
INTRODUCTION TO COMMUNITY BASED HEALTH CARE 

Community based programs are public Health interventions that are designed, implemented and 

evaluated with the participation of the community representatives and with the guidance of 

professional experts. After the acceptance of PHC in the national health policy, different 

community based health programs have been initiated. Among these, the use of community health 

workers and the new Health service extension package. 

Learning Objectives  

Upon the completion of this module as a guide for learning, you should be able to:  

 Describe the responsibility of the community in the health care system. 

 Describe the community involvement in the health delivery system 

 Define the concept of the health care team. 

 Describe the need for team based health care and role of the health service team leader. 

Learning resources  

Laptop/phone/tablet  

Notebook  

Internet  

Best library USA  

Faculty-created Online Learning Activities  

Module  

Learning Activities  

Complete the module  

Present any given assignments in the required formats (ie pdf, doc, ppt png) 

 

 

 

 

 

 



INTRODUCTION TO COMMUNITY BASED HEALTH CARE 

Community based programs are public Health interventions that are designed, implemented and 

evaluated with the participation of the community representatives and with the guidance of 

professional experts. After the acceptance of PHC in the national health policy, different 

community based health programs have been initiated. Among these, the use of community health 

workers and the new Health service extension package. 

Community Health Workers 

The concept of the community health worker (CHW) has found new expression in health programs 

in many parts of the world as part of the Primary Health Care initiative springing from Alma-Ata. 

It is an adoption of traditional village practice of midwives and healers to modern, organized public 

health services. CHWs were first recruited to provide care in rural areas in developing countries 

without access to health care. They are selected from the community and training will be given by 

the Ministry of Health (health centers). 

Community health workers may provide services on categorical target diseases. These include 

malaria control, tuberculosis directly observed therapy (DOT, providing medication under 

supervision to assure compliance), support services and counseling for multi problem families in 

an inner-city poverty area, STD follow-up, and promotion of immunization. 

Health Service Extension Package (HSEP) 

The main objective of HSEP is to improve access and equity to preventive essential health 

intervention through community/kebele based health services with strong focus on sustained 

preventive health actions and increased health awareness. The health extension service is being 

provided as a package focusing on preventive health measures targeting households particularly 

women/mothers at the kebele level. 

Definition 

It is a package of services that includes provision of immunization, prevention, control and 

treatment of malaria, prevention of HIV/AIDS/STDs, tuberculosis, provision of oral 

contraceptives, deliveries, follow up of high risk pregnant mothers, first aid, sanitation services 

including excreta disposal, insect and rodent control, safe water supply, housing construction and 

overall environmental issues in the rural context. It is to improve access and equity to preventive 

essential health intervention through community/kebele based health services with strong focus on 

sustained preventive health actions and increased health awareness. 



Community responsibility 

Need, demand, custom and general development have led society to accept certain health services 

as a community responsibility on behalf of the total citizens. As the population increases and tends 

to concentrate in urban centers, some new health problems that have long been with communities 

become more complex and more difficult to manage. If community health problems of today are 

more complex, society has advanced technology in dealing with some of them. 

Most community health services directly or indirectly will be of value to all citizens but of greater 

value to lower income group than to higher economic groups. For instance, community 

immunization services will have a greater protective impact on lower income groups but will have 

some value, direct or indirect, for people on all income levels. 

Community Health Councils 

On the country level, health councils have been valuable in coordinating the health services of 

various agencies and individual. Health councils are usually not official organizations but are 

voluntary and composed of representatives from various organizations and groups having especial 

health interest or need. 

Councils may vary from 10-30 in membership, with representatives from such groups as voluntary 

health agencies, medical professions, detail profession, patient-teacher organizations, labor unions, 

chamber of commerce, women’s clubs, mosque and church groups, social agencies, and various 

other groups. The council usually represents a cross-section of the population and can be make 

known the health needs of the people. 

