\Véstern psychol ogi cal
frameworks and concepts of nmental
heal th. There is a danger of perpetuating
the colonial status of the Third Verld
mnd. Trauna projects ignore (and
i ndeed i npede) people’ s own traditions,
skills, and approaches to crisis, and pay
only lip-service to the priorities they
deemnost urgent. There is a question of
power here. The current fashion for such
interventions —not least in Bosnia and
Rwanda — owes sonething to Véstern
cultural preoccupations wth enotional
trauma, as well as offering a politics-
free form of hunanitarian work that
seens to avoid the conpl ex and nessy
questions thrown up by wars and ref ugee
crises. Infact, the superiority of trauna
counsel | i ng, of ‘“talking  through’
experiences, has not been denonstrated
even in Vst ern popul ati ons.

For the vast najority of survivors,
‘traun®@ is a pseudo-condition. Their
concerns are not wth their interna
mental states but with their external
soci al wor | ds, which  have been

shattered. The key issue is the role of

this social world, itself a target in
today's ‘total’ war, and yet still
enbodying the capacity of survivor

popul ations to manage their suffering,
endure it, and rebuild. | think the term
‘psychosocial’ is better dropped. The
NGO conmuni ty shoul d ai mto hel p peopl e
to strengthen and, where possible, to
rebuild this social world and its val ued
institutions and ways of life. This neans
a social -devel opnent  approach that
acknow edges that each situation is
uni que and t hat i ndi genous
understandings and priorities are the
starting point. The enphasis of this
approach is on collective experience.
This puts a premiumon N33 interested
in nore than ‘hit and run’ operations.
Related to this are questions that nan-
nmade violence, wunlike some natural
disasters, always throws up: societal
acknow edgenent , reparation, and
justice. Keeping these at the centre of
operations may well be a test of the
nerve of N3, not least in respect of
their charitable status, but they cannot
be i gnored.

| have discussed these issues at
length: see the annotated bi bl i ography at
the end of this vol une.

Note
1 Added i n 1996.
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The problem

Snce the Wrld Health Qganisation’s
comitnment to prinmary health care
(PHO, declared at Ana Ata in 1978,
PHC has been adopted by nost
governnents as a strategy through
whi ch they coul d achieve ‘Health For Al
By The Year 2000'. The aim was to
devel op appropriate PHC systens that

would be wdely accessible and
sustainable at a level which poor
comunities could afford. Comunity

participation (including participation in
deci sion naking) was identified as a key
strategy through which PHC could be
i npl enent ed. But this was often
interpreted to nean nerely community
contri butions (providing fi nanci a
support and resources such as vol untary
| abour).

By the mid-1980s it was apparent that
the costs of inplenenting PHC had been
underestimated. It seened unlikely that
there woul d ever be enough publ i c noney
avail able to neet all demands for heal th

servi ces. Many countries f ound
t hensel ves in severe econom ¢
difficuties, due to a conbination of
factors, including debt repaynents, a

drop in world narket prices for cash
crops, natural and nan-nade disasters,
civil unrest, and nmilitary expenditure.
So, alnost at the nid-point between
the Ama Ata declaration and the year
2000, the issues of financing PHC
assuned increasing inportance. Many
peopl e still did not have access to PHC
Sate services were often underfunded,
which led to poor supervision, poor-
qual ity services, and chronic shortages
of supplies, especialy of drugs. It
seened that ‘health for all’ woul d renai n
anideal, rather than becone areality.
Governrents in the South found t hem

selves under growng pressure to
increase their investnent in health, in
order to neet growing demands on

servi ces and i ncreasi ng heal t h needs. Yet

at the sane tine, the Wirld Bank and the
International Mnetary Fund wanted
those governments to cut public
expenditure as a part of wder cost-
saving exercises, often linked to
econoni ¢ readj ust ment progr amres.

The conflict between ideology (health
for al) and reaity (acute funding
probl ens, poor-quality services, and
| ow coverage) | ed many governnents to
conclude that ‘free’ health care was no
longer a viable option. Faced wth this
dilemma, they favoured the phil osophy
of charging for health care, for several
reasons: it apparently provided them
wth a partial solution to their financial
problens, and allowed them to reduce
sone of their commtnents (or over-
commtnents) in the public sector. It
lessened the need to face the harsh
realities of re-allocating resources
between and within Mnistries. And it
capitalised on the existing practice of
paying for sone health care through
direct household expenditure (for
exanpl e, on traditional renedi es,
private practitioners and pharnacies,
and traditional healers).

Meanvhi | e, mul tilateral agencies, |ike
the Wrl d Bank! and UN CH-, were finding
that increasing proportions of their
budgets were tied up in covering the
recurrent costs of existing programes
and projects. This limted the
opportunities for new initiatives.
Governnents were unlikely to be able or
wlling to take over these running costs,
so recovering sone or all of themfrom
communities seenmed to provide the
answer .

It shoud aso be noted that the
renewed interest in charging for health
care seemed synptonatic of current
external (Véstern) econonmic policies,
and was linked with the trend to push
responsi bility back on to the consuner.
The support of external donors for the
notion of cost recovery, through
schenes such as the ‘ Banako Initiative’ ?



(see bel ow),
trend.

Wiile international donors were re-
di scovering the idea of charging, many
non- gover nment  organi sati ons (NG3)
and snal | projects were having to cone
to terns with some harsh facts. For
nmany years they had tried to support
their work through ‘user charges’
(charges for services) and community
financing schenes, yet were unable to
sustain projects at a level which the
community could afford without contin-
uing external support. In addition, nany
peopl e, usual |y those nost in need, woul d
be excluded by their inability to pay,
wi t hout exenption schenes and
subsi di es. It seened t hat the
international community had failed to
learn fromthe experiences of N> and
snal | projects.

There renai ns the chroni ¢ probl em of
funding governnent health care from
public funds, inthe face of grow ng needs
and denands on services. At the same
tine there is an increasing recognition
that many NGO funded projects are not
sustai nabl e without continuing external
support.

seened to legitinmse this

The Bamako Initiative

African Health Mnisters net i n Banako,
Mali in 1987, to discuss the probl em of
financing prinary health care. They
resolved to raise additional resources
for PHG but in a deteriorating econom c
situation fewoptions were open to them
The Banako Initiative was adopted,
supported by WHOoand UNCH-. It ainmed to
tackl e sone of the probl ens associ ated
with sustaining and financing PHC
pr ogr anmes.

Secifically it attenpted to address
the shortage of drugs at local health
centres and peripheral health posts. The
i dea was that incone woul d be gener at ed
by inposing charges for drugs, and by

introducing revolving funds to pay for
drugs. The aim was to contribute to
recurrent expenses such as drug costs,
health workers’ salaries, fuel, other
consunabl es, and transport.

In its origina form the Initiative
generated considerable controversy.
There was concern that its focus on the
sal e of drugs woul d under nine the WHO s
policies on the use of essential drugs, by
encour agi ng over - prescri bi ng and
irrational drug wuse. This was a
particularly valid concern in
programmes where drug sales were
linked directly to health workers’
sal ari es.

However , the Banako Initiative
Managerment Uhit (BIMJ) of UN CEF has
since revised sonme aspects of the
progranme. Despite its nmany apparent
flans, the Initiative was a pragnatic
attenpt to address a fundanental issue
which still remains: howto finance and
sustain health care in the face of
consi der abl e econoni c constrai nts?

Learning from experience

Qoncern over the inplications of the
Barmako Initiative pr onpt ed an
internationa conference on Community
F nancing which was held in Freetown,
Serra Leone in 1989. Oganised jointly
by N& (Heal th Action International and
Ofam WK and Ireland) and INCH, it
brought together over 70 participants
with wde-ranging experiences, from
those involved directly in comunity
progracmes to policy makers and
researchers. The conference ained to
enabl e participants to |l earn fromrecent
experiences and to look at key areas of
concer n:

. the Bamako I nitiati ve;

. equality (equal access to health care
for equal needs);

. alternative forns of
fi nance;

heal t h-care



. comunity participation;
. problens of foreign exchange and the
need for cont i nui ng financi a
r esour ces;
. therationa use of drugs.
A full report was produced,® with
specific proposals and recomend-
ations, covering issues of concern for
policy nakers; operational problens in
i npl enent i ng communi ty fi nanci ng
schenes; operational research needed
for planners and i npl enenters; and sone
practical suggestions for alternative
forns of comunity finance.
S nce the conference, there have been

several fornmal and infornal di scussi ons
and neetings.* However, there was a
consensus that, while the Bamako

Initiative had been designed to neet a
specific need, the wunderlying cause
which created that need had not been
adequat el y addr essed.

There is still concer n t hat
governnents  wll need to make
continuing and increasing conmtnents
in order to address the heal t h-fi nanci ng
crisis. Gonsi derable  support  from
external donors will be needed, on along-
termbasis, if the burden of international
debt, and the costs of naintaining
services, are not to fall on poor
communi ti es who can | east afford to pay.
Cost-recovery schemes (recovering
costs fromcomunities) wll at best be
only a‘first aid neasure.

Wat then is the role of N3 and
pr o ect partners in the current
situation? Let us consider sone of the
experiences of N3» (in this case,
fan) which were shared at the
conf er ence.

Cost-recovery and community
financing: the Oxfam experience

O«fam's experience (past and present)
is alnost exclusively at the community

level . It covers a range of different
net hods, incl udi ng the fol | ow ng:

. fees for services given,
consul tati on;
. drug sal es and revol vi ng drug f unds;

or fee per

. personal prepaynent schenes (insur-
ance) ;

. income-generating schenes
(comuni ty or i ndi vi dual
| abour/ f und-r ai si ng activ-

ities/festival s/raffl es/donations,
ec.).

