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1 Participatory research in health: setting the context1 

Korrie de Koning and Marion Martin 

Many contributors to this book assume some familiarity with concepts 
which may not be familiar to all health professionals. Our aim in this 
introduction is to set into context those issues and theoretical concepts 
which are frequently referred to in the text. These include educational 
processes based on F reire's critical pedagogy (Freire 1972), issues around 
difference, for example in gender, and contemporary notions of knowledge 
production. 

Why use the PR approach in health? 
Participatory research. (PR) .10d associated methodologies such as 

• participatory rural appraisal (PRA), .1nd the more extractive approaches 
such as rapid rural appraisal (RRA) and rapid assessment procedures 
(RAP), are considered increasingly important in the field of health. There 
are differen\ reasons for the growing popularity of these methodologies. 
First there is an increasing recognition of the gap between the concepts 
and .models professionals use to understand and interpret reality and the 
concepts and perspectives of different 6roups in the community (Grandstaff 
et al.1987; WHO 1973). The biomedicd interpretation and understanding 
of diseases, supported by studies carried out in laboratories, is in many 
cases different from the understanding embedded in a local culture and 
history. For example, a study in Tunisia shows that causes of diarrhoea 
similar to a biomedical explanation of diarrhoea are seen as only one 
possible cause among many others by the people involved in the study 
(Aubel & Mansour 1989). The implication is that communication about 
diarrhqea is much less straightforward than many health workers thought. 
Second, many factors, cultural, historical, socio-economic and political, 
which are difficult to measure have a crucial influence on the outcomes 
oJ interventions and efforts to improve the health of people: '[Development 
work] cannot ignore these factors and pretend that ~he world outside the 
laboratory is the same as inside' (Lammerink & Wolffers 1994:7). 

Small-scale qualitative and rapid appraisal procedures aim to generate 
knowledge and information which represent the perceptions, concepts 
and practices of different groups and communities in a relatively short 
time. The emphasis is on generating knowledge from the perspective not 
only of the researchers but also of the researched. Qualitative research 
and rapid appraisals help to identify local needs and priorities, place issues 
in the context of people's lives and give direction to programme 
development and service provision. These methods are used increasingly 
in the development of specific disease control (Vlassciff & Tanner 1992), 
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in h~~th educ_ation interventions, such as diarrhoea (Bentley et al. 1988), 
nutnt1on (Scnmshaw & Hurtado 1987; Varkevisser et al. l 993)and more 
generally_ (Aubel 1990-91; Ramakrishna & Brieger 1987), and in ilssessihg 
community health needs (Annett & Rifkin 1988). 

1:he development of participatory rural appraisal, which e,.,:olved in 
react1?n to the more extra~tive _approach that characterizes rapid rural 
appraisal (Chambers 1990), 1s of importance. Within PRA there.is a cleat 
emphasis on learning with and from groups in the community in a 
r:laxe? a?d flexi?le '."'ay. PRA methods work through a powerful 
v1suahzat1on of situations and knowledge generated in dialogue with 
local pe~ple, and_ have expanded the ability of many grassroots 
organizations to tn~ger discussion and to document and acknowledge 
local knowled~e. Ali~e Welbourn (1992) shows how the applications of 
these methods in the field of health help to document differences between 
gr?u~s. and th~ir potential for initiating dialogue on health needs and 
pnont1es. Manndo-Ranganai (chapter 16), Orangaand Nordberg (chapter 
17) and the SEWA team (chapter 12) describe, in this volume, how PRA 
metho~ were u_seful for involving community groups in documenting 
health informauon and demographic data. 

M~ny_ workers in the field of health have been exposed mainly to 
quanu_tauve rese~rch methods and, frequently, one of the first questions 
asked 1s: how valid and reliable are the PR methods? 

The validity and reliability of qualitative data collected by PR 
methods 

The debate a?out validity and reliability of.qualitative data and partici­
patory appraisal has developed substan,tially over the last decades. Few 
peo~le_ who a~e in touc? with the debate will question the possibility of 
obtaining v~1d and reli;ible data through qualitative and participatory 
methodologies. Maxwe1l _draws our_ attention to the fact that validity 
always r_elates to ~ata or interpretauon of data. Methods are appropri­
ately or mapprop~1ately used to obtain data. An inappropriate choice,of 
methods or the misuse ~f methods can be a threat to obtaining valid data 
~axwell 1992). In_the literature about validity and reliability in qualita­
tive research a vanety of terms is used. While some authors refer. to 
validity an~ reliability, others, such as Patton (1990) and Pretty (1993), 
use w?~ds ~1ke 'tl"1;1st';"orthiness' and 'credibility' to address the concept 
of val1d1ty in qualitative research. They argue that the threats to validity 
and the ways ':"e try to e?su_re validity are different when using qualitative 
from when u~ing quantitative methods. To avoid confusion t4ey suggest 
the use of a different terminology. The validity of research fihdings can 
be asses~ed in various ways. This may be done for example, by those 
responsible for data collection checking with participants in the research 
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that the information collected from them accurately reflects the mean­
ings respondents have sought to convey. In the course of data collection 
interpretation of data and conclusions drawn b_Y ~esearchers c~n be 
confirmed or disputed by the respondents. If the fmdings are confirmed 

