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The Role of “Theatre for Development”
in Mobilising Rural Communities for
Primary Health Care: The Case of

Liwonde PHC Unit in Southern Malawi *
EZEKIEL KALIPENI & CHRISTOPHER KAMLONGERA**

ABSTRACT

This paper argues that the mosi important ¢lement in health care stralegy is
community participation. If social welfare is to be effectively improved it must
involve the people in making their own decisions and waking their own actions,
Using popular theatre as 2 means of communicaton and education, the Liwonde
Primary Health Care Unil in the Southern Region of Malawi has succeeded o
motivate residents of two rural communities W actively involve themselves in
primary healih care aclivities, The impact of this innovative approach to commu-
nication and education for health has been remarkable. Recent data indicates that
cases of deaths due 1o preventable diseases such as cholera and severe diarrhoea
have been dramatically reduced especially in the under-five age group. The
construction of pit latrines and improved water supplies have been vital 0 the
improved health situation.

Introduction

The success of development in every country must be reflected in the health and
socioeconomic well-being of its people. This impliesthat, as anation develops, the
incidence and prevalence of infectious and killer diseases musi be eradicated or
curtaiked, resulting in the decline of both infant and adul mortality rales, merbidity
rates, and in the improvement or increase in Life expactancy atbitth. Health is both
a prerequisite 10 and concomitant of development. The provision of Western-
sty led health facilities may not necessarily resultin improved health conditions. Of
critical imporance is the motivation of the local people 1o help themselves in health
maiters. This can be achieved if health information and education it disseminated

* Revised version based on comments of sanymaous reviewer, resubmitied for
B
istant essor of Soci ¥, ent o
Geography, University of Ilinois 220 Davenport Hall MC-130, 607 South Mathews
Street Urbana, Ilincis 61801, V.S.A,
Christopher Kamlongera {PhD) Professor of Fine and Performing Arts, University of
Malawi, Zomba, Malawi.



34 EKalipeni & C Kamlongera

in aculturally acceptable manner at the comanunity level, In Malawi, the provisica
of curative services. which are based on the Western biomedical model, takes a
large proportion of the total government funds allocated o this sector { Natiogs)
Statistical Office, 1992). The lack of effective outréach capacity in the health care
system has been long recognised by the Ministry of Health and seraegies for
cresting acommunity based distribution system thal emphasises the primary healih
care approach are being implemented in various parts of the couniry despite the
severe lack of wained medical personnel (National Statistical Office, 1992).

Figure 1; Southevn Malawi and Liwonde PHC Project Areas
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The aim of this paper is to demonstrale oné inexpensive way in which
information and education about health and sanitation can be inmovatively dissemi-
nated in rural sertings. The paper doconents an effective sirategy that was used in
three villagesin Southern Malawi soinspire the local communities w0 do something
on their own about their precarious health stams during the latser half of the 1980
decade. These were the villages of Mbela and Mwima located close o the Shire
River and Chisi Island located on Lake Chirwa (s¢¢ Figure 1). First, the paper
briefly reviews the: current strategics used for the dissemination of primary health
care information in Malawi and notes how these sirategies have failed toreach out
10 the majority of the people in the raral countryside. Second the paper examincs
the health situation that existed in Mbela and Mwima areas before the introduction
of the Liwonde Agricultural Development Division {ADD) Primary Health Care
programme. Third, a conceptual model of the main approach that has been used to
mativate the people of these areas to assist themselves in primary health care
activities is briefly described. Finally, an evaluative discustion of the strategy used
i these three villages is offered.

Heglth Information and Education in Malawi: An Overview

In Malawi, primary responsibility of the Health Education Services of the Ministry
of Health is the health education of the public (both raral and urban}. This activicy
is accomplished through hooks or magazines (e, Moyo, Family Health Nowslet-
ler, Boma Lathy, Za Chikoamnbi, posters and child spacing booklezs) writien in both
English and Chichewa, the national language. Moyo and Family Health Newsletier
are published by the Health Education Unii of the Ministry of Heakh. Za
Achikumbi (Farmers™ Forum)} ispablished by the Ministry of Agricultre and deals
with maters related to agricultoral production while Boma Latho (which special-
ises in providing general news and information o the litcrate roral community) is
published by the Ministry of Information and Broadcasting, Thess magazines
contain information on ways (0 prevent discases such ag malaria, bitharzia,
diarrhoes, toberculesis, AIDS, leprosy and many other common atlments.
Education is also effected twongh regular radic broadeasts of health messages
prepared by various ministrics and government depertments (Chilivumbo, 1975).
For example, the radio programme ‘O Phiri’ isa joint veniizre between the Ministry
of Health and the Miniswy of Agriculiure and it deals with health and agriculiure
issues. ‘Umoyo ndi Chimdouko m"Malawi' (Health and Development in Malawi)
is another jointly prepared radio programme between the Ministries of Health and
Community Services and deals largely with issues relating to heelth and develop-
ment. These broadcasis are in both Chichewa, the national langnage spoken and
undersiood by the majority of Malawians and English — the official Government
language.
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Anoctber channel for information diffusion is the use of visual aids: posters,
pamphléts/ieaflets which cary sclecied health subjects. Furthermost, priof 10
1990, joint efforts among the Department. of Agricultural Communications of the
Ministry of Agricultue, the Minisiry of Commumity Services and the Department
of Information inclnded the “yellow van™ mobile unils equipped with film
projescions snd puppet shows (see for example Kamlongera, 1986). Unforunately
the “yellow van” mobile film unit programme bas been discontinued due io
financial difficulties. The mobile film wait used o wave] © schools and those
villages thot were readily accessible 1o present free filn shows on health education
and other development relmed issuce.

