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Abstract 

 

This study examines how community development (CD) approach for health (CD4H) can 

improve health and living conditions of rural population in Nepal.  We used a multiple 

case study method with four selected cases from Nepal.  The paper first examines the 

four components of each project using Uphoff’s criteria for successful rural development, 

which include resource mobilization, scaling up and expansion, diversification, and 

continual innovation.  Next, it compares the strengths and weaknesses of four cases. The 

paper’s analysis suggests that each case is successful in terms of resource mobilization, 

diversification, and continual innovation.  Although scaling-up efforts have been done by 

each case, its speed is slow and CD4H has not yet become a collective force to affect the 

large population of Nepal.  To make small successes nationwide, networking of these and 

other cases are recommended. 
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Introduction 

 

In the late 1980s, Christenson and Robinson foresaw a rebirth, a revitalization of 

community development (CD) throughout the world in the coming decade.  In the health 

sector, the Ottawa Charter of Health Promotion in 1986 also declared CD as a key 

approach to health promotion.  As foreseen and declared, CD has come to be one of 

challenging approaches in both developed and developing countries in the1990s.   

 

The primary goal of CD is to help people improve their social and economic situations.  

The underlying philosophy is to help people become subjects instead of objects, acting on 

their situation instead of simply reacting to it.  Based on various definitions of CD during 

the period between the 1960s and 1980s, Christenson and Robinson devised their 

definition of CD as ‘a group of people in a locality initiating a social action process (i.e., 

planned intervention) to change their economic, social, cultural, and/or environmental 

situation.’ (Christenson and Robinson, 1989).  

 

Since the 1980s, CD also has been regarded as one of the key approaches for health 

promotion (WHO).  This paper, however, does not deal with CD itself.  Instead, it 

focuses on the CD approach for health (CD4H), keeping in mind the above mentioned 

primary goal, underlying philosophy and definition of CD.  

 

The term CD4H in this paper refers to a combination of health and general community 

development activities.  Although this is a broad definition, it covers various health and 

CD activities that are carried out under different names.  For example, in the following 

cases, four names are used: Community Health and Development Project, Community 
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Development and Health Project, Rural Health Development Project, School and 

Community Health Project.  All of these are common in terms of the broad definition of 

CD4H mentioned above. 

 

Although CD4H has been implemented both in developed and developing countries, we 

study four cases in Nepal for several reasons. First, Nepal experienced the democratic 

revolution in 1990, which has created a more conducive environment for successful CD 

activities (Abott).  Next, the CD approach has a potential to improve the health of rural 

population, which still remains a big challenge in Nepal. 

 

Nepal’s overall health status has progressively improved since 1951, when Nepal decided 

to open the door to the rest of the world through the first democratic revolution.  Consider 

infant mortality rate (IMR) for example, it was estimated that  255 per 1000 births in 

1951 resulted in mortality (USAID), this rate declined to 156 in 1969 and further to 79 in 

1994 (NFHS).   

 

Despite a great achievement in improving health in the past half-a-century, there is a 

huge gap in IMR among 75 districts in Nepal.  In 1991, IMR in urban area was 69, 

whereas that in rural area was 105 (CBS).  More strikingly, IMR of the best district was 

32, whereas the worst district was 201 in 1991(Thapa).  A similar disparity was also 

visible in other development indicators such as the overall composite index of 

development, the poverty and deprivation index, women’s empowerment index, 

etc(ICIMOD). 
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Considering the declining IMR over the decades and the existing gap of IMR among the 

districts, it is important to know what are the reasons for both.  By comparing district-

wise IMR data in 1991, Thapa, for example, revealed that female literacy was the most 

important factor in accounting for variations in IMR.  Using the 1991 DHS data, Suwal 

suggested that the most influential variables to IMR were parity, place of residence, 

immunization, and ethnicity.  Although both of them considered the importance of 

health-care related factors, it is worth noticing that demographic, socio-economic and 

culture-related factors were found out to be more important to reduce IMR. 

