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Basic development needs approach
in the Eastern Mediterranean Region:
from theory to practice

M.R. Sheikh'

SUMMARY Poverty and health are mutually reinforcing and deprivation in one area produces
negative effects in the other. Unfortunately at the beginning of the 21st century, the number of
people living in absolute poverty continues to rise with grim health consequences. Many studies
have clearly established that health is related to and influenced by a complex of environmental,
social and economic factors ultimately related to each other. Therefore, actions undertaken out-
side of tha health sector are likely to have effects much greater than those obtained through the
health sector alone. Thus, the countries of the World Health Organization Eastern Mediterranean
Region have adopted basic development needs to address all the determinants of heaith collec-
tively through community empowerment in order to transform social lifestyles and enhance hu-
man development. This article presents the cantribution made by basic development needs in
empowering local communities and vulnerable groups to acquire their essential needs through
the efficient use of available resources. The assessment surveys of the ongoing programme
conducted periodically in different countries have demonstrated significant reduction in poverty
levels and improvement in quality of life indices pertaining to a wide range of fields, including
health, nutrition and other social sectors.

Introduction freedoms™ he or she needs to lead “the kind
of life he or she has reason to live” [2].

The rich peaple are not sick because Presently, about 20% of the world’s popula-
they can afford good houses, clean tion, or 1.3 billion people, live in absolute
water, food and health care neces- poverty. Despite ovFrall growth .of the
sary to avoid diseases. But living in world economy, studies on health inequi-
poverty, how can we afford (o avoid ties show that differences in health statug
diseases? (Statement of a poor between rich and poor are growing and that
farmer from Sudan) the link between health and poverty runs in

both directions. Il health is both a cause
Under the International classification of and consequence of poverty. Those living
diseases, absolute poverty is categorized as  jn absolute poverty are five times more
a disease [/]. According to Amartya Sen’s  likely to die before reaching the age of 5
analysis, poverty is “capability depriva-  years and two-and-half times more likely to
tion”, where a person lacks the “substantive  dje between the ages of 15 years and 59
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years compared with those in higher-in-
come groups [3]. On the other hand, im-
provements in health cause a demographic
transition from high to low fertility and
mortality [4].

The reasons and mechanisms leading to
inequalities in health have been frequently
analysed. The wealth of people is their as-
sets and their capabilities. As the World
Bank has noted, “the body is poor people’s
main asset, but one with no insurance™ [5].
Health allows poor people the opportunity
to participate in gainful and productive ac-
tivities. On the other hand, ill health can
bring disastrous consequences for individu-
als and their families. Evidently, health, be-
ing central to human development, is relat-
ed to and influenced by a complex of
environmental, social and economic factors
ultimately related to each other (Figure 1).

Determinants of health of the poor
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For communities, as for families and indi-
viduals, life is a whole and not divided into
“aspects” and “sectors”. Therefore, the
right approach to health matters is within
the totality of human needs. That is how
“quality of life” can be understood and im-
proved.

During the past two decades, fundamen-
tal changes have occurred in economic de-
velopment and financing approaches and
there has been a globalization of trade and
knowledge and a shift to privatization.
These changes have had negative effects,
particularly on the underprivileged popula-
tions, as here, in addition to ill health, there
exists a persistent combination of unem-
ployment and underemployment, economic
poverty, a low level of education, poor
housing, malnutrition, gender insensitivity,
social apathy and a lack of the will and ini-
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Figure 2 Components of basic development needs and their synergistic effects on quality of

life

tiative to make changes for the better, It
would therefore be unfair to expect any sub-
stantial health improvements in these popu-
lations without those constraining condi-
tions first being removed or alleviated.
Recognizing the need to broaden its
scope from only health-focused goals to the
attainment of better quality of life, the
World Health Organization (WHO) Region-
al Office for the Eastern Mediterranean has
actively supported and advocated the basic
development needs (BDN) approach among
the countries of the Region [6]. It is based
on the principle that health is an objective
that should be pursued using all available
means and the attainment of good heaith
should be central to the entire process of
poverty alleviation and human develop-
ment. BDN aims at collectively addressing
all determinants of health through integrat-
ed socioeconomic development by facilitat-

ing the active community involvement of
both men and women (Figure 2). It has the
fundamental understanding that it is where
people live and work that health is made or
broken. Such a process requires commu-
nities to assume greater responsibilty in de-
fining their needs, identifying priorities,
mobilizing local resources and developing
necessary local organizations. BDN strong-
ly advocates and implements strategies that
facilitate the access of local communities to
essential social services, appropriate tech-
nologies, information and financial credit
with the explicit aim of promoting fair dis-
tribution of resources to achieve equity at
the grass-roots level.