Private agencies such as the Christisn Hoepital Associstion of Malawi (CHAM)
and religions institations are slso active in one way o snother in the dissemination
of health information. For example, the Christian Hospital Associaton rung
ouireach programmes at its larger hospitalz. Functiomal literacy centres and home
craft centres also play ab #nportant role in dixscwinsting health and nuerition
information to rural communitics. Daily health talks st clinics, health centres and
hospitals are an additional important source of information, In beief, this consti-
ot the information cormmubication st ap in Malawi,

In spite of the commendable multi-proaged efforts direcied st the rural popula-
tion, coverage it limited due to & combination of factors, pacticularly insufficient
health exiension personnel, high iliteracy rmes and low ownership of radiog,
Abourt 88 per ceat of the population in Malawi is roral and a karge proportion of this
poputation 2 illiwrate, The results of the 1987 Population and Housing Census
ceveal that slightly less than balf of the population aged 5 years and over had some
education. About 42 per cent of the population aged 5 years and over had aftended
only primary achool education, When this is brokea down by gender, sbout 55 per
cent of male populstion aged 5 years and over bad acme cducation compared with
about 36 percent for females (National Statitical Office, 1991). In as far as literacy
is concerned, abowt 42 per-ceat of the population aged 5 years and over was able
wread and write Chichewa, English or both languages, However, more males than
femaies are sbie %0 read sod write Chichewa, English or both languages, ie, 52 per
cent of oaaies see Lisersie in 08¢ of both of the: languages compared o only 32 per
cent of females (National Statistical Office, 1991). These figures arc certainly an
improvessent over those of the: 1977 censuas in which ondy 30.6 percent of the males
and 14.5 per cont.of the females in Malawi weze litemaae (Mational Statistical Office,
1984). However, by African standards, the current liceracy raits arc kower than the
average for syb-Saharan Africa which waz 60 per cont in 1990 (UNESCO, 1992),
In teyms of nacal/wbes differentistion, it snst be kept in mind that the majocity of
the literate popalation is concentrated in urban arcas. The implication is that the
bulk of the popalation based in rural arcas cannot read the healdh information is the
variows panphlets sod magazines,
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Secondly, only a small proportion of the ital population has access w the radio.
In 1937 sbowt 19 per cent of the persons living in houscholds had access (0 a radio
in working condition. In rural arcaz sbout 15 per cont of the persons Bving in
houscholds had access to a radio as compared to 50 per cent of the urban population
living in households (Natioral Statistical Office, 1991). Clearly the health infor-
mation broadcast on the radio does not reach the iniended target population. Thus,
there i & clear oeed 10 involve the rumal people and their leaders; o motivae them
0 help themselves, In other words, the diffucion of health information and
education shoald not only come from sbove but should also inchode a botsom-up
grass root level component as documented in thia paper theough the: ase of the
“Chanceilor College Theatre for Development™ which appears i have boen very
successtyl in motivating psople within the areas of Mwims and Mbela in Liwonde
ADD FHC programme.

Primary Health Care in a Rural Setting

Mwima and Mbela are rural rading centres with basically maral characieristics,
Each centre has a markei that meets once a week. Present st thess centres are a few
grocery shopsand t2a-rooms. These centres ane in 4 senge central areas surmounded
by rural villages engaged in subsisiencs agricultural activitics and some cash
cropping. The main food staples are maize and sorghuam and coton is the maia cash
crop, Each of the areas hag an estimaied population of 10,000 people. Mwimas is
located slong the main Liwonde-Mangochi road sbout 16 kilomesres from Li-
wonde Township and Mbelaisabout 15 kilometres away trom this road {see Figure
2). A secondary road which bocomes impazsable during the rainy sexson (Movem-
ber to Februnry) patses through Mbeta trading ceatre from Balake bo join the
hwmde-mwmmmﬂmmmmmmsmm
River, outlet of Lake Malawi bocated within the Great East African Rift Valley,
Temperatures range from a minimum of 6°F during the: cold season (May to July)
to well over W00°F during the hot and rainy seasons. Rainfall is adequaie io allow
the growing of both food and cash crops.

Ou the other hand Chisi Island is on L ake Chirwa (3 mostly swampy intand basin
lake with no outlet). An estimated population of 3,500 people live on this istand in
anall Fishing village communitics. The island is abowt 15 square kilometres i ares
and is reachable by small boats and canocs whose capacity is 2 606 persons pex trip.
Twice a day the largest boat (with a capacity of 6) fesries people 10 and from the
island o the main land. There is a full primary school on the island which jsina
dilapidated condition. For the nearest health centre people have to travel over 20
Lilometres 1o the General Hospital in Zomba.
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Figure 2: Liwonde Agricultural Development Division (ADD)
and Areas of PHC Activities (Mbela, Mwima and Chisi Isiand)
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All three areat (Mbels, Mwima and Chisi Island) are within the boundarics of
Liwonde Agricubtural Development Division (ADD) based at Liwonde Township
(sec Figure 2). The activities of this ADD have been partly funded by a German
Technical Aid grant. Instead of concentrating on agriculural extension services,
the Germaan am sooght permission from the Govemmeni of Malawi w set up 2
Primary Health Care Unit wt the ADD's headquariers 10 initially provide esseatial
PHC servicosto anumber of seleciad ansas within the ADD, Clearance was granted
sometisne i 1985 and activitics of the PHC programme at Liwonde began in 1985,
The progesnme is rum by a medical doctor assiswed by a senior chinical officer, &
public health nurse and & senior health assistant,

The PHC team for Liwonde ADD in collaborstion with members of the
Chancelior College “Theatre for Development™ has been successful in stimulating
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the interest of the people of Mwima and Mbela arsas io engage in locally

determined primary health care activities. The principles guiding the introdoction

of primary health care in these areas are as follows:

i)  People's concems and priorities are the main starting point.

iy The motivation and participation of the community in its own health care is
the only basis on which an enduring and compeeheasive programme can
be built

1ii) Primary health cars must be linked to the averall national programme but
must not be seen as an imposition from above and should include a sirong
bottom-up grassroots level component in the planning process.

iv) Health is one factor in the total development of the people. Involvement of
other development sectors, such as education and agriculwres is a must.

