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THE COMMUNITY HEALTH PARADIGM IN 

DIARRHOEAL DISEASE CONTROL 
    

- Some Reflections 

 

� Diarrhoeal Diseases both acute or chronic continue to be a major public health problem 

all over the world but especially so in the so called developing countries, where their 

occurrence also becomes a reflective indicator of the state of health and sanitation of 

the community and the well being of their children.  

 

� In India, it is a major public health problem among the under-five age group and it has 

been estimated that a third of the total paediatric admissions are due to diarrhoeal 

diseases and up to 17 per cent of all deaths in indoor paediatric patients are diarrhoea 

related.  

 

� A study carried out in rural and urban areas of 11 states in the country in 1991, found 

diarrhoea episodes of 1.5 per child per year (urban) and 4.7 per child per year (rural), 

perhaps an underestimate.  SRS estimates have shown that out of a child mortality of 

26.5 per 1000 children under-five, about 20 per cent deaths are due to diarrhoeal 

diseases.  

 

� The classical bio-medical approach which has dominated public health and medical 

research in the country has focussed on the agent factors including a large range of 

viruses, bacteria and other parasitic infections.  Extensive studies have been done on 

rotaviruses; E.coli (both enterotoxigenic and enteropathogenic); shigella; campylobacter 

jeijuni; vibrio cholera; salmonella and cryptosporidum.  

 

� This case centred specific pathogen oriented epidemiology seeks to identify high risk 

affected or susceptible individuals and offers them some treatment or protection and 

prevention.  Thus leading to the quest of drugs for treatment and prophylaxis or 

vaccines for prophylaxis.  

 

� There is however an urgent need to move from an ‘individual oriented’ strategy to a 

population oriented strategy that seeks to control the determinants of incidence in the 

population as a whole.  

 

� For diarrhoeal diseases taken together as a whole, these population based or social 

determinants are increasingly being understood.  They include 

 

� Poverty 

� Malnutrition 

� Poor personal and community hygiene 

� Inadequate or unsafe water supply sources 

� Inadequate or absent sanitation facilities 

� Inappropriate feeding and weaning practices 
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� Contaminated food 

� Fly breeding in association with human or animal faeces 

� Inadequate health education or awareness building measures, or  

� Lack of access to basic or primary health care.  

 

� This wider understanding of the determinants of diarrhoea diseases should help to shift 

the focus of community based diarrhoeal disease control strategies from oral 

rehydration and rational therapy including reduction in the misuse or overuse of 

irrational anti diarrhoeals in the market; to more social and community oriented 

strategies that include  

 

� Better environmental sanitation;  

� Provision of safe water supplies; 

� Measures to improve food, milk, and water hygiene; 

� Health education focussed specially on vulnerable groups including women and 

children;  

� School health as a focus of health - hygienic habits building strategies; and  

� Vector control.  

 

� With increasing involvement of the behavioural sciences researchers in problem or 

situation analysis, which would include  

 

� Knowledge, attitude, practice surveys; 

� Anthropological and ethnographic studies; 

� Community dynamics and political economy studies; and 

� Operations and action research  

 

Further understanding of the socio-economic-cultural-political realities and context of 

the diarrhoea problem in the community and the country will emerge.  

 

� This comprehensive SEPC analysis will help us to understand the social risks and 

community determinants of the diseases which will include 

 

� Poverty, inequality and social marginalisation;  

� Migration and displacement;  

� Ecologically hazardous or unsustainable development;  

� Structural, operational and technical resistances of the public health and primary 

health care system;  

� Development strategies without health impact assessment;  

� New economic policies that downsize government funding or privatise, liberalise or 

commercialise public health services affecting access and affordability; and  

� Finally commercialisation of medicine that will develop ‘a vested interest in the 

abundance of ill health’ including diarrhoeal disease promoting unethical, irrational 

remedies  

 all as components of the problem.  
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� There is urgent need for researchers to move beyond the biomedical paradigm 

with its focus on molecular biology, intracellular pathogens and specific ‘magic 

bullets’ be they drugs or vaccines to a more wide angled, multidisciplinary 

socio-epidemiological research strategy that focusses on population and 

community determinants of the incidence of disease.  

 

� The late Prof. Geoffrey Rose calls this shift the population strategy – “an attempt to 

control the determinants of incidence, to lower the mean level of risk factors, to shift 

the whole distribution of exposure in a favourable direction.  In its traditional public 

health form, it has involved mass environmental control methods; in its modern form it 

is attempting (less successfully) to alter some of society’s norms of behaviour”.  

 

He goes on to add that its advantages are “radical; large potential for population; and 

behaviourally appropriate while its disadvantages are small benefit to individual (the 

prevention paradox); poor motivation of the subject; poor motivation of the physician; 

and a worrisome benefit-risk ratio”  

 

� The need of the hour is to move not only from the individual strategy to a population 

strategy (which is definitely the first step) but an even more urgent additional paradigm 

shift from ‘population’ to community/people, where they become the centre of the action 

or programme initiative and solution.  

 

� Unless we are able to make these shifts in our perceptions of the problems, research in 

the country will continue to be ‘part of the problem’ and not ‘part of the solution’.  The 

laboratory to the field transfer of high quality ongoing research in the country awaits this 

paradigm shift.  

 

� A new partnership awaits to be operationalised.  The partnership between the medical / 

laboratory researcher; the public health engineer; the social scientist; the community 

health activist; and the empowered community.  Only such a partnership can ensure 

that diarrhoeal disease control strategy will begin to make a dent on the problem.  

 

Is the research community in our country ready to accept this challenge? 

 

Dr. 

 