• as accurate then the credibility of the findings is increased greatly. 
Another way of enhancing credibility would be to hold occasional 
meetings with peer groups from the same community but otherwise :1ot 
involved in the study. This helps researchers become aware of possible 
gaps, bias or error that they might otherwise hav_e not b~en aware_ of 
without careful searching and probing for accuracy 111 mean111gs. PR, like 
qualitative research, seeks to examine and reflect the full context as far as 
possible by providing detailed information a?out the research comn:iu­
nity and offering precise quotations that valid.1te sta~ements on :"h1c_h 
findings are based (Pretty 1993). Tolley a~d Be~tley, 111 chapte~ S_ 1_n this 
volume, emphasize the need to offer tr ,11nees 111 PR the poss1b1hty of 
learning to cross-check information by using a mix of ~ethods and of 
discussing an issue with different groups in the commumty. 

Different interpretations of PR 
Different interpre~ations are given to PR. These range from the re­
searcher and research community designing the research together, re­
searchers designing the study and then collecting data with the help of the 
community, to the community working closely with the assis~ance ~fa 
non-governmental organization (NGO)._For soni.e, PR ~-eans mvolving 
field- level health workers in the research ,n order to sens1t1ze them to the 
needs of rhe community; for others it means research which is an 
integrated part of a process towa~ds emp?wermen~ and :mancipation. 
We think it is important to av01d adopting a purist attitude towards 
participatory research. At the same time it_ should be r~cogni~ed t~at 
participation should genuinely be empowering and not !ust a stt~at1on 
where local people work with a researcher for the latter s convem:nce. 

The quality of participation in PR can be evaluated by addressin? a 
series of questions to the research process. For exa~pl_e, ?oes co1'.1muntty 
participation occur at all stages of the research \101t1a~10n, design, ~ata 
collection and analysis, interpretation of data, d1scuss1~n, present_at1on 
and dissemination of findings) and, just as import111t, which groups in the 
community are represented in which of these processes? There may _be 
several reasons why representative participation of the research community 
has not occurred at all these stages. The research may not have foc~sed 
'sufficiently on local needs, or particular technical skills may be required 
which at the time the research community members may not possess, or 
the research community may have more pressing priorities, such as care 
of dependants, or ensuring a daily income to the household (Pratt & 
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Loizos 1992). On the other hand, lack of participation may occur because 
the researcher~ want to maintain their control.over the resear_ch process. 
Some of these issues can be usefully addressed to the PR process in order 
to evaluate the quality or lack of quality of participation and to identify 
reasons for this. One of the unique qualities of PR is that of serving the 
shared interests of both researchers and researched. This may come about 
through a complex and often long-term process of negotiation. In her 
contribution to thi~ volume, Marion Martin in chapter 8 examines 
aspects of this complex process of negotiation, with a particular focus on 
the movement of power between researche,r and researched community. 
She does so in the light of her experiences working with a well-woman 
group in the United Kingdom. 

Participatory research goes beyond documentipg local people's needs 
and perspectives. PR emphasizes the process of knowledge production. 
First, it helps especially marginalized and deprived people tP gain self­
confidence and pride in being able to provide a useful contribution to 
community life. Second, it builds respect and empathy in professional 
groups for the insights and knowledge people have and the problems they 
face. Third, listening to local people helps to avoid mistakes and to 
develop programmes that take into account the specific situation and 
conditions which will influence the outcome of programmes (Chambers 
1983). It helps to explain why interventions are not or are only partly 
successful. For example, visualization methods such as body mapping 
combined with individual and group interviews have emerged as useful 
in documenting and understanding local people's concepts of their body, 
providing a starting-point for improved communication al3out sexual 
practices between health professionals and the women in the communities 
involved in the research (MacCormack 1985). . 

Whilst the use of qualitative research in health and the concept of 
community participation have been discussed at length in a variety of 
professional journals, practices in, and concepts of, PR are much less 
shared and discussed. The aim of this volume is to present an overview of 
the historical and more recent development of PR and to share experiences 
and reflections on practice in a variety of settings in the •field of health. 

