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ABSTRACT

This study is about community participation in the Primary Health Care programme in
Akwapim North District. Twenty-four years have passed since Primary Health Care
(PHC) was first introduced at the Alma-Ata conference. In 1985 the World Health
Organization (WHO) completed a ‘Review of PHC’. Such evaluations have shown that
many of the problems of the PHC are concerned with the management of PHC. An
analysis of some of the management problems shows that they are deep seated and

requires a fundamental reappraisal of the existing systems.

Against this background, a study was undertaken to collect data in five communities in
the District, and the extent to which the community is involved in the programme was
examined. This was done with the conviction that improved community participation in
the concept would go a long way to reduce incidence of diseases and also reduce the
frequency of avoidable deaths in the study area. Social and cultural values of the people
in Akwapim North District were taken into account in the study since any interventions
based on established values and practices are more sustainable. The study looked at levels

of community participation at both rural and relatively urban settings in the District.

Though participation in general in the study area was not encouraging apart from
immunization programmes, it was worse among the rural dwellers. This was due mainly
to the fact that many have not met PMC personnel before. It was discovered that the
socio-economic status of respondents influences lhe degree of participation. It was also

realized that intensive education about the PHC programme is required to enhance



participation.

In conclusion, it can be said that community participation in the primary health care
programme in Akwapim North District was not encouraging, therefore, if
i

recommendations made in the study would be implemented, it will enhance participation

atall levels in the programme and help ensure health for all.
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CHAPTER ONE
BACKGROUND OF THE STUDY

1.1 Introduction

Mortality levels in Sub-Saharan Africa are very high as compared to the rest of
the world. Whereas levels range between 40 and 60 years in life expectancy at birth in
Sub-Saharan Africa, it is over 70 years in the developed countries (World Population
Data Sheet, 1994). In recent years, however, various governments have been making
attempts to reduce the high morbidity and mortality patterns. These attempts call for
strategies and actions in the health sector to be based on the concept of Primary
Health Care (PHC). This has brought mortality decline in Sub-Saharan Africa in
recent years. For example, under-five mortality rate has decreased from 120 per 1000
live births in 1970 (UN/WHO, 1999) to 69 per 1000 live births in 1995 (World

Population Data Sheet, 1995).

In the past, the principal efforts of health practitioners have been directed at the
treatment of infirmity rather than at its prevention. There are compelling reasons to
believe, however, that this strategy will in the long run be a losing battle.
Consequently, many workers in the general field of community health have argued
that primaiy prevention, that is attempt to prevent infirmity and, therefore, to reduce
the rate ofoccurrence of disorder in the population at large, is in the long run the only
acceptable strategy that we have available to us. The purpose of these activities is to
prevent the occurrence of ill health rather than to merely limit its duration once it has

already occurred (Bloom, 1968).



The role of PHC in international health is associated with the worldwide conference
that was held at Alma-Ata and that proclaimed “Health for all by the Year 2000”
(WHO/UNICEF, 1978). The participants at the conference proposed (hat the delivery
of PHC should be made available to people throughout the world and that this care
needed to be based on current technology and acceptable practical methods. It also
proposed that members of communities needed to be involved in all aspects of the

planning and implementation of health services.

This research seeks to find out the extent to which the community, which is the main
beneficiary of the programme, is involved. It will also study the role of the health
providers in the discharge of their duties to help ensure health for all. Moreover, the
physical facilities such as hospitals, health centres, clinics and how well they are

equipped would also be looked into.

1.2 Statement of the Problem

Half a century ago, the estimated infant mortality rate worldwide was 156 per 1000
live births, now it is 54 per 1000. Average life expectancy was about 46 years then;
now it is 66. Smallpox was still called “the scourge of the human race”; now it is 20
years since the last person died of the disease. Paralysis from poliomyelitis was
dreaded in both rich and poor countries; now the disease is close to being eradicated
worldwide. The prospects are also good for eliminating leprosy, measles, neonatal

tetanus and micronutrient deficiencies (Bryant et al/WHO, 1998, vol. 19. No. 1p. 1).

Many other favourable contrasts of these kinds can be drawn, and one could say that

for the world as a whole, human health has improved more during the last half century



than in any other period we know about. This reflects the much wider process of
economic and social development, but it is also the result of remarkable achievements

in the health sector.

However, we should also look at some of the other changes that have occurred.
During the same 50 years, the world’s population has increased considerably, gaps
between the rich and the poor have widened, a number of hitherto unknown lethal
diseases have appeared and shown their capacity to spread with frightening rapidity,
health hazards caused by environmental deterioration are increasing, the costs of
heath care are spiraling, and the absolute number of people without access to the basic
necessities for health is increasing, despite the continued increase in coverage with
essential services. Formidable problems have been solved, but others have replaced
them. With the emergence of HIV/AIDS, which has the capacity to wipe off human
race on the face of the earth, if unchecked, there is the need to embark on vigorous

measures to improve or protect the health status of people all over the world.

The Alma-Ata conference in 1978 was an important milestone in the struggle for
health. The conference was organized in response to wide spread dissatisfaction with
the existing health services. Despite great efforts by countries and the World Health
Organization (WHO) in the late 1960s to improve and extend services, large numbers
of people, particularly in the rural areas of developing countries, remain with no

access to health care. Primary Health Care was seen as the route to health for all.

Primary Health Care as outlined at Alma-Ata calls for three developments; universal

availability of essential health care to individuals, families, and population groups



according to need; involvement of communities in planning, delivery and
evaluation of such care (community participation—author’s emphasis); and an
active role for other sectors in health activities. Making essential care universally
available calls Tor a more equitable and efficient use of health resources. The
conference provided a green light for implementing primary health care concept, but
passing resolution is one thing, implementing them is quite another. Very little has

been done towards the attainment of the objectives set at Ihe Alma-Ata conference

since 1978.

Eight specific elements of PHC were identified at Alma-Ata. At the level of
individual, the family and the community these eight elements must come together to
constitute PHC. At the level of central bureaucracy each element exists in a separate
government ministry. Hence, intersectoral collaboration is a key element of PHC.
However, because of rigid compartmentalism in government ministries there has been
more discussion than action outside the health sector (Ebrahim and Ranken, 1988).
Hence, flexibility and adaptation in long established bureaucracies are essential. For
an uninhibited development of PHC it may be necessary to take a careful look at
existing organizations and structures, both within the administration and at the

community level.

One basic element in the PHC is the full involvement of the community in all aspects
in the discharge of PHC programmes. My personal experience in Asante Akim North
District when | was attached to (he PHC Unit at Agogo Hospital revealed that this
aspect, that is, lhe involvement of lhe people, needs revolutionary measures to

improve upon it. During this period, whenever some of my colleagues and 1 visited



the people and talked about preventive health care, what we were usually told was
“you little kids what do you know to tell me what is good for me” The people in the
area were not willing to abandon their old ways of life, which could be disastrously
detrimental to their health. A typical case in point is what is happening in Wassa
Akyempem, a mining town near Tarkwa. A town of about 10,000 residents prefers to
seek medical treatment from spiritual centres like “Nkaba” Gardens, fortune-tellers
and malams. Their resort to unorthodox methods of healing has rendered a modern
clinic built by Satellite Goldfields Limited (SGL) a white elephant. According to a
medical assistant in charge of SGL clinic, Mr. Wilson Enyi Okpa, attendance is so
poor that for three or four consecutive days, nobody from the community would
report for treatment (Mirror, March 25 2000, p. 1). This study sought for solutions to
these problems so that the people would accept and participate in the process of health

delivery to ensure Health For All (HFA).

1.3 Literature Review

Review of the literature is divided into three main sections. These are the concept of
the PHC programme as an alternative form of health delivery system; the community
participatory approach to PHC; and the objectives of community participation. Each
section is reviewed below.

1.3.1 The Conceptof PHC

A great deal has been written about primary health care before and after the Alma-Ata
Declaration in 1978. Almost all nations of the world were represented at the meeting
and discussions ranged far and wide. The unanimity of the decision indicates that
PHC is considered desirable and possible in all types of political, social, economic

and cultural environments (Ebrahim and Ranken, 1988). A number of publications by



the World Health Organization, in its series “Health For all”, provides clarification on
strategies, managerial processes, monitoring and evaluation. There has also been a
wealth of literature in scientific journals and in the form of books. This is because the
concept of PHC is more than a programme. It entails change. It requires changes in
concepts and ways of thinking. Its implementation is a process that calls for wide-

ranging changes in established systems and institutions as well as in communities.

The question of how to ensure the “Health For All People” and the ensuing debate
during the 1970s and the appointment of Dr. Halfdan Mahler as the Director General
of WHO in 1973 played a very active part in stimulating debate on these questions. It
was during this period that the idea of Health “For All by the Year 2000” began to
emerge as a suitable visionary goal, and that of primary health care as a realistic
strategy for attaining it (Bryant et al/WHO, 1998, p.80-81). Initially, many regarded
PHC as a rudimentary form of medical care, on a par with traditional healers,
“barefoot doctors™, and the like (Bryant et alWHO, 1998). They saw it as suitable

mainly for places in which no modem medicine was available.

Situations in some developed countries particularly, the United States seem to give
credence to this assertion. As a WHO member nation, the United States has endorsed
PHC as a strategy for achieving Health for all by the Year 2000. However, PHC with
its emphasis on broad strategies, community participation, self-reliance, and a
multidisciplinary health delivery team, is not the strategy for improving the health of

the American people (Stanhope and Lancaster, 1984).



However, experiences in four industrial countries with different socio-economic
settings— Canada, Finland, Hungary and the Netherlands—are indicative of the
relevance of the programme in the advanced countries (WHO, 1990, pp. 30-53; 98-
132; and 188-201). A typical example is the striking reduction in mortality from
ischaemic heart disease and injuries in Canada, which must be due at least in part to a

reduction in risk factors as a consequence of preventive programmes (WHO, 1990).

