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Pre-APHA Conference Community Based Primary Health Care Workshop Saturday November 3, 2007
Main Auditorium Room A
Pan American Health Organization, Washington DC

This year the focus of the workshop was the presentation of progress findings from our review How Effective is Community-Based Primary Health Care in Improving the Health of Children? A Review of the Evidence in the morning and the facilitation of CBPHC implementation in the afternoon. The presentations in the morning were by Carl Taylor, Henry Perry and Paul Freeman. Carl Taylor’s talk also focused on the advantages of integrated over vertical approaches. Nick Cunningham also presented his doctoral work on Well Baby screening. In the afternoon Lisa Howard-Grabman gave a good overview of community mobilization with special reference to the WORMI project.  Jim Phillips of the Population Council followed her with a presentation on the implementation and logical scaling-up of CBPHC in Navrongo, Ghana. 
Meeting Summary

Morning Session

Henry Perry introduced the winners of the Gordon-Wyon Award, Dr & Mrs. Gofin, and the panelists. The audience then introduced themselves according to their affiliations. The audience was most appreciative of the use of the PAHO facility.
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                 Jaime and Rosa Gofin chat with Elvira Beracochea (in center)

Review of How Effective is CB HC in Improving the Health of Children?

Paul Freeman presented an overview of the origins of the study and methods. Questions were asked about a wide variety of issues, such as:

· What were the inclusion criteria?
· Whether meta-analysis was possible? 

· Why were health facilities excluded? 

· Whether the primary health care center was sufficiently community-based to be included,

· Given the definition of CBPHC presented, the study seemed to focus on studies addressing the provision of health services; the other 2 components of the definition are more social science based, yet the expert panel had relatively few social scientists,
· What years were included?
· How do you get people to do the interventions correctly?

The answers to these questions are largely in the Paul Freeman’s PowerPoint slides. (see below) Several previously performed meta-analyses were included in the study as relevant. However, meta-analysis was not part of the methodology of the study because of the heterogeneity of the articles included and the type of data collected.  Further research is needed on the best methods to help ensure that interventions are done correctly and how best to mobilize community involvement. The latter issue will be partly addressed in further drafts of the review.

Paul Freeman then reviewed the findings from single interventions. Preliminary findings support the use of community-based diagnosis of childhood pneumonia, malaria, insecticide-treated bed nets, breastfeeding, family planning, hygienic practices, vitamin A supplementation, and ORT. A full list of interventions supported is found in the PowerPoint slides included below.  Following the presentation the observation was made that asking “Does the intervention work” is a different question from “What facilitates the adoption of interventions?” Many other variables also confound the attribution of causality.
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       Paul Freeman at the Podium
Key PowerPoint slides from Paul Freeman’s presentation can be downloaded here. Note that website space limitations prevent us from including all slides for this and other presenters.
(Insert link to WEBsitePFreeman-workshop.pdf here)
Henry Perry discussed issues related to facility-based interventions, and the integration of interventions, specifically directed at health and nutrition. Various landmark studies were summarized, suggesting components which may have lead to success. Some studies have been done on “packages” of interventions. While they show impact, the studies were done under ideal conditions, not field studies, nor extended to national programs. Few projects were truly participatory or longitudinal epidemiologic studies. Many of these studies grew out of the principles and guidance of John Gordon.
Key PowerPoint slides from Henry Perry’s presentation can be downloaded here.

(Insert link to WEBsite2HPerry-workshop.pdf here)

The Time Is Now For Integrated CBPHC
After the break, Carl Taylor presented on Vertical and Horizontal integration, concluding that even Jim Grant might agree that it is now time to move beyond selective primary health care to integrated community-based primary health care. The key points of Carl’s presentation are covered in his PowerPoint slides below.
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          Henry Perry and Carl Taylor at the podium in the PAHO main auditorium
Carl Taylor’s presentation can be downloaded here.

