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PREFACE
in relatedvarious nat ionalInvestment toprogrammes

development and heal th developingin countries.
Unfortunately it not been easy forhas these toprogrammes

the stated objectives.ach i eve such is the faithYet, theseon
that massive resource commitments being made,programmes are

largely without the benefits of hindsight and without analysis of
factors 1eadi ngthe and failure ofto previoussuccess

endeavours.

a school of thought which believes that ifThere i s only
representative field data are collected, analysed and directed to
planners and decision makers. perhaps many of the programmes will
have a chance to reach their stated objectives. fewIn the last

studymonths the community health cell has initiated groupa
and played a role in developing a number of ini t iat ivesprocess

by networking with people interested in Malaria Control Programme
and some activities have evolved focussing on Karnataka. Perhaps

this background Dr.Ravi Narayan -Coordinator,against Communi ty
Hea1 th Cell , Dr.Ravi Kumar, Regional Director, ofGovernment
India, Dr.Ghosh, Malaria Research Centre, Bangalore, decided to
bring multi-disciplinary team to go into relatedi ssues toa
Malar i a Control Programme, particularly in the context of the

concludedrecent 1y Bio-environmental control project in Kolar
district . Thats how we were brought together. We are indebted to
all these people for having given undertake

field study.this Their comments and assistance at stageevery
been ofhas immense help. Fox' their unstinting andhelp the

extended tospirit with which it was we remain indebted.us ,

us an opportunity to

are not new
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staff forother their immense help. Our thanks also toare

Sri.Premanand Thambi, Bangarpet, and everyone at MYRADA whoSIBS,
helped us with workshop arrangements and field work respectively.

wish to express our gratitude to the respondents forWe having
given their time freely and shared their opinion with us.

30th May, 1996 FIELD STUDY TEAM
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SUMMARY :
The National Malaria Control Programme envisages reducing

a major public health problem and isma 1 ar i a a 11 empting toas
bring about major changes in implementation and ofmonitoring

In Karnataka malaria has been a major problem forthe programme.
ofper i od of time and the districtslong Kolar, Hassan,a

Chi tradurga andTumkur, Bi japur beenChickmagalur, have
ident i f i ed as malaria epidemic in i t iat ivesSeveral haveareas.

developedbeen in Karnataka to control the problem of malaria
di f ferent methods. bi©environmentalthrough these theAmong

method promoted by Malaria Research Center ( MRC) at Bangalore
is in its early stages. This method was adopted in K amma s amu d r am
primary health centre area from 1992 onwards. The experience of

in implementation of this programme has given theMRC necessary
stimulus districtsrepli cateto this programme in other of

order understandKarnataka. feas ibi1i ty,In theto
sustainabi1i ty and of1 evelthe communi ty involvement in
Bioenvironmental control strategies and other aspects of malaria
control the dynami ccommuni ty studypresentprogramme, w . s
undertaken by a multidisciplinary study group in Kama s amudr am
primary health centre area.

exploratory study withThis emphas i s (i )was an an on
understanding the process and. (ii) identifying various issues in

andcommuni ty involvement participation. studyThe was an
andinteractive part i c ipatory in withnature communi ty

respondents and staff of primary hea1 th Ninecentre area.
di fferent ofvi1lages f rom Kamasamudramsect ions PHC were

the incidence of malaria duringselected for this study based on
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first four months of 1996. A total of 155 respondentsthe were
includedinterviewed study which panchayatduring the time

members t club members,youth pharmac ist, anganwadi workers r
workers andteachers, heal th ofschool patients. reviewA

activities was also done with the primary health center staff to
facets.malaria control programme in its various Atunderstand

wi th localstudy, a workshop theend of thethe programme
and various non governmental agencies in theof f i cers area was

responsibi1i t ies theidentify their role and inconducted to
control programme.

1 eve 1the PHCongoing activities atthe variousAmong
regularsurve illance,reporting, passive and activeperiodical

other preventive activities were in progress.and,chemotherapy
vi1 lagersproblem of malaria was known to many of the evenThe

causation.
the respondents informed that the local PHC veryof wasMost

unethicaleventhoughproviding treatment,inpopular some
prob 1emby the study majornoticed Ateam.practices were

followup remedial especiallyinterms ofnoticed measures,was
elapsed betweenConsiderable t imeradical treatment. gap

heal thof blood smears and followup treatment. Thecollection
not regular and number ofworkers visits werereasonswere

for malar i athe staff. Active surveillanceattributed by was
subseguent to the withdrawal of MRC team and onlynonex i stent,

iThe rapport developed byin progress.surveillance waspass i ve
the health workers with the communities was not effective interms

for malaria.control lingactioncommun i tyof initiating

though they could not attribute clear reasons for its
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Insecticidal spraying was unsatisfactory and the cooperation of
the villagers was nonexistent. Community respondents had var i ous
reasons of their own for refusal of spraying operation. numberA
of problems were revealed by the PHC staff interms of difficulty
in approach. nonavailability of vehicles. from var i ouspressures
other health programme and priorities of workers themselves.

Bi oenvironmentaiThe method ofcontrol introducing
larvivorous fishes in vector breeding initiated dur i ng

by MRC team.1993 The technical team was very much accepted by
andthe commun i ty amount of work done by theenormous was

visiting team. it was noticed that the awareness in theHowever,
communi ty was not there and number of misconceptions foundwere
to be present. Communities were not aware of their role in this
method and had thought i ntroduct ion of f i shes forwas
consumabi1i ty and not for vector control. A number of factors

droughtlike prone nature of the area, salinity of the water
stagnating water around breeding areas. and unhygenic methods had

contr i buted foral so lack of continuation in the programme.
Commun i t i es were agreeing to come forward and provide adequate
help, only if clear and total information was available to them
and if they were involved from planning stages.

Environmental sanitation was totally neglected in the entire
nobodywi th assuming respons ibi1i ty for itsarea any

imp 1 ementat ion. The process of decentralization of power was not
found beto problem. theEven
deve1 opmen tai work of local nongovernmental agencies an
integrated approach in the villages which we visited. Treatment
for ma 1 ar i a was mainly presumptive and rad i ca1 treatment was

areas was

was not
an answer to this particular
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The injection mania of the villagers was predominantlyhapazard.
responsible for this state which was inadequately attended by the

in health education and educat i ongoing wheneverwas on, was
more of an academic exercise ratherattempted than helpingwas

identifyand loca 1understand the problemsvi 1 lagersthe to
betweenfound to be present'information gap'solutions. An was

fish rearingstaff and 1 ocal commun i t i es. Thetheheal th
communicating thetechno 1ogy

The lack ofto the people who were the final recipients.messages
adopt ingcoordination was a major problem forintersectoral an

to malaria control programme. thoughEvenintegrated approach
nonavailabi1i ty ofavailable at the PHC, thefac i1i t i es were

administrative support by the PHC team and the higher authorities
was

theycommunity respondents admitted openly that’’The were

provided totaltheinpart icipatewilling to programme
avallableis given to them and appropriate guidanceinformation

ofThe non utilisation existingthe technical people.through
resources at the community level was

forpresent study has been a good learning experienceThe
understanding controlof malariastudy intermsthe team.

ofvarious dimensions specially the issuein itsprogramme
of in malariarole communi tiespass ivesustainabi1i ty. The

i sItcontro1 verywasprogramme
providingbycommunit i es tota 1theinvolveessential ' to

and respons ibi1i t i esand their roleinformation, explaining

a major detrimental factor.

a significant observation."

a significant observation.

was also not effective interms of

medical officers at the PHC level. A major area where no activity
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providing appropriate guidancealong wi th and andmonitoring
supervision of the project for successful implementation of this

The intervention developed needs integrated communityprogramme.
fromapproach the inception of the project through cont i nuous

d ialogues community respondents.wi th The PHC has taketo a
initiative in successful implementation of themajor programme.

andEvaluation monitoring must go beyond members and examine
change from al 1 sides for longtermpos i t ive sustainabi1i ty of

programmes.
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’’The National Malaria Control Strategy (NMCS) is directed to
from malaria to the people of Ind i aprovide freedom the i ras

has i c ofright. takes cognizance prevailingNMCS malaria
situation and new epidemiological paradigms in the country. Thes
paradigms are Tribal malaria. Irrigation malaria. Urban malaria
and Peri-urban malaria, Project malaria. Marginal rural malaria,
Migration malaria, and Border malaria. Malaria control under the

care system requires : political cornmi tmen thea1 thprimary
coordination, legislativeintersectoral intervent ionssupport,

and flexibility in controlbased on epidemiological assessment,
In the background of new epidemiological paradigms,approaches.

