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ESSENTIAL ELEMENTS

· Community Based Management of Health Initiatives (Situation analysis, Planning, Implementation, Monitoring, Evaluation, and Feedback)

· Community Based Health Information Systems

· Community Based Resource Mobilization and Management 

· Community Based Human resource Development and Management 

· Community Based Minimum care Package for All

· Community Based Communication Strategy based on dialogue

· Community Based Partnership for Health and Development 

Community Based Health Initiatives implemented over a long period of time are associated with a series of indicators of improved health status, household health behaviour as well as reduction in disparities when “Communities are actively involved and empowered  for the improvement of their own health and development.” 
Examples of outcome indicators to be observed by selected categories of disadvantage e.g. poverty, gender, or geographical location (based on routine, community based or survey data):

Health status:

· Reduction in rate of malnutrition 

· Reduction maternal mortality rate 

· Reduced IMR/CMR 

· Reduced morbidity rates

Demonstration of Household behavior and responsibility:

· Increased proportion of Households with latrines 

· Increased proportion of permanent houses (permanent materials of construction of roof, walls or floors) 

· Increased number of economic initiatives (private entrepreneurship) 

· Improved production of food and cash crops 

· Increased immunization coverage 

· Increased rate and improved timing of ANC attendance

· Increased utilization of modern FP methods 

Demonstration of Community services and responsibility:

· Increased proportion of Households with access to safe water sources 

· Improved access roads 

· Improved access to a well-functioning dispensary 

· Improved primary schools (structure, enrolment, services) 

· Increased participation of women in leadership 

· Enhanced HIV/AIDS activities by communities (education, social responsibility, marketing) and reduced stigma 

1. COMMUNITY BASED MANAGEMENT OF HEALTH INITIATIVES  

Established community engagement in the process of situation analysis, planning, implementation, monitoring, evaluation and feedback). 

This assumes that there is for capacity to plan and manage Health Initiatives at all levels: 

· The community level using participatory reflective methodologies and tools (e.g., the triple A, other PRA methods, and logical frameworks) in a process involving all stakeholders.
· The sub-District Level 
· the District level 
The planning process starts at the village level, gets collated at the sub-district level then transmitted to the District level for compilation into the District Master Plan that is presented to and approved by the District Council.  The process is co-ordinated by the District Planning Officer (DPLO) with technical assistance from the Sectoral Ministries (Health, Education, Agriculture, Water and Community Development, Women and Children Affairs). At every level approval for implementation is based on resource allocation required from that level. Therefore the communities are able to decide and implement all the elements on their plan that they can mobilize resources for themselves but recognizing that resources from more central levels are also based on the taxes that they pay. In this way they have voice that can be expressed through their own democratic structures. They cannot be ignored since they can get on with their own activities, and can withhold tax if there are no services or tangible returns. This enhances accountability and fairness. 

In addition the community have mechanisms to identify their most disadvantaged households or individuals, the root causes of their situation and how to ensure that they receive equitable care. The community can monitor implementation of policies, monitor change over time based on their own information etc. 

The resulting integrated plan based on community priorities would contain elements that are crucial to health improvement but which are beyond the medically controlled health sector e.g. food security, income, shelter, education, water and sanitation, social exclusion, and infrastructure.

Through the planning process problems are solved at the lowest possible level, communicating to the next level as appropriate. In this process communities are able to use local expertise from within the village or from neighboring villages. They have mechanisms for resolving conflicts, e.g. with regard to priorities.   

Strategic action to enhance equity in action and assessment:

Strengthen capacity at all levels for evidence based participatory planning which starts at the village level and builds up to the District, through training and provision of tools, as well as a mechanism co-ordinated by the DPLO working with a task force representing all the relevant sectors and stakeholders. 

Bottlenecks:

· Lacks of congruence with the National level where sectoral plans are demanded (but the sectors can identify their relevant elements from the District Master Plan). 

· Participatory planning is not uniformly practiced as a normal approach outside externally funded / driven initiatives. It requires an animation team with standardized tools and guidelines to promote harmonization at more central levels. 

· The approach is impossible where there are no decentralized democratic structures at the village level 

· Lack of skills and tools among frontline personnel to play their role in this process. 

