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COMMUNITY PARTICIPATION IN HEALTH ACTIVITIES: 
SOME CONCEPTS AND APPRAISAL CRITERIA’ 

Carlos A. Agudelo C.* 

Until now there have been vq fm attnnpts to devise standards by which pat- 
&zrm of community partici@tion in one health program could be compared 
to patterns of communily participation in another. This article sets forth a 
method by which comparisons of that sort can be made. * 

Introduction 

Since 1978 it has been recognized in inter- 
national circles that the primary health care 
strategy is an instrument for extending health 
service coverage, and that one of the funda- 
mental requirements of this strategy is com- 

munity participation (I). The need for such 
participation in the health activities of Latin 
America (2) has also been recognized, even 
though the extent to which it generally occurs 
at present in our Region is insufficient. 

This makes it desirable to have an exchange 
of views and to develop criteria for evaluating 
and comparing community participation in 
different places. To date, however, few at- 
tempts have been made to devise ways of sys- 
tematically evaluating community participa- 
tion in health activities. A very large number 
of experiences with community participation, 
especially in the field of primary health care, 
have been written up and published; but such 
presentations, usually in the form of docu- 
mentary discourses, are not directed at de- 
veloping generally applicable evaluative 
methods. Such accounts are primarily de- 
scriptive, highlighting the characteristics of 
participation in particular programs (3-3-s); 
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and although they may provide a basis for 
analysis, they vary so greatly that it is hard to 
tell whether the participation described is ade- 
quate or could be improved. Despite these 
drawbacks, such descriptive accounts have 
considerable importance for our purposes; for 
by providing numerous examples of commu- 
nity financing and support activities, com- 
munity participation in project management, 
and community participation through various 
administrative “agents,” they make it possi- 
ble to extract common elements from diverse 
experiences. 

With regard to more systematic evalua- 
tions, Muller’s review of five community par- 
ticipation programs in Peru and Colombia 
represents an advance over most of the fore- 
going (9). Although his method is essentially 
descriptive, it has a more precise conceptual 
foundation and seeks to clarify the principal 
administrative framework within which com- 
munity participation takes place. No effort is 
made to examine the “agents” of participa- 
tion (health promoters, health committees, 
other community organizations, and the com- 
munity acting as a unit); but the author does 
examine the five programs’ scope and cover- 
age, the participatory “agents” and activities 
involved, and community financing and sup- 
port activities. 

Another publication, a review by Stinson 
et al. (IO), covers 144 cases. Among other 
things, it tries to develop a method for eval- 
uating community financing of health ac- 
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tivities, and in so doing employs a relatively 
complete and developed methodological ap- 
proach. These authors evaluate the various 
projects by examining forms of community 
financing-including those various forms’ ad- 
vantages and disadvantages, their appropriate 
uses, their problems, the resources generated, 
the costs covered, the services financed, the 
risks surmounted, and the ultimate effects 
upon the scope and accessibility of primary 
care. They also examine each financing meth- 
od’s ability to achieve such objectives as com- 
pensating health promoters and supplying 
drugs. We have adopted a somewhat simpli- 
fied version of the criteria employed by these 
authors in that portion of our work dealing 
with evaluation of community financing. 

Overall, the method being presented here is 
designed to consider three elements of com- 
munity participation-the type of manage- 
ment employed, the range and completeness 
of participation, and community support and 
financing. It does not seek to replace descrip- 
tion of the work assessed; such description is 
necessary in all cases, and it should be com- 
pletely and carefully set forth. Rather, our 
method seeks to use criteria that will provide a 
more precise conceptual basis for evaluation, 
thereby guiding the description toward a de- 
fined objective. We believe that this approach 
has the advantages of employing a standard 
procedure for judging the scope of community 
participation, affording a broad view of the 
principal elements of that participation, and 
permitting a quantified assessment of the roles 
of different “agents” of community participa- 
tion in each of a program’s various adminis- 
trative phases. 

Basic Concepts 

A “community” is defined as a group of 
people residing in a specified geographic area 
who have common values, cultural patterns, 
and social problems, together with an aware- 
ness of belonging to the group that causes 
them to interact more intensely with one 

another than they would with outsiders in a 
similar context. 