(i) drugneed policy,(i i)br i ngs review:the toNMCS out
(iii)re-organization of NMEP in tune with theinsecticide policy.

NMCS,(iv) decentralization of malaria control,(v) epidemiological
andreasoning in control approaches,(vi) health systems research.

(vi i) training.”

1994.)(Source : National Malaria Control Strategy Document,
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1. INTRODUCTION
malaria control operations at the community level it i sIn

that the local communities must be involved atunderstood every
modi f i ed ofunderof field the planoperat ionsthes t age

This has given rise to increased expectations by theoperat ions.
people that their active role should be taken into account i n the
National Malaria Eradication Programme (NMEP). Since malaria is a

needs beand f oca 1 problem,1 ocal the control tomeasures
andaddressed locally with total communi ty involvement

decentralized planning. voluntarythe same time,At
agencies working in different developmental programmes as part of
the local communities needs to be involved at every stage. While

voluntary agencies would be interested in malaria controlmany
coordinat ionthe required technical support and wi thactivity,

other governmental agencies has not been to the desired extent. A - r

this nature designed to benefit theof communi ty i sprogramme
bound with problems and failures thewi thout activeto meet
support and involvement of the communities.

the problem of malaria has been increasingKarnataka,In
As per the statistics available from theover

office. ofma1 a r i a Karnataka the highlyregional i s one
probl emat i c Kolar, Hassan,

Chi tradurga and beenChi ckmagalur, Tumkur, Bi japur have
identified as Malaria endemic areas with high rates of Plasmodium

infection. problems offalciparum Along with thethis.
insecticide resistance and drug resistance has only added to the
existing problem.

a period of time.

a number of

areas for malaria. The districts of
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2. PURPOSE OF THE STUDY
During the past few months. a group of people from Community

health cell. Malaria research centre. Regional office of heal th,
Voluntary hea1 th ofassociat ion Karnataka, Catholi c heal th
association of India Karnataka, researchers from other agenc i es
have frequently di scussmet problemthe ofto Malaria in
Karnataka. Preliminary meetings helped in review of the available
statistics, role of voluntary agencies, ways in which voluntary
organizations can support malaria programmes in different places.

Recently, MRC team had done intense work in Kolar district
Kamasamudra PHC area based on Bio-environmental control methods
in control 1ing malaria. This firstis demonstrationthe
feas ibi1i ty project for transfer of technology. sus tainabi1i ty
and communi ty i nvolvement in Karnataka. Guppies (Lebi stes
ret iculatus) were released at several water bodies covering the
entire This interventionPHC area. s imultaneous1y strengthened
the ongo i ng survei1 lance ac t ivi ties. drug di stribut ion and

The ofexper ience this initial effort not i ced byas a
declining API has lead towards replication of the same in other
districts of Karnataka. it was felt that there is a needHowever,

make this intervent ion andto other control strategies
sustainable in order to make it a "people’s programme".

Transforming technology driven programme translatinga or
intervent ion from 'Laboratory Land'to requires bas i ca
understanding of the in its entire andprogramme gamut

control measures in the PHC area.
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of the problem andcommuni ty's percept ions suggested remedial
a change calls for "redefiningSuch the roles’ andmeasures.

involving everyone in the process.

W i t h t h i s a need was feltin view, to undertake a communi ty
study on malaria control with a special focusdynamics Bio-on

fieldenvironmental control methods. ofA team compr i s i ng
(Addi t iona1Dr.G.Gururaj Professor and Head, department of

ep i demi o1ogy, Bangalore), Dr.B.S.Paresh (Sen i orNIMHANS, Kumar
Mysoredepartment of soc i ology, Univers i ty),Lecturer,

Dr.T.S.Sathyanarayan (Ass i s tant Scientific,Research Malaria
Bangalore),research centre, Smt.Neerajakshi (Promotional

Secretary, Voluntary health association of Karnataka, Bangalore)
and Sri.Ananda (Programme Coordinator,N Cat. ho lie hea1 th

of India, Karnataka) was constitutedassoc i at i on undertaketo

need for this present studyThe view
points. While the country is in the process of developing new

and fors trategi es techn i ques ofrol malaria throughcoi
techno logical it is essential to observe the ofmeans, process
these operat ions at grassroot levels. Al so, number ofa new
methods been developed which would behave into pract i ceput
during few years.the These interventionsnext will benot
sus ta i ned wi thout the active involvement of people localat

In order to facilitate1 eve 1s. their participation. commun i tya
dynami c forarea
strengthening malaria control not only in Kamasamudraprogrammes,
PHC area but also in other districts of Karnataka and India.

this study in Kamasamudra PHC area.

identified as a thruststudy in this area was

was felt from several
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3.OBJECTIVES OF THE STUDY
for

malaria, decided to focus indepththe ofreviewgroup on a
ongoing malaria control activities to :

a) understand ofthe imp 1 ementat ion ofcurrent status
malaria control activities at village level.

b) study knowledge,communi ty perspect ives,awareness,
and participatory process in malaria andpract i ces i ts

control operations.
c) develop understanding of andthe acceptancean

sustainabiIi ty ofinvolvement. in Bi o-cnvi ronmenta1
control methods by the communities.

4. SITUATION ANALYSIS
district of Kolar is situated in the South EastThe region

of the state and has a population of over 20,51,729 million (1991
census). 11

total area of 98,223 sq. kms. The district receives
rain fall and is a plain terrain region with hilly and1 ow less

forested district receives lowThe fallrain wi tharea. an
average of about 600 mm. Tanks provide the major source of water
for (total number being 4,479) and the districtirrigat ion i s
known as land of tanks. The major occupation is agriculture. With

being di ff icultcommun i t i es reali s ing that agriculture to
has been a gradual shift towardscont i nue, there sericulture.

a cottage industry. About 80% ofThis is progressing well theas
silk is produced in this district.state’s There are 45 primary

this district. Informationheal th relatedin thecenters to

The district consists of 3,338 villages spread over
taluks over a

Having identified PHC Kamasamudra as a problematic area
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of Kolar district has been summarisedtopographical nature in
table 1.

Table 1. Salient characteristics of Kolar district.

: 98,223 Sg.Kms.Area
Population : 20,51,729

No. of villages : 3,338
Taluks : 11
Tanks : 4,479

Average rainfall : 600 mm.
Major occupation : Agriculture and sericulture.

of PHCs : 45.No.

(breedingAnopheles

Primary health centre Kamasamudra is one of the PHC’s, where
The major reason formalaria i s highly prevalent. taking up

that malaria was on the increase from 1991 onwards.this PHC was
epidemiological profile of malaria in Kamasamudra i sAn PHC

shown in table 2 .

II
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Table 2. Epidemiological profile of PHC Kamasanvdra

PF%Year
1991 94710 27183 877 766 111 3.2 0.40 28.7 9.2
1992 95232 28620 2957 1842 215 7.2 0.80 30.4
1993 24774 2080 1724 225 8.3 0.90 23.9
1994 22797 1038 888 150 4.6 0.66 9.8
1995 24159 1.24 22.7 6.3666 366 300 2.8

3928 63 0.48 3.5 0.782 19 2.1
I

I 12.7 
|----- 
I 10.5 
|----- 
I 10.8I----
I 14.6 I----  
I 45.1 I----  
I 23.2

I

Provision upto March 1996.
Annual Blood Examination Rate. 
.Annual Parasite Index.