In the Ethiopian setting such council may be represented in various forms. The most widely used 

committee to handle health problems at various levels is the health committee. This committee is 

led by the administrative council, and is composed of the health sector, all other sectors, and civil 

society organization. 

Community involvement in health (CIH) 

The idea of community involvement in health (CIH) emerged as a result of concern to encourage 

local participation in all aspects of development, including health development. It means local 

participation in the design and delivery of health care services. In most areas of development, 

preference seems to be given to the term ‘community participation’ because of its deeper 

implications. 



Community participation: There are a Varity of different interpretation of the concept of 

participation. It is important to reduce the different views of concept of participation by 

distinguishing two broad, but very different categories of interpretations as the two ends of a 

continuum: participation as a means and participation as an end. 

Participation as a means: Health development is an important element in the development 

process in general and is therefore influenced in practice by different perceptions of what 

constitutes development and what causes under development. Until recently, early 1970s, the 

development process was largely dominated by attempts on the part of developmen planners and 

workers to modernize and improve the technical performance of the physical assets of a particular 

country or area. But starting from the early 1970s, a fundamental reappraisal of the nature and 

content of the development process has been underway. The essential feature of this appraisal has 

been the concept of “participation”. In this interpretation, participation is seen as the means of 

achieving a set of objectives or goals. 

Government and development agencies responsible for providing services and with the power to 

control resources see participation as a means of improving the efficiency of their service delivery 

systems. Sharing in the benefits of the delivery system is the more characteristic outcome of this 

form of participation. It is the form of participation more commonly found in rural development 

programmers and projects. 

Participation as an end: Participation in rural development may on the other hand be regarded as 

an end in itself. In a rural development project, participation as a process is a dynamic un-

quantifiable and essentially unpredictable element. It is an active form of participation, responding 

to local needs and changing circumstances. 

Generally, participation as an end in itself presupposes the building-up of influence or involvement 

from the bottom upwards. As a result, this form of participation has come to be associated with 

development activities along with the formal government sector, and is concerned with building 

up pressures from below in order to bring about change in existing institutional arrangements. 

 

 

 

 

Team Approach in Health Service 



Need for the Health service team 

In order to effectively respond to identified needs, health persons must be able to work within a 

team framework in which problem solving is approached in an integrated manner. A health team 

must be in a position to effectively communicate information to communities and individuals and 

develop mechanisms, which facilitate their involvement in all health activities. A health team must 

also establish communication links with other sectors and promote intersectoral collaboration. The 

need for a better-integrated health care team occurs because of 

Poor communication: - Lack of integrated record keeping system result in an uneven and 

incomplete exchange of information among the professionals who provide health care services. 

Duplications of services: Lack of coordination and communication at times leads to duplication 

of services. For instance, if service provider does not have access to test results previously ordered, 

a request will be made for new test. Diagnostic tests and other services may be repeated by several 

service provides, resulting in excess cost and additional stress for the patient. Errors and 

inappropriate therapy from prescription of medication may occur when more than one health 

professional are prescribing drugs for a patient. 

Lack of patient focus: Patients are seeking continuity and coordination of care, competence, 

accessibility and timeliness, reasonable cost and some sense that some one in the “system” cares 

about them. When health care professionals do not work well together, patients feel that 

commitment to them as individuals in need of care is lost. 

The health Team 

The health team may be defined as a group of people who share a common health goal and common 

objectives, determined by community needs, to the achievement of which each member of the 

team contributes, in accordance with his/her competence and skill and in coordination with the 

functions of others. 

All personnel working in the primary health care post, sub-center or center constitute the health 

team. The term does not refer only to the personnel concerned with the health care directly, such 

as medical officers, nurses, auxiliary nurses, midwives, sanitarians, and traditional or trained birth 

attendants, but also comprises of health care workers as well as other supporting personnel 

including, divers, clerks, storekeepers and other persons working in the health institution. 