The Liwonde ADD PHC Unit has three independent components working hand-
in-hand ko promote community health and social well-being, The first and most
importani is the communiry itself; the second is the PHC Unit team led by an
experienced medical doctor; and the third componemt is the “Chancellor College
Theatre for Development”™, Thers is ne rigid hicrarchical avangement in the
provision of PHC services in this rather unique programme. The componenis can
be arranged in a set.of three interacling but independemt circles {see Figure 3). The
functions of each of these are described in the following about the concepal
sirategy of the “Theamre for Development”.

Figure 3: Organisationsl Structure of Liwonde ADD PHC Unit
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The Conceptual Strategy

The Community Involvement

As BRennet and Cole-King (1982) point out, Malawi has a long tradition of
community involvement in development through “self help” projects. Communi-
ties are organised according (o3 combination of traditional and political structures.
Traditional chiefs, village headmen and clders act as the decision-making authovity
in villages. They deal with sociat and cultural adminisirative issnes such as land
dismribution and use, land and other disputes and raditional ceremonies. Parallel
to this soructure, are the political party organisations at district and village levels.
During the Banda regime, boch raditional and party autherities were combined in
what was known as the Area Action Comminge, the vaditional leader being the
chairmhan, The Area Action Committee included some Government Geld workers
such as agricoltueal, community development and health personnel, as well as
community elected members. The Area Action Commitke was supponed by the
District Development Committee and it, in turn, supported and coordinated the
village or Branch Action Committees. Generally, a Branch Action Committee
covered one of several smaller villages and, ike the Area Action Committees, their
members were drawn from the party and waditionat structures. With the new
democratically elected government, the political stroctures may have been modi-
fied 10 a lesser or greater extent but the role of the waditional leaders remains
unattered. It shonld also be noted that even during the Banda regime, Action
Committees largely existed on paper with communities preferring 10 set up project
comminess as and when the need arose,

While Action Cominittses were mainty concemed with specific development
projects for genemmting community resources, mobilising labour and materials, et
they also served as a channel of communication on official, political and develop-
mental mateers. Thus it can be safely qoncluded that in Malawi there exists a well-
defined community organisational structwee, which links iraditional and the
modem political sysiem and which provides ppportumities for communication and
dialogue with govemment officials at different levels. How effective this channel
of communication has been remains to be evaluated,

The Liwonde PHC Unit utilised this oppormmnity of an already existing organ-
isational struciure in the communities. The Unit advised the people 1o select their
own village and area health committees in Mwima, Mbela and Chist Istand areas
atthe beginming of the project. The size of sach village health commiitee was o be
R mote than 10 members with 3 chairman, secretary and weasurer, The members
of the health committees were elected by a show of hands at meetings of the whole
community attended by the Liwonde PHC Unit team. In Mbela area there were 12
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village health commitices and one area health commitiee. In Mwima there was o
weat of 10 village health commitiees and one arca health commines; and on Chisi
Island thene were 5 village health commitiees and one area health commities.

The functions of health committees were o report on infections dissases,
organize people for health campaigns and health education mectings, and idemify
healih problems in the village. They were also responsible for making sure that the
community provided itself with and maintained safe water supplics through the
profection of wells. The commitiees were further charged with the doty of
promoting the use of health facilities, cspecially for materal and chisd bealth care
and immunisation; and the promotion of lawrines and refuse disposal and improved
housing.

To ensure the commitiee effectivenessy, two members of aach village healih
commiltee were selected toreceive training in health matters, These iwo volunieas
atiended a very concise training course of one or two days which was beld at the
local primary school in ¢ach village, Thiz enawed that all participating volunieers
were able o reach the raining places on foot. Teachers and local leaders were also
invited to these training seasions. These trained members then took the role of the
community volunteer health workers (locally known as “ community doctors™) and
were able to administer first aid and baskc medical care, especially foc prevalent
diseases such as diarrhoea, malaria and conjunctivitis which mostly affect young
children, Training in sanitation comprized part of the cyrriculum,

Role of Popular Theatre
The most unforiunaie thing about primary health care activities iz that there is very
litde involvement of communities in the carly stages of planning. The tasks and job
description of primary health care workess are conventionally developed by a
government appointed committee at the national level without consulting the
concerned roral communitics. The end resubt is that a disgnosis of needs and
asseszment of the organisational potential to suppost and manage health activities
at the commonity level is most afien lacking in most PHC plans. Usnally
communities are “told” about the intended programme, ad asked & Cooperate
without any constructive inpot on their part, 11 ig the usval 10p-down approach,
The three villages covered by the Liwonde ADD programme (Mwima, Mbela
and Chisi Island) were selected based on their level of undendevelopment and lack
of accessibility 10 modem heailth care facilities. As notad earlier, there @ o
modem health facilities within the vicinity of these villages. Under these condi-
tons intensive preparation of coenmunities for an impending health care pro-
gramme is difficolt, requiring good sockal and comwmnication skills oo the pan of
health care providers. Furthermore imowledge about health matters has o be
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carefully combined with sensitivity 0 local culmral values. Unfortmately, agen-
ciesinvolvedin health care matiers usually donot have the capacity , skills and time
10 learn more about the cultural specificities of ihe local people. The tendency is
1o *tell” or “otder” sather than to probe, stivaulate and draw out ideas, and build on
and leam from existing knowledge and expettise.