The cost of health care is increasingly becoming more expensive. In 1994 for
instance, Americans spent $982 billion, or nearly 14% ofthe gross domestic product
(GDP), on health care (Shalala, 1994). This percentage is 40% higher than in Canada,
the country that spends the next largest amount (Altman, 1995). This figure is
expected to rise to 2.1 trillion or 20% ofthe GDP by the year 2003, if nothing is done
to halt this course (Shalala, 1994). These increased costs have been accompanied by
another significant problem, which is more pronounced in developing countries; poor
access to health care. PHC plays important role here since it provides the most
affordable health care available to all. Because of the concern to cost, access, and
quality of health care, significant change is expected in the next decade. According to
Stanhope and Lancaster (1996), several trends including demography, technology,

and economics, will have an impact on the way these changes will evolve.

Bryant et al/lWHO (1998) consider inadequacies in information systems, decision-
making mechanism and other support systems as the areas that need attention for
strengthening health care. They believe that “the concept of PHC is still not
understood clearly enough”; and that scientific medicine—abetted powerfully by

market forces—pushes on as if equity problem did not exist” (Bryant et al/WHO,



1998, pp. 107-115). One could not agree more with them as far as information
management in the health sector is concerned. Information must flow among various
health institutions, which have common problems on hand. For instance, records of a
patient transferred from one health centre to another must be sent to the receiving
centre for purposes of continuity and an effective administration of the ailment. The
means through which such information should be transferred should be cost effective

and fast enough.

It has been argued that hospitals and PHC are different poles of the health care
system, and that money spent on one means less for the other. Some people would
prefer to enhance the position of PHC at the expense of hospitals. Others, who see
hospitals as the repository of the best that medical care has to offer, believe they
should not waste their time on other facets of health care (Bryant et alAVHO, 1998).
At a meeting on the role of PHC, held in February 1997 in Gombe State, Nigeria, to
reconcile these two points of view, PHC was seen as a key to attaining health for all,

but hospitals must not be allowed to remain aloof.

The WHO’s call for “Health for All by the Year 2000” heralds the greatest exercise in
management by objectives undertaken on a global scale. Many countries have
responded with national policies, statements of intent and plans for including PHC
into the national planning process. According to Ebrahim and Ranken (1988),
however, there has often been less success in the translation of these plans into
actions, except in the case of a few countries and several pilot projects. Whereas the

pilot projects have helped to evolve the basic technology of PHC and have provided a



measure of the required administrative support, there has been less evidence of

success in applying the system.

World Health Organization (1990) observes that finance has been a major problem,
which hinders the development of PHC programme. Given that the proportion of
government resources devoted to health in poor countries is already small and not
deployed in the most cost-effective way, the challenge in some ofthese countries is to
maintain the levels of development already reached. New sources of finance and
improvement in the use of existing resources hold out the hope of gains in PHC

without additional central government funding.

Those responsible for political and administrative decisions are often inadequately
supplied with data in the health sector (Woelk and Moyo, 1995). Increasingly health
management systems are being set up to make up for the deficiency. This is an
institutionalized and systematized form of collecting, processing and presenting health
information, with the aim of using the data for management, planning and decision-
making. Another important area is the monitoring of disease, especially the tropical
diseases with a high incidence rate such as Malaria (Kirton et al, 1992) and
Tripanosomiasis (Sleeping Sickness) (Rogers and William, 1993). Geoinformation
Systems (GIS), sometimes with the help of satellite data, are nearly always used for
such complex subject material. Because of their analytical capabilities, these provide
new scope for investigating mechanisms by which diseases are spread as well as their
control (Mott et al, 1995). These systems, however, make very high demand on the

qualifications of the user and the costs of installing a GIS are comparatively high



(Bogarts, 1991). They are therefore, only of limited use in the daily routine of a

developing country like Ghana.

The World Bank asserts that health is now considered as a basic component of human
capital and, hence, an important basis for development (The Bank, 1986). This is very
true for several reasons. For instance, improving the health status of women would
not only free them from the danger of diseases, but it will also increase their capacity
to participate in the economy. Also, as traditional support systems decline in influence
and an increasing number of women come into contact with the modern health care
system, the health sector becomes a major focus of activities for the promotion of

values on breast-feeding, small family size and birth control.

A major portion of literature in health and population has concerned itself with
measuring the health status of population. According to Barke and O’Hare (1986, p.
55), the simplest way of measuring the health service provision and, hence, the health
status of a population is through the use of life expectancy. They notice that even
though life expectancy in the less developed countries has increased by a dramatic
50% between the 1940s and the 1970s, it still remains far below that of the more
developed countries. Life expectancy at birth is only 55 years, a reflection ofthe low

health status ofthe population resulting from low availability of health service.

Many authors have tried to establish a relationship between the Gross National
Product (G.N.P.) and health levels. Goldthorp (1993, p. 23) has found out that G. N.
P. and health service provision are not everywhere related. He observes that in Sri

Lanka, Cuba, China and Panama, the health levels and the level of health service

10



provision are higher than incomes suggest while in the Middle East, the health levels
are lower than suggested by incomes. He advances that in Sri Lanka, there exists an
active health programme based on PHC while in the Middle East little has been done
to improve on the health status among the majority of the people. Barke and O'Hare
have also noticed that, Tanzania, one of the poorest countries in the world has
achieved a greater health level than its G. N. P. suggests due to a vigorous programme
of primary health care. Inasmuch as one would not find any difficulty accepting the
findings of both Barke and O’Hare, and Goldthorp, one must not lose sight of the fact
that, all things being equal, a country with higher G.N.P. relative to its total
population (GNP per capita) will perform better in the area of health service

provision, than a country with a smaller G.N.P per capita.

Other findings on health service provision have focused on the relationship between
health care delivery and the social environment. In a study of Costa Rica using
multiple regression analysis, Rosero (1988) finds out that the expansion of PHC
accounted for 43% decline in infant mortality between 1972 and 1980 while increased
secondary medical care accounted for 32% as against 25% for economic progress.
Orugubole and Caldwell (1983) believe that mortality decline in rural Nigeria is not
really a matter of overcoming ignorance but providing a sufficient density of health
service of a reasonable calibre. Adeokun (1986) sees it in a slightly different way. He
is of the opinion that mortality decline can only be achieved through increase in the
number of medical doctors, massive public education, reduction of economic
difficulties and the reduction of population growth. The two positions taken by

Orugubole and Adeokun are necessary for total development of the health sector.
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It has been a priority of many governments in developing countries to provide access
to medical care especially for children. This concern has led many governments to
establish large public health care system that provides medical care free of charge (de
Ferranti, 1985). The recent financial crisis in the Third World has induced many of
these governments and international donor agencies to re-evaluate the policy of free
access and to consider charging user fees for medical care. Proponents of this policy
argue that revenue from it can be reinvested to improve allocative efficiency (de
Ferranti, 1985; Jimenez, 1986). Opponents of this view argue that user fees will cause
substantial reductions in medical care utilization especially among the poor (Cornea et
al, 1987; Gilson, 1988). There is no doubt that health institutions need to be
adequately equipped to meet the health needs of the people. However, questions are
asked as to whether the revenue generated from user fees will go to improve the
institutions with which it was intended for. There is also the question of affordability
considering the generally low-income status of majority of the people especially in

developing countries.

1.3.2 The Community Participatory Approach to PHC

The philosophy of community participation is not new in development circles. It
made its way into International Development Assistance Thinking (IDAT) during the
late 1960s and early 1970s (Cook and Donnelly-Roark, 1994). Some studies that
evaluated the failure of the first two decades of International Development Assistance
to eliminate world poverty suggested that the mere transfer of western models might
not respond very well to the realities of life in the developing world. Participation in
planning by the beneficiary communities was, therefore, recommended as a way of

ensuring that projects serve the needs and priorities of the beneficiaries and also

12



would be appropriate to their political and socio-cultural context (Huntington and
Nelson, 1976; Chambers, 1983). Also a review ofthe Bank’s financed projects in mid
1980s shows that failure to attend to social variables (through participation) in project
design and implementation led to the failure to attain project aims and sustainability

(Kottak, 1985).

The concern for popular participation in development in Africa is a recent
development, and according to Cook and Donnelly-Roark (1994), it is the brainchild
o0fNGOs. The NGOs took the initiative at the UN General Assembly in 1988, which
led to the organization of the International Conference on Popular Participation in the
Recovery and Development Progress in Africa, held in Arusha, Tanzania in 1990. The
agencies, Government and Non-governmental Organizations at the conference
adopted an “African Charter for Popular Participation in Development and
Transformation” also known as the ARUSHA DECLARATION (Cook and Donnelly-
Roark, 1994, p. 86). This charter, among other things, called for the establishment of
new partnership with the people, ensures the involvement of women at all decision-
making and protects people’s basic human rights. The principle of popular
participation in social and economic development programmes, including health
development is now widely accepted. For about two decades now, the development
community in Africa has moved away from top-down approaches towards more
participatory bottom-up approaches. This is due to the recognition that participation is
crucial if not the ultimate way to achieve both short-term development and long-term
sustainability. In the same vein, health providers are beginning to appreciate the

necessity for incorporating local participation into health care delivery system.
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Participation in development is said to be development to be achieved with the people
and for the people. Brown and Wyckoff-Baird defined community participation
broadly as “a continuum, from limited input into decision-making and control to
extensive input into decision-making and ultimate stewardship of the resources”
(Brown and Wyckoff-Baird, 1992, pp.43-52). At the level of specific policies and
programmes, however, the concept is understood and interpreted in different ways
and is very much influenced by political and socio-economic milieu. For instance,
participation has been defined as “a way of factoring local behaviour and beneficiary
assessments of risks, costs and benefits into project design...those assessments consist
of rational economic decisions in the context of the social/cultural and economic
environment, they are inclined to be misunderstood by, or better still the decision in

question” (Cook and Donnelly-Roark, 1994, p. 85).