The fol l ow ng observations are based
on a selective review of sone Ofam
funded projects in Asia, Latin Anerica,
and Africa. ® Ofam funds approxi mately
500 health projects worldw de. About
one quarter of them were reviewed
briefly (through grants lists,
docunent at i on, and project files).
Approximately 30 projects were
reviewed in detail, through scrutiny of
files, project visits by researchers
from the Liverpool School of Tropical
Medicine (to Chad, Zaire, and Wjanda),
and discussions wth staff visiting the
WK

Charging systems

Many Oxfamfunded projects operate a
variety of user charges, usually with a
system of exenptions. Despite that,
such projects tend to be regressive, for
several reasons: first, the sick are
penalised in relation to those enjoying
good health. Mreover, the poor pay
nore, because they are at greater risk of
being sick. Wen standard charges are
used, as they often are, heal th care costs
the poor a higher percentage of their
annual incone than it costs the weal thy.
Thus sone potential clients are excl uded

by their inability to pay. Were
exenption schemes operate, their
effectiveness is often not routinely
noni t or ed.

However, nost projects using these



charging systens depend on them for
their economic survival. Mny would
argue that free health care would lead to
poorer-qual ity services, or none at all,
and that communities would be even
wor se of f.

It is difficut to mintain a ba ance
bet ween recoveri ng enough costs for the
project to be viable and yet keeping the

costs low enough to avoid deterring
potential users. It is not possible to
recover all costs if services are to

renain affordable. Citeria for a nore
appropriate charging system would
incl ude the fol | ow ng:

. the developnent of an exenption
system agreed between comunities
and projects, whichis then nonitored,

. an enphasis on charges per sickness
episode or consultation (rather than
the actual cost of treatnents or
drugs) ;

. operational research (to investigate
who uses/does not use the services
and why) whi ch can be used to nodify
the system in favour of the
di sadvant aged.

Drug sales and revolving funds

Many proj ects charge the actual price of
the drug, wth a percentage added on to
cover transport costs, handl i ng,
inflation, etc. Qhers cacuate a
standard charge which can be applied
across the board to all itens; this nay
i ncrease the cost of sone nornal |y cheap
itens, such as aspirin, in order to
subsi di se ot hers, such as rifanpi cin.

The advocat es of revol ving drug funds
stress their nany advantages: the
i nproved avai | abi ity of drugs canleadto
better use of facilities and inproved
quality of treatnent; revolving funds, it
is said, generate incone and guarantee
regular drug supplies; through careful
budgeting it is often possible to provide
free or subsidised drugs to the poor; and
dependency on ad hoc donations of (often

i nappropriate) itens can be avoi ded.

However, considerable problens are
also noted. Galculating profit nargins is
conplicated by nanagenent problens,
such as having to budget for inflation,
rising prices, f or ei gn- exchange
transacti ons, deval uati on, i npor t
charges, and taxes. Many Oxfam funded
pharnmacies depend on having skilled
adnministrators to run them and even
then find thensel ves decapitalised after
threefive years, due to such probl ens
as those nentioned above, which are
usual |y beyond their control. Another
frequent problemis the opportunity for
corruption at local level, especialy
when heal th workers’ sal aries are |inked
to drug sales or profits, and project or
community control nay be weak. VYet
another problem is the definition of
essential drugs and the prescription of
non-essenti al drugs.

The probl emof decapitalisation seens
to be very conmon:

he schene in Zaire developed an
innovative and seeningly successful
way of dealing with this. As soon as the
programme had enough noney, it bought
cattle. Wen it was tine to buy a new
consignnent of drugs, the cattle were
sold. This neant that assets were not
held in cash, which tended to |ose real
val ue, but inthe formof |ivestock, which
general |y retai ned a constant real val ue. ¢

However , such i nnovat i ve (and
sonetines risky) solutions are the
exception rather than the rul e.

In sunmary, these schenes do seemto
be  successful in inproving drug
availability, when certain guidelines are
followned. They cannot, however, be
expected to subsidise other areas of

health work, such as the training of
communi ty heal t h wor ker s,
i muni sation pr ogr anmes, or

preventative activities. Too nmuch
enphasis on profit would detract from
the aim of naking essentia drugs
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avail abl e at | owcost.
Citeriafor viability seemto i ncl ude:

. the devel opnent and use of a rational
drug policy (including guidelines on

how to wuse drugs safely and
appropriately);

. use of a standard list of essential
generi c drugs;

. devel oprent of standard treatnent
gui del i nes;

. good managenent, adm ni strati on,

nmoni toring, and reporting;

. good control and nonitoring at project
and/ or community | evel;

. staff training wth adequate support
and super vi si on;

. accurate price setting (which reflects
the need to subsidise sone nore
expensi ve drugs), or, better still, a
standard charge per consultation
rat her than per prescription;

. an exenption scheng;

. a guarantee of foreign exchange if
drugs are to be i nport ed.

Personal prepayment schemes
(insurance)

This kind of schene has featured nore
promnently in xfam projects in Asia
than in Africa. Inthe proects, services
are usual ly paid for in advance of need,
which may bear no relation to service
use. Costs are shared out anong

i ndividual s, regardl ess of whether they
use the services or not; so the healthy
subsi di se t he chroni c si ck.

Ofam used to fund noshasthya
Kendra (&), the People’s Health Centre
in Bangladesh, which operated an
i nnovati ve  schene. In 1976, X
instituted a systemof prepayment which
di vi ded nenfbers into cl asses:

. The destitute/ no nal e
earner/disabl ed earner: these paid a
registration fee of 5 taka each year,
and 1 taka per visit.

. Famlies who could not afford, from
any source, two neals a day: these
paid 10 taka a year to register, and 3
taka per visit.

. Families who could afford two neal s a
day throughout the year, but had no
surplus: they paid 25 taka a year, plus
6taka per visit.

. Walthy landowners paid 30 taka a
year, plus 5 taka per visit, plus half
the cost of the nedicine.

Non-menbers coul d still have access to
the services by paying 10 taka per visit
and the total cost of the drugs or
treatment. There were also different
charges for along list of services such as
i nvestigations.

About 25 per cent of those eligible
were said to have enrol | ed i n the schene.
Menbershi p renewal s, however, were



quite low OQrerall, & recovered
approxi mately 50 per cent of its cost,
through fees for services and the
i nsurance schene (roughly 25 per cent
fromeach).

There seemto be several advantages
in such schenes. Frst, they are nore
favourabl e towards the sick and poor.
Rsks are shared, so the system is
progressive rather than regressive.
Patients are not penalised at their nost
vul nerabl e tine, when they are sick and
per haps unabl e to work. As preniuns are
usual ly set annually, the project can
depend on a certain level of incone; this
facilitates budgeting. Fnaly, annua
paynent of fees can take into account
seasonal variations in nenbers’ ability
to pay; for exanple, more noney is
usual ly incirculation after the harvest.

However, nenbership levels often
remai n | ow, because nmany peopl e nay be
unwi | ling to pay in advance for a service
vhich they nay not use. Inaddition, it is
not usual |y possible to cover a sufficient
proportion of costs by this nethod al one.

In summary, this is one of the nost
progressive nethods so far discussed,
yet it is the one of which we probably
have the | east experience or know edge.
Some criteria for viability can be
deduced:

. There needs to be good understandi ng
of the community dynamcs and
communi ty coherence, because sone

nenbers of the community wll have
to subsidise others, wth seeningly
few benefits for t hensel ves;

consi derabl e preparatory work needs
to be done in the community before
such pr ogr anmes can be
cont enpl at ed.

. Menber shi p shoul d i deal | y be broad.

o« Premuns must be affordable, and
ideally onaslidingscae.

Income-generating schemes

These schemes are often based on

community labour. In one project in
Senegal, villagers devel oped several
different incone-generating projects to
support their local health posts and
health workers, and develop water
supplies. These included the sale of
veget abl es fromnarket gardens, and the
purchase of chairs and tables for hire at
weddings and funerals. The latter
i nvol ved the devel opment of a wonen’s
fund-raising coomittee to control the
finances and activities.

Such activities have nade useful
contributions to health programmes, but
they cover suppl ementary needs rat her
than core financing. They all require a
great degree of comuni ty
participation, and i n sone cases have | ed
to disharnony, wth sone nenbers
resented for not doing their share of the
work. Wiile fairly successful on an ad
hoc basis, thisis not areliable nethod of

financing, because it is difficut to
sustain over a long period. It s,
however, extrenely useful when funds

are required for a specific purpose, such
asrepairstoaheath station.

Conclusions

It seens that nost projects currently
use nore than one nethod of funding in
order to contribute towards their
recurrent costs, to purchase basic drugs

and nedical supplies, to supplenent
heal th wor ker s’ sal ari es, fund
community health workers, construct

and maintain facilities, and support
specific elenents of the programme,
such as super vi si on costs.

Mbst schenes seem to have sone
nechani sm for enabling the poorest to
claamfree treatnent, although there is
little evidence of the effectiveness of
such schenes.

The nost comon rmethods used
globally in Ofamfunded projects are
fees for services, and revolving drug
f unds. | nsur ance schenes and



prepaynent schenmes are progressive
and offer interesting opportunities for
greater fairness, but they are few and
far between. Qher nethods are useful as
suppl enents, but will not in thensel ves
generat e sufficient funds.

Few projects are able to survive
without continuing external support in
sone formor another, despite attenpts
to pronote self-reliance. Projects
whose main source of funding is one
singl e donor are extrenely susceptible
to policy changes by that donor, and
cannot always resist the donor’'s
pressure to undertake activities which
nay not be a priority for the project
itself. Qe way to reduce this risk mght
be to devel op a diversified fundi ng base.
However, external N3 and ngjor
donors often play a val uabl e rol e i n gi vi ng
projects access to foreign exchange
(sonetines their only access).

