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THE POLITICS OF PARTICIPATION 

Judith Dwyer 
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Introduction 
Community participation in health policy, 

planning and services is a central theme in the 
current exploration of community development 
methods for the promotion of health. Participation 
is an idea in good currency, but there is no con- 
sensus about how, when and where to develop 
participatory structures. 

This paper analyses the rationales advanced in 
favour of community participation and describes the 
main forms that participation has taken in Australia. 
It uses experience in human services generally as well 
as in the health area specifically. 

Examples from women’s health are used to 
illustrate the underlying political value of 
participation for disadvantaged groups. It is argued 
that participation, like many other instruments of 
social policy, can be used towards conflicting ends, 
and that its value and practice should be assessed in 
terms of the fundamental question: ‘who benefits’?’ 

What is Community Participation? 
Community participation in health promotion 

or in primary health care refers to a range of 
activities which involve people as members of com- 
munities in identifying, deciding about, planning 
for, managing and/ or delivering health programs 
and policies. ‘Community’ is understood as a sort of 
warm-fuzzy term denoting groups of people 
who either live or work in a defined local area or 
share some common interest as members of a 
population subgroup, such as women or migrants.’ 
The defining feature of their participation is that 
they are NOT doing it as owners, as bureaucrats or 
as professionals. 

A distinction is drawn between ‘community’and 
‘consumer’ participation. The concept of ‘consumer 
par t ic ipat ion’  emphasises the dependency 
relationship between direct recipients of services and 
the providing agencies/ professionals, and is not 
useful for the purposes of this paper which is 
concerned with the broader involvement of 
community members generally. Also, the implied 
focus on health care as a consumable product rather 
than on health as a state of being, a resource for 
everyday living, would tend to support narrower and 
less powerful forms of participation than might 
otherwise be. 
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Community participation was a radical demand 
in the period of conflict and change of the 1960s and 
early 1970s. The origins of this demand include the 
concepts of self-management and participatory 
democracy advanced by the New Left; the growth of 
self-help groups; the Moratorium and student 
movements; the emergence of environmental issues; 
the formation of consumers associations; and the 
collectivism of the women’s movement. These all 
provided a significant social push for participation 
in the decision-making and operational apparatus 
of the State, including health policy and health 
services. 

In the 1970s concerns about the rising costs and 
apparently limitless potential for expansion of 
medical care were building up within the health 
system.* They were matched by pressures from 
outside, including critiques of medicine such as that 
advanced by Illich;3 the growth of medical con- 
sumer groups; and the claims of disadvantaged 
communities for better and more appropriate care 
and recognition of traditional community-based 
forms of care.4 The strong emphasis on participation 
in the 1973 Community Health Program is one of 
the earliest official responses to these pressures.5 

More recent endorsements of community 
participation in health, including that in the Health 
For All Australians Report,6 are based on the Alma 
Ata Declaration, which enshrines participation as a 
cornerstone of primary health care when it says: 
“The people have the right and duty to participate 
individually and collectively in the planning and 
implementation of their health care”.7 

Rationales for Participation 
Community participation in health and other 

human services is argued for in policy debate on the 
grounds of one or more of three major types of 
rationale, which are briefly described below. 

Better Decisions or Service Improvemenis 
This is the commonsense argument that bringing 

the perspective of community members into the 
decision-making process will improve the quality of 
decisions, the appropriateness of service delivery 
methods and so on. This argument recognises the 
value of the knowledge which community members 
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can contribute. and while it focuses on benefit to the 
system, it is reasonable to assume that those benefits 
will flow on to consumers and the community. The 
Health For All Australians Report expresses this 
rationale in terms of the value of participation for 
public accountability, the use of community skills 
and the readiness of non-professionals to take an 
intersectoral view of policy and program issues.8 

A subset of this rationale, expressed in the 
Report of the Better Health Commission, is that 
participation saves money through the mobilization 
of voluntary contributions to, for example, the 
development of new services or agencies.9 

Legitimation and Compliance 
The second type of rationale concerns the need 

for legitimation of health policies and programs, and 
resultant compliance by the community with 
decisions, exhortations and priorities of the health 
system. This is the quid pro quo of participation. The 
federal Minister of Health expressed this clearly in 
terms of a "negotiated consensus from below" in his 
speech releasing the Health For All Australians 
Report.10 The Report itself notes that the need 
to address the social determinants of health rather 
than simply the provision of personal health-care 
increases the need for effective community 
participation, since a 'powerful base of community 
support' will be required to enable the kind of 
changes in the social and physical environment 
required for this task.8 

This rationale can be used to support the more 
cynical uses of participatory mechanisms, where 
legitimation is sought for plans or decisions 
already made within the bureaucracy. However, 
the extent to which communities and community 
groups are able to confer legitimation on the health 
system is a measure of their power. There is thus a 
potential limit on the effectiveness of manipulative 
tactics, in that weak or empty consultation exercises 
will tend to produce little in the way of compliance. 