BDN was first introduced in the late
eighties as a research and development
project in a few villages in Somalia. Since
then it has steadily evolved and presently 14
countries in the WHO Eastern Mediterra-

Yoo ot adal e ol tall 400 ol ki ¢ i 3, T S



Eastern Mediterranean Health Journal, Vol. 6, No. 4, 2000 769

nean Region are implementing BDN at var-
ious stages of development. The following
sections provide a brief description of the
salient achievements made through the
BDN initiative in the participating coun-
tries.

Coverage

The extent of the coverage of BDN in vari-
ous countries of the Eastern Mediterranean
Region has been influenced by the corre-
sponding political situation. Nonetheless,
under varying sociopolitical conditions, the
programme has proved its effectiveness
and sustainability because of its flexibility
and locally sensitive operational mecha-
nisms. In 1989, the government of Somalia
declared BDN as the priority health pro-
gramme. After the civil war in 1991, only
this programme sustained its momentum
due to the firm ownership of the communi-
ty itself. The programme has since been ex-
panded to 81 villages and 52 satellites in 4
regions. In Jordan, a BDN programme is
being implemented by an a nongovernmen-
tal organization (NGO) in close coordina-
tion with line ministries. The government
of Pakistan in its National Health Policy
has recognized BDN as an effective strate-
gy for poverty reduction and earmarked
US$ 420 million for its replication in 1997.

Since its introduction in Afghanistan,
the BDN approach has been considered by
different development agencies as a model
for community solidarity and commitment.
Here, almost two decades of armed con-
flict, destruction, displacement and the
volatile political situation have made the
socioeconomic conditions of the people
amongst the worst in the Region. This situ-
ation has led communities to depend on
themselves. BDN advocacy, dialogue and
consensus-building were initiated in the

middle of this crisis, culminating in the
launch of the programme in Nangarhar
province of the eastern region in 1996, This
was followed by the establishment of mod-
el sites in Herat in 1997, Ghazni in 1999
and Kabul in 2000.

Civil society partnerships

Social preparation in BDN aims to trans-
form the dependency psychology of aid,
assistance, relief and donation resulting
from the paternalistic approach of govern-
ment workers and aid agencies to real com-
munity empowerment through dynamic
partnerships among all stakeholders facili-
tating self-help, self-financing, responsibil-
ity and accountability. 1o make this process
meaningful and to enable communities to
voice their concerns collectively, certain
structures have been created in all countries
implementing BDN. In each project area,
there is a local development committee
comprising both formal and informal com-
munity leaders. Each committee acts as the
prime mover for development activities and
is assisted by a support team consisting of
representatives from the locally functional
public sector departments. The team pro-
vides the needed managerial and technical
skills to the communities during the plan-
ning and implementation of different inter-
ventions. .

Recognizing that BDN requires not only
collaboration between community and gov-
ernment but also partnerships with NGOs,
international organizations, donor agencies
and the private sector, each country has de-
veloped its own network of allies, The main
partners include: United Nations Chil-
dren’s Fund (UNICEF), Plan International,
Social Security Development Bank and In-
termediate Technology Development
Group in Sudan; Noorul-Hussain Founda-
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tion in Jordan; Italian Cooperation and Eu-
ropean Commission in the Syrian Arab Re-
public; World Bank and Social
Development Fund in the Republic of
Yemen; International Fund for Agriculture
Development, Food and Agriculture Orga-
nization, Water for Life, Somalia Red Cres-
cent Society and Life and Peace in Somalia;
and United Nations Development Pro-
gramme, United Nations High Commis-
sioner for Refugees and many international
NGOs in Afghanistan.