I
I

I
I
I
I
I
I
I
I
I
I

I
I
I
I
I
I
I
I
I
I
I

I
I
I
I
I
I
I
I
I
I

I
I
I
I

/

I
I
I

\
I
I
I
I
I
I
I
I

I
I
/

a a
ABER

I
I 103357
I 103869I------
i 106244I-----
I 111556

\—
★
**

API
IP1 a smod i urn IP1 a smod i um I 

Vivax iFalciparwnl 
I
I 
I

1996 *
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I Population I Examined I Positives II-------- 1-------- 1-------- 1
I 94710 I 27183 I 877 1I-------- 1-------- 1-------- 1
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Table 2 shows that the incidence of malaria has been on the
increase since 1991 as shown by total positives and API. However,

dec line thebeenonwards hasthere1993 samesince ona
the number of Plasmodium FalciparumTo our surprise,parameters.

during 1995.sudden and s igni fleant i ncreaseshows acases
factors could exp lainof various notanalys i sIn tens ive

this increase. MKC team started operat ing inforsuf f iciently
Kamasamudra area from 1992 onwards. By 1993 June the geographical
reconnaisance and fish release was completed. A copy of the maps

this purpose is shown in figure 1. The alsoprepared for team
situation during (including1994-95moni tored malaria cross-

examination of smears).

and Anopheles FluviatilisCuiici facies theAnopheles are
breed inimportant vectors in this area. These mosquitoesmost

tanks and streams. Few other breedingwells.irrigation sources
drinking water wells. i rr i gat i on pitsirrigation channels.are

(also known as farm ponds). etc.seepage water.

Two rounds of DDT are sprayed every year with a coverage of
20% household dwellings and 55% cattle sheds as per the official

Due to high refusal rate of DDT spray by local peoplereports.
it is known to damage sericultural activities, alternate meth-as

of , Bio­thought whichods of contro1vector were among
control was one of them. methodsThis parti cularenvironmental

formed the backbone of malaiia control programme s i nee thehas
backof this century. these measures tookbeginning However, a

introduction of DDT since 1950s. thisDue towi th theseat
intervention much importance was not given for Bio-environmental
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control in the programme. Many felt that, if people theirgave
bl ood for examination and allowed their houses besmear to
sprayed it was enough to control the disease. Time has revealed
that this With the comp1 eted ofturn
wheel, the strategiescurrent emphasize the need for Bio-
environmental method along with the people's participation. Due
to innumerable number of water bodies, control

given priority in controlling malaria. Basedmeasure was on
geographi ca1 reconnaissance and biology s tud i es,vector the
locally available larvivorous fish "guppy" {Lebistes reticulatus)

re 1 eased bodiesinto layingwater special emphas i swas on
irrigation and draw wells where prevalent vector mosquitoes were
found in abundance.

KamasamudraPHC has a total population of 95,333 and i s
s i tuat ed s i tuatedIt is

latitude and between 74-78 longitude. The average
rain fall in PHC Kamasamudra was 748 There are 141 vi11 agesmm.
in this PHC area and malaria is a perennial problem. Out of 11

sections in this area.MPW 6 are considered highly probl emat i c
from a malaria view point.
given in table 3.

close to Andhra Pradesh and Tamil Nadu, 
o o

between 12-19

was not to be the case.

The API and the average API rates are

fish rearing as a
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Table 3. API Rates in PHC Kamasamudra area in different villages.

A P I
MPW Section 1992 1994 1995

19.3 128.8 12.2 5.1 66.3*
17.1 69.0 72.6 35.6 39.1*
25.7 47.9 17.4 18.1 35.1*
33.3 21.0 1.3 2.4 19.7*
8.2 36.3 11.2 12.1 17.3*
4.6 21.1 10.4 15.7 11.2*
1.2 10.7 16.0 12.1 4.5
0.3 0.9 0.9 1.2
0.2 1.0 1.7 0.5
0.1 0.4 1.6 0.3
0.2 0.2 1.7 0.2

Problematic Sections★ Source : PHC Kamasamudra
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I
I
I
I
I
I
I
I
I
I
I
I

I
I
I

1993 I ---- 1 
72.9 I ----1 
27.2 I ----1 
10.6 I ---- 1
8.7 I ----1
11.5-I ---- 1 
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16.6 I
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I
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I
I
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I
I
I
I
I
I
I
I
I
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4.8 I----1
8.1 I
2.6 I
11.4 I
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-I----
I 1991
I
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I
I

-I
I

- I
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-I
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I
I 1. BalamandaI---------------
I 2. Kethaganahally

I 3. Kamasarnudra

I 4. D.P..Hally
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I 6. MustralalliI---------------
I 7. Velgamadi
I 8. S.G.Kote
I 9. C.A. Hally
I 10. BanqarpetI-----------
i 11. Hudkula 
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5. METHODOLOGY

This an exploratory, interactive and part i c ipatorywas a
s t udy. Hardcore methodsresearch of samp1e size, sampling

and questionnaires were not incorporated.techni ques studyThe
team felt. that an open ended,

dialogue with the local communities would bethreatening useful
col 1ect ive information in thisto get theHence, teamarea.

adop ted the PHC
9 villages

from di f ferent sect i ons selected for study. Thewere our
se1ect ion of these villages were based inci dencemalariaon
during 1996 as shown in table 4. Among these villages. the Bio-
environmental Control method of fish release was implemented in
all in The number of malariaexcept dur i ngPuram. thecases
months of January, February, March and April is shown in table 4.

The field work consisted of intense interactive di scuss ions
during ear 1 y and late eveningmorning hours. flexibleThese
t imings the villagers would be available
only this The study team alsotime. madeat effortsall to
provide adequate representation for men and andyouthwomen,
elderly. di f ferent sections of villages in terms of andcaste
also the accessibility of these villages to the Kamasamudra PHC.

village interviews focussed on not only malaria butThe various
ongoing control activities. The sample was opportunistic and each
member of the study group approached respondents independently. A
predecided checklist was used to elicit information. The areas
included in the checklist were demographic data cf respondents,

a case study approach to study this problem in

were essential as all

Kamasamudra area. Out of the 11 villages in this area.

interactive, participatory and non
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about diseasethe and its transmission,awareness services
provided by PHC and community perceptions about the sus tainance
of the Information was documented afterprogramme. thesoon
interview.
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Table 4. Distribution of Malaria cases in selected villages.

February March AprilJanuary
TT TT

I
5 1 1348 5

2 2358
1669 1 1 1 11

620
271
510

3 3417 4 1
31 1 2650

112995
11 I 5 4 9 31Total 6 1

Source : PHC Kanasamudra.
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this number ofIn total 155 respondentsway a were
interviewed included 4 local panchayat members,wh i ch 5 youth
club members, 1 pharmac i s t, Anganwadi1 worker, 2 schoo1
teachers, 9 health workers and 35 patients. Remaining constituted
residents of different villages.

Apart from these community interactions, a review of activi­
ties was also done with the PHC staff consisting of medicaltwo
off icers, block health education officer, mult ipurpose heal th

(male and female), and other staff at PHCworkers level. Al so,
peopl e working in the departments of education. affairs,youth

fisheries and others were also met during this time.pharmacy,

12, 1996, ofOn May representatives various vo1un tary
agencies, governmental (districtagencies of f i cer,malaria
assistant health officer), panchayat chairman and members. along
wi th studythe participated inteam workshop. Thea group
d i scussed problems of malaria, contro1 along wi thmeasures
reflect ions and observations of study team. Later, number ofa

identified for mutual col laboration strengthentoareas were
programme at peripheral levels (detailed report in Appendix I).

6. FIELD OBSERVATIONS
6.1 ONGOING ACTIVITIES AT PHC AREA :

PHC Kamasamudra is a highlythough,Even malaria endemi c
no vigorous activities seems to be ongoing. The act i- i t iesarea,

include periodical reporting.the PHC levelat passive and active
surve illance, prevent ive activities in of insect i cidalterms

and regular chemotherapy. Even though introductionspraying, of
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f i shes large scale was undertaken in this bya MRCon area
Bangalore, the to have lessened i ts vigour,programme seems
subsequent to the withdrawal of the team. As the Medical Of f icer

remarked ’’malaria is one among theat PHC 52 withprogrammes
regular reporting as and when desired." The need for information
by higher authorities to be very high as requests sentseems are

now and then for malaria. Reports are generated and sent tevery
and when required. The ongoing passive surveillance providesas

for and collection ofpat i entstreatment blood Fishsmears.
di stribut ionrear i ng, and maintenance along wi th survei1 lance

to be on the decline over a period of time.