History of participatory research 
The initial development of PR or participatory ~ction, research {PAR), as 
it is also called, originated in countries in Latin America, Africa and Asia. 
The common ground in the push towards this practice was the concern 
with persistent inequalities in the distributio·n of power and resources, 
and the processes which help to keep in place dependency and domina­
tion in the relationships between privileged dominant and marginalized 
groups of people. There was a growing awareness that to fight oppression 
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and alleviate poverty one needed to address the feeling of helplessness that 
is associated with it. Pioneers in PR rnch as Fernandes and Tandon, Fals­
Borda and Rahman, and Hall emphasize the need to link research with 
empowering education and action (Fals-Borda & Rahman 1991; Fernandes 
& Tandon 1981; Hall 1981). Budd Hall was one of the first writers also 
to emphasize PR's importance in the development of health program~es 
(Hall 1981). The emphasis in primary healt~ care (PHC) on co~mu~1ty 
participation has encouraged health professionals to look at the 1~p~1~a­
tions and relationships between that and research. Ma?f of the mmal 
applications centred around involvement of comm~mties and he~lth 
professionals at field level in needs assessment, pLmm_ng and evalua~1on 
of programmes (Feuerstein 1988, MacDonald 1986, Nichter 1984). S1~c.e 
then other influences have contributed to further development of p.1.rt1c1-
patc;>ry resear~h. In the last twenty_years it has become more familia.r in 
a diversity of disciplines and settings such as rural dev_elo~ment and 
agriculture, community development, health .md education •. 

A more in-depth discussion of historical and contemporary influences 
on PR is presented by Raiesh Tandon in Chapter 2. 

Educational processes and PR 
Education has played an important role in t?e de~elopme~t. of the 
concept of PR. The educational aspe~ts involve~ m a participatory 
research process were a central element m the practice of adult ~d~cators 
in the South. They were the first to articulate the phrase 'part1c1patory 
r~search' and promoted PR through the Inter.national <:=ouncil ~or Adult 
Education. Adult educators in their education practice genuinely b~­
lieved in education that helped the learners to establish contr~l 01:er their 
own learning process. Based on this experience and the real1zat1on that 
their research practice contradicted their education practice they started 
to reformulate their approach to research_ {Tandon 1988). M~ny con­
tributers to this volume restate the emancipatory, transformauve char­
acter ~f PR. Maguire, for example, states that: 

PR can be utilized to create knowledge and take collective acti~n, 
short and long term, for potentially emancipatory, transformauve 
structural and personal change. 

Action for social change requires an educational proc~ss in which 
researc~er and participants develop a critical awar~ness ~f ~1r~u~stances 
influencing their lives, reflect on what thi~ means m their md1~1dual and 
communal situation· and decide what action would be most important 

and feasible to take. 
Linking the process of knowing to learning and action . 
Paulo Freire had an important input in linking the process of knowing 
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an~ learning. Link_ing knowing and learning through.an ongoing cycle of 
act10n and reflect10n, leads to the development of a critical awareness 
about the world participants live in (Freire 1972). Freire's critical 
pedagogy has had a significant influence on the work of adult educators 
and _ot~ers inv?lved i~ educ~tion for liberation. An example of an 
application of his work m the f 1eld of health is found in the three volumes 
of Training/or Transformation (Hope & Timmel 1984). These are based 
on pro~cts implemented in Kenya and Zimbabwe. · 

It is not possible within the limited space available to discuss Freire's 
wor~ ~omprehensively. His widespread influence on the development of 
part1~1patory research, however, also shown by the range of contributors 
t~ this_ book who refer to his ped~gogy, warrants a more in-depth 
d1scuss1~n of som~ 3:5pects. Facets which have a direct bearing on ihe PR 
process include his ideas about the different aims educational processes 
can. purs~~ and the reasons fo_r linking knowing, learning and action .. 
Freire cnt1ques general practices in education and asserts that most 
educational activities do not challenge mequalities in the learners' lives 
but ke~p the_m passive and uncritical. Th~s 'domesticating' approach to 
e~uca~1on fails to help people break through apathy and question the 
s1tuat1on they are forced to live in. People who have lived their lives in 
marginalized and deprived positions need to develop a critical insight into 
the_st~ctures, id~as andp_ractices in society and themselves that place and 
~~1_nt~in them in pos1_t1o?s o~ inequality. They can then develop 
in1t1at1ves to change this s1tuat1on. An example of this in the field of 
health would be teaching people in a didactic fashion about matters of 
hygiene and nutritious foods. Such an approach fails to enable them 
critically to questio? and come to recognize the reasons why, for 
~xam~le, wat~~ supp lie~ are inadequate and food is short, and look at ways 
in which political, social and personal action can change this situation. 