 

Knowing that such demographic, socio-economic and culture-related factors were 

important in improving health, how can these considerations be been put into health 

planning in Nepal and how they can be implemented in practice? According to Rifkin, 

health planning can be categorized into three approaches: medical, health service and CD 

(Rifkin).  

 

Over the five decades, medical and health service approaches have been common in 

Nepal. In the 1950s and 60s, hospital-based and vertical programs were implemented.  

First, hospital upgrading was the major focus of the Government.  NGOs also took the 

hospital-based approach.  Then, vertical programs were implemented for malaria, 

leprosy, tuberculosis, smallpox, family planning and child welfare (Justice, Streetland).  

Although such vertical approaches reduced malaria, eradicated small pox and have 

produced other successful outcomes, influential health sector agencies recognized that 

hospital-based approach benefited only urban population and the vertical programs were 

expensive to operate.  Then as an improved method of health service approach, the 
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concept of integration was introduced.  The term integration, however, applied only to the 

health sector for USAID and the Nepalese Ministry of Health (Justice, 1986).   

 

These medical and health service approaches have had limited success in achieving 

health for all in a country like Nepal for several reasons.  First, despite the increased 

number of heath posts (HP) and sub-health posts (SHP) in rural villages, only about 45 % 

of the households could access them within a travel time (in many cases on foot) of 30 

minutes (CBS). Even if the villagers can reach HP/SHP, absenteeism of health post staff 

is common and the annual drug rations allocated to HP/SHP are adequate for only 3-6 

months (Nepal Human Development Report).  As a result, nearly 3 out of 5 households, 

on average, do not have adequate access to health care service.  These households are 

disproportionately located in the western and far-western regions (Nepal Human 

Development Report).  Tailor et al described this situation as the ‘anatomic structure’ of 

the health system, without the ‘physiologic function’ for it to accomplish societal goals. 

(Taylor). 

 

It is this situation, Rifkin’s CD approach has a potential to improve health in rural 

settings, if it works.  However, there are several problems with the practical application 

of this approach.  According to Rifkin, CD approach is different from the other two 

approaches in six ways; views about community participation, the role of the 

professional, the role and the training of the CHW support of the program, the evaluation 

of the program, financial support of the program(Rifkin). The most striking point of the 

CD approach is that community people takes initiative in solving health problems using 

health professionals as one of their resources. 
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In Nepal, several organizations have been practicing CD4H.  Although each project has 

achieved success according to various evaluation efforts, their experiences were neither 

sufficiently reported nor shared among the organizations within and beyond Nepal.   

 

This study examines such organizations and analyzes how CD4H can improve the health 

and living conditions of rural population in Nepal.  

 

Methods  

 

1 Research Design 

 

This report is a multiple-case study of four different development projects in Nepal.  The 

unit of analysis is health development projects implemented by different types of 

development assistance organizations.  To select cases, we used the following criteria: 

 

1) Each has improvement of the health of therural population as its major objective 

2) Each works primarily in rural settings for more than 5 years 

3) Each takes a community development approach encompassing health and one or 

more other important activities to improve living condition 

4) Each belongs to either local NGOs, international NGOs, or bilateral aid 

organizations. Multilateral aid organizations were not included as none of such 

organizations were implementing health-related community development projects for 

more than 5 years in rural settings at the time of data collection. 
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To select I/NGOs, we reviewed and screened I/NGOs directory of Nepal (xx). Then we 

read the annual reports and publications of the selected organizations. This was mainly to 

assure that they have met the criteria 1 and 2.  As there were only bilateral organizations, 

we could easily identify two organizations which met the above criteria. 

 

Based on the criteria, the following organizations were selected. 