6.2 PROBLEM OF MALARIA IN VILLAGES :
all the villages, people knew about theIn ofexi stence

malaria many years.
they were not aware that the problem of malariaBut,

and its impact on day to day living of people. specially economic
to the family.loss loss of work. loss of school days and other

aspects. Many of them believe that poor environmental san i tat ion
one of the major for spread of malaria, but thewas atreasons

same time they felt that they were totally helpless to do someth-
about it.i ng In one of the village (Armennahal1i), where mass

blood undertaken in the previous month. almostsurvey was
knew who had suffered from malaria during the pasteveryone one

month and where they took treatment.
observed that lack of interest byFew panchayat members,

of1 ack lack of planning and implementationresources, were
respons i ble for the poor state of environmental sani tat ion and
spread of malaria in their village.

and reported that it has been their for so
was so large

activities seems
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6.3 AWARENESS ABOUT MALARIA :
of the community respondents seem toMajor i ty be know!ng

about the existence of malaria in their region. respondentsThe
equated chills and fever with malaria. However, majority of them

aware that malaria is transmitted by bites.mosqui tonotwere
believed that drinking water causes malaria.Some Othereven

aspects thought to be responsible were environmental sani tat ion,

agricultural-irrigational development, rainfall or the spread of
Majority of them alsospecies in the region. knew thatvector

blood di sprovecollect ing or
malaria in their body.

6.4 HELP SEEKING PATTERN FOR MALARIA :
Many of the respondents and their family members knew about

Kamasamudra and its effective roleexistence of the PHCthe in
Some were also obtaininghandling frommalaria patients. care

the local civil hospital at Kolar Gold Fields (KGF). problemThe
of because ofmalaria quitemigrat ion therampantwas

situation of PHC Kamasamudra adjoining Andhratopographical to
Nadu. People from these states duePradesh and Tami 1 theto

Kamasamudra forof here obtainingpopular!ty the PHC came
staffand did not turn up later. The PHC couldtreatment not

their address during their next visit to vi11 ages. Thelocate
also influenced by the availability ofhelp seeking pattern was

in the PHC. We noticed that drugs were adequate anddrugs there
problem getting the right thoughin treatment evenwas no

favourite among the communities.

10**f

injections were a

smear and examination will prove
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had known and accepted KamasaihudraThough people forPHC
of a segment of respondents observedmalaria.treatment that
the primary health centre, rapportto wi th staff,access and

existing class differences determined the utilisat ion pat tern.
of them reported that due to lack of fol low remedialSome up

they were not willing to go to PHC and sought help frommeasures,
c i vi 1 hospital or private practitioners at whichKGF KGF was

nearly 20 kms away.

6.5 HEALTH WORKER VISITS :
Interactions with the PHC staff revealed that health workers

had definite tour programme every month with beingvi1lagesa
ident i f ied for visits on particular days. number ofSince the
health workers were less (2 out of 10 posts of MPW Male and 3 out
of posts of MPW Female were vacant).14 sudden fixing of new

and the due ofprioritytoprogrammes pressure programmes
resulted in making their visits to villages haphazardsomewhat
and frequent.less Added this, problem oftheto was
nonavailability of vehicle to visit any of the vi1lages. The
existing vehicle needs the manpower support of 6-8 people to push

as and when it stopped.it. Health workers during their visits to
villages could not meet people. leaders or families with malaria

becausepat ients ofthe time their visit alwayswas
inappropriate and many would be working in agricultural field at
that time. In these situations, only ofpassive survei1 lance

which was appreciated by many of the
village respondents. They mentioned that for almost every patient

tablets were given along with an injection.visiting PHC, smear
and they were informed thattaken wouldthe results bewas

malaria was found to exist
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communicated them. ofin majorityto However, instances the
of reports was not conveyed back to them.results This resulted

or were provided half
treatment or did not radical (to be given for malaria).treatment

Some of the health workers were not found to enjoy adequate
with the communities as their scheduled visits wererapport not

and not atknown, irregular avallable.times when people were
when they visited villages, information on malaria wasEven not

provided totally andtakenexcept presumpt ive
being given. Some of the respondents informedtreatment that

hea1th workers 6than
months with reasons known to health workers rather than vi1 laqe
respondents. respondents in particular ment ionedvi1lageSome
that their health workers were more involved in activities other
than their stipulated work.

6.6 INSECTICIDAL SPRAYING :
DDT spray is one of the commonest methods of malaria control

adopted for a long period of time. The instructions to staff have
mixed dwel1ingsbeen dwe11ings, andhumanto cover rooms

(Operational for malaria action programme.manua1 1995,NMEP,
PP112). To our surprise. the PHC staff were not fullyeven aware
of to be sprayed. Our visitsthe the vi11 agesstructures to
revea1ed not i ced bythat this was an ongoing activity as the

of dates on the walls by the DDT spraying Almostentry team.
had thishouse wa Ils wh i chevery

i ndi cated that the visits were quite regular. interact ionOur
the PHC and the District Malaria Officer revealed thatwith the

had not visited theLr villages for more

in patients seeking help from other sources

a smear being

information written on their
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aval lability of DDT and supportive equipment good.quitewas
admi t tedthe vi11agers times that DDT i sEven many spray

helps in reducing mosquitoes, gets theirimportant, envi ronment
and refus ing.felt for thec 1 ean However, reasonssorry

at tributed for refusal of spraying was because of the fear that
didwould suffer rather than for health reasons.ser i culture We

observe or noticed larvicidal spraying carried out in thisnot
beenFew other issues related to spraying have not takenarea.

period ofinto With the intime. increaseaccount over a
activities and knowing fully well that DDT affectssericultural

communities would not allow DDT spray anywhere insilk worms, or
their house. nei ghboursTheir house, house andtheirtonear

surrounding areas were not sprayed in any way. number ofFor a
fami lies i nvolved in sericulture, the process of spraying was

ritual of an operation.just outsideIt was only the walls.a
cowsheds, bathrooms, in the vi1lage,open space some
uninhabi tated dwelling. which sprayed. of theManywere
respondents believed that DDT spray increased mosquito breeding
and also resulted in more bed bugs within the house. The use of

tactics by spraying team was not helpful in any waypressure as
did not have basic information on importance ofcommunities DDT

procedure of spraying, merits and demerits. periodicity.spray,
reducing the problem of malaria or the spraying techniques or any
other issues. This cosmetic work had only increased vectors and

reported that the total forless than 10%some coverage was
villages and it could be totally stopped. Some of them also felt
that DDT on animal fodder was injurious to health of the animals.

did not approve of spraying within their dwelling areaWomen as
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it was difficult for them to shift their belongings and tolerance
factorsof DDT for long time. All these"the pungent odour’of

accepteddetermi ne by thewhether spraying i sDDT notor
These issues needs to be discussed at various levelscommuni ties.

before a final decision about its continuity can be taken.

6.7 SURVEILLANCE ACTIVITIES :
aboutnumber of reactions from vi11agerstheThere were

Our interactions with PHC staffongoing surveillance activities.
ongoingcommunities revealed that passive surveillanceand was

declined subsequent partialhad tosurvei11anceand active
bloodIn one village.withdrawl by MRC team.

ofincidencehighalso conducted due to awassurveyssmear
aboutWe did not notice or hearthat village. anyinmalaria

laboratory equipments or reagents or other things forshortage of
of Laboratorythe postsurvei1 lance. Howevercontinuing

long time and some junior personTechnician was vacant for wasa
of theMajor!tydeputation to cover this activity.placed on

beknew that blood smear needed takentorespondentsvi1lage
needwhenever they have fever with chills and rigors and tablets

to be swallowed immediately.

regard toHowever,

strengthened.beneeds towhichactivitysurvei1 lancethe
the primary health centre and villagesof aAccessibi1i ty was

issue for both communities and the PHC staff respect ively.major
frompeoplemalariaMigratory

neighboring states visited the PHC because of "its popularity for
treating malaria". At the same time many had not received radical

a number of problems were noticed with

it seems that mass

was more common in this area as
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They were also not informed about the results of bloodtreatment.
addresses givenexaminat ion incorrect.as weresmear

Di scont inui ty in the treatment between presumptive and radical
due problem. This

rise to increasing drug resistance among malariagive newcan

There in this pr imary
is a malaria endemicheal th centre even though it ofLackarea.

staff of fieldintermstechnical workers, supervisors,

technicians was a major hindrance for malaria control activities.
Under the the target approach recommended by theprogramme,

higher author!ties that 25 smears to be collected 1 f 000per
month by the health workers had onlypeop 1 e resulted inevery

or inaccurate reports of questionable nature.incorrect The PHC
per

1,000 population. This once again indicates that a target based
approach will not work while multiple programmes are going on at

The pressure from various other healththe PHC level. programmes
from immunization to filaria control, had onlyranging resulted

in relegating malaria as a peripheral activity. The entire nature
of be dependentwork how muchto eachseems on pressure

at the PHC level. Theexert priori ties of theprogramme can
health workers themselves for malaria was found to be very low as
they did not know the gravity of the situation in their

long period between smear collection, communicatingThe results
providing radical treatment was extremely high rangingand from

as noticed by1-2 mon ths in some instances. the notat ions on

own area.

was no active surveillance going on

cases and lead to its spread to other regions.

staff disclosed that they could only collect about 15 smears

to nonreporting of smear results was a major
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stencils of the wall of houses by the health workers. This leads
problems of drug resistance, transmission of thisto resi stance

and problems in longterm control of malaria.

