
The 1978 Alma-Ata Declaration was a transformative vision for 
primary and reproductive health care grounded in social 
justice, equity, and community participation.1 It called for 
“maximum community… participation in the planning, 
organization, operation, and control of primary health care” 
catalyzing a shift from facility-based care toward community 
health workers (CHWs) and grassroots involvement in health 
decisions.2 This allowed for greater accessibility and more 
targeted, personalized, culturally aware care to populations 
who would otherwise be much less able to access a clinic.3

In the following decade, however, many national programs 
were discontinued or defunded during the 1980s structural 
adjustment era, and national strategies reverted back to top-
down, externally designed models with limited community 
engagement.1,2,4,5 Over time, community-led reproductive 
health programs changed in scale, raising questions about 
how they have evolved since the 1970s and what they can 
teach us about building equitable global health programs 
today.5
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How have community-led reproductive health programs 
evolved since the 1970s, and what lessons does this 
evolution offer for designing equitable global health 

strategies?

Program impact varied based on the level of community 
participation:
§ Lower impact: participation limited to implementation roles (service 

delivery, data collection)
§ Higher and more sustained impact: participation in co-design and 

governance
Programs incorporating community decision-making authority 
demonstrated:
§ Greater sustainability
§ Improved adaptability to local contexts
§ More durable improvements in maternal and reproductive health 

outcomes

1. Hone T, Macinko J, Millett C. Revisiting Alma-Ata: what is the role of primary health care in achieving 
the Sustainable Development Goals? Lancet. 2018;392(10156):1461-1472. doi:10.1016/S0140-
6736(18)31829-4

2. Lawn JE, Rohde J, Rifkin S, et al. Alma-Ata 30 years on: revolutionary, relevant, and time to 
revitalise. Lancet. 2008;372(9642):917-927. doi:10.1016/S0140-6736(08)61402-6

3. Perry HB, Rohde J. The Jamkhed Comprehensive Rural Health Project and the Alma-Ata vision of 
primary health care. Am J Public Health. 2019;109(5):699-704. doi:10.2105/AJPH.2019.304968

4. Wintrup J. Health by the people, again? The lost lessons of Alma-Ata in a community health worker 
programme in Zambia. Soc Sci Med. 2023;319:115257. doi:10.1016/j.socscimed.2022.115257

5. Perry HB, Zulliger R, Rogers MM. Community health workers in low-, middle-, and high-income 
countries: an overview of their history, recent evolution, and current effectiveness. Annu Rev Public 
Health. 2014;35:399-421. doi:10.1146/annurev-publhealth-032013-182354

Results 

The historical trajectory of global health highlights that community 
participation and community health worker (CHW) support are essential 
to achieving equitable reproductive health outcomes. Re-centering care 
“by the people, for the people” remains critical for sustainable health 
systems.

Recent initiatives have reintegrated community-centered models such 
as peer-led groups, culturally adapted birthing centers, and 
strengthened CHW programs, demonstrating improvements in 
maternal and neonatal outcomes, preventive care utilization, and 
overall maternal well-being.

These findings support community-based, culturally responsive care as 
a standard approach for advancing global reproductive health.

ResultsIntroduction

Study Design:
§ Qualitative historical review

Data Sources:
§ PubMed; WHO database

Inclusion Criteria:
§ Peer-reviewed literature
§ LMIC programs
§ Women of reproductive age
§ Rural/underserved settings

Comparative Framework:
§ Pre–Alma-Ata vs Post–Alma-Ata

Compared for:
§ Community participation
§ Access to care
§ Local knowledge integration

Data Analysis:
§ Thematic analysis of program characteristics and 

outcomes
§ Identification of key patterns and lessons
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Community-based reproductive health interventions 
improved service uptake and health literacy:
§ Antenatal care utilization: increased from 37% to 

51% (+31% relative increase)
§ Contraceptive use: increased from 37% to 63% 

(+26% increase)
§ Knowledge, attitudes, and practice (KAP) 

scores: increased from 3.1 to 5.5 at 6 months

Improvements were observed across multiple levels:
§ Individual: increased knowledge and health agency
§ Household: improved support for care-seeking
§ Community/system: higher engagement with 

reproductive health services

Participatory women’s groups practicing learning and 
action were associated with significant reductions in 
maternal and neonatal mortality across cluster 
randomized trials conducted in Bangladesh, India, 
Malawi, and Nepal.
§ Maternal mortality: pooled OR 0.63 (95% CI 0.32–

0.94; p=0.024), corresponding to a 37% reduction
§ Neonatal mortality: pooled OR 0.77 (95% CI not 

shown; p=0.009), corresponding to a 23% reduction
§ Moderate heterogeneity was observed (I² = 58.8%)
§ Effects were strongest in settings with higher 

participation among pregnant women

These large, population-based studies demonstrated 
that community participation is highly cost-effective and 
associated with meaningful mortality reduction.

Figure 3. CHW intervention framework and outcomes. CHW support 
(emotional, informational, and practical) addresses contextual stressors, 
leading to reduced stress and depression and improved pregnancy 
acceptance, maternal confidence, and care engagement.

Behavioral & Health System Changes:

Clinical Impact: 

Knowledge & Psychosocial Effects:

Determinants of Program Success:

Community health worker (CHW)-led interventions 
produced measurable psychosocial and 
preventive health benefits:
§ Reduced perceived stress and depressive 

symptoms
§ Increased pregnancy acceptance and maternal 

confidence
§ Improved engagement with care during pregnancy
§ Evidence from the Bukhali trial (Soweto) 

demonstrated significant improvements in mental 
health outcomes compared to controls.

Additionally:
§ CHW-led outreach significantly increased cervical 

cancer screening uptake among previously 
unscreened women in LMIC settings

Figure 1. Intervention effects on maternal and neonatal mortality. Forest 
plots show reduced maternal (OR 0.63, 95% CI 0.32–0.94) and neonatal 
mortality (OR 0.77, 95% CI 0.65–0.90) with community-based interventions; 
squares indicate study weights and diamonds pooled effects.
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Figure 2. Pre–post intervention outcomes. The CRHC model was 
associated with increased knowledge, attitudes, and practices, with notable 
improvements observed over six months among Lahu women at individual, 
household, and community levels.
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