Addressing the needs

Using consensus-building mechanisms for
situation analyses and needs assessments,
the communities prioritize their interven-
tions depending on the available human
and financial resources. Experience in dif-
ferent countries has shown that income-
generating schemes, as a means of
livelihood and a source of food, invariably
occupy a high position on the list of priori-
ties. The support teams assist local commit-
tees in developing relevant, feasible,
cost-effective and beneficial projects for
the selected priorities. Although each coun-
try has undertaken different types of
projects, the data in Table 1 clearly demon-
strate the comprehensive and broad range
of socioeconomic activities that have so far
been supported by BDN to address commu-
nity needs.

Djibouti has projects related to water
supply and environmental health, agricul-
ture, microcredit to families and women,
immunization and other primary health
care activities. In Morocco, women’s de-
velopment, small-scale enterprises and en-
vironmental health have received the main
attention. Projects to improve the infra-
structure, communication network, voca-
tional centres and computer literacy have

been launched in Egypt, while the Syrian
Arab Republic has embarked on communi-
ty schools, safe drinking-water projects and
baby-friendly homes, Sudan, Pakistan, Af-
ghanistan and Somalia have implemented a
large number of income-generating
projects, such as poultry farming, fisheries,
livestock and dairy development, agricul-
tural products and rehabilitation of agricul-
tural elements, cottage industry and
handicrafts, while social projects include
the promation of environmental sanitation,
adult literacy, girl-child nutrition, tobacco-
free initiative, school health, mother and
child care, social mobilization and youth
development.

Making the difference

BDN interventions are directed towards
better health outcomes for individuals and
families by alleviating poverty, creating
awareness, building capacity, enhancing
literacy, ensuring adequate nutrition and
providing essential health services. Regular
monitoring reports and quick appraisals of
the ongoing programmes have demonstrat-
ed significant improvement in the quality of
life indices related to a wide range of socio-
economic areas. For health and social sec-
tors, the direct and indirect impact of BDN
interventions is remarkable. The data col-
lected through baseline and rapid assess-
ment surveys show significant and steady
improvements. More importantly, these
trends have been sustained and further
strengthened during various stages of BDN
evolution and have been recorded under
different socioeconomic and cultural set-
tings.

Numerous examples of improved nutri-
tional status, low mortality during disease
epidemics, effective malaria and tuberculo-
sis control measures, increased use of safe
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Table 2 Basic development needs {BDN) in Somalia and Afghanistan — social development

Indicators

Indicator

Somalia
1992

Pre-BDN
Afghanistan

Post-BDN
Somalla Afghanistan
1995 1997 1998

Infant mortality rate (per 1000 live births)
Malnutrition (%)

Enrolment in primary school (%)
Immunization coverage (%)

Antenatal care (%) 21

a9

23
4.2

25

180 30 75
36 3 29
43 36 -
60 60 95
14 53 62

*Could not be measured as most schools have been closed dus to war

Source: B8]

drinking-water, higher school enrolments
and promotional activities leading to
healthy lifestyles have been reported from
Jordan, Syrian Arab Republic, Republic of
Yemen, Egypt, Morocco and other partici--
pating countries. In BDN areas of Pakistan,
there was a marked decrease in the mean
infant mortality rate from 117/1000 live
births in 1995 to 54/1000 live births in
1999. Within the same period, immuniza-
tion coverage of children and pregnant
mothers was enhanced to almost 100%,
while the use of family planning methods
increased from 3% to 30%. Similarly,
through concerted advocacy and literacy
campaigns, school enrolment among boys
and girls rose from 57% and 30% to 75%
and 59% respectively (Figures 3 and 4).