The function of the “Chancellor College Theatre for Development™ was to fill
this vacuum, ¥ probe, stimulaie and tease oul ideas from the community iself. It
is on these ideas that the PHC Unit builds its PHC activities in each arca, Before
the PHC 1zam started the implementation of its activities in Mwima and Mbela
areas, the "Theatre for Development” was called upon to go tothese areas and make
anassessment together with the community about their health problems and needs
angh whay they thought should be done to alleviate their plight. Afier preliminary
discussions with the people, the “Theatre for Develapment” team found out that in
this area especially during the rainy scason the rural population is particularly
susceplible w diseases notably cholera and diarrhoea. The latter is particularly
serions for the onder-Five year age group. When the people were first contacied by
the “Theatre for Development” the major problem was the poor quality of health
of the population and their main desire or perceived need was the establishment of
ahealth facility within the areas. Further discussion, however, revealed that many
members of the community were reluctant to use the health cenres for a whole
variety of socio-culiural reasons. Among other problems identified they had 0
walk long distances ard spend all day in order to get 1o such facilities, often o find
the medical superintendent out or o find relatively anhelpful personnel as pressire
of work often led them w make snap and unhe!lpful diagnosis. Some of them Found
such cenpres both imposing and thremening.,

Furthermors, many of the diseases they were suffering from could cither be
prevented of treated much earlier, much more cheaply and much more efficiently
within the local community. Thus the role of the “Theatre for Development” was
o provide community awareness, to molivale the people 1o diagnose their own
specific problems and 1o stimulate them to find focal solutions ) the problems on
a self-help basis. This was effectively achieved through the medium of looscly
structured plays and skeiches in which local community problems were examined
and potential local solutions explored. At cenain points of the drama the: villagers
were asked 10 participate in the play by determining in what direction the play
should develop. Under such conditions it was frequently discovered that raditional
barriers toward local authority could be broken down and issues freely amd openly
debated democratically. Thus, through local entertainment, local awareness was
heightened and the villagers motivaied tobelp themselves. The detailed desighand
process of the “Theawre for Development” is given in the following section.
Unfontunalely, the “Theatre for Development” did not cay out these preliminary
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activities on Chisi Island where the introduction of PHC activities was keft to the
PHC team alone.

Role of the Liwonde ADD PHC Unit

The roke of the three-man team in Liwonde was to render technical agsistance and
supervision to the voluntoer village health workers. The team avoided the tempta-
tion 10 exercise authority over the community volunteers and did not want 10 be
perceived as superiors. Rather, the central objective of the tcam was lo actas a
backstop by encouraging the people in the villages 1o solve their own problems
{heakth or heatih related) through the self-help concept.

The Process of “Theatre for Development”

The use of theatre for educational purpoges is not strange o Malawi, Women inthe
country have been known & employ drama during initiation rites when they wish
to impart kmowledge on maniers of sex, motherhood, personal hygiene, &4, to
novices undergoing initiation upon reaching puberty (Kamlongers, 1984; He-
litzer-Allen, 1994), Use of theatre as & tool for development is becoming wide-
spread in Africa as a whole (see Kidd & Goa, 1980; Eyoh, 1986). The strakegy in
“Theatre for Development” work is to shift emphasis from script as happens in
conventional “professional” theatre to the process of creating the drama and what
happens thereafter. The differences are shown in Figure 4 on the following page.

Whereas the script and the actor dominate in the “professional” theatre, it is the
creative process - which is dependent on research — that is central to “Theatre for
Development.™ This is research carried out by both the theatre practitioners and the
villagers amongst whom they work; in other words, participatory research. A
description of the work caried on at Mwima provides a good piciure of what
actually goes on in this work,

Theaire for Development af Mwima

The drama team is made up of drama students and lectorers of drama from the
Department of Fine and Performing Arts at Chancellor College. The keam goes oot
fully aware that they know nothing about primary health care and the simation
regarding this issve in the villages. The onderstanding between the primary health
care ‘experts’ and the theatre team is that the latier are to work as an advance party
in the villages. They go out 1o scout on problems that exist in the villages, The
approach here is 1o let the villagers participase in the scouting by providing them
with a forum Lo analyse and articulate the health problems as they understand them,
When the (zam amives in the village — following advance notice of an impending
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Figure 4: Differences in Approaches Between
Professional Theatre and Theatre for Development
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First Visit: Research

The Medical Adviser in-charge of the PHC programme in the area explained the
purpese of the visit. A member of the Theatre for Development team took over
from the Medical Adviser explaining the “theatre™ aspect as the immediate goal,
not the provision of wanted facilities as the case might be. Here the emphasis was
1o get the villagers tounderstand thay the visiting izam was in the village to 'leam’
abont the village from the villagers themselves. During discussions, the villagers
articutated their grievances and requirements. A few comments on their
tatives at both local, dismict and parliamentary levels were raised. Villagers were
told very clearly that information gathered here was going to provide matcrial for
dramatisation on issues relevant (o health, A list of ‘grievances” by the villagers
was noted which included the following things:

a) absence of a nurse/clinical officer;

b lack of good protecied water;

¢) lack of proper market in the place;

dy  existence of various discases ¢.g- diarchoca, measkes, scabies, and anaemis:
¢}  lack of leadership in matters of health;

f)  hospitals being wo far; and

g) lack of general information.

After the discussion the team, together with the villagers, went on a tour of the

village 1o see instances of health hazards in the area. This our wag led by the

villagers themselves, who explained what they felt was wrong with what they saw,

Usually these explanations were defensive and soprovided an opporanity for brief

discussions which led 10 a balanced and revised understanding of the

The discussions were not formal, but were carried on an ad Aoc basis as people

walksd about. The first visit ended hene with the promise of another visit the

following week.