A possible role for NGOs
An underlying aim of nmany health and
devel opnent projects is sel f-

sufficiency. The theory is that projects
have a greater chance of success when

there is comunity involvenent in
decision-making and in comunity
contributions. However , r ecent

experiences i n the heal th sect or 7 support
fam's own observations that sone
degree of self-financing which reduces
dependency on donors and governnents
is necessary, but total self-sufficiency
is neither possible in the current
economi c clinate nor desirabl e, because
hi gher charges woul d be needed, which
woul d penalise too nany people. This is
not conpatible with the aimof equality,
on whi ch t he whol e phi | osophy of prinary
heal th care i s based.

Qne option for N3 is to make | onger-
term funding commitnents to health
programmes than has currently been
popular. This wll nean acceptance that

sone projects may need support and
subsidies over a ten-year period, or
longer, if they are to maintain their
current programmes. It also inplies a
wllingness to work nore closely wth
governnents on devel opi ng services in
countries where infrastructure i s weak,
health status poor, and poverty levels
hi gh.

N3@> nust accept that prevention and
cure go hand in hand. Wile poor peopl e
nay be prepared to contribute to the
costs of curativecare, it isunrealisticto
expect themto share the burden of all
preventative activities. These wll
continue to need subsidi es fromprojects
and N@». N3 nust al so accept that
sharing costs with comunities (asking
themto bear part of the costs in cash or
kind) wll continuetobeanintegral part of
many NGO funded projects. But total
cost-recovery or self-sufficiency is
neither a possible nor a desirable aim
N33 need to devel op clearer guidelines
for fieldstaff and projects, and provi de a
range of workable options which wll
protect the interests of the poor.

The option of free health care for al,
vwhile it nmay be an ideal, unfortunately
would not be workable in the current
econonic climate, nor is it conpatible
with the policies of nany governnents,
vhi ch nust adopt pragnatic sol utions to
their economic problens. In nany poor
countries, ‘free health care’ neans no
heal th care.

The nost appropriate philosophy for
N3> is perhaps to encourage cost-
sharing between NX gover nnent ,
project, and community. This would
avoid placing the burden of all costs on
individuals, and would recognise that
conmmunities cannot be expected to
provide the answer to current econonic
problens, but can participate in the
devel opnent of programmes which
benefit themdirectly. Enphasis on such
cost-sharing wll not address national -
level inequities, but, if sensitively



applied, can help to redress the bal ance
loca ly.

It seens that N33 have an inportant
and continuing role to play in sharing
infornation and the results of research;
exploring alternative nodels of cost-
sharing and financing; nonitoring the
effects of programmes on partners and
benefi ci ari es; st r engt heni ng PHC
structures and nanagenent at different
level s, and pronoting decentralisationin
a hostil e econonic clinate; and engagi ng
in advocacy and |obbying alongside
project partners.

NG3s whi ch work with the poor need to
retain a watching brief, nmonitoring the
political environnents in which pro-
grammes operate, and their effects on
the poor and on project partners. They
have a role in encouragi ng international
donors to address the international
issues and underlying crisis —a role
which goes beyond nerely applying
‘“first aid treatnent such as cost-
recovery in the heal th sector.
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As sonmeone who believes strongly in
wonen's right to safe, voluntary birth
control and abortion — and who is
deeply troubl ed by attacks on that right
by conservative forces —I| am equally
concerned about the ways in which
popul ati on-control programes  can
viol ate basic human rights and can be a
formof viol ence agai nst wonen.

The intensification of population
control

In the so-called New World Qder, the
Gld Vér obsession wth mlitary
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expenditures is giving way to other
neans of social control. The ideol ogy of
popul ation control is being refurbished,
pol i shed wth a fenni st and
environnental i st gloss, and narketed
wth the latest in nass cormunication
techniques. Sunmarising a Pentagon
study of global denographic trends,
Gegory Foster of the US National
Def ense Lhi versity wites:

Aready the Lhited States has enbar ked
on an era of constrained resources. It
thus becomes nore inportant than ever
to do those things that wll provide nore
bang for every buck spent on national
security ... [Policymakers] nust enpl oy
all theinstrunents of statecraft at their
di sposal (devel opnent assi stance and
popul ation pl anni ng every bit as nuch as
new weapons systens).?!

Popul ation control is asovitally |inked
to ‘free market’ economc strategies.
The break-up of the Eastern bloc, the
control ling influence of the International
Monet ary Fund (I MF), the Wrld Bank and
ot her i nternational fi nanci al and
corporate institutions, and the
corresponding decline  of nati onal
sovereignty have led to a systenatic
reduction of public spending on hunan
wel fare. Snce the benefits of the free
narket rarely trickle down to the poor,
then the only way of reducing poverty,
the | ogi c goes, is to reduce the nunber of

poor people being born. If wonen have
fewer children, they also forma better
reserve arny of workers for rapidy
shifting nultinational industries. Thus,
in the 1990s we are wtnessing an
intensification of efforts at popul ation
control in both South and North.

Mechanisms in the South

In the South the main nechani sns of
popul ation control are the fol |l ow ng:

« Structural adjustnent: Government
commtnent to reduce popul ati on grow h
is often a condition of structura
adjustnent loans from the Wrld Bank
and the IM~ This is nost recently the
case in India, where governnent
expenditure on population control is
planned to increase, and international
agencies are accel erating their effortsin
t he wake of an | MF agreenent . 2

. Targeting population assistance at
countries with the largest popul ations:
The WS Agency for International
Devel oprent (WSAID is planning to
double its ad to 17 socaled ‘BG
countries’ (India, Indonesia, Brazil, etc.)
in a nove hailed as ‘bringing a
denographic rationale back into the
program . 3

o« Rapid introduction of
provi der - dependent

| ong- acti ng,
contraceptive



technol ogies, such as Norplant and
possi bl y the new contraceptive vacci ne,
in heal th systens which are ill-equi pped
todistribute themsafely or ethically. In
addition to targeting wonen and
m ni m si ng user-control, t hese
technol ogi es, unlike barrier nethods, do
nothing to protect wonen fromsexual ly
transmtted diseases, notably A DS
They perpetuate the notion that
contraception is a wonan’ s
responsi bility, furthering the neglect of
nal e nethods such as the condom and
vasect ony.

. Renewed pressure on governnents to
renove prescription requirenents and
dispense with basic nedical standards
for  hornonal contraceptives:  For
exanple, in aletter to the International
P anned Parenthood Federation (1PPF),
WA D criticises ‘nedical barriers’ to
provi di ng hornonal contraceptives such
as ‘excessive physical exans (e.g.
pel vic and breast)’ and ‘ hol ding the oral
contraceptive “hostage” to other
reproductive nedical care (e.g. pap
snears and STDtests) ... Wth respect to
contraindications,’” the letter continues,
‘we prefer not to even use the terni...
since it ‘may have very negative
connotations and a naor inhibitory
effect.” *

. Mass marketing, both of contraceptive
brands and neo-Mlthusian nessages,
through social narketing programes
and Us financing in the South of popul ar
perforners, radio and TV shows, and
nedi a networks which neatly converge
with the interests of pharnaceutical
conpani es. °

o ontinued data coll ection and anal ysi s
designed to persuade Southern officials
of the need for population control. This
ranges from sinplistic conputer
graphics and presentations to the
confidential ‘gray cover’ reports of the
VWor | d Bank.

Mechanisms in the North

Meanvhi le, in the North, intensification
t akes t hese forns:

. Expensive and sophisticated |obbying
and propaganda efforts by popul ation

agencies, trying to attract increased
aid-allocations for population control.
Eur opean gover nrment s and

parlianentarians have becone a new
focus of these efforts.® FEuropean
wonen's health activists report that

their governments’ aid agencies are
under pressure to change their
relatively progressive stances on

popul ation to ones nore in keeping wth
the UNFPA and Wr | d Bank agenda. ”

. Aliance-building between popul ation
agenci es and mai nstream envi r onrrent al
organi sations, which accelerated in
advance of UNCED in Ro in June 1992.

‘Because  of its pervasive and
detrinental inpact on the gl obal
ecol ogi cal systens, popul ation growh
threatens to overwhel m any possible
gains made in inproving living
conditions,” reads a recent ‘Priority

Statenent on Popul ati on’ signed by nany
US popul ati on and envi ronnment al groups. &
Such messages, broadcast through the
nedia and |ocal activist networks, fuel
racist prejudices against Southern
peopl es and black comunities in the
North. | nmages of the popul ation expl osion
are back in vogue. Dark-skinned babies
are portrayed as ‘nouths to feed', and
rarely as potentially productive hunan
bei ngs. °

. Immigration restrictions: In the WA
and Europe, inmgrants are viewed as a
threat to the econony, to white
doni nance, and even to the environnent.
According to Paul and Anne Ehrlich,
aut hors of The Popul ati on Expl osi on:

The Lhited S ates faces very serious and
conpl ex problens with inmgrants from
devel oping countries. The nation has



traditionally said that it welconed the
‘poor and downt rodden’ of the world, but
unhappi ly the ‘poor and downtrodden’
are increasing their nunbers by sorme 80
mllion people a year. Miny of these, of
course, would like to cone to the Lhited
Sates or other rich countries and
acquire the standard of living of the
average American (in the process
greatly increasing their use of Earth's
resources and abuse of its |ife-support
syst ens). 10

The solution? Population control in the
South, inmgration control inthe North.

. (percive popul ation control of poor
wonen, especially wonen of colour: In
the USA while abortion rights are being
seriously eroded, state legislatures are
considering proposals to give cash
incentives to wonen on welfare to use
Norplant; courts in Galifornia and Texas
have ordered wonen to accept Norpl ant
as aconditionof probation. Aneditoria in
the Phil adel phia Inquirer, a promnent US
newspaper, suggested that Norpl ant
shoul d be used as ‘a tool to fight agai nst
black  poverty’ and ‘reduce the
undercl ass’ . 11

The language in this editorial was so
extrene that the newspaper was
utinately forced to apol ogi se. Wsually,
of course, the language of popul ation
control is nore subtle and seductive, a
piece of Qwellian doubl espeak which
pl ays on peopl € s genui he concer ns about
the status of wonen and t he preservation
of the environment. On the positive side,
this | anguage nay sonetinmes represent
a genuine change in thinking; on the
negative side, it co-opts and obscures.
To avoid that pitfal, | believe that
femnists and  progressives nust
constantly expose the contradictions of
popul ation doubl espeak and clearly
articulate our own neanings so they
cannot be turned agai nst us.

