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The 2008 CBPHC Workshop began this year with a presentation by Paul Freeman and Henry Perry of the 30th Anniversary of the Alma Ata Declaration meeting and the status of their study, “A Systematic Review of the Effectiveness of Community-Based Primary Health Care in Improving Child Health”. The remainder of the workshop was comprised of participatory skills sessions that utilized case studies of community-based strategies to address health issues to stimulate experience sharing and discussion among participants. Janine Schooley and Blanca Lomeli of Project Concern International presented the Photovoice methodology and described its use in a tuberculosis (TB) project in Mexico. Janine Schooley facilitated a discussion of the differences between Behavior Change Communication (BCC) and Information, Communication and Education (IEC) and introduced the concept of “emotional triggering” to instigate behavior change. Janine Schooley and Kelly Skrable (also of Project Concern International) presented the Community-Led Total Sanitation model and a case study of its application in Indonesia. The workshop concluded with participants drafting strategies and next steps to promote CBPHC in the broader public health community.

Meeting Summary
Morning Session

Welcome and Review of Session (Malcolm Bryant and Janine Schooley)

Barbara Freeman manned the registration table and greeted all with enthusiasm. Malcolm Bryant presented a brief history and described the purpose of the CBPHC Working Group. All attendees introduced themselves to the group with their names, institutional affiliations and current work. Paul Freeman introduced the facilitation team. Janine Schooley described the day’s agenda, including the structure and methodology of the sessions and highlighted the participatory nature of the event. In addition, Janine reviewed the expected outcomes of the day including the development of a “Call to Action” as a culmination of the day’s work. The facilitation team highlighted that, because the attendance was far less than the 2007 workshop, there would be more opportunities for participation and networking within the structure of the day.
Report of recent Almaty meeting (30th Anniversary of Alma Ata Declaration) and Review of Evidence/Update on Expert Review Panel (Henry Perry and Paul Freeman)

Presentation 1
: 
Henry Perry reviewed the historical significance of the Alma Ata Declaration and recommended that all attendees download the full Declaration from the WHO website at http://www.who.int/hpr/NPH/docs/declaration_almaata.pdf. He noted that its principles are well articulated and inspiring, and its significance is becoming increasingly recognized by key policymakers and thinkers. In addition, the Lancet published a series of six articles in September 2008 related to the progress made in primary health care since Alma Ata http://www.thelancet.com/journals/lancet.  
Henry Perry discussed his attendance at the October 2008 International Conference dedicated to the 30th anniversary of the Alma Ata Declaration, which was held in Almaty, Kazakhstan. He began by presenting the key principles of the Alma Ata Declaration, including the notion that health is a fundamental human right; this sparked the adoption of the phrase “Health for All”. The 2008 Conference was held to begin the process of participation and collaboration for another declaration on primary health care (PHC) to guide thinking for the next several decades. Approximately 400-500 people attended, many from Ministries of Health throughout the world. The Conference introduced the concept of a “renaissance”, a reaffirmation of the principles of Alma Ata and the need to develop concrete steps to implement those principles. Despite the Conference focus, the role of CBPHC was not significant—Henry Perry noted that many attendees were from Eastern European nations, in large part because of the Conference’s location, and they did not highlight community-based approaches. Henry Perry reported that only he and Ann Veneman, Director of UNICEF, discussed CBPHC.
There have been many changes in the landscape of public health since the 1978 Alma Ata Conference:

New challenges
· HIV/AIDS

· Growing disparities between countries and within countries

· Inadequacies of health systems 

Key improvements

· More focus on the community involvement
· Recognition of the importance of health systems

One important conclusion of the Conference included the linkage of the Millennium Development Goals (MDG) to the principles of Alma Ata. Although PHC is not inexpensive, when one reviews investment value, investment in PHC is the “best value for the money” in health care. Henry Perry concluded by sharing his proposed addition to the Declaration of Alma Ata.
Please refer to Presentation1 slides for the full presentation.
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Henry Perry and Carol McLaughlin in discussion

Presentation 2: 

Systematic Review of the Effectiveness of Community-Based Primary Health Care in Improving Child Health: Current Status