Paul (1987) portrays the controversy surrounding the definition of participation. He
argues that, the definition of participation is a matter in which there is considerable
disagreement among development scholars and practitioners. For certain activist
groups, participation has no meaning unless the people involved have significant
control over the decisions concerning the organization to which they belong.
Development economists tend to define participation by the poor in terms of the
equitable sharing of benefits of projects. Yet others view participation as an
instrument to enhance the efficiency of projects or as the co-production of services.
Some would regard participation as end in itself, whereas others see it as a means to
achieve other goals. These diverse perspectives truly reflect the differences in the
objectives for participation that might be advocated by different groups (Paul, 1987,

P- 2).
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It appears there is no single definition for participation so long as the milieu of
community participation varies. Perhaps what matters is whether there is unanimity or
not academic work on participation must go on. In line with the research work going
011 in the midst of diversity, World Bank, in its in-depth study of twenty bank-support
operations that are considered participatory, defined popular participation as a process
by which people, especially disadvantaged people, influence decisions which affect
them (World Bank, 1991a). Here the disadvantaged people refer not only to the
absolute poor, but also to a broader range of people who are disadvantaged in terms of
literacy, ethnicity, and gender among others. Also ‘influence’ as used implies more
than mere involvement in project implementation or sharing in the project benefits.
This definition is inciting and purposeful. However, the operating definition of
community participation for this research is that by Paul as “an active process by
which beneficiary/client groups influence the direction and execution of a
development project with a view to enhancing their well being in terms of health,
income, personal growth, self reliance or other values they cherish” (Paul, 1987, p. 3).
This definition first of all implies that, the context of participation is the

development/programme of which the Primary Health Care concept is no exception.

Secondly, the focus is on the ‘active process’ by which beneficiary
communities/groups ‘influence’, rather than being influenced by government agency
or non-governmental organization. The beneficiaries become the object and subject of

development, which is the brain behind community participation.

Thirdly, the involvement of the beneficiary communities is not for mere sharing of

project benefits or like the practice of democracy where 'participation is just by



voting’, but rather participate to ensure that their needs are reflected and they as well
work towards its realization. However, health matters are highly specialized area,
which requires considerable period of training to play any meaningful role in its
delivery. In view of this community participation in the primary health care is highly
restricted to functions, which are not highly technical and can be performed by some
level of training. This notwithstanding, if a PHC programme is well designed and the
roles to be performed well defined, popular participation would not be a problem even

among people with little educational background.

Lastly, community participation refers to a process and not a product. It, therefore,
presupposes that participation is an on going process and not static. It has feedback
loops to ensure self-assessment to ensure realization and sustainability ofthe project.
From the operational definition, it isworth cautioning that community participation in
the project context should not be construed to mean that the nature and scope would
be uniform in all cases. In defining community participation it is important to
recognize that the community is self defined entity. Only those within the community
know who belongs and who does not. Communities are made up of different stake
holders that have a variety of defining characteristics, for example, gender, class,

power, ethnicity, religion, age, etc. (BSP, 1993).

1.3.3 Objectives of Community Participation

Notwithstanding the variations in the nature and scope, community participation seeks
to achieve one or more of the following objectives: empowerment, beneficiary
capacity building, increase project effectiveness, improving efficiency and project

cost sharing (Paul, 1987). These are discussed in turn:
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i Empowerment: According to Farrington et al, (1993), the shift in some branches of
development theory during the 1980s away from the prescription of top-down
approach, towards an alternative development model, has at its root a conception of
empowerment as a form of social change brought about by local problem-solving
technique acquired through participation. Development, therefore, should lead to an
equitable sharing of power and to a higher level of people, in particular the weaker
groups’, political awareness and strengths. Any project or development activity is
then a means of empowering people so that they are able to initiate actions on their

own and thus influence the processes and outcomes of development.

Empowerment aspect of development is one that places emphasis on enhancing
decision-making, autonomy, local self-reliance, direct (participatory) democracy, and
experiential social learning. Its starting point is the locality, because civil society is
most readily mobilized around local issues. In reality, empowerment would not be
realized from top-down development approach either imposed from outside or our
immediate leaders, rather it should be brought about through people’s own
involvement in development.

ii Capacity building. Another objective of community participation closely related to
empowerment is building the capacity of beneficiaries with regards to decision-
making. By capacity building we mean the efforts aimed at strengthening the skills
and knowledge of the beneficiaries so that they could take on responsibilities for
managing segments of the project themselves (Paul, 1987). Capacity building is
believed to be the in-built mechanism to ensure sustainability of a project, especially

foreign supported projects, after the withdrawal of the supporting agency concerned.
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In most cases beneficiary participation in especially monitoring and evaluation makes

the project ongoing and self-sustaining (Cook and Donnely-Roark, 1994).

The ability to empower and build genuine capacity of beneficiary communities and
untrained elected officials need ongoing skills upgrading, so that beneficiaries can
manage local planning at all stages of the project cycle without continual donor
support. In the words of Oakley “participation helps to break the mentality of
dependence which characterizes much development work and as a result, promotes
self-awareness and confidence and cause rural people to examine their problems and

to think positively about solutions” (Oakley, 1991, p. 172).

Participation in essence, is concerned with human development and increase people’s
sense of control over issues, which affect their lives, help them to learn how to plan
and implement and on a broader scale prepare them to participate at both regional and
national levels of decision-making. In short, capacity building through participation
ensures high likelihood of project sustainability.

iii  Effectiveness. Community participation also has the power of increasing the
effectiveness of the programmes as instruments of health promotion and rural
development. Effectiveness refers to the degree to which a given objective is

achieved.

In the view of Oakley (1991), many development projects, in the past, have not been
effective in achieving their objectives because local participation has often been
overlooked. Participation allows local people to have a voice in determining

objectives, make their local knowledge and resources available, which contribute to
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better design, setting realistic objectives to meet the needs of the people and
implementation after careful consideration of local constraints and for that matter
project effectiveness.

iv. Efficiency. Participation is believed by many writers to have the power to ensure
efficiency because of timely beneficiary input. Efficiency implies greater chance that
available resource will be used judiciously. It expresses cost-benefit or input-output
relationships (Paul, 1987). Participation minimizes misunderstanding, promotes
interaction, agreement and cooperation and thus, time and energy spent by
professionals explaining or convincing people of a project’s benefits. It is also cost-
efTective since, if rural people are taking responsibility for a project, fewer costly
external resources would be required and highly paid professional staff will not be
tied down in the details of the project (Oakley, 1991).

v. Cost sharing'. Community participation is also meant to ensure that beneficiary
communities contribute in their own small way, either in the form of labour, cash or
undertake project maintenance. This issue of cost sharing, in essence reduces the
burden of the financiers while al the same time putting the sense of ownership in the
beneficiaries It could also be taken to mean a way of preventing abuse and misuse.

w. Sustainability. Oakley has argued strongly that an important aim of making
participation part of a project is to ensure the sustainability of the project after the
withdrawal of the development partners (Oakley, 1991). According to him,
experience suggests (hat externally motivated development projects frequently fail to
sustain themselves once the initial level of project support and input either diminish or
are withdrawn. Participation is, therefore, seen as an antidote to this situation in that it

can ensure that local people maintain the project’s dynamics. Others including Haile
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(1980), have argued that participation ensures understanding of the project hence,

their ability to extend the project even after the withdrawal of the initial funding.

1.4 The Objectives of the Study

The main objective of the study is to find out extent of people’s participation in the

Primary Health Care programme in Akwapim North District.

Specifically, the study seeks to achieve the following:

a) Assess the nature ofthe health delivery system under the PHC concept.

b) Investigate what factors influence participation in the programme and
recommendations made to improve community participation.

c) Evaluate the effectiveness ofthe participatory approach to PHC programme.

1.5 Assumptions
)] Success of the PHC programme depends on community involvement or
participation.

i) Immunization is very necessary for child health.

1.6 Conceptual Framework

The framework for health promotion activities devised by Ewles and Simnett (1992)
provides a useful model to help clarify the activities with which the health promoter
may be involved. It is not the intention of Ewles and Simnett that the framework
should be viewed as a rigid classification. Indeed they are at pains to point out that
activities may not always fall neatly into the identified categories and that overlap will
inevitably occur. They also stated clearly that the framework cannot encompass the

entire gamut of activities and that some health promotion will occur both informally
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and accidentally. Of great importance, according to the authors, is that health
promoters should be aware that health promotion embraces a wide range of activities.
The framework comprises seven areas of health promotion activities as shown in
figure 1.1, and is concerned with “planned, deliberate activities”. Each ofthese seven
areas will be considered individually and suggestions as to how such a framework can
be applied to PHC as a strategy in promoting community health will be provided.

Figure 1.1: A Framework for Health Promotion Activities

Source: Ewles and Simnett (1992).
1.6.1 Health Education Programmes:
The majority of health promotion programmes fall into the category of primary health
education, that is, education directed at “healthy” people. Example of such education
includes general life style, healthy eating, fitness or exercise, sexual health, good
hygiene and many more. However, it is unrealistic to expect that all members of the
population will always be at an optimum state of health and strategies for both

secondary and tertiary health education are required. For example, a community nurse
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may adopt the role of facilitator of a “sensible drinking group” set up specifically to
help those for whom excessive consumption of alcohol has become a contributory
factor towards their present state of ill health. Such practices can be replicated or
incorporated into the operations ofthe PHC unit in the Akwapim North District.

1.6.2 Preventive Health Services:

A prime function of primary health care is the provision of preventive health services.
A type of services offered is variable and depends on the size and nature of the
communities as well as the philosophy of the PHC unit. But it is likely that the
majority of PHC units provide both voluntary and statutory health screening and
many offer immunization programmes. This aspect of the framework is one of the
most frequent routines being carried out by Tetteh Quarshie Memorial Hospital in
conjunction with the Ministry of Health, especially immunization/vaccination against
childhood killer diseases.

1.6.3 Community-based Work:

The village level provides an opportunity for people to engage in self-help activities.
Such activity is “community-led”; the communities identify their own health needs
and actively participate in addressing them. An example could be a group of people
who have concerns about their health and set up their own health related discussion
group, facilitated by the community health nurse.

1.6.4 Organizational Development:

Recent years policy development in PHC has tended to focus on sexually transmitted
diseases especially HIV/AIDS, nutritional and maternal and child health care, family

planning, and immunization.
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1.6.5 Healthy Public Policy:

Community health nurses are well placed to influence management about policies that
may affect the wider population, for example, policies aimed at improving and
increasing facilities for immunization.