“Participation, ” in our context, is simply 
involvement of a community in the adminis- 
tration and financing of a health service. Such 
involvement implies that the community par- 
ticipates “ . . . in the planning, organization, 
operation, and control of primary health care, 
taking the greatest possible advantage of local 
and national resources and other available 
resources.” (II). 

If a community is observed for a reasonable 
period, one invariably finds that such involve- 
ment takes place through one or more of the 
following community “agents”: (1) health 
promoters, if they are drawn from the com- 
munity and belong to it; (2) health committees 
or other similar entities concerned with speci- 
fic health activities; (3) other community or- 
ganizations- such as community boards, 
neighborhood committees, cooperatives, etc. 
that organize, carry out, and regularly co- 
operate in health activities; and (4) the com- 
munity as a collective whole, which partici- 
pates through health activities supported by a 
substantial number of community members. 

The presence or absence of such “agents” 
tends to reflect the community’s level of de- 
velopment and its experience with participa- 
tion in both health work and work in other 
fields. Accordingly, these “agents” reveal key 
aspects of the community involved, at least 
with respect to its organization, ability to act, 
and autonomy. 

Management 

The first element of community health ser- 
vices to be assessed is management. There are 
at least three general ways in which a com- 
munity can manage (or fail to manage) the 
agents, resources, and activities providing 
health services. These can be appropriately 
characterized as self-management, co-man- 
agement, and non-management. 

Self-management occurs when a commu- 
nity manages the relevant agents, resources, 
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and activities with or without external sup- 
port. The main point here is that the key de- 
cisions are made by the “agents” of commu- 
nity participation. This assumes, of course, 
that community participation via these 
‘ ‘agents’ ’ is quite complete; and it also as- 
sumes that one or more community self- 
financing methods are employed. 

Co-management occurs when a community 
shares management of the services with a 
public or private health institution. Decision- 
making, especially regarding the activities to 
be carried out, is likewise shared. As a rule, 
the health institution establishes the health 
program’s policies and consults the commu- 
nity about their implementation. The range of 
community participation (as indicated by the 
presence of different kinds of “agents”) may 
be high or low, and the degree of participation 
realized through these “agents” may likewise 
be high or low; various forms of community 
financing may be employed. 

Non-management (passive reception of ser- 
vices) occurs when a community does not 
make decisions relating to health services. 
This situation goes hand in hand with a pat- 
tern of little or no community participation. 
Simple and sporadic efforts to employ some 
form of community financing are occasionally 
made. As this suggests, with regard to com- 
munity participation, the first two forms of 
management are the ones most likely to yield 
adequate results. 

The Range and Completeness of 
Participation 

The range of community participation in 
health activities tends to be determined by the 
number of “agents” present and operating. 
But since each kind of “agent” tends to have a 
different impact, different values need to be 
assigned to the different agents. Specifically, 
our experience has indicated that the involve- 
ment of health committees or the community 
as a collective whole tends to imply a greater 
degree of community participation than the 

involvement of health promoters or other 
community organizations. To reflect this dif- 
ference, we have assigned each of the former 
agents a value of 10 and each of the latter a 
value of 5, so that the maximum score where 
one or more of each type of agent is present 
would be 30 (see Table 2). 

The “completeness” of community partic- 
ipation through each type of agent can be 
evaluated by determining whether and how 
that agent is involved in each of the various 
administrative processes (planning, execu- 
tion, control, and evaluation) that health ser- 
vices generally require. Of course, each agent 
may be involved in some ways and not in 
others; and so the degree to which community 
participation seems “complete” can vary. 

To get a rough index of these variations, we 
established a basic inventory of activities per- 
formed at each stage of the administrative pro- 
cess. This was done by means of periodic on- 
the-spot analyses of various Bogota commu- 
nities over a one-year period and by studying 
and reviewing various primary care pro- 
grams. That basic inventory, which makes no 
attempt to be exhaustive, and which should be 
adapted to deal with many other possible vari- 
ations, is shown in Table 1, along with ex- 
amples of each activity involved. 