Henry Perry provided an overview of the above-named project, which has been a collaborative effort led by Henry Perry, Paul Freeman, Sundeep Gupta and Bahie Rassekh with the input of 60 reviewers to codify and analyze the body of evidence existing in current literature regarding CBPHC. A panel of experts in community-based primary health care under the chairmanship of Carl Taylor is guiding the review (See presentation two slides for details of these experts). The majority of the research has been conducted over the past two years, although the intention and search for funding for this project began over four years ago. Henry Perry discussed the key questions the review will answer as well as the specific outcome measures employed. Thus far, they have identified 300 articles. The selection process involves three persons: two persons separately review and analyze the articles and a third person discusses and resolves any discrepancies between the two reviewers. The articles are then entered into the project database. The project has been supported substantially by UNICEF, WHO, the World Bank, the CORE group and Future Generations. One of the key activities of the project is to identify key CBPHC interventions and evaluate how effective their implementation is through community channels. In addition, Henry Perry is engaged in evaluating the cost-effectiveness of CBPHC approaches. His general conclusion thus far, based on his review, is that CBPHC approaches are the most cost-effective health care strategies. It is important to note that there is no evidence that facility-based care alone can support the health of children—in fact, facility-based interventions do not show any measureable improvement in under five mortality as per the literature reviewed.

Thus far, the project has identified four projects that have had long-term (>10 years) impact on child mortality:

· Hospital Albert Schweitzer (Haiti)

· Jamkhed (India)

· Matlab (Bangladesh)

· SEARCH (India)

It is interesting to note that all four of the above projects have important similarities, including community based workers, strong partnerships and trust with the community and strong supervision, referral and logistical support systems, among others. UNICEF has come on board in the belief that CBPHC is the most important strategy for achieving the fourth MDG, which is to reduce child mortality; specifically, MDG 4 proposes to reduce the under-five mortality rate by two-thirds between 1990 and 2015. At the current rate, however, this goal will not be achieved until 2115 rather than 2015. 
The research team is close to presenting their final report to the expert review panel. After its final revision, it will be translated and published as series of articles and hopefully a monograph. Henry Perry concluded by noting that “we have the bullets but we don’t have the gun;” in other words, although we have the interventions, we do not have the deliver system to administer the interventions. Without the “gun”, we will never reach MDG 4.
Please refer to slides of presentation two for the full presentation.

Presentation 3: 

Systematic Review of the Effectiveness of Community-Based Primary Health Care in Improving Child Health

Paul Freeman in setting the scene for the importance of good community advocacy, community behavioral change education and community participation, reviewed the priority child survival technical interventions for scale up and noted that none can be implemented without strong community participation—e.g. immunizations, use of bed nets, particularly ensuring that children actually sleep under the bed nets, etc. He stressed that we cannot look at child health independent of maternal health; the two are inextricably linked and need to be viewed as a continuum. There has been good evidence about how to deliver effective child health for years but often it has been ignored. For example, the Narangwal study led by Dr. Carl Taylor, in the early 1970s showed that to impact mortality of children under 12 months, there must be weekly visits by community health workers to the home; for children over one, once per month is sufficient. Paul Freeman then rhetorically asked how many of our programs are currently achieving this level of coverage.
The CBPHC Contextual Analysis and Implementation Framework is a key outcome of this research effort (please see Slide 34 in presentation two for this diagram). Other key recommendations include:
· Priority interventions should be taken to scale BUT ONLY in the context of processes which strengthen service delivery and community health system and the community
· Strengthen community members, particularly women—the education of women has a tremendous impact on health

· Monitoring and Evaluation is critical

· Need for efficient and effective health delivery systems and financing to support this 

It is important to note that 70-90% of all sickness care takes place in the home, not in the health care facility. The overall conclusions of the multi-country facilities-based Integrated Management of Childhood Illnesses (IMCI) evaluation concluded that there is no evidence that facility-based IMCI services alone improve child mortality. IMCI can have an impact on mortality and nutrition but only when the communities are involved. The role of “expert” as facilitators and partners with the community, while important, is peripheral, not central—truly, it is the community that is central. Paul Freeman reviewed the basic principles of adult learning and highlighted the differences between adult learning and the “traditional” approach to health education. Adult learning approaches need to be the basis of community education if we are to have real community ownership and participation and achieve sustained health outcomes. He concluded by noting that we need to move on from thinking not only of child survival but also child development as illustrated by the work of Jack and Nancy Bryant in the slums of Africa.
Please refer to slides of presentation three for the full presentation.