Redistribution and Intrinsic Benefit 
The third type of rationale moves away from the 

managerial sources of much of the first two and 
draws more centrally on the politics of progressive 

, social change. This is the idea that participation is 
basic to democracy; is in itself beneficial to the well- 
being of communities and individuals; and leads to 
some redistribution of power and resources. 

The Health For All Australians Report 
acknowledges this rationale in its references to the 
"right in principle of consumers to have asay"and to 
the strengthening of consumer voices generally and 
of disadvantaged groups in particular.8 

The clearest examples of the use of this rationale 
for participation in the health field are within the 

community-based organisations of the Aboriginal 
health, women's health and workers' health 
movements. These groupings have provided training 
grounds and resources for the development of 
participant-defined policies and programs, and have 
equipped constituents for effective advocacy roles 
in the broader health system and in public life 
generally. 

The underlying politics of this rationale will be 
explored below through reference t o  the 
participation of women. It is simply noted here that 
the rationales for participation cut both ways. 
Participation can be a major gain for unrepresented 
interests and a way to placate those interests with a 
semblance of power. It can change the nature of 
decisions that are made, and also diffuse the 
responsibility for unpopular decisions. As always 
the ultimate test is the question: 'who benefits?' 

Participation Methods 
If community participation in health policy and 

programs is to become a practical reality, then 
effective and appropriate structures and methods 
must be incorporated into the health system. The 
five major forms of participation currently used in 
Australian human services are described below and 
their sources in the three rationales identified. 

Client Feedback1 Evaluation 
This is the minimal form of participation, which 

simply provides ways for clients to comment on the 
services they have received. It allows for or actively 
collects information from individuals, and is limited 
to questions of effectiveness or acceptability of 
service delivery within established programs. The 
participation value mainly lies in humanizing 
bureaucracy and what Sandercock has called 'acting 
as a safety valve" to soften the worst practices." That 
is, it is pursued in the interests of both better 
decisions and legitimation of current practices. 

Volunteerism 
In terms of its participation value, volunteerism 

is a mixed bag. At worst it is an exploitation of 
unpaid labour (primarily of women) and at best it is 
a powerful developmental process for individuals, 
communities and needed services. Many health 
organisations and most women's services have been 
based on volunteer labour, just as volunteer 
experience has been the catalyst for many careers in 
health services. 

The development of mutual support and self- 
help groups is another important aspect of volunteer 
participation. These range from the multitude of 
support groups formed by sufferers of particular 
diseases, their families and friends and by those 
facing particularly challenging social consequences 
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of biological events (such as multiple births) to the 
self-help principles embodied in community-based 
services such as women’s refuges (which were 
originally established under the Community Health 
Program). It must be acknowledged that health 
bureaucracies assist these groups not only because of 
the positive impact of their work but also because 
they can do it cheaply with largely volunteer labour. 

Consultation/ Public Discussion 
Commenting on official reviews and discussion 

documents is becoming an industry in itself. 
Consultation is now so widely practiced (with 
varying degrees of effectiveness) that it is possible to 
forget that it wasn‘t always done, or at least not with 
the broad list of participants currently considered 
necessary. 

This activity is based both on concern for the 
quality of decisions and on the hope for compliance 
by those who have been consulted. Increasing 
attention to the careful design of consultation 
exercises, to ensure both effectiveness and benefit to 
participants is needed, if the current willingness of 
community members and community groups to 
participate is to be maintained. 

Representative Structures 
Community Health Centres in Melbourne 

exemplify this form, where elected community 
members make up the bulk of membership of 
Committees of Management and have a structural 
role in directing and planning local health programs. 
Women’s Health Centres and Aboriginal Health 
organisations are the other leading examples. 