6.8 BIO-ENVIRONMENTAL CONTROL ACTIVITIES :
Af ter identifying malaria as one of the serious problem in

the Malaria Research Center in Bangalore undertook thethis area,

oftask testing out the Bio-environmental contro1 strategies.
types of larvivorous fishes were considered Gambus iaTwo viz. ,

(Gambus i a af f ini s) and Guppies (Lebi stes ret i culatus). After
making geographical mapping of all the vector breeding areas, the
team introduced 'Guppies', which were readily available in large
numbers many of the water bodies.into Three vi1lages viz. ,

Puram (Kethaganahally section), Bodapathi (D.P.Hally section) and
(Toppenahally section) were used as controlBanganathu vi 1 lages

no BEC methods were Introduced in these villages. In 1996, theas
incidence in one of the control (Puram)malaria vi1lages has

and therefore includedthisshown increase inwasan our
dynamics study. The MRC team worked during 1993-95community in

this area and fishes were left in many of the potential points of
vector breeding (table 5).
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I
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I

/---------------
I
I Section
II------------
IMustarahallyI------------
IThoppanahallyI------------
IBalamanda
ID.P.HallyI-------------
IKamasamudra
j---------------
iK.G.Hally
I
I
\

------ I
18.500 I
--------j
42.500 I
--------|
29,000 I------ I
16.500 I
43,000 I 
--------|
41.500 I

--------------------------------------\
llrrigationl Borrow iNumber of I
I pits I pits I fishes I
I I I introduced I

_|------------j--------- |
12 19 1I------- j

I 3 II------- |
I 2 II------- j
I 2 II------- |
I 6 II------- j
I 2 II------- |-----------|
I 24 I 1,91,000 I

------------ /

Table 5. Details of Guppy fish introduced in Kamasamudram PHC.
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Medical Officer of the PHC remarked that "it is a remarkably
effective method." As per the official statistics providedcost

in table 1 and figure 2 it was observed that there a definitewas
decline the problem of malaria in this regionin due thi sto

It needs to be examined whether fish breeding alonein tervent ion.
contributed or a number of combined ongoing activitieshas have

resulted in this decline.

Many of the village respondents knew about this 'technology'
and also added that this technology helps in pur i f i cat ion of

Some school children in PHC area were aware of thiswater also.
because of the exhibition arranged by MRC. People were willing to

this up as a continuous ongoing activity only if theytake were
provided all details about this intervention earlier.

staff were very much accepted by the communi tyThe MRC
The dedication, commitment and ofdur i ng their work. interest

brought to light by the PHC team and communi ty.MRC team were
the communities were not informed about the ofgrowthHowever,

fish, methods of survival, precautions they need to adopt, follow
up strategies, development of fish hatcheries and others. It was

by the health worker attached to MRC team thatdi sclosed 50 out
of summer

fishes were dead. Since the district is a droughtand all prone
drying up of tanks is not unusual, but nobody knew what toarea,

Many of the community respondents expressed thatdo next. these
left for consumption purpose and weref i shes forwaitingwere

that they could catch and consume them.them to grow. Anotherso
point is that rearing of bigger fishes in whereimportant areas

80 tanks (where fishes were left) had dried up during
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reared leads to Guppies being eaten away by otherGuppies are
local predators and thus eliminating the intervention programme.

salinity of the water andof garbage in the wells, thePresence
determiningflow or stagnation pattern were other factorswater

the growth of fishes and subsequent reduction of malaria in this
region.

communities were totally unaware of many other i ssuesThe
related to fish breeding and were not aware of their role in the

The entire process of getting fish. rearingentire process.
of hatcheries,in water points, presencethem1eavi ngthem.

follow up, maintenance and sustainability were not known to many
whichThis only indicates that an excellent opportunitythem.

oflong term control was lost due 1 ackforavallable towas
involvement and participation. otherTheeducat ion,community

publi c works,like fisheries, agriculture, irrigation.sectors
hadin no way involved in the process and thus itforestry were

transferredbecome more of a scientific/technology project being
by the MRC team rather than people's programme.

6.9 ENVIRONMENTAL SANITATION :
of relatednumber activities toini ncreaseWith the

during this interventionsan i tat ionenvironmental programme,
general increase in the level of awareness in thethere was a
and many were willing to cooperate in thiscommuni ties process.

domany did not know how tothe exact problem was thatHowever,
it lead to longit continue? WillWho will do it? Will termit?

change? Even though many agreed that this is an important area of
and theretheactivity, was

nobody to guide then.
"modus operand! " was not known
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decentralization of power and the ofAfter the emergence
the mandal panchayats were not effective in thispanchayat raj ,

in any way. as many of them did not show any part icularprocess
A number ofin this voluntaryinterest agenciesarea. were

(openinto environmental sanitation like making guttersget ting
drainage), removing water pools and others, but, however this was

integratedfragmented and a piecemeal approach rather than an
gutters were constructed in vi11 ageapproach. For example, one

without any provision for eliminating stagnating water. Thus even
beneficial work for growth of the community can be detrimentala

for the health of the same community. Open drainage systems were
breeding.in almost every village with intense mosqui tocommon

and ofNegli gence non i nvo1vement the author!ties thoseor
concerned to enlist community participation in keeping vi1lages

educationala major factor in a situationc 1 ean where nowas
activities were going on. Waste disposal was not a priority area

but for many residents the waste had bein the vi1lages, to
stored as it could be shifted forto their house. laternear
their agricultural lands.

6.10 TREATMENT ISSUES :
The presumptive treatment given by health workers at village

found be good as indicated bylevel the community.towas
of drugs and distribution ofAvailability drugsthe theat

community and the effectiveness of the medicines were quite good.
PHC Kamasamudra had established itself as a major centreThus ,

for treatment for malaria during the last few years.
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When the active surveillance system slowed down, people had
distance to obtaintravel longer comp 1eteto Thetreatment.

incompleteness of radical treatment might prove to be a grave
for malaria during the years tothreat Villagers were alsocome.

feltgoing t hrough 'injection mania’ as they that malariaan
be treated without the injection by a doctor.cannot which i s

uneth i ca1 in its own way. Communities were not convinced that
injections are not required for routine treatment of malaria.

6.11 LOCAL METHODS FOR MALARIA CONTROL :
householdthe levelCommuni ty practices suchat as

dry or wet grass and burning cow dungfumi gat ion of cakes was
household member. beli eveknown people theSometo every

an effectiveof for mosqui toimportance measure
control. Our observations revealed that houses having television.

and newspapers were aware of bednets. Good Knight,rad i o Ban i sh
ofand impregnatedmosquito repellents. Question usingother

raises the fundamental question of affordability bybednets the
commun i t i es. There no active programme going theatwas on

to promote local methods towards waste di sposallevelcommun i ty
in any of these villages.or mosquito control

6.12 HEALTH EDUCATION :
andwith the PHC respondentsinteractions communi tyOur

for educationrevealed there is an immense scope heal ththat
various aspects of malaria control.regarding effectivetheIn

interestedof malaria people were in knowing aboutcontro1
andof malar i a its control. Individualsvar i ous aspects

aboutbe informedexpressed they thesethat must onqo i ng

Zhs -
06388 ■

neem tree as
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which will enable them to participate atactivities. their own

The children at Kamasamudra1 eve 1 in these programmes. and the
Thoppanaha11i were exposed to malaria control activities by MRC

through various school exhibitions but had not internalised these

in their daily life.i ssues This had provided good informat ion

for chi 1dren about malaria, but was not continued 1ongeron a

educated youth in these villages were also ofTherun . aware

problem and knew about DDT spraying, andmalar i a surve illance

improvement of environmental sanitation. When asked how they were

utilising this information. they quipped that " they did not care

about it ”.

