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Cooperative for Assistance and Relief Everywhere
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HSA  

Health Surveillance Assistant
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Local Initiatives for Health 

RBA

Rights based approach
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1.
Introduction

CARE International in Malawi initiated the Local Initiatives for Health (LIFH) project in May 2002.  The project aims to develop innovative and sustainable models that seek to resolve issues of poor health standards and conditions amongst poor rural communities.  To this end, it seeks to build collaborative capacity between the service users from the rural communities and partner organisations, such as the government service providers, through the adoption of an appropriate rights based framework, that considers the practical aspects of rights, equity and socio-cultural factors (CARE, 2001).

The project aims to achieve the following four outputs as a means to contributing towards the programme purpose (CARE, 2001):

· Establish partnerships with appropriate health service organisations

· Develop a participatory rights based methodology that allows communities and service providers to identify and implement pilot initiatives that address priority health related issues

· Develop organisations of informed rural consumers of health care that, as advocates of their own welfare, and in partnership with service providers, are able to identify, and where relevant, address priority health issues, as well as access and/or develop more appropriate forms of quality health services

· Identify, develop and test methods for addressing community health priorities and monitoring the process, and disseminate the lessons learnt

The LIFH project started with a twelve-month pilot phase in May 2002.  The main purpose of the pilot was to provide sufficient time for trials that could lead to developing a model, which could be replicated on scale in the subsequent phases of the project.  Two health centres were selected in consultation with the district health officials in Lilongwe
 for this pilot phase.  The aim was to work closely with the staff at these two health centers, as well as the communities served by them, in order to develop a sub-district model for introducing a rights-based approach in the delivery of health services.  

This paper details the experience from the pilot phase of the LIFH project.  The focus is on describing how the project developed, and implemented, the community scorecard process as an input towards developing a rights-based approach.  

2.
Developing A Rights-Based Approach: Translating Concepts Into Action

While it was clear from the very outset that the LIFH project design would be based on a rights-based approach, there was no ‘blueprint’ or ‘model’ for the project to follow.  Although there is growing literature on ‘rights’ and ‘rights-based approach’, most of it tends to be conceptual and theoretic in nature.  The few examples of rights-based action in development largely belong to three categories:  i) spontaneous people’s movement, as a reaction to the unacceptable circumstances they experience;  ii)  mobilizing communities to demand their rights, often after years of awareness raising activities; and iii)  radical activism.

The LIFH project did not fit strictly with any of the above mentioned categories.  The project document states:

A rights-based approach to health service means i) empowering individuals and the institutions that support them in their communities to analyse their situation and take decisions about their lives, rather than being passive objects of choices made on their behalf, and ii) working with different levels of the government to see how best they can meet the needs of communities with respect to the provision of preventive and curative services designed to meet the most critical health needs and rights of rural communities, especially women and disadvantaged groups. (CARE, 2001)

We, therefore, had to design the project in such a way that it would lead to realizing people’s health rights while building sustainable partnerships between the service providers and the users.  We felt it would be useful to start with identifying the key elements of a rights-based approach and then to integrate these elements in the design of the LIFH project.  These were identified as:

· Access to information 

· Participation in decision making process

· Accountability

· Transparency

· Equity

· Shared responsibility

Adopting a participatory process, as CARE has already been doing in the other projects it implements in Malawi, would have lead to meeting some of the key elements described above.  However, it was clear that by adopting a participatory approach alone would not lead to achieving transparency and accountability in the delivery of public health services.  It was therefore decided to adapt the ‘citizen’s report card process’ (as has been developed and used successfully in India, the Philippines and elsewhere) into a community scorecard process
.  Having the flexibility of a pilot, it was possible to experiment, and develop new methods and approaches.

As it turned out, the use of these community scorecards provided a mechanism for the service providers and users to come together and devise a process towards greater transparency and accountability along with participation and shared responsibility in the delivery and the use of public health services.