More recently the District Health Councils, 
underway in Victoria and just beginning in South 
Australia, provide a role for community 
representatives in overall planning and co- 
ordination of health services for a community or 
region. These initiatives require adequate resourcing 
and appropriate links to other planning and co- 
ordination processes. They have the potential to be 
some of the most effective participatory structures 
yet devised for Australia, and they have a basis in 
each of the three rationales. 

Advocacy and Public Debate 
The methods described above concern 

participation by the community in something owned 
or established by others, primarily government. But 
even a cursory look at the historical origins of many 
public health policies and programs reveals the 
active and crucial role of public pressure and social 
movements. For example, it was the Women’s 
Co-operative Guild, a large network of local 
organisations linked to the Trade Union movement, 
which won maternity benefits and infant health 
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programs in England in the early years of this 
century.’* They used a collection of letters from 
working class mothers about their experiences to 
document their case, a strategy now practiced in the 
form of phone-in surveys. 

In the Australian health system, the community 
health movement has a unique mandate to provide 
support and/ or leadership in this area of activity. 
Some communities have been able to use the 
resource base they control through representative 
structures to support the work of advocacy. The 
success in 1988 of women’s health advocates in 
South Australia (in alliance with women from all 
major political parties and with the trade union 
movement) in defeating a regressive amendment 
to State abortion laws is an example of this kind 
of activity. 

The Consumers Health Forum of Australia is an 
important example of an advocate structure 
providing an umbrella for the multiplicity of special 
interest groups of health service clients and a 
resource base for co-ordinated policy debate and 
influence. The importance of this organization as a 
real challenge t o  professional hegemony is 
recognized by those who oppose the entry of 
community voices into health policy-making. 13 

It is important to note that successful healthy 
public policy initiatives often not only arise outside 
the health system but do not meet with official 
support once they have been initiated.14 This form 
of community participation often relies on 
autonomous movements and can involve tough 
adversarial campaigns. 

Effeetiveness of Community Participation 
Much has been written about the barriers to 

effective participation. T h e  Better Health 
Commission, for example, identified a number of 
factors operating within community groups - they 
lack management expertise; some of them are too 
bound by their single-issue perspectives; they 
alienate health professionals by being even mildly 
confrontative; and they fail to build coalitions and 
alliances. 15 Other commentators have focused more 
on the structural and resource barriers. Fauri lists 
four: professionalism, historical factors, bureau- 
cratic characteristics and community resistance. l6 

Professionalism. Professionals speak with the 
authority of specialised knowledge and that 
authority tends to carry over into areas the 
professional may know nothing about, as when car 
salespeople say, “A number of doctors in town drive 
our cars”. One of the characteristics of pro- 
fessionalism is owning some territory and guard- 
ing it against intruders, including the community. 

Historical Factors. Fauri refers to the influence 
of social values of the past on current practice. The 
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1980s have brought a return to social values of the 
past, such as concepts of ‘deserving’ and 
‘undeserving’ recipients. The practice of blaming the 
victim has been embraced in some health promotion 
activities through a focus on individual 
responsibility for ‘risk factors’. This tendency is 
illustrated very clearly in the South Australian 
Immunization Campaign (1981) which used the 
slogan “He’s got dad’s blue eyes and mum’s rubella”. 
Fauri alludes to the negative impact of a perception 
that clients are defective, immoral or irresponsible 
on attempts to involve them in active roles. 

. Bureaucratic Characteristics. Health bureau- 
cracies have their own imperatives, goals, methods, 
timing and styles. Hierarchy makes access to 
decision-making difficult even for those who work 
within the bureaucracy. The apparatus of meetings, 
committees, reports etcetera, is specialised and 
foreign to many people. Participation never looks 
efficient, economic or controllable, and most people 
value efficient and economical public administration 
highly, at least in theory. 

Another important bureaucratic barrier in 
Australia is created by the neglect and secrecy 
surrounding the making of policy in government 
departments. Many health authorities lack policy 
statements on a range of critical health issues, and 
this gap is filled by unspoken de fact0 policy 
directions which are difficult to identify, let alone 
participate in. 

Community Resistance. People are sceptical, 
unprepared and unwilling to become involved. The 
feelings of powerlessness or humiliation which 
people often experience as patients can strengthen 
this reluctance. 