Questions
· What is the cost effectiveness of CBPHC?

· Henry Perry reviewed in detail the cost-effectiveness information in his PowerPoint 

· Highlighted the difficulties inherent in calculating cost-effectiveness 
· What is the relationship between the Gross Domestic Product (GDP) of countries and the use of these interventions?

· The researchers have not yet arrived at this level of sophistication in their analysis and noted that in general the greatest impact is in areas that are highly resource-poor. A prevailing philosophy has been that CBPHC is most applicable in only resource-poor settings; however, there are a number of arguments to be made against this philosophy. Henry Perry stated that he believes there are numerous applications of the principles of CBPHC in all contexts. 

· In general, many of the principles of CBPHC are somewhat socialistic and this has perhaps contributed to a general reticence to the acceptance of many of these principles in capitalistic political environments; again, he noted that this does not negate their usefulness but rather contributes to a lack of political will to implement them.
· How has the current economic climate impacted the acceptance of this mode, particularly in comparison to that of 1978 when the Alma Ata Declaration was drafted?

· Poor health is one of the reasons that families fall into poverty. It is possible that this will positively impact the acceptance of health; in particular, there is much greater recognition of the need for strong health systems. 

· We need to change our thinking that health care is not possible without resources; Paul Freeman highlighted the CLTS model –see later presentation- as an example of how much can be done with few resources.

· Comment that USAID needs to lengthen its funding as we cannot see a measureable change in health in five years—we need to begin setting priorities and allocating funding on a longer-term plan. 

Skills Building Session I:  Advocacy and Social Mobilization – Introduction and Review of Key Principles (Janine Schooley)
Janine Schooley invited all participants to sit it the first four rows and noted that this session would be a discussion. She began by presenting the importance of addressing social norms in affecting behavior change. Based on PCI’s experience in Mexico working with Advocacy, Communication and Social Mobilization (ACSM) in TB, she realized the importance of viewing facilities and communities as part of a whole—there should not be an adversarial relationship between the two. It is not a question of “either/or” but a need to work with both as they both have crucial roles in addressing health. Social mobilization is not social marketing—it is not “social change communication” or using mass media. Social mobilization needs to focus on social and political change. For instance, in PCI’s new project in South Africa, PCI will be working with the police force as the laws exist but they are not being enforced. 
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Janine Schooley facilitating discussion

Another key principle of advocacy and social mobilization is involving those who are affected. This seems intuitive; however, it is often not done consistently or, in some cases, at all. There should be an effort to include youth, men and other key groups in health-related interventions. Henry Perry added that at the 30th Anniversary of Alma Ata Conference, UNICEF paid for a delegation of young adults, primarily medical students, to attend; they had a prominent role throughout. Janine Schooley concurred and commented that often, children are brought in for “entertainment” but do not have a substantive role. Another participant described a “pyramid” model in which youth supervise youth—his organization is conducting interventions in which 14 year olds supervise 7 year olds, all of whom are advocating for health.

Janine Schooley noted the need to create a common sense of vision and partnership in all ACSM interventions. True partnership is difficult—this requires a shared vision, common objectives and bridging of cultural and linguistic differences. One idea she presented is to have disparate groups come together and define quality. The definition of quality used to create a common definition of success and the M&E system is structured around these consensus definitions. 
Participant Examples

· Henry Perry discussed his experiences with Future Generations. In China, Future Generations serves as a catalyst to work with the highest level of government and academia to create the “Green Wall March” in 14 provinces of China. In this movement, students are mobilized to march through communities and identify practices that are environmentally friendly. This has become an important national community movement in China and has been successful in engaging youth. This could be applied to health as well.
· A participant discussed a program in which high school graduates in China become health workers for persons with mental illness and are taught five techniques to work with persons with schizophrenia. There is a pyramid structure to ensure adequate training and supervision and the health workers are having much success in monitoring persons with schizophrenia and ensuring treatment compliance. The relapse rate has been about 20%, which is lower than in the United States.
· A participant discussed community mapping as a method of storytelling.
Janine Schooley added that in general, these approaches are sometimes difficult for service providers as they “lose control” of the intervention and the ability to attribute change directly to the organization. As implementers, we have to convince donors that we can be the “spark” to instigate change but that it is acceptable and advisable to give responsibility to the community to create and make changes.
Skills Session I:  Advocacy and Social Mobilization – Use of Photovoice (Blanca Lomeli and Janine Schooley)
Janine Schooley began this session by passing around photos and asked participants to select a photo that “spoke” to them. Participants showed their photos to the group and explained why they chose that particular photo. Janine Schooley used this activity to explain the power of photos and pointed out that participants all related personal interpretations of the photos. 
Presentation 4:
Exploring the Use of Photovoice to Reduce Stigma, Increase Adherence and Effect Social Change for TB, HIV/AIDS and Beyond