· A lot of planned activities tend to be physical, the villagers should be facilitated in thinking beyond physical to other vital interventions which may take less resources and have more rapid results e.g. a Village First aid kit managed by a well trained VHW instead of a Dispensary.   

Motivation maintained through monitoring of implementation of planned activities through quarterly review meetings, based on pre-agreed monitoring indicators (assessing outcomes as well as equity). 

2.
COMMUNITY BASED INFORMATION SYSTEMS 

Good data are often collected at the Village level by Village Based Workers and Government Officials through village registers and other local systems but often passed on to the next level but not analyzed and used at the point of collection. Quality and completeness may vary from village to village. 

This information can be improved for EQUITY GAUGE through the development of standard guidelines / tools and training to streamline data collection, analysis, storage and usage to inform the process of planning at all levels. 
3.
COMMUNITY BASED RESOURCE MOBILIZATION AND MANAGEMENT 

Communities are able to mobilize their own resources to implement community based health improvement initiatives through village funds, revenue collection, selective exemptions from local levies, private sector funds, commodity sales and some cost-sharing. These resources are complemented by the contribution of labor, time, and other inputs, particularly around the enabling the direct involvement of most villagers in health improvement activities in ways that all individuals and households can afford. Such Community Funds could be used to purchase and replenish VHW drug kit and support, and to support the community based workers. Such workers would be key in community based information for continuous and periodic EQUITY assessment. 

Availability of financial and other resources to and their management by the community has been effective in maintaining sustained improvement on the quality of both facility as well as community-based services.  The sustainability of such improvements can be ensured by linkages with economic enterprises through appropriate partnerships as well as dialogue with poverty alleviation initiatives.  Some of the economic activities might involve enhanced marketing and sale of preventive health commodities (ITNs, latrine slabs, condoms, contraceptives, etc.).  

Poverty is a major bottleneck and can be improved by innovative enterprise development as well as an emphasis contribution of labor, time and materials, where appropriate. All contributions should be adequately recognized and accounted for. There should be mechanisms enabling the communities to recognize their own contribution of in tax to the government in order for them to demand returns in service and resource allocation. 

A crucial need for referral of the critically ill patients, often a woman with an obstetric emergency, is lack of transport as well as effective Secondary level of care. These aspects must always be included in the EQUITY GAUGES and not just the MMR, which may be to complicated for the villagers to understand. Villagers can consider putting aside some funds for transportation in emergency situations, and can use their democratic structure to ensure functioning referral facilities.

4. 
COMMUNITY BASED HUMAN RESOURCE DEVELOPMENT / MANAGEMENT AND ESSENTIAL SERVICE DELIVERY PACKAGE 

Categories for the Health Sector include:

· trained community based workers (VHWs, CBDAs, TBAs, village AIDS counsellors)

· there are also persons who are traditionally or informally trained (THs, TBAs). 
Actor
Service

VHW
Health education and promotion on: environmental sanitation, hygiene, family planning, nutrition, STI/HIV/AIDS, malaria and ITNs, etc.  

Health status monitoring of: child growth, pregnancies, latrine coverage, etc. 

Mobilisation for: immunisation, Village Health Days 

Distribution and sales of commodities: ITNs, contraceptives 

Referral: high risk and complicated pregnancies 

Health care: some treatment of minor ailments, conduct normal deliveries (by some female VHWs) 

TBAs
Health care: Conduct normal deliveries, post-natal care

Health education: advise pregnant women on preparation for delivery, attendance at ANC, PNC, family planning, STI/HIV/AIDS

Referral of: high risk pregnant women 

THs
Curative Care, referral of patients, selected preventive services, some Health education 

Enable the community decide what they want done and MONITORED in health, who they suggest should do it and how such people should be supported by way of incentives, based on their own village priorities and resources available to support such workers. 

There should be an integrated package of training for community based workers which should include community based equity monitoring. The reward system must be sustainable and equitable, as well as formalized (in the context of each, and not standardized countrywide as this could undermine accountability to the local communities). Such a system must be linked to performance / workload in terms of days of work or households covered. The workers should be multipurpose and integrated in skills and functions.