their appears to be an "information block and gap "However,

had resulted ofwhich total ineffectivein lacka or

between health staff and the communities. Manycommuni cat ion of

them opined that they could have done health education programmes

better, but due to constraints of time. local technology. 1 ack

of literature and media support this activity was not done. At
educat i onthe remainedtime, in schoolssame more as an

examination question or a topic of study and not for pract i cal
day to day application. Health education also suffered due to

and prioritization of various programmes theat PHCpressure

A number of preconceived notions operated in a majorlevel . way

for systematic health education programmes. The question of Bio­
control and related health educationenvironmental majorwas a

of discussion.top i c intervent ion
activity of MRC, staffto whether MRC or PHC
should educat i on.impart heal th division ofthis jobIn
responsibi1ities '* nobody bothered abou t educat ionhea1 th

a question arose as
As fish rearing was a primary
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programmes”. It towas
transfer the technology to state health ministry. But both sides
have not taken into consideration ” the
final recipients. The constraints on the part of the MRC was the
lack of personnel and familiarity in local languages even though

part of thelocal problemThis hadPHC team.person wasa
in total absence of health education at the levelculminated of

community resulting in lack of any follow up or ongoing activity.

6.13 INTERSECTORAL ISSUES :
act ivi tyIntersectoral the ofsuccess

Number ofmalar i a control like Heal thagenc i esprogramme.
department, MRC, Forestry, Agriculture, Fi sheries, Irrigation,

Information andEducat ion, Broadcas ting have equal
responsibi1i t ies Thereto was

they allowed MRC
their water spots and irrigation for introducingpitsto use

fishes and subsequent distribution without knowing the importance
of the A good cooperation was also noticed between healthsame.
staff and the MRC unit at the policy and formulationprogramme

The department of forestry had cooperated verylevel. well in
distribution of sapling informingwi thout thetree even
usefulness of to the community (at the workingi t, level). To
these positive steps at the top level, complimentary efforts at
imp 1 ementat ion 1 eve 1 totally 1acking. bottomA top towas

di ff i culty oftheapproach always has converting plans to
fieldreali t ies the level. The departmentFisheryat was

involved in Bethamangala area andonly Kamasamudranot area.

ample evidence of participation by the people as
make this programme a success.

is a key area for

the community ” who are

was felt that MRC's primary objective
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total lack of dialogues and consensus buildingThere was on a
platform between various departments. feedSystematiccommon

those involved was essentially lacking.back to all Even among
involvedhealth centre’s staff only person was activelythe one

in MRC activities and others did not show any concern or interest
methods.Bi o-envi ronmenta1 The local voluntarycontrolin
about the entire malariaagencies were totally ignorant contro1

programme, while their priorities were different, (at grass root
1 eve Is),

6.14 ADMINISTRATIVE ISSUES :
The local administration of the PHC and the panchayats play

predominant role in malaria control activities theat PHCa
There was no shortage of drugs, reagents, slides and other1 eve1.

basic supportive facilities except manpower and vehicle. The PHC
developed a very good information system on malariahad control

as noted by the fact information was available even for the first
10 days in the month of May. There was no backlog of slides for

but feed back to the patients and theexamination. communi ties
The presence of a chief medical officerwas totally lacking. at

the PHC with qualification and experience in Public Health and a
sound commitment to improving health of the people is a positive

the success of the programme. hadfor This resultedsign in
continuation of malaria control activities to the possible level

The issue of fordespite constraints. givingother priori ty
local health problems like malaria in this signi fleant
positive development as the information system was excellent with

area was a

even though they expressed willingness to participate.

annual reports available on a regular basis.
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considerable amount of pressure was foundHowever, beto
present on the PHC team due to fol low
up actions for each of them. the priority eachHence, programme
received directly dependent ofon the visits the seniorwas

officers from the Directorate. The essential of1 ackprogramme
supervisors andespecial 1y MPWs, techni cians,manpower was a

hindrance. Absence ofmajor vehicle made certaina areas
nonaccess i ble as health workers had to travel only by the local
bus, inconvenient for a programme ofwhich was this magni tude.
The government staff revealed that the recent formation of zilla
parishad and decentralization of power had only resulted in 1 ess

forimportance heal th the local leaders had becomeas more
andauthor i tat ive exert i ng rather than mutua1lypower

support ive. Systematic reporting has always been butpresent,

nobody sure who the end user was?, what happened thesetowas
doeswho whatreports?, with these reports?, ofLacketc .

and supervision at the field levelmoni tor ing by medicalthe
officer who was anchored to the PHC had only resulted in improper
programme operation and even if it was implemented, i t was sans
quali ty’ .

The issue of recognizing "a worker’s work” at the grass root
1evels One of the workers at thewill have a major impact. PHC

actively involved in MRC activities at the beginning of thewas
but was so disheartened later as he did receivenotprogramme,

appreciation for his work from his superiors. His workany was
rather considered as 'plush posting’ rather than committed worka

the field area. The incentive due to him wereat re 1 easednot
date which had made him less enthusiastic over a periodtill of

a number of programmes and



Page 37

t i me. the administrative view point whereFrom malaria i s a
priority problem, these issues have to be debated extens ively.
Wh i 1 e number of reports and statistics revealed the ofgravi ty
the situation. and
implementation levels.

6.15 COMMUNITY ISSUES :
Communities in villages are also going through a change with

the distant impact of urbanization on them. The concept of mixed
dwelling slightly disappearing in villages, givingi s rise to
individual units. Communities in the villages we surveyed were

recept ive, to suggestions. and were wellvery ofopen aware
mosquito symptoms of malaria and treatment given. Theymenace,

admi t tedopen 1y the i r refusal for becauseDDT spraying of
economi ca1 (effect on sericulture). The rearing of fishreasons

a welcome idea in these communities from both thewas ofpoint
malaria control and water purification. Even though many of them
admitted that keeping their environment clean was essential. they
did not know who should take this responsibility.

At the conununity level. nonutilization of existing resources
cooperatives, youth clubs was a

notable observation. Many of them did not know their i nvo1vement
in the control programme. and thus had assumed passive rolea
while keeping their expectat ions high. The of1 ackvery
conf idence in government the rootgrass
1evels quite evident. The issues ofwas res i stance DDT,to

radi ca1improper needs totreatment be examined in greater
detai 1, wi th the communities assuming a passive role than an

related programmes at

like schools, NGO’s, panchayats,

it was less of a priority area at field level
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active The sustainability of the committed likeone. programme
the less effective. if communities do
not take on the responsibility for continuation of the same.

Developmental activities by non governmental agencies did
have any positive impact towards spread of malarianot due to

lack of integrated efforts.

7. ISSUES FOR FUTURE ACTION
The study has examined thepresen t of malariaprocess

control programme at the level of primary health centre and its
vi11 ages. number of bottlenecks have been identifiedA in the
existing activities. These issues needs to be taken into account
i n strengthening existing act ivi ties before repli eating the
programme in different parts of the state and country.

(1) Exchange of informat i on di fferentat 1evels.
Information networks, dialogue groups. consensus building should
be undertaken through programme activities between heal th and
related staff from other departments at every level. Even wi thin
the PHC, the need for exchange of information among the PHC staff
and with the communities is very vital.

(2) Local coordinators need to be identified by the MRC
team. PHC and theteam departmentsgovernment to initiate.
participate and sustain community programmes in the long run.

(3) The community dynamics needs to be understood theat
time of base line data collection and to be continued at regular
intervals for further mod i f icat ions in the Theprogramme.
var i ous issues at community level needs to be clarified with the
communities for the

one by MRC team, makes it

success of the programme.
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(4) the intervention foundi s be usefulOnce andto
success fu 1 , it common practice for the intervening

to withdraw from the fieldteam Steps need to be p 1 armedarea.
begi nning of thethe about wi thdrawa1variousa t programme

strategies on a step by step approach, about gradual and phased
wi thdrawa1, handing communi ties. supervi sing the
continuation of work by the communities and determining the long
term impact of the programme.

andshould be(5) given the thePHCImportance to
"people’s programme" .

step for the success of malariai s a very crucialThis or any
prevention programme during long term activities. The PHCother

keen interest from the beginning in order gainshould take to
enough expertise to sustain the programme in all areas of work.