(Insert link to WEBsite3 CTaylor-verticalprograms.pdf here)
Well Baby Clinics

Nick Cunningham discussed his doctoral work, stating it worked because it reached all the children, care was provided by trusted health workers, medications were at low or no cost, the facility was built by the community to meet their needs and interests, the village owned the clinic and the mothers owned the health records for their children, there was a solid back-up system, midwives had high satisfaction and recognition from their neighbors. The mortality was reduced despite no potable water, illiterate mothers, and poor hygiene. It failed because the mission run program was nationalized. There was no trusted relationship cultivated with the Western government, the villagers didn’t have a community board, family planning was seen as genocidal, and the gynecological association felt threatened.  That mission clinic died, but the government allowed for a model clinic to replicate what was learned. This program then went to scale for the entire Nigerian Primary Health Care scheme, under Dr. Ranson Kuti’s leadership.
Nick Cunningham sees 7 modes of integration, which David Morley may not have realized:

1. MCH care by trusted community health workers; need to spend more time on the emotional health and attachment of children;
2. Blend curative and preventive interventions into an integrated package;
3. Integrate growth monitoring on every visit;
4. Integrate child survival with child spacing;
5. Integrate nutrition and infection interventions;
6. Integrate education with health care, similar to David Morley’s Child-to-Child; 

7. Home based health record integrates the mother’s care with the health of the child (consider using for US obesity epidemic).
Other key points mentioned by Nick.
· Only start PHC in the communities that want it, don’t push it to everyone. In Nigeria, Ranson-Kuti had the communities write grants. 

· The use of 3-way partnership “three-legged stool”. Professionals give feedback, community owns, government re-balances, and the interaction/synergism makes it work.

· Weekly team meetings to keep everyone on board, transparency, etc.

· Nick believes that if people pay a small amount for something, they will be more likely to use it.
· Build on success.

The full content of Nick Cunningham’s thesis can be found at Cunningham N, The Under Fives Clinic-What Difference Does it Make? The Journal of Tropical pediatrics & Environmental Child Health December 1978.
Discussion – Q & A

Cost studies – was there data in the review?

· Cost data present in the documents studied will be included as the review progresses.

· Hospital Albert Schweitzer cost is $19 per person per year

· Narangwal FAP studies showed 5 fold impacts from synergism within the packages. Integrated packages, as Carl Taylor recalls, were $5 per person per year, with nutrition being the most expensive part of the activity. The cost data in the Narangwal studies have not been widely appreciated. (See second draft of the review for more details re cost studies)
Regarding Carl’s point about “the timing is right”

· Since 2000, most of the money is going into vertical programs looking for magic bullets. Why would this be the time? Charlie Teller thinks one of the problems with the community-based programs is that they are considered to be “boutique” and cannot be replicated when scaled-up. The politicians therefore find single interventions to work. 

· Carl Taylor feels the donors are now realizing the vertical programs are not sustainable after the initial funding is over. The systematic analysis of their cost-effectiveness may lead to anomalies such as UNICEF interventions claiming success for 160% 

· Carl suggests we need to take the efficacy data and adapt it into an effectiveness intervention which accounts for the particulars of each replication study. The value of Seed-Scale is beginning to articulate a process for scaling-up. This needs further study.
· Henry Perry feels the Millennium Development Goals will pressure donors to demonstrate progress. This will drive a search for more efficacious approaches and be helpful to the promotion of CBPHC. 

· Regarding the “boutique” mentality, (that suggests CBPHC is not scalable). There are several examples that this is not the case. BRAC is an excellent example of scaled-up CBPHC.
Would it be useful to compare which of the interventions are more efficacious, even if it is only a relative comparison?

· In program evaluation, “something is better than nothing.

· Henry Perry acknowledged this possibility, but worries that it would neglect synergism. 
· Carl Taylor described a “problem” with the Narangwal Village Health Workers which required developing the concept of a “technical knock-out” where the baby was removed from the analysis in order to provide care.

Has there been an analysis of the impact of Empowerment?
· In Jamkhed, they only worked with those issues the communities wanted to address.
Nick Cunningham asked what percentage of funding should be put towards CBPHC methods
· Carl Taylor suggested that “total community empowerment” drops IMR very rapidly.

Note. Outstanding answers to the questions concerning the Review, not found in the PowerPoint presentations included above, can be found in the second draft of the review which we will subsequently make available on our website. 
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                    Workshop Participants in Animated Discussion
Afternoon Session 
Community Empowerment

