
The JamkhedComprehensive Rural Health Project
and the Alma-Ata Vision of Primary Health Care

The Jamkhed Comprehensive

Rural Health Project (Jamkhed

CRHP) was established in cen-

tral India in 1970. The Jamkhed

CRHP approach, developed by

Rajanikant and Mabelle Arole,

was instrumental in influencing

the concepts and principles

embedded in the 1978 Decla-

ration of Alma-Ata.

The JamkhedCRHPpioneered

provision of services close to

people’s homes, use of health

teams (including community

workers), community engage-

ment, integration of services,

and promotion of equity, all key

elements of the declaration.

Theextraordinary contributions

that the Jamkhed CRHP has

made as it approaches its 50th

anniversary need to be recog-

nized as the world celebrates

the 40th anniversary of the In-

ternational Conference on Pri-

mary Health Care and the

writing of the declaration.

We describe the early influ-

ence of the Jamkhed CRHP on

the declaration as well as the

work at Jamkhed, its notable

influence in improving the health

of the people it has served and

continues to serve, the remark-

able contributions it has made

to training people from around

India and the world, and its re-

markable influencesonprograms

and policies in India and beyond.

(Am J Public Health. 2019;109:

699–704. doi:10.2105/AJPH.

2019.304968)

Henry B. Perry, MD, PhD, MPH, and Jon Rohde, MD

In the early 1970s, leaders of theWorld Health Organization
(WHO) identified a group of
projects and programs as imple-
menting a new approach to
provision of health care services
that was relevant to the realities
of developing countries. These
projects and programs provided
inspiration for the global primary
health care movement that began
with the first International
Conference on Primary Health
Care at Alma-Ata (now referred
to as Almaty), Kazakhstan, in
1978 and itsDeclaration ofAlma-
Ata.1 In 1975 WHO published
Health by the People,2 containing
10 case studies illustrating these
new approaches. Perhaps fore-
most among these programs—at
least in terms of its influence on
the ideas and concepts embedded
in the Alma-Ata Declaration
itself—was the Jamkhed Com-
prehensiveRuralHealth Project3

(Jamkhed CRHP), established in
rural central India in the state of
Maharashtra by Rajanikant and
Mabelle Arole almost a half
century ago (Figure 1).

The Aroles were actively en-
gaged with the Christian Medi-
cal Commission of the World
Council of Churches, which in
the late 1960s had begun to
critically examine the relevance
of Christian medical mission
programs. Up to that point,
Christian medical missions had
focused on curative hospital care
with little attention to prevention
and extension of primary health
care to the village level. The
work of this commission caught
the attention of KennethNewell,

who at that time was the direc-
tor of WHO’s Division of
Strengthening Health Services,
and other leaders at WHO in-
cluding Halfdan Mahler, who
became director general in 1973.
A history4 of the committee’s
influence on the development of
WHO’s primary health care ap-
proach highlights the particular
importance of the Jamkhed
CRHP. We have personal
knowledge of the history and
contributions of the Jamkhed
CRHP through our visits to
Jamkhed since the 1970s,
through our friendships with the
Aroles, and through the training
offered to the project’s students.

As part of the celebration
of the 40th anniversary of the
Declaration of Alma-Ata, we
highlight some of the Jamkhed
CRHP’s remarkable pioneering
contributions to the principles
and practice of primary health
care and to the movement lo-
cally, regionally, nationally, and
globally.

A HALF CENTURY
OF COMMUNITY
ENGAGEMENT

In 1970, the Aroles gained the
confidence and trust of the local

people in a poor, arid agricultural
region of India called Jamkhed,
initially by providing them with
medical care, listening to their
needs and aspirations, responding
to them as they were able, and
thereby building true partner-
ships. Recognizing that poor
health was related to lack of clean
water, discrimination against
lower castes, ignorance of prin-
ciples of hygiene and nutrition,
and marginal farming conditions,
the Aroles embarked on a com-
prehensive economic and social
approach to improving health.
They taught illiterate women
(who were mostly widows or
outcastes) to provide health ed-
ucation, improve child feeding
practices, and provide simple
curative care. They placed hand
pumps in low-caste areas, guided
farmers to impound runoff rain-
water, offered adult literacy
classes, taught hygiene and nu-
trition, and led the village people
in many other activities.