1.6.6 Environmental Health Measures:

In recent years environmental issues have been high on the agenda of PHC
professional, not only in relation to improving physical conditions ofthe environment,
but also in respect of the effect of working activities on the health and well-being of
the community at large.

1.6.7 Economic and Regulatory Activities:

In about four decades ago, government legislation has attempted to provide
safeguards in respect of ensuring sound delivery of health services in Ghana. The
Food and Drugs Law, and the Private Hospitals and Maternity Homes Act (1958)
were enacted to ensure that curricular and examination methods conform to
professional standards. A regulatory body was to be established for the regulation of
traditional and alternative medicine aimed at integrating services and based on
registration of practitioners and associations at district, regional and national levels
(MoH, 1996, p. 20). All said and done, cooperation is essential if legislation is to be

successful as a measure of health protection.

It must be emphasized here that, the various health promotion areas are not treated in
isolation by fragmented institutions and policies. They are linked in a complex nexus
with the community. The model is, therefore, modified as shown in figure 1.2 to show
how sustainable development of the PHC programme can be achieved through

community participation. This new model is based on the idea that sustainable
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development cannot be achieved when programmes and policies leave out the
beneficiaries. This implies that any programme that seeks to promote the health status
of the people must involve the local people, whether government or non-
governmental agency is implementing it. In this way, the model argues that
participation will ensure sustainable primary health care, which will lead to
sustainable development in health, that is, health development that meets the needs of
the present generation without compromising the ability of future generations to meet

their own health needs.
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Figure 1.2: Community Participation, PHC and Health Promotion Nexus
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Source: Adapted from Ewles and Simnett (1992).
For the PHC programme in the district to flourish for the benefit of the people and to
ensure its sustainability there is the need to rope in all stakeholders—the
communities, medical personnel, government and non-governmental agencies. The

people in the community must be empowered to build the necessary capacity to take
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up certain aspects ofthe programme in the structure ofthe programme or if it happens
that a programme initiated by foreign agency left it the host community could step in
and continue so as to ensure its sustainability. The seven areas of health promotion are
very relevant to the Districts PHC programme for the following reasons. In the first
place, the District is predominantly rural except some few towns, which are dotted
along the main road linking Accra and Koforidua. Consequently, majority of the
people are not served with modern health facilities. It is, therefore, important that
health education and preventive health services are intensified to obviate imminent
catastrophic outbreak of diseases. Secondly, the existence of Centre for Scientific
Research into Plant Medicine in the district will facilitate adoption of the fourth item
in the Areas of Health Promotion in figure 1.2 which is captioned Healthy Public
Policies and especially when the clarion call at this stage of the country’s
development is availability of alternative medicine in herbal medicine. In a
community where majority of the people are not gainfully employed and for that
matter poor, the important role herbal medicine can play cannot be over emphasized.
It is, therefore, imperative that conscious effort is made towards integrating herbal
medicine into any health policy design to improve the status to the people in the

district in particular and the country as a whole.

In summary, the framework for health promotion activities can be used to guide the
health-promotion work of a practising community health nurse and is a useful
reminder that such work covers a broad range of activities. But as well as recognizing
the areas of health-promotion activities, community nurses need to acquire and
develop skills and abilities which will enable them to put their knowledge of health

promotion into practice.
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1.7 Methodology

1.7.1 Sources of Data

The study drew on two main sources of data— Secondary and Primary. Secondary
data comprised published and unpublished sources. A greater part of the information
was obtained from World Health Organization (WHO) magazines, World Health
Forum series, Internet and United Nations Children Fund (UNICEF) publications. In
addition, information from the World Bank publications, Akwapim North District

Administration and Tetteh Quarshie Memorial Hospital was also used.

The primary data was collected from some selected communities in Akwapim North
District. The choice of the district is based on the fact that it is one of the numerous
districts in Ghana where Primary Health Care programme is vigorously being
pursued. Also, the district is one of the areas in Ghana where income level is low
because the area is neither industrial nor agricultural. Based on these, the District was
chosen since the PHC programme is largely geared towards improving the health of

the underprivileged in society.

1.7.2 Methods of Data Collection

The study employed a wide range of research techniques. A questionnaire designed
on the basis ofthe outlined objectives was administered in some towns and villages to
collect information on the programme’s outset and design, funding and
implementation, management and maintenance and more importantly, the

communities’ involvement in the primary health care programme.
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The selected towns and villages are Akropong, Mampong, Tinkong, Kurutuase, and
Asempaneye. Stratified sampling technique was used in the selection of towns and
villages. All settlements in the District were divided into three categories based on
total populations. The first category consists of settlements with population between
one and five hundred people, which is mainly rural. The second category is
settlements of between 501 and 2000 people which is the intermediate between the
rural and urban settings. The final category consists of settlements of over 2000
people, which is relatively urban in outlook. This was done to enhance comparisons
of the rural and urban settings as far as involvement in the PHC programmes is

concerned.

Akropong was chosen as a sample town because it is the largest settlement in the
District in terms of population size besides it being the capital of the District.
Mampong was also chosen due to the fact that it houses the only hospital in the
District and also the second largest town in the District. Kurutuase and Asempaneye
(first category) and Tinkong (second category) were selected randomly through
lottery technique. In this instance, all villages with population between one and five
hundred were numbered and folded and randomly picked. The same procedure was

applied to settlement with population of between 501 and 2000.

Two sets of questionnaire were also designed after a reconnaissance visit to the area
in November 2000 and later administered in March 2001. Additional information was
gathered in May 2001 to supplement what was gathered earlier on. In all 100 houses
were visited in five selected towns and villages in the district. Two persons were

selected from each house and whoever was selected must be more than 15 years
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especially those in the reproductive age group. Table 11 shows the design for

selection of houses.

Table 1.1: Design Tor Selection or Houses for Questionnaire Interview at the

Sampled Towns and Villages.

Town/village Total Number of 1louses No of Mouses Selected
Akropong 2282 30
Mampong 1509 28
finkong 137 18
Kurutuase 32 14
Asempaneye 28 10
Total 3988 100

Source; Author's construct, 2001

In the sampled towns and villages, systematic random technique was used to select
houses. Depending on the size of the town or village, houses were selected in an
orderly manner. For example, in Mampong a relatively bigger town, every tenth
house as against a fourth in Asempaneye, a smaller village, was selected starting from
a specific point in space. In each of ihe towns or villages selected, attempt was made
using (he housing units to divide respondents into the relatively rich and poor. The
total number of houses selected in each town or village was not proportional lo the
number of houses in lliat town or village. This is because this study focuses more on
rural people who are generally the poor and underprivileged and cannot, therefore,
most often afford costs of hospital-based health care. Sampled villages have
proportionately higher sample size than lhe towns. A total of 200 respondents were

selected from all (he selected towns and villages. Ninety percent of the respondents
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were women while the remaining 10% were men. These percentages were chosen on
the premise that it is usually women who are mostly in charge of health issues in a
family and who attend to hospital for family planning, nutrition and maternal and

child health education among others.

The questionnaire consisted of variety of closed and open-ended questions asked in
the commonly spoken Twi language. Most questions were open-ended in which
interviewees were asked to give reasons, opinions or comments. The close-ended
questions demanded ‘Yes or No’ answers. Some ofthe questions to the people in the
community were: Do the people in the community take part in the PHC programmes?
Ifyes what aspects ofthe programme are the people involved in? How many children
do you have? Have you immunized them against the major childhood killer diseases?
If yes, do you see immunization of children as necessary for sound child health, etc.
Table 1.2 shows the sampled towns and villages.

Table 1.2: Design of Selected Towns and Villages for Questionnaire Interview.

TOWNS/VILLAGES TOTAL POPULATION SAMPLE SIZE

(2000 Census figures) MALE FEMALE
Akropong 9974 6 54
Mampong 9152 5 51
Tinkong 1229 4 33
Kurutuase 176 3 25
Asempaneye 108 2 17
Total 20639 20 180

Source: Author’s construct, 2001.
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All the selected houses were covered. In a situation where all the house members
present were not of the right age, the house is revisited until all the potential
interviewees were covered. In a situation where there were a large number of people
who qualify to be interviewed, the first two to have contact with were interviewed but
others normally joined in the discussion to give some vital information, which were
often recorded on a tape. In addition, personal in-depth interviews were organized for
some opinion leaders, assemblymen, health officials, and NGOs, who have something
to do with the PHC programme in the district. About 30 patients or those who brought

their sick relatives to health institutions for medical care were interviewed.

Participant observation method of data collection was also applied. Here, on three
occasions, the author accompanied the PHC unit personnel in Mampong to embark on
their periodic outreach programmes in Osubeto, Odwobi and Awoyekrom. These
outreach programmes helped me acquaint myself with the actual work on the ground
and to have a deeper appreciation as far as primary health care programme is

concerned.

One other mode of data collection, which was extensively utilized, is Focus Group
Discussion (FGD). The focus group discussions covered the District Health
Management Team (DHMT) in Mampong Tetteh Quarshie Memorial Hospital,
Women and Men's groups in the five sampled towns and villages selected. In all an
average of nine people were involved in each discussion and lasted averagely about
49 minutes. Two assistants were employed to play the roles of a moderator and a

note-taker respectively while the author acted as a supervisor and making sure the
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tape recorder functioned properly and also to make sure conducive atmosphere was

created for uninterrupted flow of discussions.

1.7.3 Methods of Analysis

Analysis ofthe data was done using both qualitative and quantitative approaches but
more emphasis was placed on qualitative analysis. Quantitatively, elementary tools of
statistical description such as distributions, percentages, averages, and measure of
dispersion, supplemented by suitable diagrams were used. Also, descriptive analysis
using what other countries, particularly Nicaragua and Gambia, have done in their
attempt to utilize the strategy of primary health care to improve health delivery was

used.

1.8 Rationale of the Study

Health is very important for development, and poor health has been identified as one
of the greatest obstacles to development in the Third World. Il health consumes the
scarce financial resources of most Third World countries and reduces the availability
and productivity of labour (Barke and O’Hare, 1986). It is, therefore, important that

health of people must be safeguarded always.