3.
Preparing For The Community Scorecard Process

Training staff in participatory approaches

The first step taken under the LIFH project, as soon as the staff were in place, was to train them in participatory methods and approaches.  As key facilitators and trainers it was important to ensure that all LIFH staff possessed the necessary skills in supporting a participatory process at the community level.  This training also built a common and shared understanding of the goals and the process to be achieved under the pilot phase.  Having this training at the very outset also enabled building a team spirit among the staff.

MoUs

After the introductory meetings with the project partners, separate Memorandum of Understanding (MoU) were signed with each of them.  The MoUs outlined the agreement between the partners, their respective roles, and the responsibilities they agreed to share in implementing the LIFH project.  Separate MoUs were signed with the DHMT, the Health Centres, and the health centre committees (HCCs) and village health committees (VHCs) from the communities being served by these health centers
.

Behaviour and attitudes training for health centre staff 

One of the most critical factors in successfully using a scorecard process was ensuring open and positive dialogue among the main partners in this process, i.e. the service providers and the users.  It was clear that there were several potentially delicate, and debatable, issues that would come to surface in this process.  Since the scorecards were not simply used for information generation, but were expected to lead to tangible action, it was felt important that the dialogue among the partners should not lead to conflict, and be held in a positive and open environment.  A training workshop on behaviour and attitudes was, therefore, conducted for the health centre staff before they took part in the interface dialogues with the service users.  The emphasis of the training was on listening and dialoguing skills, and to make the participants more aware of their own attitudes and behaviour. 

Determining village clusters 

A typical public health centre in the Lilongwe district serves anywhere between 60-100 villages.  As can be expected, some of these villages lie close to the health centre, and others at considerable distance from it.  We worked with the assumption that people’s access to the health services, and therefore the concerns they may have, can vary according to the physical distance between them and the location of the health centre.  It was therefore decided to work with two different clusters of villages being served by the health facility: one that lies in close proximity to the health centre and the other at a distance from it.  The clusters were delineated with the help of health centre staff, Health Centre Committee (HCC) members and some Village Health Committee (VHC) members as well.

Training facilitators

It was decided well in advance that if the scorecard process was to be carried out on any kind of scale it had be taken over by community and health centre representatives.  It was decided that VHC members and Health Surveillance Assistants (HSAs) from the health centre would be best suited for the responsibility
.  Therefore, we invited members of at least seven to eight neighbouring VHCs (men and women in equal numbers), as well as two or three HSAs working in the area to attend the process that CARE facilitated in the first village in each of the clusters.  The VHC members and the HSAs were briefed before starting the process in the first village and were asked to observe the process carefully as they would be facilitating the process in the subsequent villages.  Hands-on training was provided by way of carrying out the community scorecards process in the first villages.  Once the scorecard process was over, the invited VHCs and HSAs were asked if they felt confident to carry out the process on their own, in other villages.  There was some hesitation.  It was decided that they would go ahead and facilitate the process in the neighbouring villages, but CARE staff would visit them during this process to provide back-up support
.  

4.
The community Scorecard Process

The following diagram provides an overview of the community scorecard process.  All the steps are described in detail in this section. 

Process adopted at the sub-district level
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Participatory appraisals

One of the first steps at the community level was to carry out participatory appraisals on health issues with the communities.  Separate appraisals were carried out in villages (with separate groups of men and women – both adults as well as adolescents) in the two clusters
.  Group discussions were focused on people’s health problems, their access to and their use of different health services, and their perceptions and experiences of the government health centers.  LIFH project staff facilitated the process over two days at each of the village communities covered under this process.  Specific questions were also included that would generate people’s indicators to develop a community scorecard of public health services.  At the end of the process, all the results were analysed and a list of indicators was generated.  

The participatory appraisal process culminated with trial runs of the community scorecards.  These scorecards comprised of indicators generated during the appraisals.  The participating men and women were asked if all their concerns were included in the list of indicators.  Once complete, we had the first health scorecard ready for use on scale in the villages being served by the Chileka health centre.