Population double-speak

First in the doubl e-speak lexicon is the
concept of chaoice. Thedifficutywththis
termis that opponents of abortion and
“artificial’ contraception have nade
anyone who supports access to them
appear to be pro-choi ce. Thus, popul ation
agencies claimthat they are expandi ng
wonen's reproductive choices by
devel opi ng and pronot i ng new
contraceptive technol ogies: the nore
technol ogies that are available, the logic
goes, the nore choices for wonen.

Perhaps the greatest naster of this
particular language is the Population
Qounci |, which devel oped Norplant and
which is now pronmoting its use in
countries wth | arge t op—down
popul ati on-control bureaucraci es. Wth
input from wonen’s health activists,
el oquent gui del i nes for Nor pl ant
provi ders have been drawn up regardi ng
infornmed consent, respecting wonen's
request for renoval on denand, and so
on

Yet the fact is that such guidelines are
essentially neani ngl ess in
denographi cal |y driven famly-planni ng
progranmes where wonen’'s needs have
never been adequately respected.
Exanpl es abound of wonen bei ng ref used
Norpl ant renmoval , as wel | as bei ng deni ed
adequate information and health back-
w. 2 Is it technocratic hubris, political

nai vety, di si ngenuousness, or a
conbi nation of all three which nakes
popul ation agencies so intent on

pronoting Norplant in systens where
‘choice’ is last onthe list of priorities,
and popul ation control is first?
Interestingly, one of the new
strategies is to invol ve wonen’ s groups
and heal th advocates in the introduction
and nonitoring of Norplant and ot her new
technol ogi es. Referring to a series of
such neetings, an activist wites that
al though they were ostensibly designed
to open up a dial ogue, their nain purpose



was ‘to divine [wonen's] argunents,
appropriate their language and finally
exhaust then. 13

Athough dialogue can be wuseful,
wonen' s groups nust insist on their own
terns as a precondition for

participating. In particular, these nust
include the right to nake dissenting
reports, to be published, unedited, inthe
official reports of the agencies
concer ned.

And then there is the larger question:
don't women's groups have nore
pressing work to do than to nonitor the
i ntroducti on of easily abused
technol ogi es in al ready abusi ve

systens? Shouldn't the focus be on
changi ng t he systens t hensel ves?

Cont racepti ve vacci nes, whi ch
i muni se wonen against a hornone
produced early in pregnancy, are |likely
to prove even nore nedically and
ethically problematic. Athough one
vaccine has been tested on only 180
voneninindia it isbeinghbilledthere as
‘safe, devoid of any side effects and
conpl etely reversible . The scientific
community knows very well that such
assertions are false. For instance, many
questions  still ren@ain about the
vaccine’s long-term inpact on the
i mune system and nenstrual cycle.
There is al so evidence on fil mof wonen
being denied information about the
vaccineinclinica trials. 25 Nevert hel ess,
the vaccine is being prepared for |arge-
scal e use.

Meanwhi | e, the WHO Human Reprod-
uction Programme is testing its own
contraceptive vacci ne. The chair person
of a 1989 WHO synposi um sumari sed
t he debat e:

Forenost in ny mnd during these
discussions was our difficulty in
assessi ng t he ur gency of the

denographic crisis. To the extent that
the inpact of that crisis increases, the
need for nore effective fanmly pl anni ng
nethods nust increase. At the very
least, failure to devel op sonething that
m ght provide a nore effective
technol ogy woul d be to take a grave and
unnecessary risk. 18

Wiat about the grave and unnecessary
risks taken wth wonen's health?
Genui ne choice entails real power, not
being on the receiving end of a system
desi gned to control your body as a neans
of controlling world popul ati on-growth.

Anot her key termin popul ati on doubl e-
speak i s i nprovi ng wonen’ s status. Even
the nost die-hard Mil thusians are for it,
provided of course that it doesn't upset
the gobal status quo. Fermale literacy,
after all, is closely correlated wth
lower birth rates: educated wonen use
famly pl anni ng nore effectively.

Wil e trunpeting their coomitnent to
raising wonen's status, many of the
sane people who bring us popul ation
control are bringing us structural
adj ust nent programmes, sl ashing heal th
and education budgets, laying off
workers, raising food prices, and
occasionally casting a few noth-eaten
Wrld Bank safety nets to catch the
poorest of the poor. The result is
disastrous for the health of wonmen and
children. The sol ution? Fanily-pl anni ng
pr ogr anmes.

Mracul ously, fanmly planningis sone-

how to lift wonen from their sorry
status  without having to nake
neani ngful social and economc change.

So, the argunent runs, even nore of the
dw ndling health budget should be spent
onit. And, inthe words of the Popul ation
Qisis Comittee, organisations such as
USAl D shoul d take care not to ‘diffuse or
weaken' fanily planning ‘by shifting to a
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broad reproductive health or naternal
andchildheathorientation...’. 7

Yet, despite their zeal to reduce birth
rates, the population controllers |eave
many of the determnants of high
fertilityinplace: the needfor childrenas
a source of labour and security, high
i nf ant nortality, limted economc
opportunity for the poor. In the New
Wrld Oder, even the saying ‘Devel -
opnent is the best contraceptive’ has an
old-fashioned ring to it, rather like
‘basic needs’, ‘equality’, and °‘hunan
rights’.

There is yet another constellation of

doubl e-speak  terns, including the
envi ronnent . Preservi ng the
environnent is the latest ideological
rationale for population control, even
though the major causes of gl obal
environnental degradation lie else-

where, in inequitabl e econonic systens,
corporate agriculture and |ogging,
mlitary and industrial toxic wastes, and
i nappropriate technol ogy. Wy are the
rich always nissing from the neo-
Mal t husi an picture of the environnent?
Are they so invisibl e?

And then sustainability, a word so
easily nanipulated that in an article
called ‘Health in a sustainable

ecosystemi, Dr Maurice King can wite
in The Lancet that where there is
unsust ai nabl e popul ation pressure on the
envi ronnent, public-health systens

should not use oral rehydration for the
treatment of diarrhoea in babies from
lowincone famlies.'® Rather than
indicting this argunent, the editorial

observed that ‘Nothing is unthinkable’ .

The definition of sustainability nust, in
ny view be expanded to include noral

sustai nability. Ml thusian eco-fascism
is norally unsustai nabl e, as are theories
which claimthat ADS is a good thing,

since it reduces popul ati on pressure on
the environnent. Such views exceed the
earth’s carrying capacity for raci smand
i nj ustice.

M final slippery termis consensus.
This is a favourite word of the Lhited
Nations Fund for Popul ation Activities,
whichis proud of the way it has forged an
international ‘consensus’ around the
need for popul ati on programes. ° But
whose consensus isit? 1, for one, amnot
part of the grand UNFPA consensus.

VWnen and nmen need access to safe
birth control, including abortion. But
when famly planning is designed and
inplenented as a tool of population
control, it undermnes health systens,
targets wonen, fosters abuse, and
perpetuates the ‘technical fix nentality
which has distorted contraceptive
resear ch and devel opnent, and has led to
the systematic neglect of barrier
net hods and nal e contraceptive
net hods, and a | ack of concern for heal th
and safety. This is not to negate the need



for contracepti ve resear ch. But
priorities nust change, and wonen nust
have control over the technological
process before research truly expands
reproductive ‘choices’. Wthin famly-
pl anni ng programes, efforts at reform
by inproving ‘quality of care’ are a step
forward. But for the poor, there is not
likely to be real quality of care until
thereis better quality of life.

In the end, blamng poverty and
envi ronnental degradation on popul ati on
growth obscures the real causes of the
current global crisis: the concentration
of resources — economc, political,
environnental —in the hands of an ever
noretightly linkedinternational elite.

Two centuries ago, Thomas Malthus
put forward this anal ysis:

That the principal and nost pernanent
cause of poverty has little or no direct
relation to forns of governnent, or the
unequal division of property; and that, as
the rich do not in reality possess the
power of finding enployment and main-
tenance for the poor, the poor cannot, in
the nature of things, possess the right to

demrand them are inportant truths
flowng from the principle of
popul at i on. 2°

In the New VWorld Qder, the essence of
popul ation control renains this sinple
political inperative.
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VW are approaching the end of the
century, the date set in 1978 at A na
Ata for achieving ‘Health for Al by the
Year 2000’ . Uhdeni ably there have been
many advances since this goal was set.
But there have al so been enornous steps
backwards. ‘Health for Al’ seens
farther away today than ever before.
The conditions in which the najority of
the worl d’ s popul ation |ive have worsen-
ed. Structural Adjustment Programres
have had a dramatic inpact in all
spheres, especially in health and
education. And N caragua i s no excepti on.

Changing  health  policies in
Nicaragua
The state of a nation’s heath is

determned by nmacro-econonmic and
socio-cul tural factors, as well as by the
provi si on and consunpti on of basi ¢ goods
and services. Qvernnent policies, as
vell as levels of spending, arecritica in
establ i shing the heal t h-care
envi ronnent .