Each of the listed activities was then ex- 
amined to determine whether each of the 
“agents” of community participation could 
reasonably be expected to perform it. For ex- 
ample, one agent, the health promoter, was 
found to be effectively involved in all the listed 
activities except “administration” and “use 
of services, ” shown as activities 4 and 7 in the 
table. We found it was not advisable for a 
community to have the health promoter 
assume responsibility for administering spe- 
cific health services (activity 4) because this 
tends to divert the promoter from his principal 
function while visiting individual households, 
and also because it tends to concentrate too 
much power in his hands. Since the health 
promoter does not utilize the services pro- 
vided, in his case activity 7 does not apply. 
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Table 1. An inventory of basic participatory activities that may be performed at each 
stage of the administrative process. All the activities are assigned numbers, which 

are used in describing the scoring systems shown in Table 2. 

Stages of the admin- 
istrative process Numbered activities Examples of indicated activity 

Planning 1. Diagnosis of needs 

2. Establishment of 
goals and priorities 

3. Programming 

Execution 4. Administration of 
services 

5. Performance of 
technical activities 

6. Provision of educa- 
tion 

Control 

Evaluation 

7. Use of services 

8. Supervision 

9. Discussion and 
assessment of results 

Performance of surveys and community 
field studies; development of diagnostic 
guides on health status; identification of 
problems. 

Discussion of goals and priorities. 

Development of proposals; discussion of 
activities and collective actions. 

Administration of collection centers, con- 
sumer cooperatives, oral rehydration ser- 
vices, food programs, school and commu- 
nity gardens, distribution centers, etc. 

Provision of vaccinations; detection of 
groups at risk; performance of home visits. 

Provision of short and regular courses to 
disseminate information to the community 
or to train health promoters. 

Use of services. 

Analysis of the quantity, quality, and ap- 
plications of the health services provided. 

Holding of seminars with community rep- 
resentatives or working groups; holding of 
assemblies for presentation of results. 

Another agent of community participation, 
the health committee, can likewise participate 
effectively in most listed activities. But while it 
can undertake activities related to diagnosis 
(number 1) and to establishing objectives and 
priorities (number 2), it rarely gets involved in 
programming; that is, it rarely goes beyond 
suggesting activities that fit into the program 
so as to become involved in the technical 
“programming” side of the planning process. 
Likewise, since it does not use the services 
provided, the committee does not perform ac- 
tivity number 7. However, it can and should 
participate in all the other listed actions. 

Other community organizations acting as 
agents for community participation in health 
programs generally get directly involved in 
fewer activities. Although they or their mem- 
bers commonly present suggestions at all 
stages of the program and are asked to col- 

laborate at all stages, certain kinds of resolute 
action on their part appear inappropriate 
enough on some occasions to be deemed “un- 
due involvement” or “interference” by com- 
munity health committees and professional 
health personnel. In general, these other com- 
munity organizations can and do effectively 
perform the activities numbered 1, 5, 6, 8, 
and 9 in Table 1. 

Involvement of the last “agent,” the com- 
munity considered as a collective whole (not as 
its individual members) is of major impor- 
tance. Nevertheless, most communities in- 
volved in participatory health programs have 
had little experience with such programs and 
little awareness of them; and that fact, to- 
gether with the communities’ generally low 
levels of civic and political organization, pre- 
vents them from becoming effectively involv- 
ed in all phases of the work. As a rule, if con- 
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siderable organizing efforts are made, the 
community as a collective whole becomes ef- 
fectively involved in program execution and 
evaluation. We believe that most such com- 
munity “agents” are capable of performing 
certain activities in categories 5, 7, and 9 listed 
in the table. It is understood, however, that 
activity 7 (“use of services”) is not being per- 
formed by the community as an agent of par- 
ticipation when individuals use the services 
provided. It is only being performed this way 
when the community collectively accepts a 
program, decides to promote it, and then uses 
its services. 

Having designated those activities that it 
would be desirable for each kind of agent to 
perform, we proceeded to consider the impor- 
tance of those activities when performed by 
each agent. That is, we considered their con- 
tribution to the community’s organization, its 
mobilization, and its autonomy in conducting 
the participatory work involved. 