Intersectoral planning does not work in isolation. The(6)
various sectors needs to be involved by mutual dialogues, sharing

and commitments, providing information therespons ibi1i t ies to
integratedall the sectors and monitoringby incommuni ty an

manner .
schools,representat ives, local(7) commun i tyThe

educators,block health voluntaryAnganwadi s, workers,heal th
needs beother grassroot level functionariesand toagenc i es

anddevelopment, operation, maintenancetrained by inMRC
of fish technology and the whole teamsustainabi1i ty must move

for the success of the programme and this needs tocollect ively
be planned in a collaborative way.

communities and for making the programme a

is always a

over to the
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beTraining methodology for these activities needs(8) to
The training has to beplanned at the inception of the programme.

byand group levels. usingindividual local 1anguagesina t
Des i gningto the community.1 ocal

needslanguages and other aspectseducational materials in local
to be planned in an integrated way.

and monitoring of these programmes theat(9) Evaluat ion
of peoplesshou1d the 1 evelaim1 eve 1 atrootgrass

officiallyto setup the programme and not thepart i cipat ion on
needsquoted figures of malaria incidence. Evaluation strategies

methodologiesfromdi f ferent the currentbe entirelyto
recommended by many of the agencies.

of any of these technologies is10) The provensuccess
determined by the sustainability of the programme in the long run

places.is possible to replicate the same in manyand whether it
transferredIf the programme is to be sustainable it needs to be

bymanaging the programme with mini mum inputsforpeop1eto
needs to be plannedstaff. ent irelyThis intechnical an

different way as compared to the ongoing techniques.

examples at a time convenient
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/
the end of the study,At the team cont inues toI

ponder over a few crucial questions. "With too many
i s

it possible to overcome the existing bottlenecks?. How
technologies and programmes developed at premi ercan

laboratories could be transferred at grass root level?.
ofWi 11 becomethe ”peop1e'sany programmes

programmeH in the long run?. At what stages communities
will realise prevention and control is a better option
for their own socioeconomic development?. ofSeri es
questions like this will continue.

beli evestrongly that this ofWe process
transformation can begin in only one way and that i s
"by understanding. sharing and working with people."
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programmes to be implemented at village level, how
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Appendix I
Malaria Workshop in Bangarpet (Kolar district) on 12th May, 1996.

workshop on Malaria Control andThe Communi ty Involvement
(i)sponsored by Malariajointly Research Centre,was

Government of India, (iii )(i i )Department of Hea1 th, Department
of (iv)of VoluntaryKarnataka, Heal thHeal th, Government

(v) Community Health Cell,of Karnataka, Bangalore,Associ at ion
(vi i i)(vii) CHAI, and(vi ) KarnatakaBangarpet, CMAI ,SIBS,

South India office.
The workshop was designed to bring about a three way lear-*

ning process between (a), programme authority, (b) organiz­
ation involved in implementation and (c) community.
Informa 1 formaltogether the strategy.* get Nowas

were created on the dias, thereby much ofpos it ions the
official colouring any workshop would get was removed.
Study team members co-ordinated the workshop.*

programme started at 11.00 a.m. with a smal 1* The prayer
by a very informal welcome by Premananda,fol 1 owed Sri .

Secretary VHAI-K and Coordinator SIBS.
house introduced themselves. There 45* The August were

(inclusive of sponsoring groups) consistingpeople present
(5) , (Directors/Animators/Sectorof doctors NGO' s
(21), panchayat members (7), othercoordinators) faculty

(3), hospital nurses/health workers (6) and others (3).
There were 21 women, 24 men.->
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Ravi Kumar, Regional Director, division ofDr. heal th and
family welfare services, Government of India, briefly d i scussed

problem ofthe Malaria in Indi a/Kama taka and outlined the
object ives of the workshop. He initiated the dialogue by asking
the part icipants have an di scuss ionto interactive in this
workshop rather than didactic lectures.

Dr.Vasudev, District Malaria Officer taking the reins from
Kumar briefly explained the situation inDr.Ravi Karnataka and

focussed his views to Kolar district as a whole. He not only gave
aboutstatistics pos i t ive cases of malaria showing steepa

absencebut also explainedincrease i n Kolar, the of field
workers/techn ic i ans whose posts have remained vacant for 1 onga

concluded that statistically.time. He prevalence of malaria
cases have gone unreported for various administrative short falls
and expressed fear that if the system was charged and information
was fully available the situation would have been worse than what
is today. He then explained the need for community involvement in

disease and highlighted variouscontrol ling the methods being
adopted by the health authorities. He requested Dr.Ghosh who was
the speaker to explainnext the "Bio-envi ronmental Control"
methods being adopted in and around Kamasamudra, which had showed
positive results.

Dr.Ghosh spoke at length on the disease/the carrier/and the
methods.control He supported his wi tharguments statistics.

method explained byB. E.C. showing ’’Guppies” whi chwas was
Their characteristics and their

were briefly explained.utility Every possible question which a
collected from Kamasamudra area.
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would have asked at the field level was raised by thecommun i ty
Ghosh was able to provideparticipants, Dr. necessary answers.

Dr.Ghosh spoke in English which was translated by Dr.Vasudev to
brief intervalKannada. There enable thetowas a so as

part icipants to take a look at the exhibition set up by the MRC
in same hall. This experience ofthe ’’seeing” hadwhat they

”listened to” till gave the participants more andnow, answers
st imulated even questions. ’’Congratulations to the MRC team for

exhibi t ionthe manda1 panchayat
representative. entomo1ogi s tMRC who was askedpresent was
immediately by a participant to examine a nearby well and suggest
necessary remedies which was promptly attended to.

After the short break the study team from Bangalore shared
their experiences about malaria and control activities. ongoing

villages from where some of the panchayatstheat members had
come.

The presentation was broadly divided into four sectors
Paresh explained how the needDr. Kumar for this s tudy

emphasized the study was onlyHe understanding of thearose.
si tuat ion at Kamasamudra PHC area where MRC had introduced BEC
method containto malaria. The quest ion which this
interdisciplinary addressedteam itself was i ) farHow the
efforts of MRC had reached the community? ii) How effectively the
programme sustained itself with community participation? iii) To

in terms of
major disease in allthis its dimens ions. iv) To appreciate and

elucidate the success and failures of Kamasamudra PHC staff i n

understand the Kamasamudra PHC and its work dynamics

was an observation made by
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implementing the programme.
a) their very own problems.
b) PHC staff vis-a-vis community.

FHC and district administration.c)
Community and its reaction to the programme.

where corrective measures be taken6.
and possible involvement of voluntary agencies.

study, andreflectionThe team
an evaluation of thebased research and "not”action programme,

responsibi1ities. factwould fix The thewh i ch, teamvery
comprised of an epidemiologist, entomologist, sociologist, social

donecoordinator of VHAK, intent iona1lyandworker, towas
every aspect of Malaria as a disease, issueexamine

The team was introducedfor the community.and toas
methodologysummed up theDr. Paresh quicklythe participants.

He emphasized that there wasthe community.adopted to enter no
spec i f i c samp 1e size.standard ques t ionnaire, It wasnor

with total freedom to the team membersample toopportun i s t i c
(i)namelyinformat ion i ssueselicit

(iii)(ii) Awareness about the disease MRCdata,Demographic
(iv) service by PHC/Community participation.intervention

Team members also spent time to educate the respondent about
ofThe interviews were one to one and recordingthe programme.

after the interviewsinformation was done immediatelythe were
methodology was adopted giving maximum"Free Association'over .

freedom for the respondent to give his views. The question were
of di scuss ion.to clarify. initiate the lineto guide, toonly

a concern

understood that it was a

Identify areas of concern

as a social

on the four broad based
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Field interviews were conducted early in the morning and later in
155 interviews were made.In allthe evening at their door steps.

of the villages were made on the basis of PHCchoiceThe
statistics of positive cases between January 1996 to March 1996 .
One control village of MRC was chosen as it had recorded Malaria

in the recent past.cases

explained brieflyfrom theSathyanarayana MRCDr.

He fielded questions pertaining to fish
and its utility other than malaria control.