The most immediate and obvious health problem recognised by both the visiting
team and the villagers was the condition of the wells that people were drawing
water from. The wells were not taken care of by anyone and did not have aprons
aroynd them, Discussion-on this problem led 1o the agreement that it was one which
could be remedied quite easily, The villagers agreed that they conld have the aprons
around the wells done if they had cement. The Medical Adviser promised to get
them the cement the following week. This work involved clearing the area
suroinding the wells and gathering bricks and stones.

Back to campus the theatre team gether with the PHC team held a plenary
s¢ssion to discuss the following:

a}  problems identified and worthy of considerstion for dramatisation; these
were availability of water and wawt hygiene, sanitation, and the formation
of village health commintees and the education of the people on the need for
such committees; and

b} action to accompany the theatrical presenation,
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Folbwingﬂlmdismssimﬂwﬂwawmwentwimpmﬁw&u!ﬂﬂw
issues raised during the visit and the plenary session back on campus. The idea of
the improvisation was to prepare a ‘demonstration” sicetch which would be further
developed on site logether with the villagers as both commentators on and

i in the play.
mmemesmmwdemyswmmmdﬂp
Muem.mismwalhwﬂwgmwmgucmmaspmsibkwuwmm
living habits and their problems. Through these stays further information of
gricvances was callected, ie, the relationship batween the villagers and health
personnie) at hospilal and how the former felt aboutit was explored to the full; such
information was gathared informally in chats with individuals, Later on this was
pul to good use in trying (o gei the people to see the need for establishing village
health commiiipes.

The Play
The play that was presented 10 the village woas & mixiure of drama and open
dizcussion. The procedure here was = follows:

Phase i;
A mother comes to-complain to her chief before his elders 1hat she has lost her son
in a drowning accident. Forther discussion of the accident leads w a decision that
the villagers should dig a well from which they can draw wates instead of using the.
river which is not oty dangerouz, bt infested with alt sorts of discases,
Having agreed that they should have 3 well another problem comes up, Where
do they site it? The chief dictates that it should be close 1o his house, but the elders
object and suggest ahemative sites which are also objectionable. One is 1o close
to& geaveyard snd therefore cultarally unaccepeable, The other one is too far away
akhough at the ceatre of the shopping area. The chief then'opens the debale to other
villagers present (the audicnce that is) 10 express their views.on the subject. At this
point the play becomes a real discussion rather than just entertainment. The
villagers join in the debate, They point out that 2 well chose to the chiefs honse will
inevitably be difficult o approach at will as the chief will expect people to treat it
a4 if i was hiz own personat property. Their choice happens to be somewhere in
the middle of the village. In real terms this is in fact where the village's well is
located. The discussion moves on 0 touch on how the village should actually take
care of the well once i is dug and what people should nog do in order to make it
cmmsmmhia@mkhﬁhmﬂwvﬂhm'mmﬁmd'
ﬂmlbeyﬂmwlmduatﬂnwﬂ.es.clmhlghbyﬁhpmmdwndﬁngclm
mcbummewﬂhﬂudofamﬁmitmminmismoflhe
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discussion/drama are women for they are more knowledgeable abow usage of
wells than men. Several problems relaled 1o the question of water are brought out.

At this point the theatre group opens up the participation in the dramatisation to
the: villagers by encouraging the laner 1o act in a repeat of the sketch just presenied,
but incorpoeating ideas and arguments that came along as it was first performed.
In this way more srguments, discussion on the issnes relevant to the question of the
well and its maintenance evolve. After the village's dramalisation, a summing up
session is pone into. All this is done by the theatre team and the villagers. The PHC
f2am just walches as a passive avdience; if ever they participate in this it is either
as actors or gndience, NOT as experts,

Phast 2:

Building on complaints about the way hospital parsonnel weat the sick, a sketch is
developed whose thrust is 1o get the villagers 1o find altematives 1o the hospital
when faced with simple ailments. This leads 10 a discussion of selecting among
themselves people who might take care of their immediate health needs (ie, heatth
committees).

Having developed this part of the skeich the whole play is then taken to the
market square where a larger andience is in anendance. The play here substittes
details relevant 1o the village set-up by those referring to the market place. Insiead
of just wells, the question of digging garbage trenches and general cleantiness of
the maeket are incorporated into the drama. The performance once again is a
mizgre of acting and discussion of issues raised. By the end of the performances
sufficient ground has been covered o prepare the peaple to select their village
health and market commiitees. This latter part is left in the hands of the PHC tcam,

The “Theatre for Development Approach™ may be summed as follows. First, the
theatre group consults with PHC field workers and discutses rather than stmply
accepts issues raised by health people. The idea hene is 1 acquaint the theams
practitioner with PHC needs. Second, oul of consultation and discussion with PHC
workers a sketch is improvised and taken o the village. The purpose of this visit
is to first of all establish the theatre for development idea and 1o extend discussion
of the problems of PHC in order to tease out the villagers’ point of view. Third, the
scenario is prepared using findings of the first meeting in the village and rehearsals.
Fourih, the play is presented to villagers. The presentation style emphasises an
open-ended approach to allow foe discussion as performance is going on. A resull
of this is frank panicipation between health workers, villagers and theatre people
inthe discnssions that arise out of an on going pecformance. Finally, the PHC tcam
comes in with wechnical details and assistance as per issues pertinent 1o the
pccasion.
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“Theatre for Development” and the Focus Group Approach

Although this stndy concentraies o the “Theatre for Development™ approach o
motivating roral people o sclf-help projects, it sust be acknowledged that there
are other equally effective ways of achieving this same goal. The focus group
approach, otherwise known as group interviews (ie, interviewing people in groups
rathey than individually) has become a populsr spproach in highly developed
societics for marketing research. This approach has iss origins shortly alter the
Second World War and was introduced in developed countries such as the United
Staics a8 pant of “motivation research” (Wells 1974), As Wells (1974) noles, the
focus groop, in essencs, is a small, emporary community, formed for the purpose
of the collabarstive enterprise of discovery. The assembly is based on some interest
shamd by the panel members, and the effort is reinforced becanse panelisis are pakd
for the work. “Grouping™ fosters the kind of interaction that penctrates impression
management and uncovers more basic motivations, even when the group s
unawire of impreasion management or of the need to penetrate it.