Fre~re's alternative 'education for liberation' has as its main goal the 
dynamic development towards a 'critical consciousness'. The advance­
me?t t?~ards a critical ~o_nsciousness evolves through a dynamic process 
which 1s informed by cnucal thought and action. The dynamic nature of 
t~is p~ocess is :apt~~ed !n. the te,rm ':r!tical transitivity of the group' and 
a cnt1cal ~rans1t1ve ind1v1dual: A c~1t.1cal transitive thinker feels empow­
ered to think and to act on the cond1t1ons around her or him and relates 
those conditions to the larger contexts of power in sodiety' (Shor 
1993:32). Research practices which take away information and knowl­
edge, !10 matter how valuable in other respects, miss the opportunity to 
~ontnbute to a ~rocess of thinking, reflecting and acting, and deny groups 
m the community the chance to fight inequalities. 
. The implication for r~sea:ch that wants to address inequalities·is that 
1t must become a contmuing process of learning which integrates 
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research, reflection and action. The consequences, opportunities and 
diff\culties encountered in. implementing_ such an ongoing l~arning 
process for research in health and especially health promotion are 
illustrated by some case studies which are expanded in this volume. 

Annie George in' chapter 11 draws our attention to the problems 
en°countered when research is carried out by academics whose institu­
tions and funding agencies have expectations, which make an ongoing 
process problematic. She illu~trat~s the need for a? ongoin~ process after 
the academics have completed their research. While exploring the mean­
ing of sexuality during focus group discussions, poor women in Bombay 
shared painful experiences in their lives, established a bond with the other 
women in the group and discussed the opportunity for collective actions 
for change. The effects of participating in the research for the women 
involved differed, depending on the possibilities women had to integrate 
this experience into continuing action. In groups which were ~ailed 
together by NGOs, whose service did not provide the opportunity to 
absorb the experiences of. women into their ongoing work, the research 
process reinforced a woman's lack of choices to make immediate changes 
in her life situation. This experience is contrasted with the experience of 
working with an existing group of women. As George says: 'For this 
group of women, the focus-group ~eetings :"'ere a means in their ~ngoi~g 
process of analysing the various torces which were bottlenecks in their 
search for greater autonomy'. . 

The implications of the above case study are not n~cessanly that 
research should not be carried out by professional researchers. The study 
mer'ely reinforces the point that researchers need: to seek allianc~s with 
groups already in existence; to evaluate ca'.efully the op~ortumty for 
·groups initiated by the research to ~ontin~e;_ to ex~mine how the 
outcomes of the study can be integrated mto ex 1st mg services; and to look 
at how community action and lobbying for change can be supported. 
Furthermore, alth..:mgh there is a need to develop clarity in what it is we 
aim for in participatory research, there is also a dang~r in_ promoting a 
purist form of PR. A significant value of the contnbuuons an~ case 
studies presented in this volume lies in their reflection on the ~xpenences 
they relate and the descriptions of problen:is. and constraints. Entry 
points can be identified. As Maguire presents 1t m_c~apter 3, we ~eed t~: 
'look for ways to move deliberately along the part1c1patory continuum . 

To ensure that research can be integrated into further action, different 
options are suggested. One is the involvement of NGOs, and possibly 
government agencies, and participants in the ~arly sta~e~ of th~ research. 
A participatory planning framework us~d _m _a training with he:ilth 
professionals working in the NHS in Bntain 1s presented by Gnndl 
Dockery (chapter 15). Mavalankar et al. (chapter 19) and Dockery 
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highlight the difficulties encountered.when introducing such an initiative 
in government and in strongly service-oriented organizations. 

Bloem et al. (chapter 13) and Okurut et al. (chapter 7) illustrate the 
opportunity for an ongoing process into which research is integrated. 
They present case studies of implementing research, education and 
devel0pment initiatives in projects in Bangladesh and Uganda which have 
a strong community invo\vement. Renu Khanna (chapter 6) shows in her 
case study of a women's health programme how initiatives to improve 
health from a biomedical perspective can be integrated into the overall 
aim of women's empowerment. The programme started with the train­
ing of traditional birth attendants which emphasized a learning process 
aimed at women's empowerment as well as teaching how to perform an 
aseptic delivery. This project illu~trates how ongoing work with women 
went through a long process of shared learning which led to changes in 
ideas, insights and knowledge, increased self-confidence, and.changes in 
the perceptions of the women both of themselvt:s and of their bodies. 
This influenced and changed relationships with others such as husbands 
and health workers and culminated at community level in women 
organizing themselves for collective action around their own issues. 
Khanna presents a model for the development from intra- and interper­
sonal development to group- and community-level action and changes. 
This model can be seen as a cyclical spiralling movement where group and 
community action lead to further intra- and interpersonal development 
and vice versa. 