In the 1970s, it was wdely held that
economc growth would lead to an
inprovenent in socia conditions. The
N caraguan governnent’s orientation at

that tine was  basically towards
curative health care. In the 1980s, the
Sandi ni sta gover nrent ai ned to

incorporate health within an approach to
social and econonmic planning that was
geared towards neeting the needs of
ordinary Ncaraguans. In its first five
years, there were unprecedented
advances in the social sector. Between
1979 and 1984, the spectacul ar
increase in health coverage resulted in
reductions in infant nortality rates,
deaths frominfectious gastro-intestinal
and respiratory diseases, and i nmuno-
preventabl e illnesses. There was also a
drop in the nunber of child beggars and
female prostitutes. So inpressive was
this progress that Ncaragua’'s U\DP

index of ‘low hunman devel opnent’ was
up-graded to one of ‘nedium hunman
devel oprent’, even though econom c
conditions showed far from simlar
i nprovenent .

From 1984, the rate of social
advances sl owed through what cane to
be call ed the ‘ survival period caused by
the Contra war, and problens were
intensified by the econonc adjustnent
and stabilisation programmes begun in
1988. Investnent in the health sector
decl i ned, leading to a gradua
deteriorationinthe quality of services.

The 1990s began with the el ection of a
gover nment whi ch enbar ked on an econ-
omc programmre to redirect resources
towards the export sector, restricting
overal | spending, especially inthe public
sector, and rolling back the Sate. Al of
this was done within | M- and Wrl|d Bank
gui del i nes. Wile the pr ogr amme
succeeded in stablising prices, its
results in terns of production have been
nedi ocre, wth high social costs and an
equal |y marked process of excl usi on. The
per capita QP dropped from US$466 in
1989 to US$405 in 1992. BEven if the
pattern of wealth distribution had
remai ned the sane —which it did not —
more Ncaraguans would be living in
poverty, and the | evel s of poverty woul d
be nore acute. Unenpl oynent rose to 54
per cent of the economically active
popul ation, while the per capita
consunption of food staples dropped by
25 per cent over the same three-year
peri od.

The foundations were laid for a najor
deterioration in the nation's heath:
subsidies for basic services and
essential products were elimnated;
preventative neasures such as the
‘conpl enentary food progranmre were
abandoned; and health services were
general ly  reduced. As a result,
norbidity and nortality rates rose, in
particul ar anong new born babi es and
children under the age of five. Miternal



nortality rates rose, as did the nunber
of deaths due to respiratory and gastro-
intestinal illnesses. By 1993 the UNP
re-classified Ncaragua as ‘low human
devel opnent’, ranked 142 on the world
scal e.

Components of the health-care
sector in Nicaragua

Health care is covered by the public
sector, private business, and N33%. But
no real coordination exists among them
nor are there recognised national
standards of service. The organisation
and running of the health-care sector
thus depend on the various participants’
particular interests, wth the Sate
handing over nore of its previous
responsibilitiesto‘civil society' .

N3 participation, as well as the
cooperation of miltilateral and bilateral
sources, was throughout the 1980s co-

ordinated by the Mnistry of Health
(MNSA). Now, however, nobst Ns
prefer to fund community initiatives
directly, or t hr ough grassroots
organi sati ons, t her eby avoi di ng
governnent invol venent. A nunber of

N3@> have energed as an ‘alternative
response at the community level, in
areas where the government has
insufficient presence, or no presence at
al.

So Ncaragua is virtually partitioned

bet ween gover nnent and non-
government agencies, in which each
defines its areas of influence as it
chooses, or in agreenent with the Local
Integral Care Systens — created by
MNSA to encourage adnmnistrative

decentralisation. This | ack of
coordination, together wth the limted
resources avail able, seriously linits the
chances of inproving the heal th of nost
N car aguans.

Health coverage: a return to the
past

The 1970s were characterised by
inadequate health services and by
i nsuf fi ci ent hunan, naterial, and

financial resources. By 1977, only 42.5
per cent of the N caraguan popul ation had
access to heal th care.

The Sandinista governnent inplem
ented a PHG ori ented heal th programe,
and in 1979 created the Lhified Health
System The principle was established
that health was a universal right, and
health care an obligation of the Sate. As
a result, 83 per cent of the popul ation
enjoyed access to health services, and
186 new health units were established
t hr oughout the country.

During the arned conflict of the md-
1980s  onwards, much heal th-care
infrastructure was dest r oyed,
especia lyintherural areas. The hospital
capacity deteriorated, and by 1987 the
ratio of beds per 1,000 inhabitants
dropped by ten per cent — and has
declined by a further nine per cent since
then. Yet according to a 1993 M NSA
Report, fewer than 70 per cent of beds
were occupi ed, nainly due to the | ack of
suppl i es.

Access to health services today is
limted not only by the reduction in
publ i c-sector supply, but al so by the | oss
of free services, since the governnent
introduced a cost-recovery policy. The
increased supply of private services
serves only the better-off, since the
prices are beyond the pockets of nost

peopl e.

Qits in other social services also
affect health. Gvernment policy has
been to wthdraw support for Child
Devel opment  Centres (which in 1988
served sone 38,000 children), so that

coverage has fallen by 23 per cent since
1990. The nunber of child street-
workers has grown; some observers
estimate that they constitute three per



cent of the active work-force. UN CE-
considers that as nany as 700,000
N caraguan children are in especialy
difficult Ci r cunst ances; yet the
gover nnent has defined no policy to deal
w th the i ssue.

Charting the decline in health

In the early 1980s, there were major
gains inthe areas of infant and naternal
nortality. In 1972, for instance, the
infant nortality rate was 122 per 1, 000
live births —a rate whi ch had dropped by
40 per cent ten years later. Mternal
nortal ity al so declined by over one third
over the sane peri od.

Wth the probl ens associated with the
“survival period', f ewner heal th
professionals were enployed by the
Sate, and larger nunbers of children
were not covered by immnisation
programmes. Increased poverty and
hardship, and the w despread |ack of
access to safe drinking water, |eave
peopl e nore vul nerabl e to il |l ness.

But according to MNSA' s records,
maternal nortality has soared since
then. Today, one in every 66 woren of
chi | d-beari ng age dies due to
conplications related to pregnancy or
childbirth. For rich countries, the figure
isoneinevery 10,000. Infant nortality
has also begun to rise, and in sone
districts stands at 138 per 1,000 live
births anong illiterate nothers: six
times higher than the index anong
not hers who have conpleted prinary,
secondary, or further education. G ven
that illiteracy has risen since 1989, the
l'i kel y consequences are al | too obvi ous.

N caraguans are ever less likely to
seek nedical or dental treatnent, and
preventative health programmes have
also been cut back. For exanple,
i muni sations for the naj or preventabl e
di seases such as neasles, diphtheria,
and tetanus dropped by 61 per cent, 23

per cent, and 44 per cent respectively
bet ween 1988 and 1994. According to a
survey by PROFAM LI A (Salud Famliar,
N caragua 92-93), only 27 per cent of
children are fully i mmuni sed before t hey
are one year ol d. Deaths due to i mmuno-
preventabl e diseases are rising, as are
those caused by gastro-intestinal ill-
nesses. Ml nutrition is now a najor
secondary cause of chil dhood deat h.

Fnally, Ncaragua has seen a
disturbing increase in the nunber of
deaths from violent causes. Between
1988 and 1992, crimes  against

individuals and drug-related offences
grew by 66 per cent and 96 per cent
respectively. The nunber of hom cides

went up by a nassive 385 per cent.
Unenpl oynent and al cohol are,
according to a police report on the

subj ect, conmmon denomi nat or s.

Paying for health, and paying for
sickness

In the early years of the Sandinista
govern-nent, national spending on heal th
(both current spending and investnent)
steadily increased; though, as we saw
above, it declined fromthe m d-1980s.
Thi s downward trend has conti nued: per
capita spending on health fel | fromUs$63
in 1988 to US$44 in 1992.

According to a 1993 Wrl d Bank di ag-
nosis, nost of Ncaragua' s existing
nedi cal equi pnent was al ready at the end
of its useful life, and anost half was
unreliable or out of order. Anost all
hospitals required najor repairs, and
four needed to be repl aced.

In Ncaragua, the ‘enabling Sate’ is a
cosnetic term which conceals the
govern-nent’s  abrogation  of its
responsi bilities for heal t h. The
popul ati on has been abandoned to its fate.
Private spending has grown, mainly in
out-patient care —and, of course, nainly
inthe capital city. It does not reach | ow



Annotated bibliography

g the vast literature on health-related natters, we offer here a sel ective listing of
recent and classic English-l1anguage publications that focus on the relationships
between devel opnent and the politics of health. Some of the nost penetrating
contenporary work in this field has been undertaken by Southern feninist networks
and wonen heal th professional s, in the context of wonen's health and rights, much of
this in preparation for the 1994 International nference on Popul ation and
Devel opnent. Their insights into excl usion, and the social institutions through whichit
isnmaintained, are of wider applicationinthe fieldof heal th and devel opment and hence
are highlighted here. A sanple of journals that take a multi-disciplinary approach to
health natters is included, together wth international health organisations and
heal t h-rel at ed net wor ks.

Li ke the Reader itsel f, the bibliography is ained at practitioners and academcs wth
an interest in exploring the links between devel opment and health. It does not cover
detail ed aspects of health care, nor does it include material of a highly specialised
nedi cal nature.

This Annotated B bliography was conpiled by Heanor HII, Deborah Eade, and

i ncone groups, and it does not serve the that things wll get better. If we do not
needs of anyone unable to travel to take concrete steps to counteract the
Managua. effects of Structural Adjustnent Pro-

NRO spendi ng has i ncreased by 48 per gr ammes in er odi ng heal t h-care
cent since 1988. But while this is a provision, the situation wll continue to
significant trend, the anount is deteriorate.

insignificant in terns of the cost of V¢ cannot tal k about sustai nabl e soci al
nai ntai ni ng nat i onal heal t h-care and human devel opment without there
provi si on. also being a commtnent — backed up

wth action —to change the structures

that pronote and perpetuate i nequity and
Putting health into perspective injustice, and unless heath care is

designed to be accessible to every
Wat we have shown is not a pretty  citizen. Both governnents and organi sed
picture. The panorana seems grim civil society have a responsibility to
According to some, Ncaragua has neet t hese chal | enges. Human
al ready reached rock-bottom things can devel opnent and economic growh
only inprove. Wile the situation is sO  cannot be seen as separate from each
bad that it is hard to inagine it getting  other. Access to basic services, anong
any worse, we cannot afford to assune themheal th, is a fundanental right of all



peopl e.