The rationale for investigating community participation in the PHC programme is
basically due to the fact that, hardly do we find a systematic study on the response of
community to the PHC programme in Ghana, notwithstanding the concept’s immense
potential as a readily accessible and affordable means of disease control and
prevention. My personal experience during post Advance Level National Service as a

PHC facilitator also stimulated the urge to conduct this research to find solutions to
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these teething problems. The principle of “go to the people, learn from them, and start
from what they know” is as valid in the field of health as in any other field of
development. Past experience, for instance, in India has shown clearly that little can
be achieved unless the community identifies with a programme and can recognize its

benefits for itself.

Community participation is one of the cardinal principles of achieving the objectives
of primary health care concept. It may perhaps be universally acknowledged as the
cornerstone of sustainable health programmes. Community participation may also be
seen as the key to utilization of available health care services. It has often been
emphasized that community participation/involvement in health care should fully
comprise all disciplines of development process e.g. needs assessment, priority
settings, planning/strategy development, resource mobilization, project development,
implementation and utilization, and monitoring and evaluation. Discussions with
health managers and service providers have, however, revealed very little community
involvement in above areas. The discussions have shown that community
involvement/participation in health programmes, occurs mostly in areas like:

i Contributions through development levy.

ii. Communal labour.

iii. Utilization of available service.

Health workers often complain of poor community participation when they are
referring to:

a) Low attendance of Maternal and Child Health clinics/immunization programmes.
b) Low out-patients attendance.

¢) Low attendance of nutrition rehabilitation centres etc.
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Community participation as envisaged and planted in the principles of PHC has not
been nurtured to mature. It is against this backdrop that the major constraints to
effective community participation were studied. Such studies facilitate a more

meaningful community involvement/participation and promote the health and well

being of the people.

1.9 The Study Area

The study was carried out in Akwapim North District, which is one of the 15 districts
in the Eastern Region of Ghana (see figure 1.3). The District lies approximately
between latitudes 6° 081and 5° 521north of the equator and between longitudes 0° 191
and 0° 011lwest of the Greenwich Meridian. The District is bounded by five districts.
These are Akwapim South in the southwest, Suhum Kraboa Coaltal in the east, New
Juaben in northwest, Yilo Krobo in northeast and Dangbe West in the south. The
dominant physical features in the District are ridges called Akwapim Ridge, and
valley, which make the topography of the land highly undulating. The relatively high

scarps in the District make it one of the coolest areas in the country.

Administratively, Akropong is the capital of the District and it is approximately 64
kilometers from Accra, the nation’s capital and lies northwest of it. In terms of health
delivery, Mampong can be said to be the capital of the District since it houses the only
hospital in the District where the DHMT is also located. The District has a total
population of 108,638 and two constituencies, namely: Okere and Akwapim North.
There are (hree main ethnic groups These are Twi, Guan and Okere (Kyerepon)
speakers. However, there are other minority groups such as the Gas, (he Ewes, and

Northerners.



A visitor’s first impression of the District is one of relative prosperity especially in
towns like Mampong, Mamfe and Akropong, the district capital. The District is a
mountainous region with orderly arrangement of valleys, hills and plains. History has
it that the Akuapems were largely farmers who used their land in the past for the
growing of oil palm, food crops such as plantain, cocoyam, com etc. According to
available account, in the latter half of the 19th century, when cocoa was first
introduced in the Akuapem area, the palm oil industry was losing popularity and the

farmers rushed into new cocoa industry to take advantage of its higher profit.

The resultant clearance of the forests for cocoa cultivation exposed the soil to weather
vagaries. Consequently, cocoa tree lost its great economic importance in the whole of
Akuapem state. This set in motion large movement of people in search of favourable
lands elsewhere for cocoa cultivation. This has stifled the growth of population in this
district as the district is at the moment neither industrialized nor commercialized rural

economy.
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Figure 1.3: Map of the Study Area
MAP OF AKWAPIM NORTH DISTRICT SHOWING SOME TOWNS AND VILLAGES
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CHAPTER TWO
THE CONCEPT OF PRIMARY HEALTH CARE

2.1 The Origin of the Primary Health Care Programme

The PHC movement officially began in 1977 when the 30th WHO Health Assembly
adopted a resolution accepting the goal of attaining a level of health that permitted all
citizens ofthe world to live socially and economically productive lives. At Alma-Ata
in 1978, WHO and UNICEF together endorsed the policy of community-oriented
primary care (COPC). However, the idea girding and framing this approach had first
been given full expression in practice some four decades earlier (WHO, 1999, p. 436).
The locale was the southern tip of Africa, far removed from the intellectual driving
forces of the English-speaking world before the Second World War. Alma-Ata
conference was held from 6-12 September 1978, under the chairmanship of B. V.
Petrovsky, Minister of Health ofthe then Soviet Union. Delegates from 134 countries
attended. Of course, there were dissenting voices as well, stressing the absurdity of
aiming for such a patently unachievable goal as “Health For All”, especially in the
light of WHO’s own maximaist definition of health as “a state of complete well-
being” This resolution, nonetheless, became known by the slogan “Health For All by
the Year 2000” and captured the official health target for all member nations of World

Health Organization.

In 1981, WHO established global indicators for monitoring and evaluating the
achievements of Health For All by the Year 2000 target. In WHO (1986) these
indicators are grouped into four categories: health policies; social and economic
development; provision of health facilities; and health'status. An important part of the

global indicators is the emphasis on health as arf objective of spcio-economic
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development (Mahler, 1981). In this context, health improvements are a result of
efforts in many areas including agriculture, industries, education, housing,
communications, and health care. Because PHC is a much political statement as a
system of care, each United Nations member country interprets PHC in the context of

its own culture, health needs, resources, and system of government.

Although the original definition of PHC has at times been misunderstood, it is
important to understand the Alma-Ata declaration as the basis for PHC and the global
evolvement of this strategy over the past 10 to 15 years. For instance, as a WHO
member nation, the United States has endorsed PHC as a strategy for achieving the
goal of health for all by the year 2000. However, PHC, with it emphasis on broad
strategies, community participation, self-reliance, and a multidisciplinary health care
delivery team, is not the primary strategy for improving the health of the American
people (Stanhope, 1996). The national health plan focuses more on disease prevention

and health promotion in the areas of most concern in the nation.

Since the Alma-Ata conference, the outgrowth and interest in world health and how
best to attain it, have been tremendous. This interest is reflected in a growing need
among people around the world to know and understand the issues and concerns that
affect health on a global basis. This is important in the light of the fact that many
countries have not yet experienced the technological growth in their health care
systems that has been realized by more developmentally advanced countries such as

the United States.
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2.2 The Primary Health Care System in General

Primary Health Care is generally defined as essential care based on practical,
scientifically sound and socially accessible to individuals and families in the
community through their full participation and at a cost that the community and
country can afford to maintain at every stage oftheir development in the spirit of self-
reliance and self-determination (WHO, 1978). It includes comprehensive range of
services as public health, prevention and diagnostic, therapeutic, and rehabilitation
services. Full participation means that individuals within the community help in
defining health problems and developing approaches to address the problems. The
setting of PHC is within all communities of a country and permeates all aspects of
society. PHC encourages self-care and self-management in health and social welfare
aspect of daily life. People are educated to use their knowledge, attitudes, and skills in
activities that improve health for themselves, their families and their neighbours. The
desired outcome from the PHC strategy is the individual, family and community self-

reliance and competence.

A PHC system is organized in such a way that the care gradient rises from the village
level up to the national level. Operated efficiently, the PHC system will make
available, through its referral system, highly specialized care to any villager who
requires it. The most peripheral level of care will carry out simple functions, which
are within the competence of the peripheral health worker. The various levels are
briefly explained below:

The Village Health Post: The simplest health facility is the village health post. The
health post may be the home ofthe village health worker or a room in the house ofthe

village head. It could be a structure built by the villagers and operated by the village
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health worker who may be the trained traditional birth attendant, healer, or the local
peasant farmer. The health post offers elementary health care to the villagers who may
number from 100 to 4000. The village health worker’s responsibilities depend on the
health needs of the community, on his orientation, the specific tasks assigned to him
to perform such tasks. These tasks may include the administration of prophylaxis
against specific diseases such as malaria, vector control, control of communicable
diseases, maternal and child health, food hygiene and nutrition assessment of children
aged 1-5 years, environmental sanitation with emphasis on the teaching of hygienic
methods of disposing of human and domestic wastes, the diagnosis and standard
treatment of specific minor ailments, health education, follow-up care, and the
administration of routine medications to patients with chronic ailments such as
leprosy and tuberculosis. The recognition of patients with conditions, and their
referral to the next higher level of service and record keeping, are important functions

ofthe village health worker.

The Health Centre: This is usually a health unit of the Ministry of Health. There is
an increase in personal and community preventive health activities and more intensive
health education activities. A health centre gives a wider health care coverage to a
larger population often ranging between 20,000 and 80,000, depending on the
population density of the areas served by the centre. Some health centres have mobile
clinics attached to them which use itinerant health workers in the villages for which
the health centre is responsible to carry out maternal and child health and

communicable disease programmes.
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The composition ofthe staff of a health centre is more varied and reflects the extent of
the services carried out in the health centre. The staff may comprise all, or a
combination of the following; namely a medical officer who may either be a
permanent staff member or as a consultant who visits the health centre on a regular

basis.

The services offered in a health centre should include all the activities which a family
would require for health promotion and health maintenance, for the care and cure of
any ill health which does not require prolonged hospitalization and for necessary
rehabilitation. The health centre works in close collaboration with the district hospital.
In some administrations the medical officer in charge of the district hospital is also in
charge ofthe health centre. The health centre may then depend on the district hospital
for logistic support and medical and other supplies. Patients are referred from health

centre to the district hospital.

The District Hospital: This unit gives relatively more comprehensive medical and
health coverage to a larger population than the health centre and its staff include
medical officers, nurses, medical assistants, midwives, public health technicians,
laboratory technicians, drivers and other such paramedical personnel as in the health
centre. Health posts, health centres and the district hospital comprise the network of
PHC in the rural area. There are general hospitals’ outpatients departments and
comprehensive health centres in large towns, which, because they are the first point of
contact to town dwellers, will also be giving primary health care to these people.