Blanca Lomeli began her presentation with a description of the Photovoice methodology and cited its three key theoretical underpinnings:

· Paulo Freire’s pedagogy of social consciousness
· Feminist theory

· Nontraditional use of photos

Blanca Lomeli discussed the specific role of Photovoice in reducing stigma in tuberculosis and projected several examples of posters that were created using photos and stories of persons affected by TB. The poster photos and narrative content can be found on PCI’s website at http://www.projectconcern.org/site/PhotoAlbumUser?AlbumID=6289&view=UserAlbum. She next reviewed the main steps in implementing this methodology and described each briefly:
1. Form a guidance committee

2. Recruit participants

3. Conduct participant orientation and ethics training

4. Have participants take photos

5. Convene meeting to discuss photos

She highlighted that one of the primary purposes of this method is to achieve social change as it empowers participants to advocate for change in their own lives and in the lives of others. Janine Schooley mentioned that this methodology can be applied beyond TB and discussed its application by a PCI intern in Botswana to Orphans and Vulnerable Children (OVC), noting that confidentiality was more of an issue in Botswana and that this speaks to the need to be culturally sensitive in the application of Photovoice.
Please refer to slides in presentation 4 for the full presentation.
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Blanca Lomeli in action
Questions

· How can this be used with health care providers?

· This has been a critical issue in PCI’s project in Mexico as much stigma and discrimination exists within the provider community. PCI has used the photos and stories of persons affected by TB to address stigma and discrimination among health care workers. Janine Schooley and Blanca Lomeli noted that Photovoice can also be used with providers to document and discuss their perspectives on TB and providing care to persons affected by TB.
· A participant suggested that this could be used to develop meaningful phrases that can serve to remind providers and others of how to act, such as the poster that asked “Is your heart like a rock?” This phrase could be used to remind health care providers to remain sensitive to their patients.
· A participant made the analogy that “the Titanic is sinking and we’re rearranging the deck chairs.” We need to use these tools, such as Photovoice, to convince policymakers and others to invest in CBPHC and address the underlying issue of a lack of adequate health systems.
· A participant noted that he has seen Photovoice used very effectively with girls in secondary school in Africa to address sexual abuse in a township in which this abuse was almost universal. 
· These methods work well because we learn through that with which we identify, and people can identify with personal stories and pictures.

· One potential downfall of this methodology is that it can assign blame—this can be ameliorated by ensuring adequate and ongoing dialogue among participants and providers.
On the way to and from lunch

A lot of networking and discussion took place on our way to and from lunch
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Sharon Franzen, Blanca Lomeli 

and Barbara Freeman on the road
Lunch

We all ate together at a prearranged site. Much discussion took place as we consumed the lunch which was included in the workshop attendance fee.
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A lunch of meeting, greeting and discussion.
Afternoon Session

Skills Session II:  Behavior Change -- Introduction and Review of Key Principles (Janine Schooley)

The afternoon began by providing participants who did not introduce themselves at the beginning of the session the opportunity to introduce themselves.

Janine Schooley then began a group discussion of the differences between BCC and IEC. The group suggested that:
· BCC models generally have a theoretical basis for behavior change
· BCC includes a motivation for change

· IEC tends to be more informational and include pamphlets, posters and other printed material but does not always have a theoretical basis 
· Janine Schooley noted that persons in the field often skip over the process of formative research and immediately develop IEC materials 

Janine Schooley asked the group to provide examples of behavior change strategies they have used in their own practice or that they have seen to be effective.

