


Community-Based Approaches to Child Health

Urban Private Sector inventory

In the absence of a database or other records, BASICS developed a tool, the urban private sector
inventory (UPSI), to identify and interview CBOs, HFs, pharmacies, and patent medicine vendors in 13
communities. The results were augmented with information collected from interviews with community
leaders and other informants as well as from a rapid street assessment and visual survey of the
communities. The information from the UPSI was initially used to select six target communities with a
total population of nearly 1 million, 144 HFs, and 241 CBOs.

Community Fora
Over a period of six months, the project held 34 fora in the selected communities for representatives from

74 HFs and 90 CBOs. The invitations to the fora were hand-delivered, which may have been one reason
for the high attendance at these gatherings. The fora introduced the project and its goal and objectives,
identified community health problems, explained the concept of the Pathway to Survival, explored the
feasibility of partnerships, identified potential partners (based on geographical proximity), discussed
future steps, and defined the roles and responsibilities of each partner. To facilitate implementation,
BASICS proposed prototype dyads, that is, partnerships between one or more HFs and three or more

CBO:s.

The fora not only used participatory methods to stimulate discussion and free interchange of ideas, but
also modeled good meeting and organizational techniques. By the end of the second round of fora, dyads
had formed in each of the six communities. These six pilot CPHs have an initial outreach of
approximately 250,000 people; the potential coverage is estimated to be several million.

Implementation

Governance and Management

The six pilot partnerships, or dyads, include a total of 15 HFs and 42 CBOs; each has its own unique
membership configuration and therefore had to reach consensus on its governance and fiscal
responsibility. Initially, the CPHs were not legal entities, so the status of the member organizations was
not affected by the partnership. However, each CPH established a governing board to implement and
monitor health activities that would be agreed upon in its action plan. Basically, each participating
partner followed its own selection process and criteria for contributing one member to the board. The
board members then chose a chair or cochairs to make executive decisions and assume financial

responsibility for the CPH.

The CPHs have adopted formal names, and each has established a secretariat to maintain minutes of
meetings and other communications and to provide logistical support. Some CPHs have funded a part-
time staff position for these functions, and others provide in-kind support. The partners also provide
meeting space and equipment; these are often rotated among the members, but in some cases they are
sponsored primarily by a “leading” partner, commonly the HF. The CPHs used existing organizational
structures and resources instead of investing in new ones. Individual memoranda of understanding
(MOU) were drawn between each member organization and the partnership as the implementing
mechanism for their action plans. In addition, an MOU was developed between each CPH and BASICS.
The CPHs have been registered, and each has established a financial agent.
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significantly until it can focus increased efforts on the prevention of these diseases at the community
level.

Community-Based Prevention Program

For the most part, the Ministry of Health (MOH) has not focused efforts on community-based prevention.
Although there was some training of community health workers (CHWs), training manuals were not
available and the training given by health center (HC) staff was based primarily on curative care. Once
the training was completed, the volunteers were given insufficient supplies—and then only
infrequently—to implement their tasks, were not given IEC materials, and were rarely if ever supervised.
As volunteers, they were also given unrealistic populations of up to 20,000 persons (3,000+ households)
to cover. In spite of this, CHWs attempt to provide some care to their communities, and communities
often give donations of scarce maize to show their appreciation, in some cases building a structure in the
village for the volunteers’ use.

The principal paradigm followed by the MOH in community-level prevention in Zambia has been one of
outreach rather than empowerment of communities and community volunteers. According to the outreach
model, the health center and district staff go out into the community sporadically to directly implement
prevention activities such as group education, building of latrines, or immunization. Once the specific
prevention activity is completed, the health center staff return to the health center until another outreach
activity is planned, leaving the community to await the next visit.

In the past, the MOH also has not emphasized working in partnership with either the private sector or
NGOs. There are many international and national NGOs working in both rural and urban areas of
Zambia. However. with the exception of a few international NGOs and the Zambian NGO network
coordinator Churches Medical Association of Zambia (CMAZ), most NGOs do not ask the ministry for
advice or coordinate activities to any real extent. Although they cover a broad range of activities,
including health, and are of varying strengths, most NGOs tend to seek their own independent sources of
funding, determine what activities they will undertake, and select the geographic areas they will work in.
As a result, there is some mistrust between the ministry and NGO. The ministry feels that many health-
related NGOs work in isolation, do not focus on the most important health needs, and do not serve the
population most at risk.

Under the new health reforms, the Central Board of Health (CBoH) proposes to make some important
changes to strengthen community-based prevention in Zambia:

. Shift from the outreach paradigm of prevention work to that of empowering communities and
community volunteers. Districts and health centers are being encouraged to organize and work
closely with peri-urban and rural communities to identify health problems, develop solutions, and
empower the community and volunteers to work with the health center to prevent illnesses before
they occur.
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Implementation

District-Health Center-Community Partnerships Projects

Using this model of partnership between public and private sectors and the community, BASICS has
worked with the CBoH to identify four districts in two of the four health regions for the development of
these new types of community-level prevention projects. The 14 peri-urban and rural health center areas
in the selected districts have a population of 26,200. One district (Kitwe) involves peri-urban
communities, while the other three (Chipata, Lundazi, and Chama) are rural.

Kitwe: HC-peri-urban community partnerships. In Kitwe, BASICS is working with the district and
with three health centers located in high-risk peri-urban compounds, which were selected by the district
as priority areas. In each of the three areas, four zones were in turn selected by the HC as those of highest
risk. The total population in each of the three HCs is approximately 5,000 (15.000 in all). Here, BASICS
is working jointly with the Environmental Health Project (EHP), Division of Tropical Disease Research
(TDR), the Population Services International (PSI) HIV/AIDS project, and the CARE family planning
project. Activities focus on malaria and diarrhea prevention, water and sanitation, nutrition, HIV/AIDS.
and family planning. To date, the project has accomplished the following:

. A partnership workshop sponsored by the region and the district for the NGOs, the private sector,
and other social sector representatives. The purpose of this workshop was to begin to discuss
private sector support to the health sector and to coordinate work with NGOs and other sectors.

. Formation of a partnership working group within the district

. Support from Lever Brothers for a health promotion poster to be used by the district
. Development and field-testing of IEC materials (counseling cards) for training NHCs
. Development of a joint household survey instrument by CARE, BASICS, and PSI

. Two-week joint BASICS/PSI/CARE; training of district, health center, and

community members in participatory appraisal (PA) techniques

. Joint BASICS/PSI/CARE implementation of PA in one HC catchment area. This resulted in a
wealth of quantitative and qualitative information, baseline behavioral data (10 percent
household survey), and a joint work plan and budget developed by the district, HC, and
community.

. Development of proposals and EHP funding of microenterprises in the three HC areas to
generate funding for health activities. The projects are designed and managed by the community,
and each opens a community bank account. The enterprises include such activities as block
making, mosquito net making, and poultry farming.

Chipata, Lundazi, and Chama: Development of HC-rural community partnerships. The project is
operating in 14 health centers, located in high-risk rural areas selected as priority by each district. Each
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