Patients from a district hospital are referred for more advanced health care to general
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or specialist hospitals such as paediatrics, orthopaedic or psychiatric hospitals and

from any of these when necessary to a university teaching hospital.

The need for a clearly defined chain of referral is critical to effective health care. It is
essential to have a good and sufficient communication system between the staff at the
point from where the patient is referred and the staff at the point to which the patients
is referred. At the completion of treatment the patient should be returned to the unit
from where he was referred, to enable him to continue his treatment and his
rehabilitation. This is vital for continuity of care but it is an area, which is sadly

neglected by many health institutions in the developing countries.

The PHC workforce comprises a multidisciplinary team of health care providers.
Team members include many professionals such as generalist and public health
physicians, nurses, dentists, pharmacists, optometrists, nutritionists, community
outreach workers, mental health counselors, and other allied health professionals.

Community members are also considered important to the team.

Central to the concept of PHC is that individuals, families, and communities take the
major responsibility for their own health. The roles of the health professionals and
health systems are to assist and support this process. The implications of this concept
are serious for a health system, which has monopolized health care. New roles are
now being demanded of health professionals and institutions. Their functions must

change from being providers of health services to enablers.
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Enabling skills and methods are not widely understood and taught within the present
health systems. Methods and techniques of working with communities have much in
common with those working in large organization, even though lhe way in which they
are applied would vary greatly from place to place. PHC asks for a bottom-up
approach For setting targets and identifying needs. They in turn determine top-down
actions and decisions. In other words, health systems and related organizations need
to set their objectives and determine their activities in relation to those expressed by
the communities in which they serve. Such working style calls for a continuing

process of dialogue, popular consultation, organizational adaptation and change.

Recognizing that there would be differences among countries with respect to the
implementation of PHC because of local customs and environments, it was
anticipated that several major components should be included in each plan. These

components included:

a) an organized approach (o health education tlial involves professional health care
providers and lrained community representatives;

b) aggressive atlenlion lo environmental sanitation, especially food and water

sources;

c) the involvemenl and training of community and village health workers in all plans

and intervention programmes;

d) Ihe development of maternal and child health programmes that would include

immunization and family planning;
e) initiation of preventive programmes (hat are specifically aimed at local endemic

problems such as malaria and schislomiasis;
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f) accessibility and affordability of services for the treatment of common diseases
and injuries;

g) the availability of chemotherapeutic agents for the treatment of acute, chronic and
communicable diseases;

h) the development of nutrition programmes; and

i) Promotion and acceptance of traditional medicine.

The aim of participants at the Alma-Ata conference was to emphasize universal access
and participation and to encourage a reallocation of resources, if needed, to reduce the
inequality of health care that existed among the nations of the world. They encouraged
community participation in all aspects of health care planning and implementation and
the delivery of health care that was 'scientifically sound, technically effective, and

socially relevant and acceptable’ (WHO/UNICEF, 1978, p. 2).

2.3 The Implementation of the Primary Health Care Programme in Ghana

The health education in the country, including access to health services, is at present
substantially below expectation. This is reflected in the low life expectancy (currently
around 56 years at birth compared to average of 62 years for all low income countries);

and high rates of infant, child and maternal mortality (Ghana Vision 2020, 1997).

In addition to poor health outcomes there are systematic problems that affect the

delivery, efficiency and efficacy of health services. There is, therefore, the need for



introducing programmes that will help establish a broad enabling environment for

health.

The Government of Ghana pursued a policy, with the goal of achieving health for all
by the year 2000, through a decentralized Primary Health Care (PHC) delivery
system. Before the Alma-Ata declaration of PHC in 1978, the country had started
some form of PHC programme on a pilot basis. The Ministry of Health has taken the
PHC as a cornerstone of health service delivery in the country. All the components of
the PHC as enshrined in the Alma-Ata Declaration are being implemented in the
country through various health delivery programmes. Significant among these are
programmes geared towards the promotion of health of mothers and children. As a
result, much emphasis has been placed on the Expanded Programme on Immunization

(EP1) and Maternal and Child Health (MCH) programmes.

Thus the goal of the health sector is to maximize the total amount of healthy life of
Ghanaians and all persons resident in Ghana, regardless of age, sex, origin, ethnic

group, religion, political affiliation or socio-economic standing.

The government of Ghana, as a way of addressing the difficulty of reaching rural
areas and neglected urban communities with modem health care, has been pursuing
PHC initiative, in the hope of providing basic health care to the disadvantaged
population in those communities. The Ministry of Health designed a PHC delivery
system consisting of three tiers: These are: i) Level A; ii) Level B; and iii) Level C.

Level A is community based and consists of a community/village clinic, operated by a

Community Health Worker, who is a volunteer. Also operating at Level A are
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Community Heath Inspectors and Traditional Birth Attendants. Level B and C form
the first referral points as well as the principal management foci of the PHC system.
The formal health services operations start at B, with Medical Assistants, Nurses,
Midwives, Disease Control and Nutrition Technical Officers operating at Health

Centres.

The Level C, that is, the district level, is a self-contained segment of the National
Health System with a District Health Management Team (DHMT) taking
responsibility for the implementation of PHC activities in the district. Currently,
management of health services in the District has taken a step further with the
formation of sub-districts, each unit with a management team. Currently, the PHC

programme in the District has been divided into five sub-districts.

Among the six key problem areas for the health sectors, identified by the Government
of Ghana and UNICEF in a situational analysis of children and women in Ghana in
1990, are diarrhoeal disease control and immunization of children against vaccine-
preventable diseases. Since these two problems can be tackled within the context of
the PHC, ongoing efforts at dealing with the problem have been within that context
and form part of child health services which are also a part of Maternal and Child

Health (MCH) services of the Ministry of Health, Ghana.

2.4 Organization of PHC Activities in Akwapim North District
Akwapim North District is one of the districts in the Eastern Region, which is
relatively served with a number of health institutions. Currently, there are 16 Maternal

and Child Health and Family Planning centres located in the various health centres
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and in the Tetteh Quarshie Memorial Hospital (T.Q.M.H.) at Mampong. The health
centres are located in towns such as Akropong, Larteh, Twumgoaso, Aseseso,

Amanfrom, Adawso, Yensiso and Kwamoso among others.

Like the national PHC programme, the Akwapim North District PHC programme is
divided into three main tiers—Level A; Level B; and Level C. Level A deals mainly
with minor injuries, care of pregnant women by the traditional birth attendants,
education of communities on pressing health issues such as family planning,

HIV/AIDS, nutrition related topics etc.

The Level B serves as the first referral point for the Level A. In addition to the 16
Maternal and Child Health/Family Planning centres, the District is divided into 5 Sub-
districts, and has 3 private clinics namely, Yensiso Clinic, All Saint Maternity Home

and Obosomase Clinic. Level B coordinates the activities in both Level A and C.

At the district level (Level C) there is one main hospital in the district namely Tetteh
Quarshie Memorial Hospital which is located at Mampong. Tetteh Quarshie
Memorial Hospital houses the District Health Management Team, which supervises
and coordinates the activities ofthe health institutions in the District. The PHC unit in
the hospital apart from its traditional role as supervisory and coordination of all the
health programmes in the district, it also embarks on regular outreach programmes in

areas where there are no static PHC units.

Even though, the health institutions lack logistical and financial support and faces

acute personnel inadequacies, they appear to be doing their best to help the people in
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the district who seek medical help from them if one considers the fact that Doctor-
Palient ratio in the district is over 12070 in the year 2000. Table 2.1 gives a brief
insight into the extent to which the district is equipped with health facilities and the
following description of the main hospital in the district, Telteh Quarshie Memorial,
gives a rough idea about the state of health institutions in the district.

Tabic 2.1 Health Facilities in the District

LEVELS NUMBER OF HEALTH INSTITUTIONS NUMBER OF DOCTORS
IN THE DISTRICT
Level A Not Available No Doctor
Level B 15 Health Posts and Health Centres Visiting Doctors from
TQM il—Mampong
Level C 1 Hospital 9

Source: T.Q.M.H., 2000.

Tetteli Quarshie Memorial Hospital

Records show that a son of the then Gold Coast, from Christiansborg (Osu) Accra, by
name Tetteh Quarshie introduced cocoa into this country in 1879 and that the first
cocoa plantation was cultivated at Mampong Akuapem in the Eastern Region.
Through the ages this cocoa crop established itself as the main export crop and indeed
the backbone of the economy of this country. It was, therefore, befitting that a
monument be raised in memory of this worthy son of the land. The joint provincial
chiefs initiated this idea in 1950, which voted an amount of $25000 for a children’s
clinic. The following Akuapem doctors—the late Dr. Asiedu Ofei, the late Ansah Koi,
and the late Dr. Oku Ampofo took up the matter and a local board for the project was
set up in 1952. A large hospital was rather contemplated by this board and who

presented a proposal to Ghana Cocoa Marketing Board (GCMB) for assistance.
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In 1955, a Legal Trust Board of ten members, known as Managing Trustees was set
up with a capital grant of $450,000 from the Ghana Cocoa Marketing Board (GCMB).
This original capital grant was later supplemented by another $120,000 from the same

GCMB.

