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Honouring the value of people in public health: a different kind of
p-value
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When faced with a complex public
health problem there is a natural urge
to find solutions. We hire consultants,
gather data, test hypotheses and examine
P-values to identify risk factors: datadriven technological fixes get implemented every day. In the right situation,
there is nothing wrong with solutionism
– the belief that all difficulties have technical solutions. Solutionism works well
for circumscribed problems involving a
small number of motivated individuals,
where every element of the prescribed
solution can be implemented as planned.
However, complex problems in public
health usually have elements that defy
planning, because health involves
people, and people are unpredictable.
The World Health Organization
recognizes that solutionism is unlikely
to succeed in creating people-centred,
integrated health systems.1 Public health
problems are generated by communities,
societies and cultures with their multiple
histories, values and perspectives. This
complexity leads to the predictable
failures of solutionism: gleaming but
abandoned tertiary hospitals, medical
schools in poor countries pumping
alumni to rich countries, bankrupt community insurance schemes and epidemics of lifestyle diseases checked only by
pills and surgeries. Stymied solutionists
say that the solutions they came up with
were good, but the implementation
failed.2 Rather than question solutionism’s unassailable worth, we blame the
immature science of implementation.
The limits to solutionism become
clear when coordinated actions of many
people must be maintained over time.
Public health problems are dynamic –
they don’t stay solved. Action breeds
an unpredictable reaction, requiring a
repeat solution and the cycle continues.
Dynamic problems don’t have solutions
so much as they have approaches.

Complex and dynamic public
health problems require a different
approach: an emphasis on the value of
people. People who own the problem
can anticipate the most likely social
obstacles to its resolution, and their
participation is essential to maintain an
evolving strategy that can institutionalize an approach to the problem. Decades
of community-based participatory research have shown that people from the
community and their political leaders
have to be included as full participants
in problem solving.3 People are not just
passive clients: they must be involved
in deciding which problems need addressing, identifying the root causes and
finding long-term solutions.
Solutionist approaches often feign
deference to people by creating community advisory boards and holding occasional community briefings. This is not
what we mean by honouring the value
of people. Pro forma advisory boards are
just a small step towards partnership:
what is needed is a fundamental shift
in the idea of who is in charge. Such a
shift can be uncomfortable for technical
experts who have spent years devoting
themselves to a particular scientific
orthodoxy and for whom the success of
top-down solutions are testament to the
solver’s goodness, worth and entitlement
to deference.
Solutionism oddly dehumanizes
the ones who need help: it spotlights
the expert and marginalizes the persons
closest to the problem. Communities get
a subtle message that their insights are
not valued. Contacting the community
might be a concession because their
survey responses can narrow down
numerical parameters. With data in
hand, the technician goes back to the
P-value laboratory until emerging with
the solution.

Many people view public health
problems with different lenses and won’t
necessarily accept an expert’s approach.
Furthermore, local politicians who
could have helped to identify obstacles
are often excluded. We propose getting
the community members, technical
experts and politicians together from
the start. They need to share their views
about the system and commit to working
together to solve problems.
Focusing on inclusion is not an
appeal to folk wisdom. Community
members are not experts in biomedical
theory and are prone to set priorities
based on personal anecdotes, fear and
dread. These are serious weaknesses;
however, technical experts can also have
grave weaknesses in their ignorance of
local social and cultural context. Not
knowing how issues feel to participants
is a real handicap for any solver – but
those mutual weaknesses are why
sustained partnership is needed. This
principle of interdependence between
technician and community, between
clinician and family underpins a global
movement that is committed to building
people-centred health systems.
Recent research has shown that
integrating community participation
in the planning and implementation of
health reforms is a key factor in supporting health improvements.3 The approach has been applied in a variety of
areas including: the control of infectious
disease;4 reducing maternal deaths and
improved birth outcomes;5 enabling better health seeking behaviours;6 improving quality of life by promoting healthy
environments through improvements
to housing, reducing crime and building social cohesion.7 Critical factors for
achieving trust include allowing participants to see their common concerns
and building strong relationships within
health committees or participatory
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groups. There must be a commitment
to sustain long-lasting relationships
between the community, local health
workers and managers.8,9
Leading-edge programmes and
public health activists are taking these
principles forward all over the world
and applying people-centeredness to
both individual level and population
level interventions, in both rich and
poor countries. A project in Piedecuesta,
Colombia, encouraged people with spinal cord injuries to meet regularly as a
group to discuss their health-care needs.
Health-care and social workers provided
information on health and led interactive training sessions in practical selfcare skills; topics covered included pressure sores, urinary problems, catheter
management and sexual problems.10 In
Nepal, engagement with local women’s
groups identified major maternal and
newborn problems in their communi-