The work spread gradually to
30 villages and, by 1985, to 250
villages with a population of
more than 250 000 people. This
expansion took place with min-
imal additional staff and budgets,
largely carried out by villagers
and community health workers
(CHWs)whowere eager to share
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what they had learned and ex-
perienced. The mobile team
from the Jamkhed CRHP facil-
itated this expansion, which be-
came a people’s movement for
health.

In 1990 the Jamkhed-area
villagers, on their own initiative,
bought bus tickets and traveled
to Bhandardara, 250 kilometers
away, to teach and support vol-
unteer community workers in
their efforts to make space for
a new dam; these community
workers were recruited from a
group of 60 000 tribal people
who had been displaced from
their native forest heritage. In
another area, Latur, four hours
from Jamkhed, an earthquake
killed 30 000 people in 1993.The
CHWs and villagers of Jamkhed
and Bhandardara rushed there to
offer their assistance, and then, at
the request of the people of Latur,
the CHWs helped develop a
program similar to Jamkhed’s.
These activities eventually
reached a population of more
than 500 000 people.

The Jamkhed CRHPwas one
of the first programs to demon-
strate the effectiveness of illiterate
female CHWs. In 1970, when
the Jamkhed CRHP began,
levels of ill health and poverty in

the area were among the worst in
the world. The infant mortality
rate was 176 per 1000 live births,
40% of children younger than
five years were malnourished,
and coverage rates for family
planning, prenatal care, and birth
attendance by a trained provider
were all less than 1%.5 It was not
uncommon for women to be
treated as property without per-
sonal rights. One third of the
population was migrating to
sugar cane plantations to work
in temporary jobs because no
food or work was available in
Jamkhed. The area was experi-
encing a severe drought, and the
population faced near-starvation
conditions.

Within five years, the infant
mortality rate fell to 52 per 1000
live births, antenatal care cover-
age increased to 80%, 74% of
deliveries were conducted by
trained personnel in hygienic
conditions, the percentage of
children who were fully immu-
nized increased from 1% to 81%,
and leprosy prevalence dropped
by half. After 20 years, in 1990,
the infant mortality rate was 26
per 1000 live births, 60% of eli-
gible couples were using family
planning, fewer than 5% of
children were malnourished, and

the prevalence of tuberculosis
had fallen by two thirds. Neo-
natal tetanus disappeared as a
result of maternal immunizations
and sterile umbilical cord care.5

The hospital was initially full of
children with dehydration from
diarrhea, pneumonia, and severe
malnutrition. Today, the hospital
inpatient census is much lower,
and most patients are adults.

Currently, 100% of pregnant
women receive antenatal care
and have safe deliveries, and
fewer than 1% of children are
malnourished. According to sta-
tistics still maintained and scru-
tinized by communities in the
area, the infant mortality rate is
now 15 deaths per 1000 live
births, and thematernal mortality
ratio is less than 100 per 100 000
live births.6 These levels repre-
sent about half the mortality of
similar populations in rural
Maharashtra.7

An independent external
evaluation published in 2010
showed that, during the period
from 1992 until 2007, mortality
in the 1- to 59-month age group
was 30% less in the Jamkhed
service area than in a surrounding
set of comparison villages.8 The
results would have been much
more striking had the evaluation
been conducted earlier, during
the rapid decline in infant mor-
tality in the 1970s. A recent
comprehensive review of the
effectiveness of community-
based primary health care iden-
tified only four programs world-
wide with strong evidence of
mortality impact among children
younger than 5 years after
a period of at least 10 years.9

One of these programs was the
Jamkhed CRHP.