Usually the convener of the focus group is some advertiser or adverticing
agency, or a political entity that is looking for help in selling a product, a service
or Likz emity. Like most motivation research this approach has been condemned by
the conservative research esablishment as “unscientific” and therefore un-
mustworthy (Templeton, 1994). In spite of the many criticisms that have been
levelled againat the focus group approach, it has prospered, and oday in many
marketing rescarch orgenisations, group interviews are nearly as common xs
interviews done by raditional survey questionnaires, The primary advantages of
the focus group technique include the ease with which itcan be caried out, the tite
taken 0 do 30 and the refatively incxpensive nature of spch a strategy of collecting
information. Other important but largely subjective advantages include groop
synaigism, the spowballing effect and stimulation,

Although in cerain types of research the focus group approach is effective in
gathering the required data, it may not necessarity be successful in motivating
peopk: for mif-telp projects. In a recent stdy, Yelland and Gifford (1995)
ilhustrate thecultural inappropriateness of the focns group inserviews in developing
countrics. However, when this spproach is combined with other pione conventional
or novel ways of collecting infarmation or motivating people then its advantages
become appareet {sec for example Egan, et al, 1995), The “Theatre for Develop-
tneat™ approach is in many ways akin o the focus groop approach, but goes beyond
the: limi¢ations of the focus group. 1 takes isto consideration the cuttural coneext
otﬁemmnﬁﬁumwduﬂhﬂmaﬂmh:ofﬂnvﬂlmmmugm
the process rather than a select group of individuals that are peid money for
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motivation as i8 the case in markeging research in developed countries. In
developing countries, researchers have used the focus group approach o collect
more detailed qualitative information missed during large scale structared surveys.
While it may be able 1o “tcase oul” problems in 8 comumnnity seiting and generate
some insights for the researcher, it is lacks the power of theatre in aronsing interest
and motivalion in the popalace.

The Relative Success of the “Theatre for Development*
Approach

In Malawi, the most common causes of death in the 0-4 age group include measies,
poeumonia, nutriional deficiencies, malaria, ansemia, disrhoeal diseases, letanns
and diseases of the nervous system (Kalipeni, 1993). Reiatively fow discases are
responsible for the bulk of infants’ and young children’s death. It can also be noked
that all the important causes of illness and death in Malawi are preventable, or at
least treatable, by means of the primary health care approach, particularly immu-
nisation and early case detection and rcatment. Consequently, primary health care
programmes which influence moztality are those which address nuwritional prob-
lems in children who are not brought 10 child clinics, promote nutrition in the
homes and ante-natal screening, distribute iron and folate to pregnant mothers,
sirive o immunise infants against tetanus and other maladics such as measles,
encourages sanitation locurh diarrhoes in children, and provides prophylactics and
cagily available treatmenis to the vulnerable age groups and pregnant women.

Interestingly, the villagers of Mwima and Mbela identified health problems of
mothers and children as the most critical health problems. As observed by the
primary bealth care weam, the following were among the most common health
conditions in these villages: nutritional deficiencies, malaria, measles, disrrhoea,
cholera, conjunctivits, hookworm, schisiosomiasis (bilharzia), scabies, and other
COMMON Tespiralory symptoms. Estimates of infant montality rates acocsding (o
surveys carvied out in the arcas atthe beginning of the programme ranged from 170
to 200 deaths per 1,000 live bisths. Well over 50 per cent of the infants were
underweight. On Chisi Island almost all the children aged 4-13 were infected with
schistosomiasis. Less than ten per cent of the households had a pit Lairine. Wells
and springs supplying drinking water were generally mnprotected and in a deplor-
able condition. Deaths from sevire diarrhoea and cholera werea common seasonal
occurrence, particularly severe during the rainy scason,

While it is hard 10 make an evaluation of the effectiveness and/or success of a
newly institted programme, daia gathered from these two villages during the
1985-1990 period indicate that the “Theatre for Development” approach has been
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substaniially effective as a catalyst to self-help and good bealth. The village health
cominitiees, have been very active in wrying to do something about the villagers’
precarious health conditions. The immediate impact of the programme can be
clearly seen in the delailed data that is collected by members of the village health
committees and forwarded 1o the PHC Unitoffice at the Liwonde ADD main office
as monthly returns (see Table 1 foc a copy of the health register for compiling
monthly retumns kepi by the chairman of each village health committee). The basic
pieces of health information collecied monthly include the number of deaths
occwrring in young children and adulls éach month; the number of cases of
diarthoea each month, the number of famities with Jatrines and the number of
families using safe water supplies. In addition, volunizer PHC workers record
additional information in their registers which inclodes cases treated and referrals
and monthly nutriional and weight surveillance for children. In general the
effecliveness of the programme on the health and living conditions of the people
within the theee areas can be gauged by looking briefly at statistics on sanitation
and water, maternal care and reponed infant deaths, and provision of basic
medications. We briefly provide some data for two petiods, namely, pre-interven-
tion (1986 and before) and post-intervention (1987 and after). The data presented
in the tables that follow was largely compiled fom the monthly returns registers
as shown in Table 1,