Wile the unjust policies and
structures at an international |evel are
very inportant obstacles to achieving
social and econonic devel opnent, it is
not enough nerely to reformthem V¢
al so have to make radi cal changes w thin
our own countries to assure the full
participation of al nenbers of our
societies, and their just and equitable
access to resour ces and servi ces.

A naj or chall enge facing civil society
in general —in particular novenents
representing ordinary people —is to
participate in drafting our countries’
social and economic policies so that
sustainable human  devel opnent is
genui nel y pronot ed.

The Al ma Ata recomrendati ons shoul d
be taken up again. These include the
incorporation of health wthin an
integral, milti-disciplinary, and multi-
sectoral approach to social planning. For
this to happen, nore of us need to have a
clear and conprehensive picture of the
situation, so that we can build this into
our dermands and proposals. Above all,
we need to ensure that people have the
chance to express their views, and fight
for these to be taken into account in the
agreenents, policies, and plans both of
governments and  of i nternational
financial institutions.
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on Social Developnent. Satistics are
taken from official gover nnent
docunents, unless other sources are
cited

The author

ASAS is a Ncaraguan N3O dedi cated to
grassroot s educat i on and soci al
conmuni cati on about heal t h.

The article synthesises research by
Dr Edmundo Sanchez of the GCentro de
I nvesti gaci ones y Estudios de |a Sal ud of
the N caraguan School of Public Health. It
was first published in Devel oprment in
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What is a successful HV/ AIDCS interven-
tion? This may sound like the nillion-
dol lar questionin AlDS prevention, but it
need not be. Answers can be found, if we
are clear who i s asking the question, and
why .

Frst, we nust define our objectives.
Wiat can we realistically expect any
HV AIDSintervention to achi eve? Most
A DS-control programmes share the
sane fundanental aim to reduce the
spread of HV through promotion of safer
sexual behaviour. This is a long-term
objective, requiring deep-rooted social
change. Evaluating the success of
projects in the short termby | ooking at
longer-term indications — such as
sust ai ned changes in sexual behavi our —
can be demoralising and nisleading:
denoral i sing, because to expect that
long-term goals can immediately be
achieved wll often lead to a hopel ess
sense of failure; misleading, because
those changes which can be observed
cannot be attributed to any particul ar
project or activity, since behaviours are
affected by a range of external factors,
frommgration to nass nedi a.

The lessons so far

Despite difficulties in eval uating results

in the short term we have learnt
inportant lessons about successful
pronotion of safer sex. Before ADS

becane a major public-heal th concern,
heal t h- educati on workers al ready knew
what hel ps to change behavi our —such as
avoi di ng unwant ed pregnancy or stoppi ng
smoking — and what does not. Later,
those working in HWA DS specific
programmes were to learn many of the
sane |essons, but only after valuable
tine had al ready been | ost.

W know that information alone is
i nsufficient to change  behaviour.
Information directed from outside
through leaflets, talks, or nmass nedia

and narketing canpaigns towards
individual nenbers of the public or
target groups is not enough for themto
act onit. People are nost |ikely to change
when those around themare changing. In
the case of sexual behaviour, they
change because their sexual partners are
changing: it does, after all, take at |east
two to have safer sex! Encouragenent of
sust ai ned, i nt er - per sonal
comuni cation and ‘ peer’ pressure are,
therefore, fundanental .

W coul d t ake as an exanpl e the way in
which an existing comunity-based
prinary heal th-care (PHQ clinic, set up
by a Residents’ Association in Rocinha,
Ro de Janeiro, integrated A D5
prevention work into its activities. This
local health post was al ready providing
medi cal care to over 5,000 househol ds,
as well as promoting a participatory
response to comon health problens
such as scabi es and neasl es. The work is
inter-sectoral and inter-disciplinary,
involving residents, local and national
nedi a, and | ocal and nat i onal
governnent. Four years after di agnosi ng
its first ADSpatient in 1987, this sane
PHC programme had set up and trai ned an
extensive network of volunteer A DS
counsel | or s/ educat or s in the
community, as well as a systemof free,
targeted distribution of condons, nonit -
oring their use through the inter-
personal contact of the A DS educators.
The project has inproved nedical
assistance to those wth HV disease,
inproved relations wth local Sate H V-
testing Servi ces, and est abl i shed
qualitative and quantitative nonitoring
and evaluation of all pr ogr amme
activities.

Maiss nedia and public educational
canpai gns on Al DS prevention were al so
launched, including local radio pro-
grammes, a video production featuring
interviews wth residents on their views
about AICS a school play, and a popul ar
dance (| anbada). This illustrates ways



of enhancing peer pressure and inter-
personal conmuni cation: people are
nore |l ikely toact ontheinfornationthey
receive in one sphere if the sane
nessages are reinforced through other
channels in their lives, such as radio,
film and di scos.

The success of this programme is
largely due to the pre-existence of the
health post and its commtnent to
encour agi ng partici patory peer
education in the community, as well as
encouraging an integrated, inter-
sectoral response, involving nass nedi a
and | ocal gover nnent .

How does an HV AIDS intervention
begin this process? V& nust first find a
‘point of entry’ in any particular group
or community at risk. This neans that we
need to find out howto nake AIDS, or any
other sexual -health issue, relevant. To
persuade people that HWADS is
inportant, the topi c nust be addressed i n
the context of those issues which are of
nore imediate concern: to a street
child in Bazil, this is surviving daily
viol ence; to a wonan selling sex in a bar
inNairobi, it nay be feedi ng her children;
to a mgrant agricultural worker on the
US Mexi can border, it may be poverty,
pesticides, and | ack of water. Wthinthis
cont ext, there are always some
i ndividual s who have influence within a
group. This nay be the local gang | eader
of street youth in Ro de Janeiro, or a
national |eader of the Brazilian Mve-
nment of Street Boys and Grls, working
to defend the civil rights of al young
people living on the streets. Anong
mgrant workers, it may be a |abour
| eader, or aleader of an ethnic ninority
which forns part of the mgrant |abour
force. These peopl e can use their position
to integrate the issue of sexual health
within their everyday comunity-
devel opnent work. Inthis case, the issue
is to encourage nore open di scussi on on
the topic of sexual pleasure and di sease
preventi on.

The success of any Al DS programe i s
crucially related to the Ilevel of
organi sation al ready i n exi stence before
work on Al DS commences. The degree to
which people at risk are already
organi sed determnes the effectiveness
of their channels for conmunication and
action. For exanple, the success of the
Roci nha AIDS programme is largely due
to the pre-existence of the health post
already set up and run by the loca
Resi dents’ Associ ati on.

The opposite is also true: the nore
vul nerable, isolated, and narginalised
people are, the less likely it is that they
w || be abl e to change their behavi our and
act on the know edge that they are at risk
of HV. This necessarily neans that the
political organisation of wvulnerable
people to act confidently in their own
interests and to articuate their
concerns nmust form the broader
objectives of any ADS intervention.
Such objectives nust, therefore, be
taken into account when eval uating the
success of any particul ar project.

Success —in whose eyes?

How can we evaluate a project whose
wi der objectives include enpowernent
and | eadershi p devel opnent? Take, for
exanple, a project focusing on sex-
workers, or prostitutes. The initial
obj ective, as agreed by the funders, isto
set up a centre focusing on safer-sex
counselling and free distribution of
condons. Attendance at the centre is at
first mninal. The wonen's nore
inmedi ate concerns include fear of
viol ent and abusi ve clients, many of them
frequent offenders. As the centre
beconres a neeting place for sex-
wor kers, discussion | eads to action; and
the wonen develop and up-date a
descriptive database on dangerous
clients, known as the ‘Wly Migs file.
Sx months later, a survey reveal s that



centre

“Wly

nost wonmen conme to the

prinarily to pick up the latest
Migs’ information, rather than the
condons. In the eyes of the sex-
workers, this project is a‘success’ . The
vwonen feel nore confident not only about

avoiding dangerous clients, but also
about collectively demanding ‘Nb
condons — no sex'. The funders,

however, are nore keen to ensure that
their funds are spent specifically on
pronoting condons, rather than on a
‘social centre’ for sex-workers.

Gven the conplex factors which
influence sexual behaviour, a project
nmay change its short-term objectives
and/or strategies, still wth the same
longer-termgoal s inmnd. Thisis true of
nany health-related initiatives, which
begin with specific ains and are then
forced to confront far broader social
issues. Were funders and project
workers beginto differ in their proposed
objectives, they wll aso differ in the
eval uation i ndi cat ors chosen.

Indicating social change

ne answer to this problemis to sel ect
indicators, fromthe start, which reflect
the broader social issues that any
HVWADS project can expect to
confront; and which are flexible enough
to reflect the changing reality of the
project. For exanpl e, in the sex-worker
project cited above, this would entail
finding ways to measure the wonen’s
i ncreased confidence to act collectively
intheir onwninterest.

WUhfortunately, indicators are often
sel ected not because they are the nost

appropriate, but because they are the
easiest to neasure; for exanple,
tracking the nunber of condons

distributed, as opposed to assessing the
increased likelihood that these will, or
can, be used for their intended purpose.
Indicators should be creatively set,

using both qualitative and quantitative

data as appropriate. For exanple, a
quantitative evaluation of a project
working with adolescents in Mexico,

based on a statistical analysis of
responses to a witten questionnaire,
seened to indicate that educati onal work
on A DS had caused nore adol escents to
believe that contraceptives were
difficut to obtain. Further qualitative
investigation (focus-group interviews)
revealed that, as a result of the
educat i onal pr ogr anme, nore
adol escents had attenpted to buy
condons —a positive outcone —but in
doing so had discovered that nany
chenmists did not stock them—a broader
social problem which the programe
woul d have to find ways of addressi ng.