A more useful construction of this problem 
focuses on the prerequisites for  effective 
participation, which can be described as skills and 
resources, power-sharing and appropriate agendas. 

Skills and Resources. Many community 
members have so little scope in their daily lives to 
exercise control and to be involved in decisions that 
they are unprepared to be active in democratic 
processes. Our schooling, our work and our families 
are not organised democratically, by and large. The 
only widespread democratic structures that we have 
before us are some sections of the Trade Union 
movement. It is unreasonable to expect people to 
come to our participatory structures fully prepared. 
And it is unreasonable to expect them to bear 
the costs. 

The Victorian District Health Councils program 
has recognised this need for training, information 
and resources. Their educational programs 
‘Healthwise’ and ‘Exploring Health Care’ deal with 
both the health system itself and the processes and 
skills of decision-making. 
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Power Sharing. I t  is unrealistic to expect people 
to put energy into arrangements which are 
ineffective or have been invested with little or no 
power, or which are stacked against the community 
representatives, through weight of numbers or 
through manipulative or exclusionary tactics. It is 
necessary to be very clear about exactly what powers 
our participation structures have and don‘t have, 
and to resource them with information and other 
requirements accordingly. 

It is also necessary to avoid reproducing the 
existing social hierarchy in community boards, 
consultation exercises and the like. This applies firstly 
to the representativeness of membership. It is better 
to have community members who actively represent 
a constituency rather than those who simply share 
characteristics with one. It is important to get the 
constituencies right, both in representing the relevant 
population more or less proportionally and in 
making sure that those most affected are represented. 

The social hierarchy issue also refers to the roles 
of various members. The most common example of a 
problem with roles is where the men make the 
decisions and the women make the tea. This sort of 
problem can be identified and addressed, for 
example, through rules about access to air time in 
meetings and affirmative action policies. 

Appropriate Agendus. The agenda is obviously 
critical: community members will become involved 
when the issue is important to them, and when they 
see some chance of success. A victory on one issue can 
go a long way toward building the capacity of a 
community to fight another one. 

This is not to suggest that health professionals 
should have control of the agenda. In many cases, the 
agenda developed by a community-based group will 
be entirely different from that which the local health 
service providers would produce. It is important to 
remember the origins of many significant public 
health developments and to enable community 
agendas to become official agendas. 

These prerequisites for effective participation 
address the process generally. What is needed is an 
understanding within the health system of the general 
principles, and their thoughtful application to 
particular purposes and circumstances. It will be 
some time before the effectiveness of the outcome of 
widespread participation can be assessed. 

Democratic Values and Participation: Examples 
from Women’s Health 

Claims for participation are based on democratic 
values concerning citizenship. This is fairly obvious 
- participation in political processes by 
enfranchized citizens is a basic characteristic of 
liberal democracy. This political basis provides the 
language (of democratic values) needed to make 
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participation the idea in good currency that it now 
is. Analysis of the political meaning of women’s 
participation in health and human services provides 
a clear illustration of the more general case. ‘Politics’ 
is used here to mean the relations of power in our 
society and the structures which institutionalize and 
give expression to those relations. 

Feminists have described and analysed 
extensively the exclusion of women from full 
participation in social life,” including their 
exclusion from the original formulation of liberal 
democracy and the concept of the individual as 
citizen. Women (and children) were not citizens; 
they were sequestered within the private family lives 
of masculine individuals. These masculine 
individuals were thought to have natural rights 
which were recognised by the state and which could 
be defended against the intervention of the state. 
Women have been integrated into the structures of 
citizenship only as far as they have organised to 
claim their rights within a general climate of 
legitimacy accorded to liberal democratic values.’” 

Thus, for example, the right of an individual to 
physical safety is only partially accorded to women 
within marriage because the transition from non- 
citizen status as part of a man’s private life is only 
partially completed. I refer to the lack of legal 
protection against rape and physical abuse in 
marriage. 

The role of the state is prominent in this 
transition - women’s rights seem to flow from the 
state in a way quite different from men’s. One of the 
main mechanisms through which the substance of 
women’s traditional lives has been brought into the 
public arena is the intervention of the state - the 
welfare state or human services - in family life 
through social policy.’9’20 

This intervention, like much of social policy, is in 
itself contradictory.21 It serves both to control 
women and also, by making ‘domestic’ life a concern 
of public policy, to bring those confined in domestic 
life (women and children) into a more direct 
relationship to public life or civil society. Making 
domestic life public provides links through which 
women’s citizenship, and therefore their dignity and 
their right to self-determination, can be claimed. 