After a considerable controversy about the location of the hospital, Mampong
Akuapem was finally selected. Therefore, in appreciation of Tetteh Quarshie’s effort
in bringing cocoa to Ghana, the president of the first Republic of Ghana, Osagyefo
Dr. Kwame Nkrumah of blessed memory, laid the foundation stone of the hospital at
Mampong Akuapem on 4 March 1959. At the function, Dr. Kwame Nkrumah said
“this foundation stone is being laid in honour and memory of Tetteh Quarshie, pioneer
of the cocoa industry in Ghana, and as a token of debt this country owes to farmers”.
The hospital was completed and started admitting patients in February 1961. The
hospital was constructed with a bed capacity of 150, Facilities at the T.Q.M.H. as at
the year 2000 are the following:

1. OPD with ten consulting rooms

2. An Ophthalmology Department

3. ORL/ENT

4. X-Ray Department

5. Traumatology

6. An Obstetrics and Gyaenacology ward with two theatres

7. Pharmacy

N Laboratory/Administration Complex

9. Energy Recovery/Casualty Wards

10. Isolation Ward
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11. Medical Ward
12. Surgical Ward
13. Maternity Ward
14. Paediatric Ward
15. V.I.P. Ward

16. Three Well-Equipped Theatres

The following arc also available:
Catering department with staff canteen; laundry; C.S.S.D.; maintenance; an
endoscopy set; Electrocardiograph Madeira; an ultra-sound machine; 14 cots; 5 radian
warmers; 6 transportable incubators; 17 baby cradles; 11 IBM computers; 11 printers;
2 power generating plants; 5 microwaves; 1 colour TV. The present bed capacity of
the hospital is 170 excluding cots, which are 16 in number and 5 incubators. The
hospital also has 9 doctors, 50 nurses and ]12 paramedical staff. The catchment area
of T.Q.M.H. covers approximate population of 154,450. This includes Akwapim
North, part of Akwapim South and Dodowa and its surrounding areas. Figure 2.1 is a

map showing towns where the various health centres are located in the District.
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Figure 2.1:

MAP OF AKWAPIM NORTH DISTRICT SHOWINGLOCATIONS OF HEALTH INSTITUTIONS
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CHAPTER THREE

EVALUATING THE CONCEPT OF COMMUNITY PARTICIPATION IN
THE PRIMARY HEALTH CARE PROGRAMME: A GENERAL OVERVIEW

3.1 The Community Participatory Approach to the PHC Programme

Community participation is one of the most essential principles in development
cooperation. What is meant by this term is that the people should be directly involved
in a project’s conception, planning, implementation and accept that it is their own
effort. Like the concept of sustainable development of which it is a component, the
word participation is often used without providing a clear and definite statement of

what it means.

An examination of project files of PHC revealed a methodological approach to
participation that do not vary widely from the four principles of participation
identified by Oakley (1991) as: emphasis on participation rather than quantitative
outcome; ensuring balance between awareness creation and economic activities;
building where possible on local base; and maintenance of regular contact between

people and project staff.

Perhaps we may argue that the participatory approach of PHC programme
emphasized more on the process of participation and building local base, i.e.
traditional institutions, as against other principles. The ideological base of the
programme as observed from the methodology was the assumption of an existing
local capacity and that the existing institutions are capable of ensuring participation

but what is needed is intensive education and awareness creation.
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It is in recognition of this that the people of Akwapim North District should be made
to play an important role in decision-making, planning, implementation, monitoring
and evaluation of primary health care activities. The observed participatory approach
to the delivery of health services can be summed up diagrammatically in figure 3.1

The participatory approach to the PHC programme as summarized in figure 3.1

indicates the building blocks or the key groups involved.

Figure 3.1: A Model for PHC Participatory Approach

Source: Author’s construct, 2001.

The Central role of coordinating activities between all stakeholders is given to the
District Health Management Team at the Tetteh Quarshie Memorial Hospital in
Mampong who interacts and acts with the Sub-district Health Management Teams,

the various PHC units, Traditional Birth Attendants, Village Health Workers,
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volunteers among others. This group constitutes the engine of the PHC programme;

they take major decisions on the programmes, which the PHC units implement.

The PHC units’ personnel are employed by the Ministry of Health to steer the affairs
of the areas within their jurisdiction under the decentralization process of Ghana.
They also mobilize people for health promotion campaigns such as immunization,
HIV/AIDS awareness programmes etc. Actively involved in these programmes are
Tetteh Quarshie Memorial Hospital, Health Posts/Health Centres in the district, and

the communities.

This group constitutes the decision-making body but the District Health Management
Team (DHMT) coordinates any decision on the PHC programme. The DHMT was
formed, among other purposes, to coordinate between the Ministry of Health, and
health institutions on one hand and the communities who are the beneficiaries and
part implementers of the PHC programmes. They conduct periodic outreach
programmes. The DHMT also provides technical assistance to the personnel of PHC

units.

The PHC units in turn give training to the Traditional Birth Attendants and
community health workers. They organize and supervise immunization/vaccination

campaigns and provide education of pressing national health issues.

Another important component of this group is the community. Even though the

cardinal principle of primary health care is community participation in all aspects of

the programmes, it is here that one cannot really identify precisely where the
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community is actually involved apart from being called upon to participate in national
immunization campaigns and being advised to breastfeed their new-born babies. One
area the community is seen to be part is maternal and child health programmes. Even
here, they are only beneficiaries of the services and no role for them as far as

decision-making, planning, implementation and evaluation are concerned.

As far as major policies and directions and the financing ofthe PHC programmes are
concerned, the Ministry of Health is the sole player even though non-governmental
organizations do play a limited part in these aspects. For example, the Presbyterian
Church of Ghana is actively involved in the implementation and financing of PHC
programmes in Agogo Presbyterian Hospital in Asante Akim North District. In
Akwapim North District religious bodies and NGOs are doing similar thing. Example

is All Saint Maternity Home owned by the Roman Catholic Church.

3.2 Criteria for Evaluating Participation

Participation has now become an accepted and recognizable objective in development
programmes and projects but the issue of its evaluation has come into question.
Whereas concerns for participation in development emerged in mid 1970s, interest in
its evaluation is a recent development (Oakley, 1991). The crux of the matter is that
both conceptually and methodologically, the evaluation of participation is still in its
relative infant stage. It is against this background that Lassen (1980) commented on a
paucity of practical ‘guide-lines’ on how to evaluate participation. Rahman (1980) has
questioned whether it is possible to have a general analytical framework for

evaluating participation in development projects. However, some schools of thought
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have begun to question the issue and to experiment with different ways although they

lack authoritative insight to the complex issues.

Oakley in 1991 made some important points that worth noting. To him, the
parameters and the content of any evolution of participation will necessarily be linked
to the operational understanding of participation. On the one hand, if this
understanding is limited to the notion of economic benefits derived from successful
projects, physical attendance at project activities or extended project coverage, then
evaluation will probably be largely quantitative. On the other hand, if the operational
understanding is more closely linked to participation as a process with a series of
qualitative objectives, then the evaluation will demand an alternative form. That is, it
cannot be assumed that the more commonly used quantitative, linear approach to
evaluation would be appropriate to evaluation of participation. Clearly, there would
be a quantitative dimension to participation; there would also be a qualitative
dimension, which needs to be evaluated. The evaluation of participation would be
concerned with the analysis of a dynamic quantitative process and not merely the

measurement of a static physical outcome.

However, this concern has come up against a basic problem of how to evaluate
participation. Paul (1987) has stated that it is not an easy task to evaluate the outcome
of participation in relation to its objectives. The central problem is how to disentangle
the process of participation from project structure and factors, which influence the
functioning of this structure. There is also the problem of identifying and explaining
the project’s influence, as opposed to that of other socio-political forces on the

process of evaluation.
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In essence the question here is what form of evaluation would be more appropriate to
the understanding of the process of health promotion programme? In reality there
would be in one sense two broad outcomes of participation, which serve as a foci for
evaluation: Here, participation is evaluated in terms of tangible or physical
contributions or outcome of the project or programme. In that case, we may look at
man-hours spent on the programme, the number of outreach programmes conducted,
amount of money spent by local people as against that of the foreign or from external

sources and share of social and economic benefits between all interested parties.

The second process would be qualitative evaluation. This concerns with describing
the characteristics and properties of a process like participation over a period of time
and then with interpreting the data and information available in order to make

statements concerning the nature ofthe participation, which has occurred.

Essentially qualitative and quantitative evaluations are two complementary but
distinct approaches that have been summarized graphically by Oakley as follows:
Figure 3.2: Quantitative and qualitative dimensions of evaluation
Quantitative evaluation:

Measurement -—— »Judgement

Qualitative evaluation:

Description (excluding quantification)  “ » Interpretation

Source: Oakley, 1991.

At this critical point, the observable concern of this study is a search for an

approach, which is not based exclusively on the measurement of material or economic
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outcome, but also able to explain what happens in the health delivery system as
primary health care programme in Akwapim North District that seeks to promote
participation. The context of PHC is health delivery system with improve health for
all as a critical aim. These are relatively abstract concepts, which though have
quantitative characteristics, have more qualitative dimensions and that its analysis

requires more qualitative concerns.

Participation is a phenomenon that occurs over time and cannot be measured simply
by ‘single snap-shot’ form of exercise. In this case, this evaluation process will
emphasize more on qualitative analysis of the process but will not shun quantitative

analysis.

The quest for indicators for the purpose of evaluation of participation has been a
marathon phenomenon. There are numerous agencies, individuals and groups working
to find indicators for evaluation purposes for instance Oakley (1985), FAO (1991), to
mention but few have tried to harmonize field-bases indicators for evaluating
participation but most of these were on quantitative indicators. We understand
indicators to mean the means by which the outcome of a project can be understood
and, in one form or another, measured or explained. It is argued in some circles that
indicators should accurately reflect changes that have taken place, they should be
identifiable and observable, should be intelligible and above all unambiguous in order

to avoid confusion.

In terms of relevant indicators of process of participation, Hamilton (1978) suggests

that we should identify ‘critical traits’ Lassen (1980) also refers to ‘vital signs’
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whereas Charlick (1984) proposes that the ‘what, ‘how’ and ‘where’ of participation

should be the basis for evaluation. Conversely, Rifkin, et al, (1988) have developed a

broad continuum from ‘wider to narrower’ participation as two extremes within which

it should be evaluated. Oakley has suggested both quantitative and qualitative

indicators, which have been summarized in table 3.1.

In spite of these numerous

suggestions, diversity in opinions on appropriate indicators of participation is not

likely to end today so long as project context and objectives differ.

Table 3.1: Quantitative and Qualitative Indicators for Evaluating Participation

Economic
Indicators

Organizat-
ion
Indicators

Participation
in project
activities

Develop-
ment
momentu-
m

Quantitative

-The measurable economic benefits of a
project by the use of commonly
emploved quantitative techniques as
who is participating in the project’s
benefit: An analysis of those sections of
the rural people who have directly
benefited and a quantitative assessment
of this benefit and their lives and the
future ability to sustain the level

-Percentage of rural adults within a
project area who have knowledge of the
existence of the project organization.
-Percentage of rural adults within a
project area who are formal members of
the organization meetings.