Competence of health care team: No one model is appropriate for the variety of settings in which 

team delivered health care operates. Membership of the team, and issues such as distribution of 



authority and communication mechanisms will vary widely depending on the purpose of the teams; 

whether the team is community based . . . delivering services to a home care population; or clinic 

based . . . providing services to individuals with severe chronic diseases; or hospital based . . . 

furnishing care to the most severely ill, in an intensive care unit. However, the absence of a single 

model does not mean that good teams share no common attributes. 

The following are key characteristics of a well functioning health care team 

Patient centered focus: A good team must have as its first priority meeting the patient’s need. A 

team with a patient centered focus will consider and respect the patients values and preferences 

when making care decisions. 

Establishment of a common goal: If the patient’s needs are to be the focus, it is critical that all 

team members know what a successful outcome for each patient’s care will be. At times a 

successful outcome may not be self-evident. For example, health care professionals treating a 

critically ill patient may work at cross purposes if some feel the patient should be treated 

aggressively while other feel that the patient should only receive palliative care. Such confusion 

may be avoided only through an explicit process for goal definition. If choices are to be made 

between competing outcomes, the patient and/or the patient family must of course be involved. 

Confidence on other team members: Confidence in other team members develops with time and 

most certainly requires an understanding of other member’s roles. Each member must be able to 

trust the work of others. If professionals do not have trust in another’s work, duplication of services 

may occur. For example, a specialist physician who is not confident in the care provided by the 

general practitioner may order extra or unnecessary test for the patient. 

Flexibility in Roles: While understanding and respect for each person’s specific role is important, 

flexibility in assignments is also important. It is undesirable for each team member to duplicate 

efforts made by others; but, if meeting the agreed upon objective calls for changes or flexibility in 

roles, team members must be prepared to act accordingly and with respect to professional standards 

of practice. 

Mechanisms for conflict Resolution: Every health care team will experience instances of 

conflict. However, a successful health care team will identify a specific mechanism, clearly 

understood by all, for resolving conflict, through a team leader, outside leader, or other process. 



Development of effective communication: Good health care team communication involves at 

least two components . . . a shared, efficient and effective reward keeping mechanisms, electronic 

or other, and a common vocabulary. 

Shared Responsibility for team Action: Effective team functioning can occur only if each team 

member shares fully the responsibility for actions of the team as a group . . . and is willing to be 

held accountable to these actions. Understanding of such responsibility requires of course 

confidence in the abilities of the other team members, good communication and agreement up on 

a common goal. 

Evaluation and Feedback: Team design must be dynamic open for evaluation and revision on a 

continuing basis. A model that worked previously may no longer be obtained, as there is change 

in the patient’s needs, the health care delivery system or the expertise of team members. A specific 

mechanism must be developed for ongoing evaluation of a team’s effectiveness and redesign 

activities where needed. 

Leader of the health Team 

The health team should have a leader, who should inspire confidence in the community, which 

needs and seeks medical care. The leader should be able to induce collogues and team mates to 

work to the best of their capacity. 

Co-ordination and co-operation: The team leader should be able to achieve preferred co-

ordination and co-operation with all members of the team, so that the efficiency and out put of the 

heath team is high and the work is interesting, satisfying and rewarding. 

The leader of the health team should realize, that the health team consists of individuals who have 

feeling, personal interests , stress, conflict, likes and dislikes, just as other people. Health team 

members appreciate encouragement praise and appreciation for their achievements, from their 

leader. The emotional needs of people are better satisfied, if they are given the responsibility and 

authority to carry out the jobs assigned to them. 

Approachability: The team leader should be easily approachable, so that the team members can 

reach him and seek his help and guidance for solutions to their personal, technical and official 

administrative problems. He should earn respect from his juniors and not command it by creating 

awe and by his blistering behavior. 

Competence: The leader should be competent in his own technical work, so that his teammates 

respect him for his knowledge and skills. 