Personal, interpersonal and collective development and action 
Viewing intra- and interpersonal change and community action as 
interwoven aspects of development towards a critical consciousness is a 
powerful a.~pect in Freire's pedagogy and in feminist theory and practice 
(Freire 1972; Weiler 1991). Ira Shor indicates that critical consciousness 
can be described as having four qualities: power awareness, critical 
literacy, desocialization, and self-organization/ self-education. Critical 
literacy means: analytical habits of thinking which go beneath surface 
impressions, mere opinions and cliches; understanding of social contexts; 
and discovering the deeper meaning of any subject matter, text, process 
and situation. Desocialization means recognizing and challenging the 
myths, values and language learned, and •critically examining values 
operating in society (Shor 1993:32). Internalized images are an important 
and often insufficiently recognized concept in health education and link 
up with the potential of badly thought-out e<;iucational activities which 
blame the victim. To give messages to people without investigating what 
people already know and what are the reasons for health problems is 
potentially harmful. Freire has pointed out how formal education and a 
lifelong experience of being named and described by other~ leads to the 
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inter~alization of images of oneself based on the perceptions of others. In 
keeping with his theory, educational activities can have the effect of 
strengthening negative images people have of themselves. For example: 

A play is shown to a group of mothers during a mother and _c~ild 
health (MCH) clinic which aims to show the value ofgood nutrition. 
In the play there are two mothers. One feeds her child three_ times a 
day and has a happy healthy child. '!'he oth~r feeds her child only 
maize twice a day and has a malnourished child. The healt~ wor~er 
then explains to the mothers how they should feed the chil~ using 
\~cally available foods. The mother who watches the plar: and feeds 
her child only maize twice a day might be made to feel a failure, who 
does not look after her child well. She might already feel 'good for 
'nothing' because no matter what she tries it will_ not help. The 
landlord has just told her not to come back so she will not be able ;O 

take the left-over cobs; her husband has not sent money for a while 
now and the goat from 'the neighbour has just e~ten t~e y~ung 
vegetables she planted in her kit~hen garden. ~he might think: The 
play is right, I am good for nothing'. (de Koning 1995) 

Fr~ire's theory has implications for the strong focus ~n indivi?ual 
behavio1,1r change in most health education practice and raise~ questions 
around the concept of 'informed choice'. How much choice h~. the 
mother in the above example to put the knowledge about nutr1t1ous 
foods into practice? Henriette Moore draws our attention to the deb~te 
about the suitability of the terms 'choice' and 'resistance' for analysing 
processes that are not always conscious or strategic: 

Oppressed groups frequently ?evelop their own discour~es that work 
in contra-distinction to dominant ones, but the questions are, can 
people acti~ely recognize and choose the subject positions ther: take 
up, and to what degree are they able to resist the terms of the dominant 
discourses? (Moore 1994:4) 

Moore debates this issue in relation to the discussions of gender identity 
and gendered subjectivity, and the relationship_ ~f the in~ivi?~al to the 
social and vice versa. Theories about subject positions and individual and 
collective identities are not only relevant to issues related to_gen_der, class 
and race but have implications also for theory and practice m health 

education. . . 
One implication is that we need to question how th: descr_ipuon of 

the ways in which behaviour affects the occur~ence of disease 1s hel~ful 
in influencing and enabling individual and social_ c~ange. On_e question 
that can be asked is related to the generalized descnpt1on of at-nsk groups, 
at-risk behaviour and identification as being-at-risk, when subsequent 
interventions do not enable individuals and groups in giving meaning to 
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and reflecting on the implications of these descriptions. 3 For example, 
how helpful is it for a young woman to be informed that having sex can 
put her at risk of HIV/ AIDS without giving her the space to ~eflect and 
analyse what the decision to have or not have sex entails. She needs to 
become conscious, in as far as this is possible, of the. factors which 
influence her decision before we can start calling it a decisiort. How far 
does she desire to have sex, what are her fantasies about the type of girl 
she would like to be or she thinks others would like her to be? Where do 
these fantasies come from? What is the meaning to her of conflicting ideas. 
about what is acceptable behaviour held, for example, by parents on the 
one hand and important peers on the other, and what are the conse­
quences of taking up a certain position? PR that aims for empowerment 
and self-determination needs seriously to provide the space for analysis, 
and reflection on what are the series of congruent and conflicting ideas, 
self-images, self-representations, fantasies and desires which underlie and 
make up, for example, an adolescent girl's or boy's position in relation 
to compliance with, or resistance to, disc.purses on sexual practices. 

Issues around the relationship of the individual to the social also have 
implications for the way we look at unreflected experience. There is a 
danger in looking at experience and at information and knowledge as a 
static given. PRA methods with their emphasis on vi~ualizations, work­
ing with groups and the use of drama offer valuable entry points for 
setting a process of reflection into motion. The requirement is tha! the 
methods are used as a trigger for discussion and reflection in addition to 
documenting the position, ideas and practices which formed the starting­
point. 