Athough there is no single way to
evaluate ‘success’, we can develop
better ways  of nonitoring  our
achi evenents and failures, on both an
i ndi vi dual and a col | ecti ve basi s:

. Mre effective information-exchange
on the results of sinple approaches to
project-evaluation wll help simlar
projects to inprove current activities,
and | earn frompast nistakes —so | ong as
realistic objectives are set in the first
place. Sated objectives and indicators
shoul d broadl y refl ect key aspects of the
project’s social and political context.
Questions to ask in a eval uation are then
surprisingly sinple: are the stated ai ns
and objectives being net? Hw is this
being achieved? Snple research
techni ques include conparative studies
of a group of people involved in any
activity and a simlar group whichis not;
and questionnai re surveys on the effect
of project activities on participants.

. Swall-scale research into current
sexual practi ces, and nonitoring
changes, can be used to inform project
activities (although this cannot be used
as a neasure of an individual project’s
success). For exanple, comunity



educators in Zanbia pronoting narital
fidelity have used local Chief’s Gouncil
records of assault cases as an indicator
of the incidence of sex outside narriage,
since ‘nost assault cases are the result
of one nan sleeping with another nan’ s

wife'. An apparent decrease in these
cases has encour aged cont i nued
promotion of narital fidelity as one
appr oach to reduci ng hi gh-ri sk
behavi our .

. Inproved communication between

site-specific projects and larger
research programmes can help us to
better relate the ains and obj ectives of
snmal | -scale projects to our collective,
longer-term goal s, i.e sust ai ned
behavi oural change and reduced spread
of HV. For exanple, large epidem
i ol ogi cal and behavi oural research prog-
rames should ensure that all sexual
heal th projects operating in the areas
under investigation are inforned of the
results and of their inplications.

. Many projects currently operate
within a two-three year funding cycle.
Proj ects shoul d be encouraged t o operate
within nore appropriate timne-franes,
given the longer-term nature of the
ul tinat e goal s.

In conclusion, there is one crucia |esson
that we do not have tine to re-learn.
Comunity workers around the world
recogni se that heal th pronotion requires
deep-root ed social change. Sexual heal th
isnodfferent. In neasuring the success
of an HVA DS intervention, therefore,
one of the nost appropriate indicators
wll be people's level of participationin
this broader struggle for socia change.
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lIntroduction

The problens of HWADS in Wganda,
especially in the Rakai Dstrict, have
been wel | docunent ed. * A survey i n Rakai
in 1989 put the nunber of orphans at
over 25,000.2 The 1991 popul ation
census puts the nunber at 44, 000. 3

The Child Social Care Project (CSCP) in
Rakai is addressi ng one of the social con-
sequences of the A DS pandemic: the
property rights of w dows and orphans —
children under 18 years who have | ost
one or both parents. In partnership with
the Departnent of Probation and Soci al
Wl fare in the Governnent of Uganda and
Save the Children Fund (WK), the CSCP
aing to develop the role of the
Departnent in response to the enornous
social problens arising from A DS
Soci al wor ker s and vol unt eers
throughout the district are assisted to
devel op a communi ty-based approach (as
opposed to their traditional case-work
role), and to coordinate services for
vul nerabl e chil dren.

Widows’ and orphans’ property
disputes

Snce April 1991, hundreds of disputes
over property have been referred to the
CXPstaff. Wually, afather and husband
has died fromA D5 and other relatives
have taken property fromthe w dow(s)
and orphans. In sone cases, they have
even evi cted the woman and her children
from the house, and chased them from
the l and.

The question of wonen's lack of right
either to own or to inherit property has

become a focal issue for wonen's
enpoverment and for  devel oprent
throughout Africa.* However, Al DS has

brought mortality on an unprecedent ed
scale, predomnantly affecting those
from15 to 45 years, who tend to have
dependent children. In sonme trading
centres in Rakai, infectionrates are said

to be as high as 37 per cent.® Thus nany
wdows are also infected wth HV. So,
just at the tine when they are least able
to become econonically independent,
when they nost need access to health
care, a good diet and so on, they are
denied it. Their children, who wll
probabl y be doubly orphaned, are likely
to becone honeless, land ess, and
uneducated, in a context where 90 per
cent of the population depends upon
subsi st ence agri cul ture.

There are three nmain interacting
nmechani sns whi ch regul ate inheritance
in Rakai: wlls, customary law and
statutory | aw

Wills

These are a fairly nodern idea, to which
there is still considerable resistance.
Frstly, illiteracy is high, especially
anong worren, and witten docunents
are an alien concept over vhichilliterate
peopl e have no control. Many peopl e are
fearfu of legal institutions and avoid
contact wth the | aw wherever possi bl e.
Awittenwll is seenas alegal docunent
and, therefore, to be avoi ded. Even nore
inportantly, many fear that by making a
wll they wll bring about their own
deat h.

However, wills arewitten and do pl ay
a part ininheritance. A problemis that,
in the face of illness, people wth HV
infection sonetines assune that their
death is immnent and nake a wll.
Traditionally, the wll is nade in secret
and given to one person to Kkeep.
However, patients often recover from
the opportunistic infections associated
wth the disease, and can survive for
many years before dying. Thus, they
nay nake a wll each tine they think
they may die. Thus there nay be several
wlls held by different people, and
conflict about which is the right one. In
addition, a person's last verbal requests
are supposed to be honoured, which



introduces a further conplicating factor.

Customary law

Under customary law and practice,
i ssues of inheritance and the disposal of
property (includi ng wi dows and or phans,
who are part of the estate) were deci ded
by the fanily and clan nenbers at the
last funeral rites, whi chwoul d take pl ace
uptoayear after the burial.

An heir woul d be appoi nted, usual Iy the
eldest son, or the eldest nale relative in
the nale line. Inthe case of a mnor, the
clan would appoint a caretaker until he
reached an appropriate | evel of nmaturity
to take on his responsibilities. The heir
becones the head of the fanily, and as
well as being responsible for both the
assets and liabilities of the deceased, he
acts as the guardian of wdows and
orphans. In particular, the heir is given
the residential house of the deceased and
is not supposed to sell any land he has
inherited, because (according to a
Buganda saying) ‘land bel ongs to a vast
famly, of which many are dead, feware
livingg and countless nenbers are
unborn’. Wen a wonman dies, her
property (if any) nmay pass across the
generational line, for exanple to a
sister, but not to her children, as they
belongtothe nal e line.

In the past, the clan system was
relatively strong and able to regulate
i nheritance satisfactorily. However, the
processes of social, econonmic, and
political change have reduced the
inportance of the clan —a decline that
has been accentuated by the inpact of
Al DS.

Everyone in the commnity has been
affected by the high rates of nortality,
sickness, and bereavenent. There is
nobody who has not lost a close famly
nenber. For sone, this has | ed to a sense
of fatalism ‘W are al infected and are
going to die'. Wiile sone have taken
confort in religion, others have adopted

the attitude of ‘grab what you can while
you can'. Thus the authority of a clan
whi ch | ooks backwards and forwards
over generations i s underni ned.

The people nost directly affected by
A DS are young adults, including the
nore educated and weal thy, who woul d
not ot herw se have been expected to die.
This too puts a strain on the cl an system
as the peopl e with greatest influence nay
al ready have died; and the el dest son and
heir is often a young boy, rather than a
nmat ure nman. The deceased may al so have

many dependants, whom other clan
nmenbers wll struggle to support.
Qustons of polygyny may conplicate

matters. Wen a nan dies, he nay | eave
several wdows, each with orphaned
children. In sone cases, all the wves
know each other and are aware of their
relative status. Inothers, the fact that a
man had several wi ves nmay energe only
at the buria. Thus, the relatives of
different wi dows may conpete to inherit
property.

The sheer scal e of the probl empl aces a
further burden on the famlies and the
clan. Buri al s, once an unusual
occurrence, are now an everyday event.
Last funeral rites are now being
conbined with burials, in order to save
ti me and noney.

Statutory law

Wiere custonmary law fails, statutory
law can be invoked.® This distributes
property thus: 15 per cent to the
wi dow(s), 75 per cent to the children, 9
per cent to parents and brothers, and one
per cent to the heir. However, while the
w dow(s) and orphaned children have a
right to stay in the house and land, this
property still belongs to the heir. Nor is
the w dow the guardian of her children,
responsi bility for whomal so falls to the
heir.



The Child Social Care Project

The CSCP has developed a long-term
prevent ati ve approach to t hese probl ens,

trying to change people’s attitudes,
beliefs, and behaviour. There are three
el enent s:

. Comunity sensitisation: GConducting
semnars wth local officials in the
district, notably chiefs (wo are civil
servants) and Resistance Qouncils (who
are nenbers of elected councils from
village through to district), to inform
them about the |aws of succession, and
about wonen's and children's rights.

. Training: Pari sh-1 evel vol unt eer s,
known as child advocates, are trained in
i ssues concerning children's rights and
protection, including the property of
wi dows and orphans. They can identify
problens at an early stage and prevent
themfromgetting out of hand. Qher N>
have al so trained para-legal s to assist in
this process.

. Witing wlls: C3P staff, social
workers, and volunteers encourage
people to nake wlls, especialy if they
are al ready sick. This invol ves counsel |ing
to overcone the fears and resistance
already nentioned, as well as help in
witing the actual docunent. Local |eaders
are alsoinvolvedinthis process, to avoid
the conflicts earlier described.