For example, the extension of Widows Pensions 
to mothers who were single through no fault of their 
own, and Supporting Parents Benefits to mothers 
who were simply single, provided many women with 
the basic support to enable them to leave intolerable 
marriages. It also entitled the state to exert control 
over their sexuality and personal relationships. 

Government funding for women’s refuges under 
the Community Health Program. won by the 
effective advocacy of the women’s movement, then 
ensured that the problem of domestic violence was 
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kept on the public agenda. Fifteen years later, we are 
still grappling with the legal and social reforms 
which might ensure the rights of women (and 
children) to equal protection of their physical safety 
and bodily integrity within the family. The 
important point for health policy is that it is the lack 
of adequate protection of women’s rights (as 
citizens) in this area which leaves them vulnerable to 
injury, illness and death and thus in need of health 
services. 

Women’s economic dependence is the other 
condition underlying much of their need for health 
services. The material conditions of the domestic 
sphere and its lack of social and political status 
together reinforce the position of women as victims, 
and contribute significantly to the need for welfare 
and health services. Certainly they go a long way 
towards explaining women’s poorer health status. 
Ilona Kickbusch advises us to reexamine the 
definition of the health problem, and to use 
definitions that refer to causes, as in “the diseases of 
poverty”.** I am suggesting a second category, “the 
diseases of powerlessness”, to describe one of the 
causes of women’s poorer health status. This theme 
has been explored in relation to several specific 
women’s health issues, such as the mental health 
problems of incest and rape survivors and the use of 
tobacco by ~ o m e n . ~ ” * ~  

Women’s active participation in the systems that 
provide health and welfare services can be a way to 
break down the original exclusions and improve 
their access to power over their own lives and over 
decision-making within the system. Firstly, the 
human services employ mainly women and those 
jobs provide a way in, not just to health and welfare 
work but to participation in political and economic 
life. Secondly, real participation as competent adults 
in the public sphere of decision-making and 
management of health and welfare services can also 
provide a way for women to activate and claim their 
citizenship. They can thereby achieve both the 
subjective intrinsic benefit of stepping out of 
domestic life and the practical results of contributing 
to some kind of redistribution of power and 
resources. Participation can also be a form of 
rehabilitation from the corrosive effects of 
humiliation and shaming that result from the 
powerlessness of being a client. The health effects of 
lack of control have been documented in 
occupational health research.25 Those findings may 
be applicable to the damage the health and welfare 
systems often inflict on those they set out to help. To 
continue the example of domestic violence, research 
has documented that although doctors are second 
only to the police as the source of help most used by 
battered women, the overwhelming response is to 
prescribe minor  tranquilizer^.^"" This response not 
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only undermines the woman's ability to resolve the 
situation, but gives the damaging message that the 
problem lies within the individual woman's psyche. 

Conclusion 
This analysis of the links between women's need 

for health services, their lack of full and equal rights 
as citizens and the potential benefits of their 
participation in health, is not meant to imply that the 
health system should assume responsibility for all 
aspects of women's lives. It is intended toexplain the 
fundamental value of community participation for 
the health of women, and by implication for that of 
other disadvantaged groups. 

It has been argued that the political value for 
women of community participation is based on its 
function as a means by which women can claim their 
citizenship, and their rights, and act to redistribute 
some of the power and resources of the human 
services. A similar analysis can be advanced for 
other population groups, and indeed the poor 
generally. 

I t  may also contribute to an explanation of the 
persistence and prevalence of demands for 
participation whenever such groups are asked to 
state their perceptions of their health problems. 

The logic of this analysis would support the view 
that it is the third rationale for community 
participation, that of Intrinsic Benefit and 
Redistribution, which underlies the benefit to the 
participants, and the first and second, Better 
Decisions and Legitimation, which directly benefit 
the health system itself. 

The challenge now is to develop a realistic system 
of participatory structures which maximize the 
benefits to all parties. One practical step that is 
needed is to protect gains in this area of community 
participation by securing policy and legislative 
backing. If community control can be enshrined in 
legislation it can't be removed without public debate. 
Opportunities must be found to  entrench 
community participation so that it can't be removed 
or made useless by the stroke of a bureaucratic pen. 
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