Since 1970, almost 10 000
tuberculosis patients in Jamkhed
have been identified and suc-
cessfully treated, as have more
than 5000 patients with leprosy.
Part of the treatment involved

integrating these patients back
into the life of their communities.
A comparative study showed
a much lower level of social
stigma associated with leprosy in
Jamkhed CRHP villages than in
villages in other areas.10 With
common maternal, child, and
infectious health problems under
control, other health and devel-
opment problems are now being
addressed by the communities,
including noncommunicable
diseases (e.g., diabetes, hyper-
tension, arthritis, mental illness),
adolescent health, and health
problems among the elderly.

Three tiers of work have
evolved at the Jamkhed CRHP.
At the community level (the
first tier), 200 CHWs in 150
Jamkhed-area villages (approxi-
mately one CHW per 1000
population) provide education,
health care (both preventive and
curative), and leadership to
community groups. Farmers’
clubs and women’s groups are
organized around their own in-
terests, and they assist CHWs in
village work. As communities
learn and gain confidence in their
abilities, they do more in iden-
tifying health problems, analyz-
ing causes, setting priorities, and
developing local solutions with
local resources.

In second-tier work, a mobile
team composed of a nurse, a
paramedic, and a social worker
visits each village periodically to
provide support and assistance.
The mobile team sees patients
referred by the CHWs, acutely
ill patients, those recently dis-
charged from the hospital, and
pregnant and newly delivered
women. The team also visits
people with chronic conditions
and talks with village leaders
about current issues. In addition,
they support the CHWs with
new information and facilitate
problem solving, both at the time
of their community visit and

Source. Arole and Arole (back cover).5 Printed with permission.

FIGURE 1—Mabelle and Rajanikant Arole: 1994
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when the CHWs travel to
Jamkhed for in-service training.
The third tier consists of hospital
and outpatient clinic services
available in Jamkhed, where
there are also central offices, a
hostel for trainees, and class-
rooms. Figure 2 provides an
overview of the community
programs and their links to the
services available in Jamkhed.

The key change agent is the
CHW, selected by the commu-
nity (Figures 3 and 4). She
receives training in health,
community development, com-
munication, and personal devel-
opment. At the outset, many
of these CHWs were illiterate,
drawn from the “untouchable”
(dalit) castes. The primary re-
sponsibilities of the CHWs are to
share their knowledge with ev-
eryone in the community, pro-
vide basic health care, organize
groups, and offer special support
to the poorest and marginalized
members. Although the CHWs
are volunteers, they are taught
skills that help them earn
their own living through
microenterprise.

Once each week, the CHWs
visit the central training facility in
Jamkhed, where they stay over-
night, learn fromone another and
from the mobile health team,
enjoy group activities, and pro-
vide each other with social sup-
port. Most of these women have
been CHWs for several decades
now, and dropouts have been
exceptionally rare.

The CHWs maintain a simple
health information system in each
village. They record births and
deaths, family planning usage,
and child immunizations, along
with other basic information
(including information from
other sectors such as agriculture
and the environment), often
using indicators chosen by the
villagers themselves. They place
a summary of these statistics on a

blackboard in the center of each
village where everyone can
readily review the situation, dis-
cuss the problems identified, and
assess the progress being made.

Rather than creating duplicate
services and programs, the
Jamkhed CRHP links villages
and their needs with available
resources in governmental and
nongovernmental programs.
Government programs provide
immunizations and family plan-
ning services. Lawyers volunteer
their time to talk with village
women to orient them about
their legal rights, and govern-
ment officials talk with villagers
about how to apply for govern-
ment loans and participate in
other government support pro-
grams, especially in improved
agriculture and small business.