5. COMMUNITY BASED COMMUNICATION STRATEGY FOCUSING ON BEHAVIOR CHANGE THROUGH DIALOGUE

Recent studies in Tanzania have shown that the majority of child deaths (84%) occur at home, 60% of which without any contact with the formal health system. This situation demands an active partnership with the communities and the households to ensure effective prevention of illness, and effective management of the sick child to prevent death. A crucial element in this process is recognizing and acting on severe illness requiring interventions outside the home. Given such a scenario, traditional approaches to health education for disease prevention and health promotion may sound meaningless to the communities that are deeply engaged in doing what they consider to be the best for their children.  

Sincere, clearheaded people can still see things differently, each looking through the unique lens of their own experience. We may even believe that the way we do things is good for everyone, and fail to realize that other people have their own mental maps through which they process what they see, hear and do. In introducing a new idea to an individual, household or community we have to contend with their mindsets, conditioned by years of experience. People’s paradigm, correct or incorrect, is the sources of their attitudes and behaviors that ultimately influence the decisions and choices they make.

People have alternatives in meeting their daily needs, they have own interests in addition to being controlled by other people’s interests that cannot be ignored if we have to do business with them. The more we aware of our basic paradigms, maps or assumptions and the extent to which we have been influenced by our own experience the more we should be willing to listen to, recognize and take into account other people’s view points as well as behavior through dialogue. Through continued calm, respectful and specific communication we can enlarge the choices of the people we work with and support them gently in making decisions and choices that may lead them down another completely different path in life, if the new steps they take yield positive results.

The foremost, and vitally important task for all stake holders, without which little could be achieved in promoting health and well being, must be working with communities / households as partners in health promotion. Dialogue should be used as a strategy and tool to form coalitions with all stakeholders for joint action for the health of the people. Dialogue is built on mutual respect among those engaged in it. Through it all partners can benefit by way of outcomes of joint interventions, enhancing of capacities for action, and promoting sustainable behavior change.  

6. COMMUNITY BASED COORDINATION, AND PARTNERSHIPS FOR HEALTH AND DEVELOPMENT 

These must be based on local government democratic structures which provide mechanisms for vertical as well as horizontal accountability, co-ordination and linkages necessary for effective implementation of the community based initiative.  

Developed through awareness workshops, training and tools/guidelines.  Such guidelines should clarify roles, responsibilities and mechanisms for joint supervisory support to the community based health initiatives.  The mechanism would require focal point staff persons at all levels from each of the sectors involved. These focal staff persons could form a task force at each level, to ensure adequate support to the community based workers, using a common supervisory and MONITORING tool to be developed. Necessary additional by-laws may be enacted to ensure compliance.

EXAMPLES OF BEST PRACTICES IDENTIFIED (IN TANZANIA)

Theme 
Issue/example 
Why important 

Needs assessment 
Community identification of problems, prioritising and planning 

Participatory method to identify community problems

Community centred assessment (plus analysis and action) through PRA/PLA tools
Local capacity for problem identification, prioritisation, tools available 


Tying the programme to DPLO worked for stakeholder involvement in mobilising 
Central role of DPLO / Local government in reformed CBHC  


District planning office supplying forms, registers.  VHW buys own notebook and pen
Sustainable information gathering tools

 Resource mobilisation
Community IGA  - planted trees, raising rabbits, have ox-carts 
Helping women 

Ownership 
Water scheme 
Fund-raising for sustainability, local management 

VHW Workload 
VHW input maximised around village health days
Intensified engagement every 1 to 3 months yet  appears adequate


Muslim community AIDS project – Family AIDS workers responsible for 15 HHs
Project supported, but voluntary at community level, resulting in behaviour change 

CBHC impact
No cholera since VHWs there in the past three years; latrine coverage increased 
Tangible impact of CBHC 


Maternal mortality down, FP up, ANC 100%; local perceptions plus independent study confirms
CBHC long enough (15 years) and large enough for tangible impacts


Family planning acceptance increased 
Tangible impact of CBHC 


CBHC start up 
Community level start-up, shared between villages


CBHC start up 
CBO/local NGO involved as facilitator 

Equity 
Gender representation in leadership balanced 
Changes happening 


Female leadership 
Effective of female leadership confirmed


Loan-barter scheme 
Reaching poor households 


Exemption plan, registered the poor HHs, elderly, handicapped
Village Officers involved in identifying vulnerable HHs