Indicators generated by the community

The participatory appraisals with the communities generated a total of 22 indicators
 to evaluate the health services.  These were grouped under four main categories:

1. Positive attitude of staff

2. Management of the health centre

3. Quality of services provided

4. Equal access to the health services for all members of the community

Annex 1 gives the complete list of all the indicators used for the community scorecards.

The first community scorecards

Separate groups of men and women were invited to carry out the community scorecard on health services in every village.  Since the participants had taken part in the participatory appraisals earlier, they were aware of the issues that they had themselves brought up for discussion.

The scorecard process was explained to the participants and they were asked to give scores out of a maximum of 100 for each of the 22 indicators as well as an overall score for each of the four main categories of indicators
.  Discussion and debate was encouraged.  This provided an opportunity to understand the reasons why a particular score was awarded to an indicator.  

Once the scores were given, the participants were asked to give their suggestions for improving the situation.  Emphasis was on discussing indicators with low scores, in order to obtain people’s views on how they could improve over time.  For each of the suggestions given by the participating men and women, they were also asked who should take the responsibility in translating the suggestion into action.  The participants were also asked what specific responsibilities would they be able to undertake themselves.

The response to the scorecard process from the communities was overwhelming.  The enthusiastic women and men found the process very interesting.  Most of them mentioned that no one had ever asked them to give scores to any public service that they used.  They had several questions:  how will these be used?  Will the service providers get to see the results?  Will the results be shared with the higher authorities?  Whether we could facilitate such a process for other services they use?  Most of them could not believe that this was the start of a process where they could take part in the decision making.

VHC members and HSAs facilitate the process in neighboring villages

As mentioned earlier, CARE-LIFH staff facilitated the community scorecards in the first villages.  This was used an opportunity to train the invited VHCs and HSAs in the process.

After having observed the scorecard process in a village, the ‘trained’ VHCs and HSAs facilitated the process in other villages in a cluster.  It was decided that the VHCs should facilitate the process in villages other than the ones they lived in.  This was done to ensure two things:  1) they gain confidence in carrying out the process with communities they are less familiar with (and therefore reduce the chance of them influencing the outcome), and 2) they meet groups of people to get their responses rather than prepare their own scorecards for their own villages.  LIFH staff provided back-up support, and help where needed.  By and large, they were able to carry out the process on their own.

There is no way LIFH staff could have themselves carried out the whole process in so many villages.  This was the most efficient way to spread the process over a large area in a relatively short period of time
.  This was also a mechanism to transfer the simple skills required to carry out the process to the communities from the very beginning, and it helped in demystifying the process as well.

Cluster level scorecards

Once the scorecards had been prepared in several villages in a cluster, the VHCs and HSAs , along with some other village representatives, got together for a cluster level meeting.  The main objective of the meeting was to provide an opportunity to the VHC members and HSAs to share and discuss the results of the scorecard process that they had facilitated in villages in that cluster, followed by preparing a cluster level scorecard on the performance of the public health services.  There was an intense debate on the scores as participants presented the information they had obtained from the different villages.

Once the cluster-level scorecard was ready, the participants were asked to list their suggestions for improvement (this included suggestions they had gathered from the communities they visited, as well as their own views).  From this rather long list they prepared a prioritized list of suggestions that they would present at the interface meeting.  The participants were also asked to list the responsibilities they were willing to undertake in order to implement the specific suggestions they had recommended.

5.
Results From The First Community Scorecard 

Annexes 1 and 2 give the results from the two cluster level community scorecards.  Several observations can be made regarding the first community scorecards carried out in villages being served by the Chileka health centre.

· Emphasis on staff attitude and behaviour

One of the main issues that emerged from the community scorecards on health services was the negative attitudes and arrogant behaviour of most of the health centre staff towards the service users.  People felt that they were badly treated at the health centre.  Some were shouted at, ignored, not heard, and some even felt discriminated against.  One key change the communities wanted to see was a change in the attitude of the service providers at the government run health centres.