In Afghanistan, assessment surveys in
1998 indicated that the vaccination status
of the children in BDN villages had
reached a level of 95%, while it was around
60% before the introduction of BDN (Table
2). Antenatal care increased from an aver-
age of 14% to 62% resulting in a marked
tise in the tetanus coverage of the pregnant
women despite cultural restrictions. Health
and social indicators in project areas of So-
malia aiso registered improvements, al-

R1995 =31098

100

80

80

20

Immunization coverage Tetanus toxold coverage
(Infants 0—11 months) {pregnant women)

Figure 3 Basic development needs In
Pakistan -- percentage increase In
immunization coverage. Source: [8]

XPre-BON (1995) ESPost-BDN (1989)
100

80

20

Boys (6—14 years)

Girls (614 years)

Figure 4 Basic development needs {BDN) in
Pakistan — percentage increass in
enroiment of schoaolchlldren. Source: [4]
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Table 3 Basic development needs — cost-beneflt analysis (Nizampur/Mastung, Pakistan)

Investment Families Total costs per family Income per year Cost—benefit
area beneflted (capital and recurrent) (1999) ratio
(Pakistani rupees) {Pakistani rupees)

Agricultura and

irrigation 2381 11 822 27 557 1:.23
Livastock 487 22975 37722 1:1.6
Small trade 45 6339 10 755 1:1.7
Women’s

development 889 76 100 1:3.8

19923

*US$ 1 = 47 Pakistani rupeas (1998)
Source: [7]

though the entire public system collapsed
after the civil war in 1991. In fact, BDN in
Afghanistan and Somalia has been a bridge
for peace and health as even during the pe-
riods of heightened fighting, all warring
parties agreed to observe ceasefires during
the national immunization days for polio-
myelitis. For the same reason, the two
countries are now presented as models for
other nations going through difficult situa-
tions.

Aware of the fact that health risks asso-
ciated with poverty require a particular
combination of social and economic inter-
ventions with a strong commitment to equi-
ty, the BDN programme extends grants and
interest-free loans to communities to under-
take non-health interventions, including in-
come-generating schemes, to address the
prioritized needs. The schemes are support-
ed on a cost-sharing basis with the benefi-
ciaries and the loans are refundable to a
revolving account managed locally. It is
worth mentioning that in all countries the
rate of return of loans has been consistently
high, ranging from 75% to 95%, which in-
dicates the effectiveness of the inbuilt guar-
antees provided and monitored by local
organizations. The scheme also provides

opportunities to reinvest the available re-

sources for the second generation of

projects, which leads fo self-reliant com-
munities.

In a cost-benefit study performed for
selected villages in Pakistan, it was appar-
ent that the benefits clearly outweighed the
costs involved in implementing such
schemes (Table 3). It was also recorded
that, due to better economic viability, the
communities were investing more in the
protection and promotion of their health as
well as other social sectors. The change had
a particularly profound effect on women
who, with better resources and economic
independence, were able to influence ac-
tions tailored to improve nutrition and edu-
cate children. This made BDN an effective
tool to finance and sustain spending re-
quired to maintain health at the desirable
level through community-managed actions
[7]. The study also reported the following
qualitative benefits of BDN.

* Poverty alleviation mechanisms have
become integral components of local
development strategies.

» Communities have gained technical and
leadership skills through improved ac-

Yoo o fadalle ot e Al Rl ol 2kins ¢ Jan ol 3 AT Al A



774 La Revue de Santé de la Méditerranée orientale, Vol. 6, No. 4, 2000

cess to public services and credit
schemes,

¢ A dynamic platform has been provided
for facilitating collaborative links be-
tween communities and other sectors of
civil society.

* Poor and vulnerable groups have been
empowered and better served with fo-
cus on their real problems and needs.

* Women have attained higher prestige

and leadership roles in dealing with
community affairs and social causes.

The road ahead
In the past decade, the WHO Regional Of-

fice for the Eastern Mediterranean has
taken a leading role in the advocacy and
promotion of BDN. During this period,
many countries have gained sufficient ex-

perience in comprehensive development
and have expressed a firm commitment to
sustain and expand BDN model areas to
large-scale national programmes. In this re-
gard, these countries have developed a
common vision and framework for action
[8]. It has been agreed that by 20035, the
community-based development initiative in
countries of the Region will be central to
national development policies and plans to
reduce poverty, promote equity and achieve
better quality of life. During this period, the
initiative will be expanded on a large scale
in at least three countries of the Region that
enjoy a strong commitment and ownership
of the national governments and communi-
ties. Partnerships between civil society,
donor agencies and international organiza-
tions will also be consolidated to assist
communities in achieving their desired ob-
jectives,
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