Observation of various communities sug- 
gested that technical activities (number 5) had 
more weight when performed by the com- 
munity collectively or by “other community 
organizations’ ’ than when performed by a 
health promoter, and that they had least im- 
portance when performed by a health commit- 
tee. We therefore assigned a value of 15 to 
these activities when conducted by the com- 
munity or “other community organization,” 
10 when conducted by a health promoter, and 
5 when conducted by a health committee. 
Similarly, education activities (number 6) 
were assigned a value of 10 when performed 
by a health committee or other community 
organization, and 5 when performed by a 
health promoter. Proceeding in this manner to 
assign values of 5, 10, or 15 to each activity 
performed by each agent, we arrived at the re- 
sult shown in Table 2. 

The numerical guidelines presented in Ta- 
ble 2 can be used to roughly assess the range 
and completeness of community participation. 
The range of participation is indicated by the 
figures in the left-hand column. That is, when 

a community is studied, the various agents of 
participation present are determined; each 
type of agent is assigned the indicated score; 
and the sum of these scores indicates the range 
of participation. The highest score attainable 
is 30. 

This system interprets the existence of more 
kinds of agents as demonstrating a greater 
range of community participation. As Table 3 
shows, our experience indicates that a score 
between 20 and 30 shows a high range of com- 
munity participation, since at least two kinds 
of agents scoring 10 points, or at least two 
scoring 5 and one scoring 10, are present. 
Similarly, a score of 10 or 15 indicates an in- 
termediate range of participation, and a score 
of 5 implies a low range. 

The completeness of community participa- 
tion through any type of agent can be esti- 
mated by using the remainder of Table 2, 
assigning scores for each kind of activity per- 
formed, and adding those scores horizontally 
across the table. A high degree of complete- 
ness is indicated when the agent is performing 
activities in all or most appropriate categories. 

For each type of agent, the highest score at- 
tainable is 40. Our experience suggests that a 
score of between 25 and 40 by any type of 
agent indicates relatively complete commu- 
nity participation through that agent (see 
Table 3). Such a score can be attained by 
health promoters or health committees only if 
they perform activities in at least two of the 
four possible areas involved (planning, execu- 
tion, control, and evaluation). “Other health 
organizations” can reach this score by per- 
forming activities in only one area (execu- 
tion); but experience has shown that when 
such organizations help execute participation 
programs they invariably perform activities in 
other areas as well. This means that the only 
agent of community participation that will get 
a high “completeness” score while only par- 
ticipating in one area (execution) is the com- 
munity acting collectively-a circumstance 
that occurs because the areas wherein this 
agent can participate effectively are so limited. 



Table 2. A system for estimating the range and completeness of community participation in the administrative process. The range is assessed 
by determining which of the listed “agents” of community participation are present and totaling the values assigned for each type of agent 

present. The completeness of community participation through each agent is assessed by determining the activities performed by 
each kind of agent present and totaling the values assigned for those activities. 

Stages of the administrative process 

Agents of connnu- 
nity participation 

Points as- Planning Execution Contlvl Evaluation 
signed for 

being Numbered Numbered Numbered Numbered Total 
present activitya Points activitya Points activitya P0illts activitya Points points 

Health promoters 5 1 5 5 
2 5 6 
3 5 

Health committees 10 1 
2 

5 4 
5 5 

6 

Other community 5 1 5 5 
organizations 6 

The community as a 10 5 
collective whole 7 

Total 30 

10 8 5 9 5 40 

5 

5 8 5 9 5 40 
5 

10 

15 8 5 9 5 40 

10 

15 9 10 40 
15 

aThe numbers refer t0 the activities listed by number in Table 1. 

Table 3. The general range and completeness of community participation, as indicated 
by applying the scoring system shown in Table 2. 

Level of community Score for range of Score far completeness of participation 
participation participation through One kind of agent 

High 20-30 points 25-4-O points 

Medium 10-15 points 20 points 

Low O-5 points o-15 points 
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In using this approach to evaluating the ad- 
ministration of community participation pro- 
grams, one must recognize the need to eval- 
uate both the range and the completeness of 
participation. That is because the range mea- 
surement merely indicates the number of dif- 
ferent kinds of operating agents in the com- 
munity, while the completeness measurement 
merely indicates the extent to which participa- 
tion through any one kind of agent is com- 
plete. A given community may have a high 
range of agents, all engaged in very incom- 
plete participation; or it may enjoy very com- 
plete participation through one agent, such as 
a health promoter, while lacking other kinds 
of agents altogether. 