AIDS programme, identifying the orphans, vulnerable persons and HHs 
Link to community worker, VHWs as counsellors

Client/HH records 
High risk card with star (*)for TBA to identify and refer 
Works for low literates, rating by trained HW


Health “passports”, some linked to CHF arrangements 
Community sensitised to CBHC, saw need for records


VHW assist growth monitoring and immunisation sessions, write on card
Knowledge by VHW


Three colour card for growth monitoring 
Help VHW and mother to interpret 





Policy link 
Adherence to policy guidelines while planning and implementing CBHC activities 
Provides uniformity, with variations


Fired VHW, and selected replacement
Local ownership


Village policies and sanctions (fines) 
Local structure, ownership


Fines for not having healthy HH, rewards for healthy children  
Is helping change behaviour 

Capacity Building through 

Training 
Refresher courses conducted by some donors, e.g., UMATI  
Performed as guidelines required


Training of CHWs on donor interests, e.g., CARE, HESAWA, OXFAM
Brings about confusion (Worst practice)


The Naisinyai cattle dip; immunisation coverage 
TBAs and women acquiring skills and knowledge; increased engagement in health and development


Training pyramid/cascade by AMREF –District facilitators to trainers to community 
Training linked to implementation


Training CBWs at multi-purpose training centre (ward level)
Training within the community


TBA/MCHA working side by side 
Informal, but effective feedback, not called ‘supervision’ 


VHW trained originally for 6 months, now trained for three months – 2 months residential, full time, and 1 month supervised practice

TBA trained for 30 days at 1-2 hrs/day
Workers trained in all Districts but inconsistency is worst practice


Traditional healers – some informally trained, some have formal training organised by DHMT and CBHC co-ordinator 
Need to keep the THs practice current in the light of new situations 


Village based training of TBAs with village labour assisting 
Training in location; more local ownership


Project Concern – Jigger project, selected by community 
Good local supervision and co-ordination


CBDAs supervised by extension health worker from health facility 
Example of the needed technical support  


UMATI supervising CBDAs
Value of supervision; community ‘volunteers’ also help to supervise


Village government following up VHWs
Comm. Based supervision 

Supplies, including kits 
The use of “zero-kit”; developed by DMO/DHMT – first aid, minor ailments, wounds, worms, malaria, eye problems 
More relevant to the area, sustainable, good supervision, documented use


Mothers replacing stock in TBA kit, for own use
Sustainable, minor expense for families / family responsibility, similar in traditional system


ITN sales and distribution 
Private sector involvement


CBDA kit, project for FP and deworming
Integrating functions


The village drug revolving fund for “first aid drug kit” 
Village sustained drug kit is possible









Co-ordination 
Co-ordination of key partners at district level
Good co-ordination by local government


The co-ordination between DHMT and NGOs/donors , and other players
Co-ordination and linkages facilitated by District Council 


Co-ordination of PIME by DPLO 
Approach which enables integrated planning and action 


Support given to the VHWs by the staff at the health facility level 
Supervisory activities occur but not called supervision


Presence of district CBHC co-ordinators 
System in place to ensure CBHC initiatives


Enhanced multi-sectoral support to CBHC
District down to ward to village 


Use of multi-sectoral approach in implementing CBHC, e.g., teachers, other extension workers in supervision, etc.  
Ward and village; including health in other activities  


Leadership for health – good example involving political wing 
Importance of involving DED and politicians 

Community information system 
Data collection while marking the village health days 
Use of Village Health days for monitoring action


Community based growth monitoring for children under five years 
Sustained health intervention


Health facility worker doing follow-up to CIS information; initiated by DHMT, some support from TEHIP 
Role of VHW in data collection


Community based (SMI) pregnancy monitoring 
Sustained essential intervention through CBHC


VHW has summary form for growth monitoring for nutrition 
VHW able to monitor health status


Use of MTUHA booklets in collecting information, but none at community level
Base set but gap to be filled


The dual information flow: through VEO to DED, and through facility to DMO 
Engaging both the technical and political leadership


Village health days practice 
Generates a lot of information in a village 


Schools health screening and feedback of results to parents and teachers and pupils – C(P(community action; a health club  
Sharing, use of information, continuing process 


Collection of various health related data during village health days in some villages 
Effective use of Health Days