The Jamkhed CRHP has a
demonstration and training farm
where it promotes new crops
appropriate to local conditions,
new farming techniques (in-
cluding organicmethods), animal
husbandry, and new income-
generating activities. More than
4200 people (mostly women)
have improved their incomes as a
result of this training and have
enhanced the nutrition of their
families and communities. The
farm also provides a livelihood
as well as a home for destitute

women with chronic illnesses
such as HIV/AIDS and for
women who are victims of do-
mestic violence, giving them
dignity and hope.

The Jamkhed CRHP has,
from the beginning, addressed
broad community concerns and
the needs of the whole person
rather than simply providing
narrowly focused curative and
preventive health services. It has
addressed the social determinants
of health, such as the low status of
women, the caste system, and
poverty. Farmers’ clubs have
planted millions of trees, im-
proved the land for agricultural
production and watershed de-
velopment, and learned to use
appropriate technology such
as bio-gas and vermiculture.
CHWs have learned about herbal
medicines and home remedies,
including homemade oral
rehydration therapy and steam
inhalation. A small team of local
villagers received training in fitting
artificial limbs (e.g., the “Jaipur
foot”) and has helped more than
25000 amputees throughout the
state ofMaharashtra. This team has
trained other groups to produce
and fit the “Jaipur foot” for land-
mine victims in Angola, Liberia,
and Mozambique.

Increasingly, the Jamkhed
CRHPhas placed an emphasis on

women’s empowerment and el-
evation of self-esteem, especially
among girls, and the program has
established a cooperative bank for
women. Currently, there are
more than 200women’s self-help
groups with 3000 members in
project villages. These groups
have initiated savings and loan
programs and activities directed
at reducing domestic violence
and alcoholism. Adolescent
groups have been present now for
20 years in 30 villages. These
groups promote health educa-
tion, self-confidence, creative
expression, and deferral of mar-
riage and pregnancy to older ages.
Girls finish formal schooling and
even learn karate to improve
their self-defense skills and en-
hance their self-esteem.

Through this comprehensive
approach, the Jamkhed CRHP
proudly proclaimed its achieve-
ment of all of the Millennium
Development Goals far ahead of
the 2015 target, not only goals
related to health but also those
involving eradication of extreme
poverty and hunger, achieve-
ment of universal primary edu-
cation, promotion of gender
equality and women’s em-
powerment, and assurance of
environmental sustainability (in-
cluding universal access to safe
drinking water and sanitation).
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FIGURE 2—Diagram of the Key Components of the Comprehensive Primary Health Care Program in
Jamkhed, India
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The JamkhedCRHP has now
been operating for 49 years, a
tribute to the long-term com-
mitment and remarkable leader-
ship of Rajanikant and Mabelle
Arole and their two children
Shobha and Ravi, who have led
the organization since the death
of their parents. Their out-
standing leadership and the
Jamkhed CRHP’s very low op-
erational costs, most of which
(aside from training costs) are
generated locally, have ensured
the program’s sustainability.

The Jamkhed CRHP works
with communities to ensure that
poor and marginalized people
achieve an acceptable level of
health; it does so using the
principles of primary health care,
as defined at Alma-Ata in 1978.
The program has demonstrated
long-term success in addressing
all three pillars of the Declaration
of Alma-Ata: equity, community
participation, and intersectoral

collaboration. In terms of equity,
low-caste women, widows, and
marginalized groups have re-
ceived priority in programming.
In terms of community partici-
pation, community engagement
and community empowerment
are at the heart of all activities. In
terms of intersectoral collabora-
tion, addressing the social de-
terminants of health, such as
poverty, gender disparity, and
caste barriers, has been a constant
priority. These achievements
have been possible through em-
powerment of communities,
building their capacity to solve
their own problems and carry out
work themselves.