Implications for the role of the facilitator 
A process of critical reflection and action is developed to enable us to 
become aware of where the images, ideas, positions and opinions we have 
of ourselves and others come from, and to gain the possibility of giving 
a different meaning to who we are and a different direction to our lives. 
The use of 'us' and 'we' is important in .this context. It is not only the 
poor, illiterate, and other categories of people classified as marginalized 
and deprived who need to think about how, in what ways and why they 
experience themselves and the world as they do. It is equally important 
for more privileged groups such as health professionals, researc!hers and • 
activists to do the same. Meulenberg-Buskens in chapter 4, among others, 
stresses the importance of congruence, which means acting in accordance 
with the principles in PR when facilitating a training, conducting 
research and living our lives. In reflection on what was learned in relation 
to the role of facilitators, planners and researchers, Khanna states in 
chapter 6 that: • 

PAR requires an attitude of mutuality, an openness and a commitment 
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to learning on the part of all those involved. These words have 
acquired a different meaning for us, as programme planne~: ~e have 
really learnt how difficult it is to open ourselves as rec1p1~i:1ts of 
traditional knowledge. And how difficult it is to leave the pos1t1on of 
those who have all the answers. 

Desocialization relates to 'recognizing and challeng~~g the myth~, ~alues, 
behaviours and language learned in mass cu~ture; c~1ucally ~xa~ining the 
regressive values operating in society, which are internalize~ into con­
sciousness' (Shor 1993:32). To fa~il!tate a ~R p_rocess which enables 
people to become conscious of their internalize~ images, and norm and 
value systems which are taken for grante~, require~ _a long-term process 
and workers who have the insight and skills to fac1ht~te such a pro~~s. 
One of the problems in implementing PR in health 1s the emphasis ~n 
health worker training on a biomedical model of health ~ the onlf v~1d 
framework to explain disease, while commu?i_cation _skills _are_ l!mtted 
frequently to didactic tt:1~hin~ of gr~ups and ?1vin? advice to in~1v1d1;1als. 
Health systems often maintain a stnct working hierarchy, leav1~g f1el~­
workers with a similar feeling of helplessness and depe_ndenc~ in t~e1r 
work situation as disempowered groups in the community feel in theirs. 
Given, however, that it is the health workers at health centre, sub:he~th 
centre and aid-post level who neeri to sustain a long-term communication 
with communities, it is as important to look at the_ empowerment _and 
training of health workers in PR as it is for groups in the community. 

Verbal and non-verbal communication . . 
Critical reflection and co-learning, verbal and written commumcat~on 
are not the only, nor perhaps the most powerful, for~s of communica­
tion. The use of visualization methods, such as drawings, cha1:s, maps 
and drama, can be a powerful strategy to come to a shared analysts of, and 
critical reflection on a situation. Andrea Cornwall (Chapter 9) dr~":s our 
attention to the m-.my things that cannot be shar~d verbally: Sens1t1ve ?r 
emotional issues, styles of interaction involved in persuas~oi:i, material 
and body expressions of domination, resistanc~ and bargaining c~nnot 
easily be described. She provides an overview of the ~enef1ts of 
visualizations, including the use of drama. One of the editors ~wn 
experiences in conducting drama workshops with students from ~ffer­
ent countries in the UK, and groups of adolescents in Pap~a New ?uinea, 
shows the potential of drama for a~ting ~ut and searching fo~ d1~7rent 
ways of behaving, triggering a d1~cuss10~ on reasons for ind1v1dual 
behaviour and relating these to a wider social a?d ~ultural context. The 
production of a play offers the space to s~are insights, ~nowle~ge and 
experiences. The observation and analysis of symbolic. meaning ex-

. pressed in body language and the use of space help to describe, reflect on 
and place in context emotions and attitudes. In the development of 
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'Theatre of the Oppressed' Boal goes beyond the use of drama which 
separates actors and spectators. Theatre is based on the observation of 
how people act in their daily lives and therefore everybody can be an 
actor. In_what he calls forum theatre, discussion and dialogue are replaced 
by ~rawing the_spec:ators onto the stage to act'and through their acting 
to give a new d1rect1on to what happens in the play (Boal 1992). 

The use of drama in the field of health is illustrated in this volume by 
the contributions of Preston-Whyte and Dalrymple (Chapter 10), and 
Howard-Grabman ~Chapter 14). Prt;ston-Whyte and Dalrymple found 
that workshops which followed the style of a formal talk did not elicit 
much response on issues around HIV/ AIDS and sexuality. They then 
developed a drama workshop for teachers, who were encouraged to use 
this meth?d with their pupils. The development of the plays in which 
sch?ol children, for example, 'graphically portray the scene in bars in 
which older men persuade young girls to have sex with them' shows the 
potential of drama to trigger an in-depth discussion ab"out the reasons for 
girls consenting to sex; ,and an acting-out of different ·interactions. 
Although the plays at the moment are very much aimed at disseminating 
messag:s "".ithout discussion or critical reflection, the potential for 
addressing issues around gender roles, sexuality, reasons for resistance 
and consent are recognized, and ways to introduce this are sought. 
Howard-Grab man describes the use of drama for e!'iciting women's views 
on issues and problems related to maternal health. 