Community Support and Financing 

The broad review by Stinson et al. (10) sug- 
gests that the principal objectives in commu- 
nity financing of a health program or service 
are as follows: 

l compensation of health promoters; 
l purchase and sale of medicines; 
l partial coverage of education costs; 
l partial coverage of hospitalization costs; 
l establishment of funds for general ex- 

penses; 
l supplementation of government outlays. 

It is also true, however, that community 
support designed to reduce costs can take 
other forms besides payments and cash con- 
tributions, most notably provision of free 
community labor and donation of materials. 
These various forms of support, which are fre- 
quently combined, can all be provided in a 
variety of ways, some of which are indicated 
below: 

Form of suppoti Support provided as: 

Payments and Fees for services 
cash contri- Purchase and sale of drugs 
butions Personal prepayment 

Prepayment in production 
Sporadic contributions (do- 

nations, fairs, raffles, etc.) 

Community 
labor 

Work on sanitation, con- 
struction, and public works 
projects designed to im- 
prove health 

Provision of voluntary labor 
for health services and ac- 
tivities 

Maintenance of health-re- 
lated facilities 

Donation of 
materials 

Provision of materials for the 
construction of health facil- 
ities 

Provision of materials for 
improved housing 

It should be noted that the particular types 
of community support provided will depend 
more on a program’s design and manner of 
implementation than upon the range and 
completeness of community participation 
upon which the actual level of support de- 
pends. It is therefore necessary, in evaluating 
programs, to be aware of the scope of the com- 
mon forms of support, as well as the advan- 
tages and disadvantages they offer. In any 
specific case, it is also important to know the 
health activities to which each form of support 
is applied and the actual flow of cash, goods, 
or free labor services involved. 

Very briefly, a “fee for service” system is 
one in which individuals pay for services, 
either at a fured rate or according to a schedule 
based upon income or like consideration. 
Such financing makes it possible to divert 
private expenditures to the public sector; but 
it also stimulates provision of curative services 
rather than preventive services and tends to 
cover only those who can pay or are sick. 

Arranging for community purchase and 
sale of medicines reduces the cost of drugs; 
however, it likewise stimulates curative care to 
the detriment of preventive care and is de- 
signed principally to help the sick. 

Personal prepayment is accomplished by 
having participating community members 
contribute in advance on the basis of personal 
or family quotas usually set according to the 
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beneficiaries’ level of income. This practice, 
which distributes the cost among the partici- 
pating population, stimulates both preventive 
and curative care, although it also entails the 
inevitable administrative costs of an assess- 
ment and collection system that can be com- 
plex. 

Prepayment in production,3 especially in 
rural areas, is based upon local units and 
forms of production; and where a communal 
tradition and style of production does not 
exist, the transactions involved are conducted 
by small groups. 

Other means of making sporadic contribu- 
tions (requests for private donations, fairs, 
raffles, and so forth) do enable people to sup- 
port a program according to their means, 
skills, and capabilities. However, these meth- 
ods generally have only a limited impact, and 
their efficiency at marshalling resources tends 
to be quite low. 

Support efforts utilizing community labor 
make use of an abundant resource, but one 
that must be trained at some financial cost and 
that can only be used part of the time. An im- 
portant advantage of this type of support is 
that it strengthens community organization 
and encourages a collective spirit of endeavor. 

Donations of materials for facilities and 
housing also strengthen the community’s or- 
ganization and sense of endeavor, and can 
help to defray costs of such materials. How- 
ever, such donations tend to be sporadic and 
to have a limited effect. 