 

1) Share and Care in Medico, Nepal (Local NGO) 

 

2) Community Development and Health Project by the United Mission to Nepal 

(International NGO) 

 

3) Rural Health Development Project by the Swiss Development Agency/Nepal 

(Bilateral assistance organization) 

 

4) School and Community Health Project by theJapan International Cooperation 

Agency (JICA) and the Japan Medical Association (Bilateral assistance organization plus 

International NGO) 
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Table 1 

 CHDP CDHP RHDP SCHP 

Type of 

organization 

Local NGO INGO Bilateral Bilateral + INGO 

Name of host 

organization 

SCM/N UMN SDC JICA/JMA 

Target District Kathmandu Lalitpur Dolakha/Ramecchap Kavrepalanchowk 

 

Before the final selection, all the organizations were asked verbally for their interest in 

participating in the study. Then, a formal informed consent letter was sent to their office 

mentioning the study objectives and procedures and it was approved. 

 

2 Data collection 

 

We collected data from two sources; documentation and interview. To know the field 

condition, we used the recent evaluation reports, which were made based on external 

evaluators field work as much as possible.  Besides such evaluation reports, we collected 

annual activity reports, project profiles, and other documents which were describing their 

activities. 

 

We conducted the interview after we had their permission.  Each interview was 

conducted in respective organization in two stages from January to March 2001. The 

interview schedule was made based on the time availability of the interviewee in each 

organization. All the interviewees were the Nepali managers of the projects. The study 

questionnaires were developed by extensively reviewing related documents, both 
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theoretical and related project reports and documents, and consisted of background 

information, and other characteristics of the program including scope and vision, 

intersectoral collaboration and partnership, indigenous culture, mass level health 

education, self-reliance, leadership, community participation, side-effects of the program, 

gender issue, decentralization, and research and evaluation. The initial questionnaires 

were pre-tested in different organization and additional modifications were made based 

on the pre-test results. 

 

We conducted two or three face-to-face interviews with semi-structured, open-ended 

questionnaires.  The Nepali co-author made the first and/or second interviews, which 

lasted about 3 to 4 hours in total, both in English and Nepali at the interviewees’ offices.  

Each interview was transcribed within three days based on memos taken during the 

interview.  When the interviewers came across the unclear points, additional, or 

confirmed information was gained by telephone.  The results were immediately discussed 

with the principal investigator and based on such discussion, the principal investigator 

made the second or third interview in English two months after the initial interview.  The 

contents of interview were transcribed in the same way.   

 

The final draft of this paper was submitted for critical review by the interviewees, then 

put in final shape for publication.  

 

We created a case study database for this study using all the documentation and interview 

data.  In particular, the list of data is attached in Annex 2, so that any readers can inspect 

them. 
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3 Data Analysis 

 

In the beginning, we showed the products of CD4H taken from three case projects.  

Products here mean stories and other evaluation data taken from evaluation reports.  As 

major objectives of CD4H  by different organization is now empowerment, and as 

measuring empowerment by numbers are still not common, we decided to show some of 

the successful stories of CD4H in addition to other commonly-used indicators.  Although 

the scale is limited, these stories may help readers to catch the image of CD4H. 

 

Then we particularly focused on four areas of CD4H based on Uphoff’s criteria of 

successful rural development, because this gives an attention on sustainability and 

scaling-up issues, which can be more relevant for the future directions of Nepal’s CD 4H 

(Uphoff). These four criteria include resource mobilization, scaling up and expansion, 

diversification, and continual innovation.  When using these criteria, we tried to identify 

characteristics that might be unique to health or relevant to health issues.  This is because 

in the examples of Uphoff’s case, although small number of health projects were 

included, these projects were not well exemplified for such criteria.   

 

Finally, we compared the strengths and weaknesses of four cases that were not included 

in the above analysis. 

 

4 Validity and Reliability 

 

In case study research, four tactics are used for validity and reliability: construct validity, 

internal validity, external validity, and reliability (Yin, 1994). 
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First, for construct validity, we used multiple sources of evidence as described in the data 

collection.  The final draft was reviewed by the interviewees.  Then as Yin pointed out, 

the internal validity is not relevant to this study as it is only relevant to a causal case 

study.  For the external validity, we used a multiple-case design, and tried to apply a 

replicant logic among cases, and aimed at analytical generalization.(this is a little 

unclear)  Finally for reliability, we created the case study database as mentioned above 

and tried to maintain a chain of evidence for cross-case description.  

 

Results 

 

Under process 