THE JAMKHED
INTERNATIONAL
INSTITUTE

The Jamkhed International
Institute for Training and

Research in Community Health
and Population has provided
training for 45 000 individuals,
42 000 from throughout India
and 3000 from more than 100
other countries. They include
grassroots workers, project
managers, doctors, nurses, gov-
ernment workers, administrators,
and medical and public health
students. Field studies and pub-
lications cover a broad range of
primary health care topics.8,11–17

The book written by the Aroles
about their experience in estab-
lishing the Jamkhed CRHP5 has
become a global health classic,
and descriptions of the program
and its renowned CHWs have
been published as well.18–20 The
Institute has had long-term re-
lationships with numerous or-
ganizations such as the Johns
Hopkins Bloomberg School of
Public Health, the Maastricht
School of Medicine in the
Netherlands, the Nossal Institute

for Global Health at the Uni-
versity of Melbourne’s School of
Population and Global Health,
and the United Methodist
Church.

MOVING FROM LOCAL
SUCCESS TO GLOBAL
INFLUENCE

The Jamkhed CRHP was
influential in the lead up to
the International Conference
on Primary Health Care at
Alma-Ata in 1978, having shown
early on what is possible through
adherence to the principles of
community involvement in
health and development. It has
since become a premier example
of the achievement of health for
all through accessible and af-
fordable primary health care in
partnership with communities;
through assignment of priority to
mothers, children, and the poor;

Source. Photo courtesy of Alexis Barab. Printed with permission.

FIGURE 3—The Community Health Workers of the Jamkhed Comprehensive Rural Health Project: Jamkhed, India
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through women’s empower-
ment; and through intersectoral
approaches that address the social
determinants of health.

Furthermore, the renown of
the Jamkhed CRHP and its
CHWs led the government of
India to create the world’s second
large-scale CHW program in
1977 (China was the first to de-
velop such a program). The
government provided three
months of training for 500 000
CHWs (called village health
guides) in rural villages. Un-
fortunately, this program failed
because of poor selection of
CHWs (often chosen by head-
men from relatives or friends) and
a lack of supportive supervisory
and logistical support, critical
elements of the Jamkhed ap-
proach.21,22 Government plan-
ners attempted to copy only the
training component and ignored
the crucial aspects of community
engagement and ongoing post-
training support.

This was a major setback for
the community health move-
ment in India and beyond.
However, the more recent
CHW national system in India,
introduced in 2005, consists of
almost 1 million accredited social
health activists, all women. This
program was also heavily influ-
enced by the Jamkhed CRHP

experience and is much better
integrated into the national rural
health system. In the 1990s,
Mabelle Arole served as the
Advisor, Health and Nutrition of
the UNICEF (United Nations
International Children’s Emer-
gency Fund) Regional Office for
South Asia, based in Kathmandu.
From that platform, shewas able to
spread the Jamkhedmodel widely.

At the Global Health Coun-
cil’s annual meeting in 1988 in
Washington, DC, Muktabai Pol,
a CHW from Jamkhed, shared
her experiences in providing
primary health care in a remote
village. She concluded her speech
by lighting a small wick lamp and
saying “I am like this lamp,
lighting the lamp of better health.
Workers like me can light an-
other and another and thus
encircle the whole earth. This
is ‘health for all.’ ”5(p1) The
Jamkhed CRHP, its leaders,
CHWs, and villagers have lit a
lamp that is still burning and
provides a vision of how health
for all can be achieved through
primary health care.

CONCLUSION
As the world celebrates the

40th anniversary of the In-
ternational Conference on

Primary Health Care and the
Declaration of Alma-Ata, it is also
an opportune moment to rec-
ognize and celebrate the Jamkhed
CRHP’s seminal influence over
the past half century on the
emergence of CHWs and com-
prehensive community-based
primary health care, women’s
empowerment, intersectoral
collaboration, and community
engagement as vital forces in
achieving universal health cov-
erage, ending preventable child
and maternal deaths, and, eventu-
ally, achievinghealth for all through
primary health care as envisioned
at Alma-Ata in 1978.
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