G. Gururaj provided insights into working of PHC at theDr.
their problems. limitations and thosefield wherelevel, areas

cooperation from the people themselves were wanting. He explained
problem facing the field workers and how the admini s trat ionthe

He placed before the participants theinsensitive to them.were
that were noticed during active/passive oflapses survei11ance

and how people themselves could he 1pedmalaria have tocases
resolve the issues.

Neerajakashi elucidated various observations, remarks,Ms.
putforth by the community.and dug deepquestions She into

dynamics and how they were reacting to thiscommuni ty programme
gut level. Her respondents. a teacher, Mandaltheat Womena

fromrespondents ofrepresentative, the weaker sect ion the
ex-member of panchayat gave their ofsoci ety point

how far the programme remained under wraps from thev i ew point
of the community.

and even a

in Kamasamudra PHC area.
bioenvironmental control method and how the same was experimented
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Based on the field observations provided by the theteam
dividedpart i c ipant s into exp1oreto thetwo groupswere

possibility of making the programme sustainable, at the community
1 eve 1. ofDuring last 4 intervent ion, in theMPCyears

inventory of experience gained were made andKamasamudra area. an
meaningfulfar couldexamined givehow theytoaswere

askedto the lapses of the programme. The group wasexplanat ion
explore the possibility of correcting the lapses through theto

madeexperience gained and how far the entire programme could be
and Dr.PareshDr.Pri thvi sh Kumarpeop1e’s wereprogramme.

rapporteures to the two groups.

Future course
andtwo groups came back after their discussion theirThe

were placed before the house. The followingrecommendat ions are
immediateof consensus of both the groups whichthe onareas

action was suggested.

Voluntary organizations and their participation
Voluntary organizations present admitted that their priority

developmental activities but were prepared taketosector was
control.malaria Twohealth sector, especiallytheinpart

provideofferedrepresentatives toorganizationsvoluntary
infrastructure so as to train the people at the grassnecessary

They further asked the local PHCroot level about the programme.
abovein theMPW’s of the area to participatethepermi tto

the trainees could interact with theirtraining programme so that
They proposed that thecounterpart in the future. trainingPHC

beshould be done at Kamasamudra PHC and field visitsprogramme
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by thetotalThereimportance.given consensuswas a
programme be started the people had toshould apart i cipants, new

be taken into confidence and told about the programme. Often the
movedunderway and then the author i t i es intogotprogramme

This top/down approach theabout the atexplain programme.
village level had never given required results and this needs to
be changed.

Mass Media
and ofAvallable other communication1i terature means

to malaria and related issues was not sufficient andpertain i ng
locali zed. thetheycomprehensive. Further Hencenotwere

immediate besuggested action taken makethatworkshop to
made ofpr inted posters which areavailable 1i terature, out

forwarddurable material and they are localized.
to show video cassettes in their OPD's and inpatient dormi tori es
if they were made available. But they insisted that the mater i al
provided should be in local language. They further suggested that

para-medi ca1 will takethere in ongoing trainingteam part
and will carry the message back to the hospital whereprogramme

there contact with patients was more meaningful.

Voluntary Organizations present suggested that Mahila Mandal
these areas could be effectively used to spreadin the message

to identify health worker for this programme.and also It was
concerned Manda1s undertheir opinion that the Mahila their

across .

Hospitals came

guidance were active and therefore it was easy to get the message
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Bio-environmental Control
this was organizations theyAs

needed f urther help and direction. They vo1unteered to s tar t
suitable number of hatcheries at strategic point with the active

ofof local youth and other members vi11 age.theinvolvement
said these hatcheries could provide cont inuousfurtherThey a

andto any one who had pointof f inger1ings watersupply a
volunteered to nurture fishes in them.

village panchayat whoof presentMembers the werewere
Theythe disease and its implicat ions.aboutconcerned were

Insteadnot an obstacle.certain that people’s participation was
of the government programmes hardly reached the villages andmany

evokedTherefore, "a governmentmade impact.its
ableThey opined that if the government was to1 east concern.

forcontinuous basis without givingthemsupport reasons
themshortcomings they were prepared to go along withmistakes,

organizations.seek the help of the local voluntaryand also
andtheir credibility which was at stake notsaidThey i t was

if the programme failed.that of the government.

The meeting requested the authorities concerned to ini t iate
action necessary to train people by the end of 1996.Julysuch

These voluntary organizations informed that request
ofi dent i f i cat iongovernment they would initiate thefrom the

of villages who could be eventually trained tomembers oversee
the malaria control programme.

programme”

a new area for the village

on a

on a written
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were happy that the workshopparticipantsThe notwas a
informal andaffair, instead recogn i zedformal it thewas

participant as more important than the speakers and guests. They
if they were aware that the entire workshop was beingsaid that

Kannada some more members of their organizat ionconducted in
would have preferred to participate. They requested that it would

beingand important that the workshopbe that i snecessary
feelconceived be aton

home and put in his best to contain this disease.
The meeting ended with a vote of thanks.

the same lines so that a villager may
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Appendix II
Some words wh i ch

quali tat ive
overview of the problems and constraints at different levels are
provided below. The respondents expression has been translated to
english to the possible extent.

ON HEALTH CAPE FUNCTIONARIES.
*

* ’’When we go to PHC, our
ai iment. First he will put a needle in my one
he has given to earlier patient) then write a slip buyto
medicine from outside and charge cash for thissome

i rrespect ive of our economic status”.treatment (rate i s
Rs.3.50 for injection).

take blood smear the* "Once they heal th worker vanishes,

four tablets with1eaving Sometimes the results takeme.
one to two months time”.
”If my contribution to the programme is not recognised. why
should I work".

a "Unless people at high places realise problems fieldat
1evel, no programme will succeed".
"If we do not agree for DDT spraying. the doctor won’t allow

inside PHC”.us
★ ’’Who will sit and teach like you did. People do the i rus

routine work and go”.

’’Even though we are* to hospital, nobody cares for us"near
”We do our work and get our salary ".

highlight the reality of the situation and provide a
comments by the respondents in their own

"He comes and signs on the wall and his duty is over"

arm (the same
the doctor won't even listen what is
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doctor does not give us free treatment.* "PHC KGFtowe go
private doctor".

in one place and askvi s i tor★ tous
people so that she can talk to them in a group.collect it

is not right".
"Mobility important in field work. Wei s have vehicle* a
which is more a nuisance than help".

doctors should have a primary degree in public* "PHC hea1th
and not super speciality
"Programme fails not because of people or the implementation★

but because of the-- logistic providedauthor i ty by the
planner".
"Intersectoral coordinator is never there. In Ashraya sc erne

is the ventilation? departmenthouses, where heal thWas
consulted on these grass root level programmes?

educational quali f icat ion"Too little★ responsiveor no
job satisfaction, we expecttraining, them to createno

miracles at the grass root levels".
"Programmes are present yet there is always a smal 1 group
which keeps working and maintain some semblance".

been refused andspraying hasDDT mosqui toes are
beingthen the programme isres i stant why continued and

funds put to wrong use".
blood★ "Anyway theget to meet target. Howwe smears

authentic are they".

06388
V

"Health wants to sit
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ON COMMUNITIES ROLE.
’’We will do our house work, why should I do neighbours work*

and who will clean the gutters inbetween”.
but we know fever and chills"We do not know Malaria,■k

Where to bring money forpoor people. al 1 other"We* are
Just have some pegs of alcohol and sleep over".things.

the way and explained aboutpeople all* "You to uscame
problem, otherwise who talks to poor likepeoplemalaria

us" .
because of getting malaria if we don't agree for DDT* "Just

sericulture i sspraying, cannot starve ourwe as
1ivelihood".

poor cannot afford bed nets and other things. We"We★ cover
in bedsheets or drink arrack and sleep".ourselves

"You have the time and purpose hence you sit and explain notk

the government health workers".

ON FISH TECHNOLOGY.
team started working in this area the"After Delhi malar i a*

come down. The fishes they have released in wellsthehas
We are not scared of drinkingc1eaned wellhave water.

water now".
"They asked us to plant and look after it so I am doing just*

"They not
thought I could eat them".Igrow.

that"
came and released fishes in our well and they do
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ON THE ROLE OF VILLAGE PANCHAYATS.
member"The comes only for votespanchayat and fornot

cleaning the gutter".
★

* •

)

»

"Panchayat must do all the work. Why should we do it".