Lisa Howard-Grabman’s presentation focused on key aspect of community empowerment using the methods of the WORMI project as the main example. The WORMI project had the goal of community mobilization of 50 Bolivian communities in the early 1990’s. The presenter started by soliciting participants’ opinions about what constitutes “community mobilization. The presentation reviewed the spectrum of community participation and the Community Action Cycle. Evaluations can assess the health outcomes, community capacity and empowerment, and linkages and relationships between communities and others. 
As a baseline, WORMI did a case-control study of maternal, perinatal, and neonatal mortality, finding no differences between cases and controls. A video was shown which demonstrated the process. The “pathway to survival” was used to assess the community and its needs, beginning with the ‘autodiagnosis’ of pregnancy and birth experiences. Trusted relationships with the facilitator enable active participation. Women-only workshops explore the causes of the problems, skits and role-plays identify items for action, and a workplan tracks how the community wants to achieve results.
The program eventually scaled-up to a major portion of Bolivia. Successful expansion was based on the ‘dialogue of knowledge’, participation across all levels and sectors, gender sensitivity, and adaptation to local situations. At the end of the project, the men said that organizing the women’s groups helped organize the men. Data was used for decision-making and motivation. Communities were engaged when plans were going off track. Skills were strengthened and independence was nurtured. This project was replicated in Nepal, with a 30% decline in mortality, and more than half of communities continuing two years after the end of grant funding. Currently, Diabetes is being addressed in Nepal and India. 

Areas that could be strengthened were the use of information with a joint planning and monitoring effort. Nepal and Peru replicated some of the concepts. SECI is a community-based health information system based on monthly data collection from families by health promotores reviewed the data, prioritized issues, implemented changes, and evaluated outcomes, using the data to drive action at the community and district levels. Expansion was spontaneous throughout Bolivia. In other areas, governmental agencies had to be brought into the process
In time, a process of “discovery”, “dreaming” and realization of plans evolved. The process came from the municipality to the community, and then included the district and municipality, before being directed back down to the community. The process resulted in 92% completion of action plans on time, especially of marginalized groups. Currently the Community Action Cycle is being used in many countries and multiple topics. 

Questions 

· What helps sustain the partnerships? From the beginning, the partnership was built to last for the long term. 

· Did the government push-back? Yes, when providers and community challenged the government to provide more. Often this was an internal debate within the ministry.
· How were the community mobilizers chosen? Project assessed the skills needed by the Mobilizers need – especially their ability to identify with the community. Believing that people can identify and resolve their own problems, meeting people where they are, and communication skills. They are often taught. 

· Oct 29, 2007 New York Times article discussed whether social capital must pre-exist or can it be created? Variety among communities, but what counts is to connect with the critical issues perceived by the community.

· Have there been any failures? Yes!

· Community empowerment is being discussed as something tangible, how do you measure it? What is the package? How do you know when it happens? Measuring of community capacities is now being undertaken, however, community capacities may be specific to a particular content. Labarach (?) and Bob Goodman’s framework measures the community’s capacity. Not a single list – but variable. Key question “what have you noticed that has changed since you began?” “How have things changed?” “What is your vision now compared to before?” Some indicators: gender, management and leveraging of resources, linkages with other organizations, those items that are the result of collective action. There is a visceral feeling that can be detected by a trained observer. 

· How have you dealt with inequities? Have to ask the community “What will make it possible for you to participate?”
· How do you handle donor pressures and time-frames that interfere with the pace of community action? In WORMI there was no real systematization of the process, and USAID requested details. The WORMI team negotiated that they would give a list in 6 months, captured from a wide list for baseline, but let the community set their own course.

Key PowerPoint slides from Lisa Howard-Grabman’s presentation can be downloaded here.

(Insert link to WEBsite4Howard-Grabman.pdf here)
Further details can be found at  www.communityempowermentcoach.com
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               Workshop participants came from many different backgrounds

Jim Phillips of the Population Council presentation on Navrongo, Ghana 
The project in Ghana resulted from findings from Matlab. This is not a “study” but a program of change by the government of Ghana. There was a sense that “Health for All” was a distant dream, so they decided to change what they were doing for themselves, using evidence and local decisions. MDG’s are not being achieved. The project had phases of evidence-building, experimentation, replication research, and scaling-up with reform. Study was “optimized for failure” at its outset – remote area with terrible health conditions. People naturally congregate “under the baobab tree” and share information. Research can be integrated into this process in order to learn what works and can be replicated. Listen for what can be changed and then implement it quickly as Phase 1 “Baobab Planning”. Community members were asked to talk about their reactions to the health system as currently organized and what could be done to facilitate the resolution of those problems. Theme was to use existing health resources more efficiently by combining with the community’s identification of where their needs were located. 
Another element often ignored by health planners is the “Zurugelu” dimension – meaning “from the people” – which describes the ways the people naturally engage in change. Mobilized women’s social networks just as politicians do, they copied the “December 31st movement” political strategy to engage the community. In this “pilot participatory mode” is subject to challenge, and may not be correct. By systematically designing these factors into a 4 cell framework overlaid upon a pre-existing vaccine trial, it was possible to capture information systematically as a baseline. Put everything into the package, and only vary the “organization of access” across the cells. 