Disciplined and well organized: The team leader should be disciplined and well organized in his 

thought and work. He should arrange to disburse the salaries of the staff regularly, procure supplies 

in time and exude an image of an efficient manager of affairs. This can easily be achieved by 

delegating responsibilities for simpler tasks to his subordinates. 

Delegation of authority: The focus of a good team leader should be on setting the job done and 

not on who does the job. A manager should not overburden himself with routine activities, because 

he must have time to think, plan and co-ordinate the work of his teammates. 

Delegation of responsibility and authority by the team leader to the health team is equally 

important in the primary health care setting. The efficiency of the health care system improves 

since it saves time of the leader, particularly if the catchment area under him is large. 

Supervision of the health team: For accomplishing the desired result, activities of different 

members of the team need to be co-coordinated. Health team is like a chain; one weak link in the 

chain breaks the entire chain. A good leader identifies the weak links by constant supervision at 

regular intervals. 

The leader of the team should prescribe the proper norms of performance and define the time 

period during which the specific job should be completed. The workers should be made fully aware 

of what is expected of them. The supervision should then review their work by analyzing the tasks 

completed in the given time in relation to the expected quality of work and standard of 

performance. 

Supervisory style: Depending on the nature of the team, the team leader may be an autocrat or a 

democrat. Authoritative or autocratic and democratic or consultative style of supervision has a 

distinct place and role in taking management decisions. 

The autocratic style of supervision is more suitable, when the results proposed to be accomplished 

have to be consistent and uniform and need to be achieved quickly, such as health problems due 

to epidemics rages of war and natural disasters. It is good to apply democratic styles of supervision 

when the colleagues in the team are well educated, competent, reliable and experienced. In a 

consultative style of supervision, the workers shoulder greater responsibility and give their best to 

the organization. 

Span of control of the supervisor: For the best result, the span of direct control of the supervisor 

should be restricted to about six to ten persons. But a good manager may be able to extend his 



supervisory span indirectly by delegating some of his supervisory change to appropriate workers 

lower in the line of command. 

Co- ordination between the team members: the supervisor of the team should ensure that 

individuals in the health team cooperate with each other and coordinate their activities to 

accomplish the desired tasks. Therefore, the first essential work by a supervisor to be 

communicated in unambiguous terms to the workers is what is to be done, by whom, where, how 

and when. 

If the number of people in the team to be coordinated is large, it is useful to convene a meeting of 

all concerned at a convenient, time acceptable to majority of them. In this meeting, the team leader 

should sort out difficulties and doubts of the workers and decision should be taken and announced 

to all members. 

 

 Model of Disease causation theories  

Model of disease causation theories A model is a representation of a system that specifies its 

components and the relationships among the variables. E.g. includes graphs, charts, and decision 

trees I – Nineteen-century models Each effort to prevent disease in the 19th century was based on 

one or the other three theories of disease causality. These are: 

 1. Contagion theory  

2. Supernatural theory  

3. Personal behavior theory  

4. Miasma theory  

Contagion theory This theory was common at the beginning of the 19th century. Most official 

disease prevention activities were based on the hypothesis that illness is contagious. It required:  

 Keeping sick people away from well people.  

 The institution of quarantine of ships (the traditional period was forty days la quarantine) 

during which time ships, their crews and cargos waited offshores or at some isolated 

islands.  

  Setting up military cordons around infected towns \Isolation of households if they were 

infected, and  

 Fumigating or washing the bedding and clothing of the sick. Problems confounded the 

acceptance of this theory were There were too many instances where people become ill 



regardless of their isolation from human contact and Too many others where brave souls 

nursed the dying and carried their bodies to the graveyard yet remained well.  

 

Supernatural theory Proponents of this theory argue that supernatural forces cause disease. 

Disease prevention measures based on this theory were important to the religious people. The view 

among them was that disease is a punishment for transgression of God’s laws.  