-Number of project groups or
associations of project groups formed.
-Number and attendance rates at project
group meetings.

-Total workdays contributed by
members to acquire positions in other
formal organizations.

-Number of project members who
received some kind of formal training
from the project.

-Internal sustainability, or the ability of
the project group to maintain its own
development momentum

Source: Oakley (1988).
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Qualitative

Organization-
al growth

Group
behaviour

Group self-
reliance

-Allocation of
specific role to
project group
members
-Emerging
leadership
structure and
formalization of
group structure.

-Changing nature
of involvement
of project group
members and
emerging sense
of collective will
and solidarity.

-Increasing
ability of
project group to
propose and to
consider course
of action



It is against this backdrop that Oakley (1991) suggests field-based indicators based on
aims and objectives of the project concerned as most appropriate for the project’s

evaluation.

The aims and objectives of primary health care programme participatory approach,
although not so different from other development programmes could not be evaluated
in the same way as Oakley (1988) or Uphoff (1988). However, it must fall in line with
acceptable criteria. It is in line with this that critical traits as decision-making and
control; local resources used in the implementation; local knowledge, number of local
people involve in the processes of health delivery, hospital attendants, response to
mass programmes such as immunization campaigns and film shows intended to give
health education, and share of benefits are selected in this study for evaluation of the

participatory approach of PHC programme in Akwapim North District.

Under decision-making/control, pertinent questions to be answered include
decision/control over the fixing of programme facility user charges, when and where
to conduct educational programme in order to get maximum attention, how much to
give volunteer health workers and where to incorporate traditional healers into the
programme. Questions relating to local resources used in the implementation of the
programme centre on labour: skilled (paid) and unskilled (unpaid). For the assessment
of local knowledge, efforts were made to know the number of respondents aware of
the PHC programme and its financiers, training received for the purpose of

participating in the programme activities; and the importance of the programme.
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3.3 Effectiveness of the PHC Community Participatory Approach

The Government of Ghana through the Ministry of Health introduced the primary
health care programme in Akwapim North District. The actual year in which the
programme was introduced could not be told, as there was no official record in this

regard. Some officials guesstimate somewhere 1982-83.

The participatory approach of PHC appears to be working effectively though a lot
more could be done. A critical examination of the participatory approach of PHC
reveals that:
a) the ultimate power is in the hands of the district health management team on
behalf of the Ministry of Health;
b) the day to day administration of the programme is in the hands of the PHC
units in the District;
c) the implementation of the programme rests on the health institutions, the
TBAs, Community Health Workers among others; and
d) at the implementation stage, the community plays very limited role. The

community is the direct beneficiary of the programme.

The programme participatory approach is structured such that coordination and
monitoring of activities are done in a way that makes the implementation of the
programme easier and follow-ups simpler. The sub-districts prepare and submit
monthly reports of their activities to the District Health Management Team at Tetteh
Quarshie Memorial Hospital. This enables the DHMT to scrutinize the activities at the

sub-district level, which ensures checks and balances in the programme.
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The District Health Management Team together with health experts have a duty to
give regular refresher courses to the Village Health Workers, Traditional Birth
Attendants and other health volunteers in the district. The district health management
team also collects, collates and records all reports from the five sub-districts for

analysis and a projection into the future.

The PHC units are expected to embark on regular outreach programmes to
complement the efforts of the health institutions and the community health workers.
These are done in areas where there are no permanent health providers and promoters
so that no one is left out in the quest to give health to the people. On the day-to-day
administration of the programme the PHC units have been effective to some extent,
though there are some setbacks. The units face huge financial and logistics problems,
which hinder smooth implementation of their programmes. For instance, the units

lack motorbikes and other means of transport to visit all areas under their care.

Community participation in Primary Health Care concept presupposes that the health
of the people should rest in their own hands with medical personnel only serving as
enablers to the people. However, the nature of health delivery is such that one has to
acquire the requisite knowledge in medical field to perform any meaningful role in
health promotion. This makes it difficult for ordinary person with no knowledge as far
as medication is concerned to administer health services. The people in the
community participate in the programme through their response to the primary health
care activities such as disease prevention education, immunization, weighing,
attending for medical aid as soon as one feels signs of infirmity etc. However, the

specialized nature of medical field should not be used as an excuse to preclude the
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people at the grassroots from participating since adequate training can ensure their full

participation in the programme.

Heath workers in most developing countries have failed in establishing an ongoing
dialogue and rapport with the communities they serve. Countries like China and Cuba
which have achieved a breakthrough in health in a remarkably short time ascribe their
successes largely to popular awareness and participation in health activities and not to
advanced technologies operating from within hospitals (Ebrahim, 1985, p. 150). It
should be emphasized that the success of a community-based health programme is to
be judged not so much by the improvements in vital statistics as by the increased
knowledge and skills of the people to manage and solve their health problems. A
tangible evidence of such an approach will be the extent to which local resources and

initiatives have been mobilized for sustained efforts over time.
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CHAPTER FOUR

LEVELS OF COMMUNITY PARTICIPATION IN THE PRIMARY HEALTH
CARE PROGRAMME IN THE DISTRICT

4.1 Introduction

This chapter identifies four levels as far as participation is concerned in the primary
health care programme in general terms and the extent to which the various categories
participate in the programme in Akwapim North District. The four levels of
participation are: the individual, the family, the community and the health institutions

as discussed below.

4.2 Participation at the Individual Level

The level ‘A’, which is community-based, consists of 25 Village Health Committees,
5 Private Midwives, 77 trained Traditional Birth Attendants and a number of
volunteers. There are also an unspecified number of people who operate without
proper documentation and licensing even though their activities are considered
inimical to the health of the people, yet they are 'necessary evils’ especially in places
where modern health facilities are not available or accessible to them due to high

medical bills or their remoteness to the nearest health centre.

The roles of village health committees are mobilizing and helping health personnel to
organize health promotion programmes as mass immunization campaigns, HIV/AIDS
education, and community clean up exercises. They also assess the health needs of the
people and take remedial measures to address them in collaboration with and support
from the district assembly and other stakeholders. For instance, if a village faces the
problem of accessibility to health care the committee deliberates on this and comes

out with appropriate measures to deal with it
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Individuals in a community have important roles to play as the impact of their
services is better felt than what the orthodox hospital-based curative services can
provide for the poor. For instance, it has been the experience in several countries that
when health care is being provided through auxiliaries, village health workers (VHW)
and trained traditional birth attendants (TBA), over 80-90 percent of the clients tend
to be families from the poor and low-status groups. It is, therefore, important that
more people are given the training as village health promoters (VHP) in order to reach
majority ofthe people. The Centre for Rural Integrated Environmental Development
(CEFRIEND) is doing marvelously well in this direction. This local NGO has trained
some youth in the district to serve as Peer Educators (PEs) and Village Health
Promoters (VHPs) whose main functions are to educate their peers and advise those
who encounter health problems and to make the health services more relevant to their
problems. They also promote the sale and use of condoms to help check the spread of
HIV/AIDS and to prevent unwanted pregnancies in the area. This means shifting the
emphasis to preventive and promotive aspects of health care from the predominantly
curative care to which most health workers have been conditioned by their training.
Unfortunately this curative care is almost inaccessible to majority of people who are
poor and cannot afford such services thereby alienating them from the available health

services.

While the community is familiar with Western health care facilities, the traditional
system is still popular. These included herbal therapies, spiritual healing and the use
of ‘fetishes” This has its precursor for the way and manner our forefathers
approached the sick, which was predominantly based on spirituality and was

bequeathed to the present generation through so many years of sustained practice.
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To ascertain the involvement of the people, the research sought to find out the level of
participation in the implementation of primary health care programme. Among 200
respondents who were interviewed, 57% (114) of the people do not play any role in
the programme while only 27% (54) said they play one role or another. The remaining
16% did not respond to that question. This prompted a follow-up special interview of
five of them to find out why they could not answer a simple “Yes or No’ question. It
was then realized that they did not know what primary health care programme is all
about resulting in their inability to answer some of the questions. There were
questions on number of people trained or given some form of training in order to
participate in the programme. Participation at the individual level is, therefore, only

visible by 77 trained traditional birth attendants and five private midwives.

4.3 Participation at the Family Level

Primary Health Care is proposed to act as an ‘enabler’ It enables individuals, families
and communities to achieve health through better awareness and by bringing together
services and resources to provide basic needs and basic health care. Dealing with
health provision and management has been realized to be multifactoral in dimension,
which must be tackled from all fronts in order to ensure health for all. Many
programmes designed to ensure ‘Health for AIll’ cannot be achieved without the
provision of basic needs such as nutrition. Thus, some have focused on improving
nutrition as a means to better health, integrating other health activities with a range of
nutrition-improvement measures. Changes in household behaviour have been viewed
as the key to success, and a variety of interventions have to address this need.

Important among these have been growth monitoring—a recurring activity which not
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only facilitates interaction between the health system and needy children and their
mothers but is also an instrument, which helps all members of a family target their
efforts and measure their achievements, thus enabling overall improvement of health
status. Regular growth monitoring is a communication strategy to improve child-
rearing behaviour, addressing nutrition as well as overall health care. It calls upon
households to utilize their own resources, thus potentially reducing dependence on
outside technologies and resources. It calls for continuous attention to the needs of
each child, thus introducing ‘care’ as the critical factor in nutrition rather than health

or even food itself.

At the family level parents have a duty to educate their children on pressing national
health issues which can go a long way to complement efforts of government,
multinational organizations, non-governmental organizations and other stake holders
in their attempt to fight dreadful diseases like the HIV/AIDS. Campaigns against
vaccine-preventable diseases aimed at eradicating such diseases, as poliomyelitis,
diphtheria etc. must also be zealously participated by parents. Family level
participation in the primary health care programme in the Akwapim North District is
on the low side considering the fact that parents do not freely and easily discuss
matters critical to health of the children especially reproductive health issues which

have long lasting implications not only on the mother but also the child as well.

In terms of decision-making, implementation, monitoring and evaluation, families
cannot be said to be actively involved in the programme. The evaluation of
participation includes the financing of 