Combined family planning and child care. Saw reductions in age-specific fertility compared to control communities. Decided “improving access alone is insufficient.” There was also tenuous evidence for fertility transition. It was a spacing effect, not Matlab’s steady decline. Also had marked effect on maternal mortality by 78% due to a package of activities provided by nurses, combined with active program of facility-based delivery. Saw a “district-wide MDG 5 effect” – probably the first in all of Africa. Precise monitoring allowed them to see what actually worked not what they thought might work! The findings of decreases in MDG 4&5 were important to the government. If you do a combined package which includes maternal and child interventions, you can have a significant impact. 

Found slight impact on neonatal and larger on infant and childhood. Found volunteers do no harm, but have no impact. Found community mobilization had not impact except for the deployment of nurses. Found immunization (drove?) other changes. Community health services are a form of poverty reduction. Family planning success depended on the volunteer (male) who became more relaxed about family planning. Nurses were the factor to reduce child mortality. His conclusion is that volunteers can mobilize community action, but the nurse provided the technical interventions. Next challenge is to adapt the approach to different areas of Ghana. Key is a process of trial and adaptation to evolve the procedure which would be replicable. Phased in community planning process so there were a variety of “natural experiments”. In other areas, faith-based organizations and political leaders formed the entry-point into community decision-making. The scaling up was done as Community-based Health Planning and Services (CHPS) nationwide. The goal now is defining the process and the organizational development needs of health system reform. 
Outcome was that as CHPS scaled up the health system was “ransacked” for limited resources. The ability of the health system to respond to these demands was the critical factor for whether a particular region was able to scale up. In the beginning, 2000 nurses were available, but were not necessarily the type of worker ultimately needed to do the job. One of the nurses’ limitations was their cultural discomfort with being displaced to needy communities. There numbers are also limited. Therefore, questions remain about sustainability of the expansion strategy.
The scaling-up literature is all in the grey literature, and describes success. One failure was that the leaders went to training workshops and read the books, but didn’t really know how to apply the knowledge and skills. Competencies with problems included deploying providers, supplying equipment, and mobilizing partnerships. However, those sectors where a team was trained by exposure to successful models, there was a much more dramatic adoption of process measures. District to district exchange catalyzes the spread of CHPS. If it was done in conjunction with small grant programs in the villages, the grass-roots political momentum grows, and development revenue gets reallocated to the health sector. (This is the key outcome indicator – when the politicians invest in the health sector.) Training shifted from a centralized training to a decentralized approach where there was coordinated development of the program infrastructure to coincide with the graduation of the nurses from the training. 

Recommend donors focus on manpower training along with equipment and facility development. Donors fund their categorical efforts, but the program re-aligns the deployment of staff and resources towards needs. 

Discussion

· Need now is for a common taxonomy to describe the processes currently being used.
· Community mobilization has been felt to work in many situations, but in Ghana parental health behavior relies on a trusted relationship with the traditional healer. The volunteer based strategy doesn’t disrupt the dynamic, while the nurse brings in more technology based health interventions. 

· “Nurses” have 18 months training with 6 month internship

· Consensus discussion that the need is to focus on the system as a whole, and partition out the technologies and the capabilities which achieve the outcomes for a given population with particular needs. 
· Question about the impact of volunteers on labor and delivery services. The Ghanaian midwifery association requires an additional 18 months of training for delivery. This prevents impacting maternal mortality since appropriately trained personnel can’t be deployed to the field situations. Possibly cell phone back-up to trained midwives.
Key PowerPoint slides from James Phillip’s presentation can be downloaded here.

(Insert link to WEBsite5JPhillips.pdf here)
Further details can be found at  www.ghana-chps.org
[image: image6.jpg]



    Workshop participants had many questions and much to talk about
Summary by Henry Perry and Paul Freeman
· John Wyon talked about services-oriented public health, disease-oriented public health, and community-oriented public health.

· Henry Perry was recognized for his years of leadership of this group.

· Paul Freeman will assume the leadership. 

· For next year, possibly get leaders from each approach to present their process. What are the key concepts of each, what are its strengths and weaknesses? What are the circumstances where it works well, or doesn’t work as well? In the afternoon, what are the key commonalities of the approaches and synthesize.

· How do we get more young professionals here, and what would benefit them?
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