Examples of Behavior Change Strategies

· Trials for Improved Practices (TIPs) Methodology
· Used in childhood nutrition

· Begins by conducting formative research to understand local beliefs about nutrition

· Counselor engages in negotiation with mother to try the desired behavior, evaluate changes in child’s health and then uses the improvement to encourage behavior maintenance
· Engages beneficiary as active participant

· Positive Deviance/Hearth

· Used in childhood nutrition

· Takes positive outliers of group, determines practices associated with positive deviance and implements positive practices with other mothers 

· Motivational interviewing in medicine
· Provider assesses where patient is in stages of behavior change

· Increases inner motivation to change

· Reduces ambivalence about acceptance of new behaviors by identifying what they are doing well, and encouraging them to maintain and increase those behaviors

· Provider attempts to plant seeds to move to the next level of change

Janine Schooley concluded by noting that all of the methodologies discussed acknowledge and address the need to link behavior change to empowerment; the beneficiaries need to feel empowered to act to change behavior. 
Janine Schooley next provided a brief introduction to the principle of using strong emotions as “triggers” for behavior change. She cited a handout given to participants entitled “IGNITE: Igniting Group-Led Nutrition & Health in Indonesia by Triggering Emotions for Behavior Change.” This document is part of a Child Survival and Health Grants Program (CSHGP) proposal that PCI submitted in 2008 that, although scoring high, was not funded as Indonesia was not a priority country. The proposal outlines a strategy that addresses behavior change by engaging the community as a whole, identifying meaningful emotional “triggers” for specific behaviors and using them to create and sustain community-wide behavior change.
Presentation 5:

Eliminating Open Defecation through CLTS (Janine Schooley and Kelly Skrable)

Kelly Skrable presented a brief history and the key principles of CLTS, which was begun in Bangladesh in 1999 as a low-cost, sustainable method to eliminate open defecation. The methodology facilitates a community-led sanitation profile, defecation practices and the health consequences of their practices. The stages of CLTS include:
1. Pre-triggering

2. Triggering

3. Post-triggering

4. Scale up

PCI implemented this intervention in 30 villages in Banten Province in Indonesia as part of a CSHGP in 2005. In conjunction with other child survival interventions, CLTS contributed to increases in latrine construction and use and a reduction in the incidence of diarrheal disease among children 0-24 months. PCI has now scaled up this intervention to four provinces through other donors and local partners. Kelly Skrable then showed a video that documented PCI’s CLTS process in Indonesia.

Please refer to slides in presentation 5 for the full presentation.
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Kelley  Skrable in her usual state.
Janine Schooley facilitated a discussion of participant reaction to the video and current/potential applications for “emotional triggering” models to other contexts/health behaviors.

Participant comments and questions 
· Shame and disgust are strong emotions but they seemed to work in this case—guilt is a very strong motivator

· Why weren’t communities using the latrines that had been constructed?
· Janine Schooley responded that she was not entirely sure but surmised that it was in large part because open defecation was the social norm

· Tone and style of facilitators is critical and these types of interventions will only work if the facilitation is strong
· How were PCI’s facilitators identified?

· Kelly Skrable responded that PCI’s facilitators were already trained as part of the CSHGP and thus had experience prior to the CLTS project.

Examples of emotional triggering
· A participant currently applies a poverty reduction model similar to Photovoice. In this model, participants create pie charts of how they spend their time to instigate the emotion of surprise and a realization of the need to adjust their priorities. 
· A participant uses a board game to address poverty, which leads participants to feel overwhelmed and move towards action. 
· A participant showed graphic pictures of infected surgical sites to health care providers to encourage hand washing by instigating an emotion of disgust.
Janine Schooley concluded by noting that the three key elements of this methodology are:
· Peer pressure

· Identifying natural leaders

· Emotional trigger

In addition, one must identify the motivation for personal change. A participant noted that role models in these small communities are essential; when the community leaders begin to adapt a new behavior, others follow. This model works best when achieving behavior change on a group level; it would pose some challenges achieving behavior on the individual level. Kelly Skrable noted that there are good examples of emotional triggering on the individual level in substance abuse treatment methodologies. 
Group Work: Use of a Discussion Guide to Capture Key Principles, Core Elements and Challenges Identified from Skills Building Sessions and Group Discussions (Janine Schooley and Kelly Skrable)
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Group Discussion 
Presentation 6: 

Summary of Lunch Discussion and Call to Action

During lunch, participants were asked to discuss and document their responses to two key questions:
1. What should we be doing to improve and expand CBPHC?