Because epidemic took a great toll on the poor than the rich, the healthier rich can employ the 

super natural theory as a justification for berating for the poor for sinful behavior i.e. presumed 

idleness, intemperance and uncleanness. This theory expressed a political philosophy. People 

could not advocate the belief that sin causes disease without, at the same time, implicitly 

supporting the idea that government need to redress poverty.  



Personal behavior theory This theory held that disease results from wrong personal behavior. It 

was democratic andante authoritarian in intent since it gave responsibility to individuals to control 

their own lives. In this formulation the source of the disease was not tied up with the mysterious 

ways of God, instead, people caused their own disease by living fully unhealthy. Hence, improper 

diet, lack of exercise, poor hygiene and emotional tension become the focus of preventive actions. 

This theory does not blame the poor for the illness and in many aspects; it was an homage to a 

middle-class life.  

Miasma theory This theory argues that disease is caused by the odor of decaying of organic 

materials. It dates back to the Hippocratic idea that disease is related to climate. It contrasted 

sharply from the other three theories since it conceptually separated the source of the disease from 

the victim of the disease.  

Twenty-century models Although economic and ideological considerations influenced the 19th 

century disease prevention policy, sound research determines policy today. The 20th century 

theory focuses on: 1. The Germ Theory 2. The LifeStyle Theory  

3. The Environmental Theory 4. The Multi Causal Theory  

The Germ Theory This theory rapidly overtook other explanations of disease causations. It held 

the notion that microorganisms cause diseases and it is possible to control diseases using 

antibiotics and vaccines. There was criticism on this theory by Thomas Mckeown that stated as 

the incidence of all major infectious diseases begun to fall several decades before the introduction 

of vaccines and antibiotics. Thus rising of living standards was responsible for the reduction of 

disease not the discovery of antibiotics and vaccines.  

The LifeStyle Theory This holds that unhealthy lifestyles are causes for diseases. This hypothesis 

blames stress, lack of exercise, the use of alcohol and tobacco improper nutrition for most chronic 

diseases. This theory rejects the notion central to the classic germ theory, that a single disease has 

a single etiology. Instead they emphasize the interrelatedness of many variables in disease 

causality, principally those under the control of the individual. Nevertheless, this approach 

resembles the germ theory, for it conceives of disease as an individual event, the difference is that 

prevention, instead of requiring physicians’ ministrations, demand personal behavior change. The 

critics surrounding this theory state that the change for lifestyle requires overall social change.  



The Environmental Theory Environmental theory explains that significant number of chronic 

disease are caused by toxins in the environment and it implies that disease prevention, instead of 

requiring medical treatments or personal hygiene, demands change in the industrial production.  



The first aspect of the environmental hypothesis is occupational hazards, the second concentrates 

on toxic substances in the air water and soil (advocates of this theory places particular emphasis 

on radioactivity), and the third aspect focus on synthetic additives to foods “organic foods”. Two 

scientific disputes surround the hypothesis viz the suitability of extrapolating from animals to 

humans and the concept of threshold levels.  

The Multi Causal Theory It is also called the web of disease causation. The theory express that 

there are multiple factors for a cause of a single disease entity. But it is incapable of directing a 

truly effective disease prevention policy as the theories it replaces. Its shortcomings are it gives 

few clues about how to prevent disease, the actual prevention policies it implies are inefficient in 

many ways and there is a gap between what it promises and what epidemiologists deliver. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



You are required to do a research on this course and submit it in essay form of 10-15 pages. 

Note that this course must have  

1. A Cover pages  

1. Table of content of what you have developed  

1. Introduction  

1. Findings  

1. Summary  

1. References  

Questions 

1. Describe the responsibility of the community in the health care system. 

2. Describe the community involvement in the health delivery system. 

3. Define the concept of the health care team. 

4. Describe the need for team based health care and role of the health service team leader. 