Sanitation

Ag far as sanitation is concemed, the rumber of hand-dug wells and latrines
increased dramatically within a short period of time. By 1988, three years after the
onset of the programme, the villagers in Mbela and Mwima arcas had over 40
protected shallow wells of about 4 10 7 feet in depth. Concrete slabs have been
construcied around the wells so that surface water should flow away insead of
lying stagnant around the weil and potentially polluting the water supply. Mwima
has a village community workshop for producing concrete slabs for latines. The
materials and technical advice are provided by the PHC team from Liwonde wsing
4 limited amount of resources from a German Technical Aid grant. Befors the
mﬁvalofmePHCwaminl%SmempwmtofﬂlehmmlndpillmmA
few months later, in June 1986 49 per cent of the households in Mbela and 51 per
cent in Mwima had construcied pit latrines 10 the recommended standards. In
February 1987, about 71 per cent of the families in Mbela and 81 per cent of
families in Mwima had decent pit lamines (se¢ Table 2 for data on pit latrines for
Mbelaarea villages for June 1986 and February 1987), A simple statistical analysis
of the differences of means test in the increase of pit latrines between June 1986
and February 1987 turned out to be statistically significant al the 5 per cent level
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experienced significant increases in households with lairines a couple years afier
the inception of the programme, A few people we interviewed in Mbela area

out a number of advantages for building latrines. Among them were self-
mpemfotumndmdmlmdfmnnymdpmvenmofmmmwamnmpmmle
betier health,

This i3 in contrast 10 the experience of Chisi Island where the PHC team went
in without the assistance of the “Chancellor College Theatre for Development™
troupe (3&¢ Table 3). In June 1986 only 20 per cent of the houses had latrines and
this increased to 30 per cent by February 1986, A difference of means t-test
indicated that, on average, the increases latrine construction experienced by
villages on Chisi Island was not statistically significant at the 5 per cent level of
significance (see note in Table 2).

Tabie 2. Number of Latrines in Mbela Afea

¥illage Number of Number of Latrines
Houses
June 1985 February 1987
Number % Housss Humber % Houses
with Latrines with Latrines

Mitim 242 1o 41 123 47
Said-Son 58 7] 55 42 S50
Chipole 148 45 39 75 45
Kalambo 62 44 n 48 7
Mbela 150 106 bl 136 %1
Pyoli 30 93 30 5 79
Makuta 319 203 &4 262 -]
Herbet i3 L 445 108 91
Abudu 2% 123 36 150 63
Nzanja L3 50 36 62 45
Kabor 107 » 35 80 g
Total 1,906 926 49 1,350 71

Nowe: Estimated popylasion for Mbels area: 9 5
Mmﬂemluofpmad' samnple differe mor-mmmm
wmgmmlﬂmmm 40,45, standard deviaton: 14.75
Pmblﬂnp;rmm bowses with larrines iy 1987; 71.36, smnderd devision: 13.41
fences t-value: 4.24, p-value: () )02 (j.¢. the difference berween the means
4945m7136umumwyﬂsmﬂuuum, 05 Jevel of sigmificance.

mu.mmumummnmmﬁmcﬂ Unit, Monthly Refumns.
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OnoeumPHCprnmnmemeclaandemmmmmdmdumgﬂw
nevel approach of “Theawe for Development™, there were remarkable strides and
Egains, The village health commitiees motivated by the “Theatre for Development™
performances, became very active and membership of the commitiess remained
intact with just a couple of drop-outs. In contrast, the people of Chisi Istand were
not exposed Lo the “Theatre for Development™ approach and scemed to lack
motivation. The village health commintees on the island, just like in many rural
areas, appeared 1o inactive and unconcemed about the communities” plight in as
far sanitation was concerncd. The lack of motivation in Chisi Island and the
eothusiastic adoption of PHC in Mwima and Mbela provides more credibility wo
the potency of the “Theatre for Development” approach,

Table 3. Number of Latrines on Chisi [sland

Village Number of Number of Lagrines
Housss
Tune 1984 Febuary 1987
Number % Houses Number % Howss
with Larines with Latrines

Maluwa 170 13 B M 20
Tehuka 45 B 13 5] 33
Chilima 0 {0 ¥ L2 40
Kotamu L5% 43 1 42 26
Miambira 152 23 15 i X
Chigwere B3 28 3 26 k11
Klumali 42 4 b 17 40
Todal 681 £29 19 176 6

tNoke: Esmmm:lpopulntmnfmhlbelauu 3,405
Resulis of paired sample differences of means
Mean per cemt of houges with larrines in F986: w-ns standard deviation: 1064
Mean per cent of houses with latrines in 1987: 30.00, standard deviation: 8.43
Paired differences t-value: -2.24, p-value; 0,066 {i.e. "the difference between the means
200456 and 30.00 i wor scatistically significans at the .05 Jevel of significance).

Source: Liwond2 ADD Primary Health Care Unit, Momhly Retarns.

Maternal Care

As far as matemnal care is concemed, the programme selected a number of
iditional birth atendants (TBAs) who commanded respect in the community,
The TBAs were then trained (0 provide basic antenatal care including iron
supplementation, malaria treatmeni and high risk seresning. Furthermore, commau-
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nity “doctors’ were selecied and wrained (o diagnose common conditions and
administer basic medications such as chloroquine, aspirin, eye oinlment, scabies
ointmentand so.on. The community ‘doctors’, in collaboration with the TBAs, take
up the tasks of nuwitional and health surveillance of children {including the
identification of children that require immunisation for the next mobile PHC team
visit, or to encourage mothers 1o go to the under-five clinic on appropriate days),
the diswibution of chiovoquine, first aid and treatment of minor ailments, the
management of diarrhoea in children, and treatment of malaria and selected
common conditions in children and adukis. They also educate families and
communily groups on the prevention of these conditions. The effons of these
dedicated. community based (unpaid volunteer) PHC workers have been amply
rewarded.