2. Who specifically do we need to engage/target in order to achieve this and how (e.g. young professionals, USAID, UNICEF, GHC, Interaction, etc)?

During the afternoon presentations and break, Kelly Skrable reviewed and organized participant responses and presented the findings to the group. The responses to the discussion questions can be categorized as follows:

· What to do

1. Document and disseminate

2. Raise awareness

3. Identify and prioritize funding
· With whom

1. Students and young professionals

2. Health care providers

3. Funding agencies

4. Communities

5. Governments (e.g. Ministries of Health)

The participants concurred that the above list accurately categorized their responses to the above questions and concurred that it would be a productive use of the remainder of the workshop to begin to identify specific activities that could be done in each area to further CBPHC. Participants self-selected membership in one of three groups according to the three “what to do” categories and developed priority actions for each category.
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We loved our group discussions

Please refer to slides in presentation 6 for the full presentation.

After working in small groups for approximately 45 minutes, the groups selected a spokesperson who presented their priority strategies for the group as follows:
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Plenary large group reporting

1. Document and disseminate

1. Identify a tangible forum for communication: Journal 

· Wikipedia

· APHA blog 

· Community-campus partnerships—connect writers and doers

· Listserv to connect people

· USAID-funded Journal of Global Public Health

2. Create talking points and forum for communication so we don’t have to reinvent the wheel

· What is PHC

· Key examples

· Stories from the ground and costs

3. Disseminate stories of implementation 

· What worked?

· How?

· Who?

· What didn’t work?
2. Raise awareness
· Create a working group to develop CBPHC curriculum

· Ideas/program for CBPHC 

· Address culture (discipline) and learning

· Create an action group (APHA)

· Support motivated CBPHC action-oriented students

· Possibly link to APHA student assembly

· Look into creating a high school student advisory role to working group executive

3. Identify and prioritize funding

1. Who

· Standard sources

· Diaspora

· Communities themselves

2. How

· Increase visibility 

· Evidence

· Coalitions/networks

3. Priorities

· Shift funding to what works

· Sustainability 

· Cost-effectiveness

Please refer to Call to Action notes for complete small group work documentation.
Wrap-up, Agreements and Road Map Forward (Paul Freeman and Henry Perry)

Paul Freeman made the point that our perception of the needs of developing countries may not be accurate; we need to remain aware of this as we move forward. Henry Perry remarked that there is an increased recognition of CBPHC within public health community. Right now, there is little funding for the CBPHC Working Group, although UNICEF and other major players are very much interested in their research. Do not underestimate the power of what can be accomplished with few resources and mutual support—with CBPHC, we are tapping into something with a history and a base. There exists much support within APHA for this initiative. Paul Freeman proposed developing focal groups based on the results of today’s workshop around those who have made commitments to address key issues identified during the session. Janine Schooley agreed to blog about the experience of the workshop today and email it to Eckhard Kleinau at ekleinau@aimglobalhealth.org. 
Other next steps and action commitments were captured on a sign up sheet. Paul Freeman and Henry Perry thanked the participants for attending and PCI staff for facilitation. Participants completed the Evaluation Form and turned it in prior to leaving. The majority of participants joined the facilitators for dinner at a local restaurant upon conclusion of the workshop.
Follow on Action
Please refer to commitments/action file for complete list of commitments made with this report on our website. The chairman will put those with similar interests in contact with one another to from interest groups. If you would like to join any of these groups or start another one, consider all the things we identified in presentation 6 that need to be done, please contact the chairman who will put you in contact with group members or help you advertise on our list server. We will put no one’s email address on our website or the list server without their permission.
Dinner together
Most of us (21 people) dinned together in the evening
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This report is based on notes made by Kelly Skrable from PCI with some minor editing by Paul Freeman.

Join us for another enjoyable day of participative learning and socializing in 2009!
�Paul, I was not able to obtain a copy of Henry’s slides as he used his own computer to present. Sorry!


�Paul, you may wish to check these against the slides. Henry had quite a long list of challenges and improvements but he only mentioned these orally. I don’t know if you wan to add additional ones based on his slides.


�Paul, Janine has Blanca’s slides on her computer. I will have her send them to you.
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