ties. Community-driven strategies to address these had significant success with
30% fewer newborn deaths and 80%
fewer maternal deaths.11 In India, participatory women’s groups met monthly in
Orissa and Jharkand where a facilitator
led them in participatory learning and
action to identify and prioritize problems in maternal and newborn health.
Neonatal mortality rates fell, especially
among underprivileged groups. Service
utilization trends remained the same
among social groups.5,12,13
The way we think about community
involvement is changing. Solutionists
used to see community involvement as
another intervention tool to be studied
as though it were a bed net or a pill. If we
value people, community involvement
and engagement is not an instrument
or an optional design feature for public
health intervention: it is a non-negotiable commitment. There is no practice

of public health without recognizing
the value of people as partners and
co-participants in the approach to commonly shared health problems.
Technical solutions for health
problems are still needed. We still need
the familiar P-value because biological
evidence is necessary, but public health
practice also needs to recognize the
value of people. Regardless of the political environment, the power of the
state to alter health decisions inside the
home has limits. Only an approach that
values, honours and engages people can
alter how they make decisions about
their health. ■

Acknowledgement
David Bishai acknowledges support
from Future Health Systems, a Research
Policy Consortium funded by the United
Kingdom’s Department for International
Development (DFID).

References
1.

2.

3.
4.

5.

6.

7.

662

WHO global strategy on people-centred and integrated health services:
interim report. Geneva: World Health Organization; 2015. Available from:
http://www.who.int/servicedeliverysafety/areas/people-centred-care/
global-strategy/en/ [cited 2015 Jul 14].
Braithwaite J, Marks D, Taylor N. Harnessing implementation science to
improve care quality and patient safety: a systematic review of targeted
literature. Int J Qual Health Care. 2014 Jun;26(3):321–9. doi: http://dx.doi.
org/10.1093/intqhc/mzu047 PMID: 24796491
Rifkin SB. Examining the links between community participation and health
outcomes: a review of the literature. Health Policy Plan. 2014 Sep;29 Suppl
2:ii98–106. doi: http://dx.doi.org/10.1093/heapol/czu076 PMID: 25274645
Abad-Franch F, Vega MC, Rolón MS, Santos WS, Rojas de Arias A.
Community participation in Chagas disease vector surveillance: systematic
review. PLoS Negl Trop Dis. 2011 Jun;5(6):e1207. doi: http://dx.doi.
org/10.1371/journal.pntd.0001207 PMID: 21713022
Tripathy P, Nair N, Barnett S, Mahapatra R, Borghi J, Rath S, et al. Effect of a
participatory intervention with women’s groups on birth outcomes and
maternal depression in Jharkhand and Orissa, India: a cluster-randomised
controlled trial. Lancet. 2010 Apr 3;375(9721):1182–92. doi: http://dx.doi.
org/10.1016/S0140-6736(09)62042-0 PMID: 20207411
Attree P, French B, Milton B, Povall S, Whitehead M, Popay J. The experience
of community engagement for individuals: a rapid review of evidence.
Health Soc Care Community. 2011 May;19(3):250–60. doi: http://dx.doi.
org/10.1111/j.1365-2524.2010.00976.x PMID: 21138495
Mercy JA, Rosenberg ML, Powell KE, Broome CV, Roper WL. Public
health policy for preventing violence. Health Aff (Millwood). 1993
Winter;12(4):7–29. doi: http://dx.doi.org/10.1377/hlthaff.12.4.7 PMID:
8125450

8.

9.

10.
11.
12.

13.

Mubyazi GM, Hutton G. Rhetoric and reality of community participation
in health planning, resource allocation and service delivery: a review of
the reviews, primary publications and grey literature. Rwanda J Health Sci.
2012;1(1):51–65.
Molyneux S, Atela M, Angwenyi V, Goodman C. Community accountability
at peripheral health facilities: a review of the empirical literature and
development of a conceptual framework. Health Policy Plan. 2012
Oct;27(7):541–54. doi: http://dx.doi.org/10.1093/heapol/czr083 PMID:
22279082
World report on disability. Geneva: World Health Organization; 2011.
Available from: http://www.who.int/disabilities/world_report/2011/report.
pdf [cited 2015 Jul 14].
Blomfield M, Cayton H. Community engagement: a report for the Health
Foundation. London: The Health Foundation; 2009.
Victora CG. Commentary: Participatory interventions reduce maternal and
child mortality among the poorest, but how do they work? Int J Epidemiol.
2013 Apr;42(2):503–5. doi: http://dx.doi.org/10.1093/ije/dyt044 PMID:
23569190
Houweling TA, Tripathy P, Nair N, Rath S, Rath S, Gope R, et al. The equity
impact of participatory women’s groups to reduce neonatal mortality in
India: secondary analysis of a cluster-randomised trial. Int J Epidemiol.
2013 Apr;42(2):520–32. doi: http://dx.doi.org/10.1093/ije/dyt012 PMID:
23509239

Bull World Health Organ 2015;93:661–662| doi: http://dx.doi.org/10.2471/BLT.14.149369