Incidence of Disease

Statistics from the PHC unit in Liwonde show that the seasonal outbreaks of
Cholera declined considerably between 1985 and 1986 when the PHC project was
in progress (Table 4). Furthermore, immediate reporting of suspected cholera and
severe diamrhoea (o health institutions by the community and improved wasee
§uppliesbypmﬁsion of sanitary structures at wells/springs have been vital to the
improved situation, There has also been a significant reduction in monthly infant
and child deaths caused by diarrhoeal discases. The incidence of diarrhoea in both
children and adults experienced a remarkable reduction during the 1985-1990
period (se¢ Table 5). However, wemust caption that the data in Tables 4 and S could
be on the low side rwsevmlmnsincludmg under-counting due to parents not
taking their sick children to the village healih worker. It may also be due Lo the fact
that the year 1987 was somewhat drier thap the year 1986 in terms of rainfall,
Dnsmmmchasdianheammwlmmnmdumgmcminymand drier than
nmmal_ Season may reduce the incidence of diarrhoea and/or cholera. However, the
trends in the data were obviously encouraging. Similar data for Chisi Island was
not avallable due 10 noncooperation of the village health workers charged with the
responsibility of collecting such data,

In addmon o the teduction of communicable diseases such as diarrhoea, Mbela
and Mwitma experienced substantial declines in monthly infant monality figures
berween the 1984/85 and 1987/88 periods as shown in Table 6. The current
£sumated infant moruality for Mbela and Mywima areas is 150compared to 180-and
above before the PHC project in this ares. These are a fow examples which
illustrate the positive impact of this Uhique programme as evidenced from the
healih and sanitation data collected by the programme. It is unfortunate that
comparable data on disease incidence wag not readily available for Chisi 1sland

gdr:l the exception of latrines which Could be casily counted in surveys by the PHC
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Table 4. Reponed Cases of Cholera and Severe Diarthoea Incidence in Liwonde Azes

1585 1986
October  Movernber December  Ocigber November  December

Totak N o2 116 153 46 ol 15

of Cases

Total No. 2 o ! 1} o a

of Denths

Total No. L& 15 3 1 Q Q
Positives

Source: Liwonde ADD Primary Health Care Unit, Cholera Quamerdy Recurns, October-
December 1936,

Table 5: [ncideoce of Diarrhoea in Children and Adults in Mbela Areg

Village June 1986 May 1987
Mo of Cases Mo, of Deaths Mo, of Cases Mo. of Deatnc
0-5age Adults O-5age Adults O-5age Aduls $-5ag¢  Aduls
group 2roup group group
Mrira 21 L1 1 ] 9 5 4 1
Said-Son 0 0 o +] 7 1 1 0
Chipole 11 Q 1 1 4 1 1 0
Kalambo 111 76 ] 1 n 6 0 1
Mbela 7 3 2 1 5 2 o
Pyoli 33 2 1] 0 6 L) ) 1
Makuta a3 o4 1 4 4 1 0 1
Herben 13 1 2 0 1 0 1} Q
Abudu 0 16 4 q 6 3 1] ]
Mszanja 33 M o G 2 7 3 0
Kabhowa 10 3 0 ] 5 3 2 0
Toxal %7 205 13 a 631 37 7 4
MNote: zumberofdad:smpurmdmNOTdmtodnnhuﬂahmbmwmyoM
5458

Source: Liwonde ADD PHC Unit, Monthiy Remurns.
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By concentrating the PHC activities in a number of selected villages, the
Liwonde PHC Unithoped that these villages would serve as centres of information
diffusion 10 other nearby villages wheze the programme had not as yet been
initiaied. The model for diffusion was throngh village contact. Indeed this
approach appears o have yielded the intended resalts. At the time we carried out
this evalpation, sarmounding villages were requesting the PHC (eam ta initiate PHC
activities in their arcas, Villagers from surromding arcas were coming 1o Mwima
and Mbela o observe and receive basic first aid care and treatment from the
commemity ‘doctors”,

‘Tuble 6: Nuniber of Deathe Anong Children Aged 0-5 i Mbels Ares
for the periods 1934/35 end 1987/88

“—
T
-
!.:ln
]
2 n
2
3
LR
i,
o .
duns  July Aug Sept Gct Mov  Dee  Jan | Peb
[ Jur 198 Fer 1908 R Jur 1287-Fes. 1000 |
Nosea:

Rmh;ofpﬁmdmnpkdiﬁemufnmuut:
Mean nomber of deaths 1984/85: 16.88, standand deviskion: 4.31
M;un oumnber of desihs |987/88- 1759, sandard devistion: 4.65
e oty vt o s e e i e
Swm.;wﬁﬁrwgu‘mwd e un u;“q; e 2688 und 1789 &y
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Conclusion

The case study discussed in this paper confirms the assertion that PHC planning
ought o be socially and community orienied, aimed at improving the well-being
of nual communities, The communities should be mobilised and motivated to
diagnase their own problems and find their own solutions. Popular theatre like the
“Chancellor Coliege Theatre for Development™ could be employed creatively for
this purpose. PHC planning has tended to adopt the rather namow view of
accessibility relating it to the maximum distance people are willing 1o travel o
obtain a particular health service. Consequently much emphasis has been placed
on building new facilities at grear capital and recwrent cost (o the state without
necessarily improving absolute access to rural inhabitanis. In reality accessibility
10 health services is concerned with more than just proximirty 1o these services; it
involves various social, cultural and commumity hedlth education issues. Active
community participation and involvement is vital in the suecess of any PHC
programme. As shown by the Liwonde PHC programme's relakive success over a
short period of time, there is a clear need o involve the raral people in the planning
process, Inother woirds, the planning process should not only come from above bui
should also include a botiom.up grassroots-level component.
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