Use of sticks and stones in counting deliveries by TBAs 
Works with non/low literates 


Village health data information to village government where they adjust quarterly action plan 
Systematising local data collection and use 


Pictorial recording system 
Ease of use by low literates 


Village registers 
A data gathering tool to be maximised





Sustainability
CSPD – UNICEF – introduction, then handed over to the district; partner relationship with community to implement 
Funded project long enough and capacity built for sustainability


Housing, road, environmental sanitation, water, community quarterly monitoring, community fund and local use
Bottom up approach in implementing activities 

Planning 
Involvement of communities in participatory planning: HHs, Gp., Kitongoji, Village, Ward, District , Using AAA, PRA
Good example of integrated participatory planning, lead to District Master plan


Ward and district councillor take active interest 
Ward and District level support ensured 


Training and supervision for planning process by DPLO, CBHC co-ordinator
Effective capacity building for integrated participatory planning 


Village plan and budget/report is a means of accountability 
Community based /accountability / management capacity

Village health days 
Normal practice, done routinely 
Excellent idea for people’s participation


As minimum requirement for voluntary action 
Innovation for sustained voluntarism 

Integrated roles and persons
Integrated CBHC activities, CBDA / VHW
Each provides integrated care


Some integration of VHW/CBDAs and THs 
Needed for integrated action  


Integrated roles of VHWs (in SMI, STI/HIV/AIDS, sanitation…)
“


Linking immunisation with child growth monitoring clinics 
Making Growth monitoring more worthwhile/saving time

Traditional methods 
Circumcisers engaged in sexual education 
Traditional resources for communication


The use of various forms in communication, e.g., traditional means and modern means 
Building communication on existing popular activities


Use of religious gatherings to disseminate health information 
“


A glimpse on the reflections of “Jando/Unyago” – THs socialising boys in sexual matters 
“


Change of ritual sex cleansing using chiefs in Chikankata 
“


Design of health education using indigenous knowledge and indigenous cultural practitioners 
Importance of building on indigenous knowledge


Tools and participatory methods of message development available 
Means to enhance ownership of messages

Resource mobilisation 
Contributions made by the communities in health related activities, e.g., rehabilitation of health facilities 
Financing capacity at community level but diverted to facilities


Cost-sharing as a tool for sustainability  (community and facility based health care)
Effective health financing at community level


Community financing with CHF and cost sharing 
“


The CHF as a way for resource mobilisation for health services
“


CHF budgets for some health work at health facilities at village and ward level 
Possibility to use CHF for CBHC


Village/community based methods of mobilising resources: human, financial, material 
Sustainability mechanisms


Revenue collection as a way of generating funds for health & development activities 


“





Support for VHWs, CORPS
Private sector hammer mill generating funds, and some are used at village level 
VHW salary paid by partnership with  private sector initiative


Resource mobilisation with village IGAs  
Enhancing village economy


Village reward system for TBAs standardised
Village focus in rewarding CBWs


Non-monetary VHW Rewards: Recognition, exemption from development levy, communal labour, etc.  
Sustainable methods of supporting VHWs


Village pays CHW from normal village revenue appropriate to local cash economy 
Sustainable VHW remuneration


Sale of commodities and services as a means of reward to workers 
“


Incentives with multiplier effect (e.g., cock and hen, female goat, seedlings, etc.) – IMAU project 
“


UMATI CBDA generating funds, using some for IGA, using some for salary/token, is a village committee  
“

Mobilisation and sensitisation (communications)
Ward trainers of communities (ward level multi-sectoral animators)
Intersectoral collaboration, integrated action 


District multisectoral animation teams 
“


Communication with community using animators from different sectors 
“


Peer counsellors selling condoms 
Financial resource mobilisation 


Social marketing, e.g., ITNs, condoms 
Private sector role in behaviour change, increasing use of preventive materials 


Enter – educate through theatre, drama
Communication strategies


Community sensitisation on good health practices
Effective communication strategies


Multi-media approach to communication in CBHC 
Communication strategies


VHWs as counsellors 
Expanded tasks of VHWs 


Multi-sectoral community awareness raising and mobilisation 
Intersectoral, integrated approach


Community mobilisation for health development activities 
“


Schools, Child to child communication method and child to parent 
Interactive, more effective 
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