Assessment of Existing Programs 

By analyzing an ongoing community health 
program in terms of community support 
methods, the range and completeness of com- 
munity participation, and the type of manage- 

3PrePayme~t in production, which is similar to pre- 
payment in cash, consists of advance payment with a 
local agricultural or other product for subsequent sale by 
the community or other organization that received it. 
Such prepayment differs from ordinary prepayment in 
kind because it envisages eventual sale of the product, 
rather than its consumption by the recipient. 

ment involved, it is possible to get a broad pic- 
ture of the community’s participation in 
health activities. The nature of that participa- 
tion is an important question, especially be- 
cause our own examination of some primary 
care programs for which community partici- 
pation should theoretically provide the back- 
bone has indicated that such participation 
leaves much to be desired. In cases of that 
kind, an assessment of the type recommended 
here provides a way of learning what is wrong 
and redirecting efforts that can provide a 
sound basis for effective participation. 

Some examples of findings obtained with 
this approach are shown in Table 4. The pri- 
mary care programs listed in that table are 
eight programs that were being conducted in 
poor neighborhoods of Bogota, Colombia, in 
1982. All the descriptive portions of our as- 
sessment have been excluded in order to con- 
centrate on the results obtained with the eval- 
uation method just presented. 

We have used this evaluation method on 
repeated occasions and have found it to effec- 
tively reflect the features to be measured-the 
forms, characteristics, and levels of communi- 
ty participation. We have also found it to yield 
acceptably consistent results when applied to 
the same community by different evaluators at 
different times. More specifically, when 10 
trial evaluations were made of the range and 
completeness of community participation in 
one project, the total score obtained with 
regard to the range of participation was iden- 
tical on all 10 occasions, and with regard to 
the completeness of participation the score was 
identical on seven occasions-being five 
points higher than the “master” score on one 
occasion, five points lower on another, and 10 
points lower on another. 

It should be emphasized that these scores, 
like all scores, reflect only a portion of the ac- 
tual situation. Among other things, agents of 
community participation can in practice per- 
form certain activities that are difficult to 
classify, in which case the participation 
achieved through them may be undervalued. 
This is especially apt to happen in programs 



Table 4. Sample evaluations of community participation in the management, support, and administration of health activities 
in eight Bogot6 districts in 1982. The portion of the table dealing with administration shows the estimated range 

and completeness of community participation in the administrative process. 

District 

Range of participation Completeness of participation through indicated agents 

Type of Level of Level of 
management Types of support Agent? Points participation Agentsa Activitie$ Points participation 

1. Perpetuo 
Socorro 

2. La Despensa 

3. San Luis 

4. San Blas 

5. Regadera 

6. Britalia 

7. Timiza 

8. Tejar 

Passive 
reception 

Passive 
reception 

Co-man- 
agement 

Passive 
reception 

Co-man- 
agement 

Passive 
reception 

Passive 
reception 

Passive 
reception 

Community labor 

Community labor 

Fees, drug purchase and 
sale, community labor 

A,C 

B 

.%W 

Quotas for some ser- 
vices, community labor 

Fees, drug purchase and 
sale, community labor 

A,C 

.%B,C 

Community labor 

None 

AJ 

None 

Community labor C 

10 

10 

20 

10 

20 

15 

0 

5 

Medium 

Medium 

High 

Medium 

High 

Medium 

Low 

Low 

A 596 
C 6 

B 2,596 

A 1A-V 
B 1,5,6 
C 5,698 

A 3,%6 
C 6 

A 1,2,3,5,6,8 
B 1,5,6 
C 5,6,8 

A 536 
B 5,6 

None None 

C 6 

15 Low 
10 Low 

20 Medium 

25 High 
20 Medium 
30 High 

20 Medium 
10 Low 

35 High 
20 Medium 
30 High 

15 Low 
15 Low 

0 Low 

10 Low 

aA - health promoter, B - health committee, C = other community organization. 
bThe numbers refer to the activities listed by number in Table 1, 



A view of the district of Regadera, Bogoti, Colombia (above) and a community meet- 
ing in Regadera (below). Evaluation of work in this district (see Table 4) indicated rela- 
tively wide-ranging and complete community participation in health activities. 
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that are being self-managed. On the other 

hand, it is also possible to overvalue the com- 

pleteness of the participation carried out 

through “other community organizations,” 
especially if such organizations carry out two 

activities in the “execution” phase (technical 

activities and education) and thereby score 25 

points. In our own experience, when this hap- 

pened the ‘ ‘other community organizations’ ’ 

also carried out evaluation activities and so 

achieved an even higher score, but that does 
not always happen. 