Many cases referred to the CSCP have
required an inmediate response, to
prevent wonen and children | osing their
property, housing, and land. hreferral,
the social worker wusually calls the
conpl ai nant to the office to hear her side
of the story, counsel her, and assess how
to proceed. The next step would be to
visit the site of the dispute and to seek
audi ence with the other party. The soci al
worker may be able to nediate at this
stage. However, even if agreenent is
reached, it is inportant to invol ve other
comunity nenbers, so that the

agreement is known,
upheldinthe future.

The social worker’s prinary concern
is to see that children are provided for
adequat el y. Wsual Iy, this neans acting as
an advocat e on behal f of the children and
the nother. However, the social worker
nust also understand what wll be
acceptable to other nenbers of the
comunity, so that the wdow and
orphans will be supported and accepted
by t hem

Traditional ly, the clan was inportant
in settling inheritance clains, wth its

accepted, and

|eader chosen for his wsdom and
experience. However, this institution
has been weakened, and it is now |ess

effective and cohesive. The CSCP
workers aimto strengthen the rol e of the
clan. A neeting wll be chaired by the
clan |l eader, at which the social worker
explains his/her role, taks about
children s rights, and remnds the cl an of
its responsibilities. Both sides to the
dispute are then heard, and opinions
sought fromnenbers. The social worker
helps the neeting to identify various
options and cone to an agreenent, which
is then forwarded to the Mllage
Resi st ance Qounci | .

The conpr ehensi ve Resi st ance Gounci |
(RO system was introduced by the
Ugandan gover nnent in 1986,
incorporating all adults in the country
through a series of interlinked
commttee structures. Were the clanis
unabl e to resol ve the dispute, or where
its | eaders have a personal interest inthe

case, the social workers involve the
village RC Again, the social worker wll
remnd the Quncil about children’s

rights and inheritance law and help the
neeting to cone to an agreed sol ution.
Recourse to statutory | aw nay al so be
sought through the courts, if the clan or
the vill age RCcannot resol ve the dispute.
However, even where nagi strates nake
a ruling, the CCP persuades them to
attend village neetings to explain their



j udgenent s.

Case study

A social worker was called to attend to
the case of a wdowwth three children
aged 7 years, 3 years, and 7 nonths
respectively. She wanted to return to
her father’s home, where she knew she
would be assisted, together wth her
children and cattle. However, the heir
refused to let her go. The Mgistrate,
clan nenbers, relatives, and R in the
areawere invitedto discuss to the case.

According to the clan leader, the
husband had had seven wves and 20
children. Before he died, he had al ready
allocated | and to each of his wves. Qher
property was allocated to the children
and widows by the clan after his death.
This included cattle, sone corrugated
iron sheets, and barbed wire. It had al so
been decided that the deceased s
motorcycle would be sold, and the
proceeds distributed equal |y anmong the
chil dren.

However, this decision was |later
changed by sonme individuals wthout
consulting the head of the clan. They
allowed the heir to take the notorcycl e,
because he had not been allocated
anything of hislate father’s property.

The 28-year ol d wi dow was the j unior
wife of the deceased. S nce her husband
died, she had encountered the fol | ow ng
pr obl ens:

. She was no longer able to send her
daught er to school, because she coul d not
afford the fees.

« She had no-one to ook after the cattle;
she was responsi bl e (as the junior wfe)
for attending to all the cattle before her
husband di ed.

. She had to buy food, because her
banana pl antation was damaged by cattle
bel ongingtothe heir.

.« The aninals allocated to her and her
children had no sal't or drugs.

. The hut she lived inwas on the verge of
col | apsi ng.

. She lacked essential donestic itens,
such as soap, salt, and paraffin.

She therefore decided to go to her
parents, so that she coul d get assistance
for her children. She had called the clan
of her late husband to listen to her
probl ens, but nothing positive had been
done. She had often contacted the
brothers and si sters of her |ate husband,
but was referred to the heir, who was
wor ki ng far away fromhone.

So she called her relatives and asked
themto deci de what shoul d be done next.
Her father decided that, since she was
not receiving any assi stance ei ther from
the heir or from the clan, and her
probl ens were not bei ng addressed, he
woul d obtain a pernmit to nove the cattle
bel ongi ng to his daughter and take her to
hi s hone.

Wien the 24-year-ol d heir heard of the
nove, he i medi ately took the matter to
court, and the DMgistrate nade an
i njunction order stopping the novenent
of the aninmals until the natter was
hear d.

The widow also clainmed that she had
been given various itens, including a
roomat a trading centre and sone cattle
for herself and her children, as well as
the land already allocated to her by her
late husband. Sone of these had been
taken by the heir.

The heir clained that the w dow had
obtained a permt issued by the
veterinary departnent to nmove the
animals to her parents’ hone, without
his know edge, and that he shoul d have
been inforned first. So he took the
matter to court, and the novenent of the
aninal s was bl ocked. He stated that the
widow was the cause of her own
probl ens, since she had suggested that



everyone should look after their own
cattle. H also conplained that, unlike
other children, he was not gi ven anyt hi ng
during the distribution of property, yet
he was al so a son of the deceased.

Hwing heard from both sides, the
CSCP team opened the neeting to other
clan menbers, sone of whose views are
refl ect ed bel ow

. The elder sister of the deceased said
that the w dow shoul d go to her parents’
hone with al | her property, including the
chil dren.

« Abrother of the deceased said that the
heir could take responsibility for
supporting the widow and then there
would be no conplaint. He said that the
w dow should go to her parents’ hone
with the children, but |eave the aninal s
and any ot her property.

« Another sister of the deceased said
that the neeting shoul d deci de, because
she was at a |l oss to knowwhat to do.

. The heir said that the w dow could go
with the child of 7 nonths, but shoul d
leave behind the other two children,
together wth their aninmals. The social
wor kers asked hi mwho shoul d care for
the children, but he was unable to
answer, except to say that he had no
hone of his own and was not narri ed.

. The Chai rman of the RC suggested t hat
an admnistrator of the deceased s
estate shoul d be appoi nted, wth powers
over everything, instead of investing
powers in the heir, as was customary. He
noted that sone appointed heirs may be
too young to manage famly natters.

By now the di scussion had taken nost of
the day, without comingto asolution. The
social worker suggested that tine be
given to enabl e both parties to study the
whol e natter again, with a decision to be
takenin ten days' tine.

On the agreed day the teamwent to the

village, together wth the Magistrate, to
neet with the parents of the w dow the
clan of the deceased, the heir, and other
relatives, as well as neighbours and
nenbers of the general public. It was
agreed that the w dow together wth her
three children and the aninal's, could go
to her parents’ hone, where she coul d be
given assistance. Support woul d al so be
gi ven by other paternal uncles who were
present at both neetings. The children
vere free to visit their clan (their
father’s relatives), and this should be
encour aged.

Thi s case shows how conpl i cated such
i ssues are, with nany peopl e i nvol ved. It
al soindicates the amount of tine that has
to be devoted to the resolution of such
conflicts. Two nain issues should be
enphasi sed.

Gender

The patriarchal nature of the society in
which these conflicts take place is
clearly the ngj or issue. The clan system
is patrilineal, and thus under custonary
| aw wonen cannot inherit property. This
is because a w dow may go back to her
father’'s clan, taking any property wth
her, which would then be lost to the
deceased’' s clan. This natter isrelatedto
the custom in sone areas of w dow
i nheri tance. ’

The worman has no entitlenent to prop-
erty —not even to her children, since
they too belong to the clan, and the heir
becomes their guardian. Mile children
wll take up their positioninthe clanin
due course, while girls will be ‘sold of f’
for bride price.

Pol ygyny al so discrinminates against
woren and i ncreases their vul nerability
and that of their children, especialy in
relation to ADS In the case described,
the deceased had seven wves. |In sone
areas, child nmarriage is conmon, so a
junior wife may be a teenager, while her
husband is a man in his fifties. Mdern



statutory | aw al so di scri ninates agai nst
wonen, specifying that ‘a nal e shall be
preferredto afenal e .

The enpowernent of wonen is the
long-termsolution to problens such as
these, and in snall ways the CSCP hopes
tocontribute toit. dan and RC neetings
tend to be domnated by nen, and the
social workers who facilitate themare
very consci ous of the need to ensure that

wonen attend such neetings, and
actively seek their opinions. However,
although the fenmale social workers

provide a role nodel, it is hard to get
wonen to express thenselves freely in
public. Qne possible solution is to hold
sone wonen-only neetings beforehand,
al though thi s can nake t he nen suspi ci ous
and ant agoni sti c.

Legal reform

Changes in the law are needed, to allow
wonen to inherit on an equal basis wth

nmen. However, |egal changes on their
own wll achieve nothing. The law in
Wanda, for exanple, prohibits sexual

intercourse with a girl under the age of
18 years, yet ‘defilement’ is common,
and the |awenforcenent agencies are
rel uctant to take any action.

The | aw has to be accept abl e to peopl e,
otherwise they wll disregard it. A
process of education and sensitisationis
needed to change attitudes. Peopl e nust
be i nvol ved i n deci si on-naki ng: thus, the
| aw nust be taken to the peopl e, and not
si nply i nposed fromabove.

Conclusion

The CSCP has had consi der abl e success in
settling individua di sput es. Mor e
inportant, we have also had some

success in enabling communities to deal
appropriately wth these conflicts
w thout recourse to ‘experts’.

Pronoti ng t he enpower ment of wonen
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isinportant, but this phrase has becone
so overused that it is in danger of
beconing neani ngl ess. A vital aspect of
enpower nent i s econoni ¢ i ndependence.
In the C3P we are involved in hel ping
wonen to claim the right to own
property, land, and housing, as well as to
carefor their children. Willethiswll not
initself enpower them it wll at |east
help wormen to achi eve sone degree of
economc  power to provide for
thensel ves and for their children.
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