The issue of difference in PR: gender and other factors 
An important influence on the debate and development of PR is the 
femini~t movement. F~minist res_earchers and action groups in-different 
countries have emphasized the differing experience of women and men 
an? the need to enable groups of women to pose problems, and to subvert 
private an~ public decision-making processes and relationship.s. PR aims 
to work with the poor to enable them to take more control over their 
lives. But who are these poor people? There is a danger in the use of 
categories such as 'the poor' which implies that communities of poor 
p~op~e are homogeneous entities. Feminist theory and practice have 
highlighted the need to look at the differing experiences of women and 
men to qu:stion all s.eemin~ly homogeneous ca~egories. Several aspect~ 
p_lay a role !n the stu~y o~ difference. One of the issues is who is actually 
given a voice by being included as participants, and whose ideas are 
informing the results. Maguire has documented how the specific context 
~f PR, as it emerge.cl in the 1970s, centred around male power, percep~ 
tl~::ms, proble,ms ~nd ~xperienc~s. This male-centred view failed to recog­
nize women s differing experience, and gender issues were not on the 
agenda. The feminist movement has started to re-address the male bias of 
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ma~y research projects other than all-women PR projects, where know!-
. edge is both provided and produced by men, and women are largely 

excluded and invisible (Maguire 1987). · 
. The use of abstract categories such as 'the oppressed' or 'the poor' 
raises further questions about difference, both in terms of the develop­
ment of theory and in practice. Paulo Freire, like many other men 
writing about human experience in the sixties, failed to address differ­
ences between and among groups of oppressed people. By treating the 
poor as a single category, Freire suggested that the meaning of oppression 
and paths of action towards liberation were the same for all oppressed 
people. His examples include bosses oppres_sing workers, ~nd ~en 
oppressing other men (Freire 1972), but he failed to look at situations 
where, for example, men who are oppressed in the workplace return 
home to become oppressors of their wives or daughters and sons (Weiler 
1991).4

' 

The use of 'women' as a unified category has been challenged by 
feminists in developing countries. They show us that the meaning of 
being a woman differs, depending on the specific place, situation and 
time. Many feminist and all-women PR proiects have started to ~ddress 
the issue of difference. Alice Welbourn shows how the use of different 
PRA methods enabled her and the participants to document and raise 
awareness about the different experiences, insights and ideas of individual 
women and groups of women (Wclbourn 1992). 

It is one thing to identify differences but another to deal with the 
confli~ting interests that emerge. Reports on the us_e of PRA/RAP ~nd 
other qualitative research methods have emphasized the following: 
insights provided by these methods into "'.hat different ~r?ups o~ peop!e 
know, think and feel; the enhanced confidence of participants in their 
capability to produce valuable knowledge and ins~g_hts; and the eff~~ that 
sharing experiences and knowledge·has on the_ ability of communm~ to 
recognize different and in-common perspectives. Generally very little 
insight is given into the negotiating of differen: i?terests withi~ the !~er 
community. Obviously it is much more d~ff1cult for _less in~uen~1al 
groups to have their interests take~ on board 1f these are m c~nfl1ct _with 
the interests of others. Worse, action taken by a group which has not 
thought fhrough the potential backlash (and if and how it can cope with 
that) can be a disempowering experience. This can !~ad to la~k of hope ~d 
confidence in the possibility of change. Strategic planning of action 
should include, therefore, the anticipation of possible reactions and how 
they will influence the development of a parti~ular g_roup. It_ is an ess~ntial 
part of enabling less powerful groups to act in their ?w? _inter~. 

The question of how to negotiate the needs and priorities of differe~t 
interest groups has direct implications for policy makers and planners m 
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health_and development. One possible practice is advocacy and lobbying· 
to get interests taken on board by special interest groups. !her~ is a need 
to lo?~ at the role of governments, donor agencies and thl!ir workers in 
providing a space for the least powerful groups to have a volte and to give 
them the possibility to influence decision-making. 

Influences on ways knowledge production is.perceived 
Tandon highlights the influence of critical social theory ahd phenom­
enology (a philosophy which recognizes bodily experience as an imp~r­
tant S_?Urce ?f kno~ledge) on what are seen as legitimate ways of 
knowing. Insights denved from these perspectives emphasize that knowl­
edge ~s conditio?ed br t_he h~torical CO?t~xt in which it develops, and 
that !ived expenence lS implicated, albeit ma problematic way, in the 
creation of knowledge. Tandon and Maguire draw our attention to the 
impl_ications of ~~e ?otion that knowledge is historically produced, 
mediated and leg1t1m1Zed from the persp.ectives of the dominant classes. 
~R, as an alternative to research dettqnined by the dominant groups, 
aims. to produce knowledge from the perspectives of marginalized, 
d_epnved and oppressed groups of people and classes, and in so doing so 
aims to transform social realities. 