It should also be noted that in order to apply 
the method accurately, it is necessary to ad- 
here to the following guidelines: 

(1) The evaluation personnel must know 

the local styles of community life and have ex- 

perience with participation in health activities. 

(2) The evaluation personnel must have a 

good grasp of both the method’s conceptual 

foundation and the precise significance of the 

health activities involved. 
(3) A complete and accurate description 

must be made of the health activities and 

agents being evaluated, and this description 
must accompany all assignments of scores. 

(4) The actual analysis and assignment of 

scores should only be performed after a re- 

trospective or current period of observation 

lasting not less than one year. 

Using this approach, we also found that our 
method detected changes in two communities 
that occurred during a one-year period. Al- 

though this finding suggests the method is 
quite sensitive, its validity and reliability re- 

quire more study-especially through field 

trials-in order to determine the extent to 

which results obtained with it should be ac- 
cepted. 

SUMMARY 

Despite descriptions of many community par- 
ticipation programs in the literature, few authors 
have attempted to devise systematic methods by 
which the nature and extent of community par- 
ticipation can be assessed. The present article, 
based upon work conducted in BogotL, Colombia, 
in recent years, presents a method for making an 
assessment of this kind. 

This methods calls for evaluating community 
participation in health programs by evaluating the 
kind of management used, the range and complete- 
ness of community participation in program ad- 
ministration, and the community financing and 
other community support actions performed. 

For this purpose, management can be classified 
in general terms as “self-management” (when the 
community manages the health services on its 
own>, “co-management” (when the community 
shares management of the services with a public or 
private health institution), and “non-manage- 
ment” (when the community makes none of the de- 
cisions). Similarly, community support can be cat- 
egorized as consisting of cash contributions, com- 
munity labor, or material donations. And adminis- 
trative participation, carried out through one or 

more “agents,” can be relatively complete or in- 
complete. 

Regarding administration, various “agents” of 
community participation (health promoters, com- 
munity health committees, other community orga- 
nizations, and the community acting as a whole) 
provide the mechanisms through which community 
participation can proceed. Therefore, a rough idea 
of the range of community participation can be 
gained by determining the number of different 
kinds of “agents” present. And a rough idea of the 
completeness of participation through any one type 
of agent can be obtained by determining which of 
various possible activities are being performed. 

By assigning numerical values to these determi- 
nations, it is possible to quantify the range and 
completeness of community participation in the ad- 
ministrative process. And this quantified measure, 
when combined with information about the types of 
management and community support involved, 
and when supplemented by a general description of 
the program studied, provides a basis for evaluating 
community participation in any given program and 
comparing it to that attained in other cases. 
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S. TYPHI SURVEILLANCE IN CALIFORNIA 

An “atypical 0” phage type of S. gphi was recovered from four persons in different 
California counties in 1981. The unusual phage type was known at the time to be preva- 
lent in India and the Congo, but not in western countries except among persons from the 
former countries. Investigations were directed at identifying a possible common source. 

Two of the four cases had apparently been contracted outside the United States. How- 
ever, the common source of the two remaining cases was finally identified as a restaurant 
in San Francisco which both patients had visited on 13 and 14 July. One of the eight res- 
taurant food-handlers, an immigrant 25 years old with a history of typhoid in his country, 
was found positive for the atypical 0 phage type. 

The man’s restaurant work was interrupted and he received 1 g of ampicillin orally 
every six hours for a month. Nine fecal specimens and seven urine specimens taken be- 
tween 6 January and 26 July 1982 were all negative. However, a tenth fecal specimen 
taken on 23 August 1982 yielded S. gphi again. His restriction as a food-handler was con- 
tinued, but he subsequently found employment in the electronics industry. 

Comment: In general, phage typing of S. #hi and serotyping of Salmonella are helpful 
in exploring common sources of infection. Investigations can be triggered by the appear- 
ance of rare serotypes or phage types, or by an increased incidence of common types. 

Despite the failure to eradicate this man’s carrier state, a variety of antibiotic regimes 
have proved successful; indeed, some studies have reported the organism to have been 
eliminated from 80 per cent of the carriers involved. 

Source: California Morbidity, No. 14, 1983. 