Foucault's theory of how knowledge is-produced and how power 
opera~es pro:"'ides ~ _useful framew?rk for looking at the pro~ess of 
changmg social real1t1es. Arguably his greatest contribution to PR is his 
~osit_ion on power relati_ons. In ~oucault's opinion, knowledge produc­
tion 1s not the result of simple bipolar relations of power and powerless­
ness. ~elations of powertake specific forms in particular societies', and are 
organized through, for example, relations of class, race, gender, religion, 
sexu~ pr~ference and age. In, Foucauldian theory there is .a direct 
relat1onsh~p betwee? the production of knowledge, social practices, and 
ways of bemg. Dommant knowledge systems can be resisted, consciously 
or subc~nsciously, by alternative_ perceptions and forms of knowledge. 
Alternative forms of knowledge eXlSt and/ or are produced at individual and 
group levels and their social power is increased through sharing and a 
winning over of others to accept these forms of knowledge (Weedon 1987). 

Andrea Cornwall shows in her work with local women and health 
workers how the c~nceptual framework, introduced by health workers, 
of what contraceptives do ~o wo_men's bodies did not fit the knowleqge 
local women had about their bodies. Because of this, both health workers 
and women were left with a feeling of being inadequate. Cornwall then 
describes how individual drawings of the body and its functions,. by local 
women and researchers, helped both groups to visualite, discuss and 
understand the different frameworks. Subsequent drawinks in small 
groups and discussions about what was an acceptable framework to 
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explain women's bodies and the working of the Pill produced a new 
commonly accepted framework. As Cornwall {1994) puts it: 

. The idea of giving people information implies that knowledge is a 
thing that can be acquired or lost, rather than a process which is 
always in the making. We know our bodies in many different ways; 
our knowledge is dynamic, changing with new experiences; they too 
are in flux. • 

Different interpretations of what constitutes reality potentially have the 
po;-wer to influence services provided and action taken. The model 
emphasized depends on the power relationships between the different 
agents iavolved. Susan Rifkin makes clear how in the field of health, the 
bio-medical model and medical practitioners have a powerful influence 
on what is seen as health, and on what services should be provided and 
what policies developed (Rifkin 1994). The commonly accepted view is 
that the health worker holds power and that the local women are 
powerless.From a Foucauldian point of view we need to look at how each 
has the potential to accept, challenge or ignore the perspective of the 
other. Even if one ignores the view of the other, the other's perspective 
still exists to influence what types of information are acceptable, as in the 
example of working with women in body mapping. Where health 
workers ignored or could not understand local knowledge and percep­
tions of women's bodies, and presented a framework from a Western 
medical point of view, they had the power to decide what is taught and 
how but, nonetheless, this -tlid not mean that the perspective of local 
women had disappeared. The tole of PR, then, can be to acknowledge and 
help differing perspectives to emerge and to strengthen participants' 
confidetice to explore their own views. 

The practical implications of the issues addressed above can be 
sum ma·; ized as the need to search for ways in which PR can be part of an 
ongoini process, a process which integrates the following aspects: 

• acknowledging that the power relationship between the researcher 
~nd the rtsearched is problematic; 

• identifying training needs for practitioners in PR; 
• i,;Onfirming knowledge produced by 'common people'; 
• Jeveloping a process of critical reflection on reality; 
• . placing the production of knowledge and action within a specific 

context; 
• an emphasis on community action; and 
• developing ways in which different interests can be negotiated by 

. less powerful groups. 
At the same time as trying to put these processes into practice it is 
necessary to remain aware of the problems and constraints involved. It is, 
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therefore, more helpful continuously to look for entry points to develop 
a next step, rather than to demand that the ideal be put into practice 
tomorrow. • 

Notes 

1. We_ would like to acknowled~e Beth Humphries and Margrit Shildrick for 
their helpful comments on this chapter. ; ,, 

2. The latest b~k of Orl~do Fals-Borda and t-f.A. Rap.man (1991) provides a 
useful overview of the widespread geographidl and disciplinary applications 
of PAR and related initiatives. • 

3. In addition, the~e is a need to look at the h:na~dous ~plications of describing 
stereo~~at-~k groups rather than at-nsk bt!~aviour as if these groups have 
a coll~ive idenuty. For the debate on the hazudous nature of the description 
of at-nsk ~roups, see Frankenberg (1994) and Schiller et al .. {1994). 

4. Paul? F~eire does acknowledge the feminist critique of his work in later 
pu?l_icau~ns. He ~so ~l!:pressed the wish to place the critique of his earlier 
wntmgs in the histdncal context in which they were written (Freire in 
McLaren & Leonard 1993). • • 

5. A helpful theoretical framework for examining issues around who deter­
mines need is provided by Fraser (1989). Janet Pl"ice (1992) exolores the 
relevance of Fraser's model to Women in Development in the ~ontext of 
women's empowerment. • 
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