· Lack of communication channels, and information

There was an apparent lack of communication between the health service providers and the users of the service.  The communities felt that they had no way to inform the providers of their concerns and also the feeling that there was no interest shown on part of the providers to seek their opinions.  Although the HCC did exist, it was not functioning as a channel for communication between the health service providers and the users.  The widespread perception among the users was that many of the staff at the health centre were arrogant and rude, which made communication with them all the more difficult.  The lack of any effective communication between the health service providers and the users led to a general lack of information, and clarity, on what the service users could expect from the health centre.

· Lack of trust and faith in the system

The lack of any information from the health centre, and the absence of any communication channels had resulted in people not trusting the health service providers.  Lack of information also lead to the communities believing, rather strongly, that most of the staff at the health centre were corrupt.  Strong allegations were made to the effect that staff were stealing drugs and food (meant for supplementary feeding).  Some felt that drugs meant for the health centre are sold by the staff to the shopkeepers, or given to friends and relatives.  The communities being served by the Chileka health centre stressed that the patients don’t believe the staff when they are told that there are no drugs at the health centre.  Mistrust, therefore, came a close second to the issue of staff attitudes and behaviour on the community’s list of concerns.

· Dysfunctional community health institutions

A health centre committee (HCC) had been constituted at the Chileka health centre before the LIFH  project started operating in the area.  The HCC comprises of representatives from the village communities the health centre serves.  However, most people we met in the villages did not have any details of the HCC, and were not aware of the process by which they were selected.  Those who had some information on the HCC were of the opinion that the committee was not representative, and did not comprise of people best suited for the purpose.  It was pointed out that the members of the HCC represent only a small group of villages on one side of the health centre.  As a result, there was little trust in the capacity or the interest of the HCC members in representing people’s health concerns.  Village health committees (VHC) had been elected only a couple of weeks before LIFH started working in the area.  Although people agreed that the VHCs had been elected democratically, they were not aware of the role of the VHC and what they could expect from them.  Indeed, the VHC members themselves stated that they knew little about their roles and responsibilities.  Some even stated, “We were informed that once CARE starts working here, we will be told what we should be doing”.  

It was clear that there was no system in place for the people to voice their concerns or to communicate with the health service providers.

· Comparison with other health centers

There was an inevitable comparison between the health center at Chileka and the one at Nthondo.  Interestingly communities close to the Chileka health centre were also frequenting the Nthondo health centre.  Most people felt that the services and the service providers were better at Nthondo (also a government run health centre), and they did not mind the much longer distance they had to cover to get there.  One of the reasons for preferring the Nthondo health centre was the maternity ward there, which Chileka lacked
.  The other often repeated factor was that the people had more trust in the staff at Nthondo.  They felt that the staff had a positive attitude, and they were able to get drugs from Nthondo more often than at Chileka.  “When the Nthondo staff tell you they have run out of drugs, we believe them.  But when the Chileka staff tell us the same we know that they have sold the drugs for their own benefits or they have given them to their own relatives”.

6.
Health Centre Self Evaluation

Once the community scorecards had been prepared, the Chileka health centre staff were invited to carry out a self-evaluation scorecard.  Most of the staff were already aware of the process being carried out with the communities they serve.  This was their chance to analyse their performance, from their own perspective.

The process started with a long discussion on indicators to evaluate the performance of any health centre.  The brainstorming generated a long list of indicators.  These were grouped under six categories:

1. Positive attitude of staff

2. Management of the health centre

3. Quality of services offered

4. Relationship with users

5. Infrastructure and equipment

6. Staff incentives

The participating health centre staff finalized a list of 25 criteria for the evaluation.  They were then asked to score all the indicators out of 100, indicating the level of their performance.  Annex 3 gives the results from the health centre self-evaluation.  Following are some observations regarding the health centre self-evaluation scorecard carried out in Chileka:

Similar indicators

Interestingly, most of the performance indicators listed by the health centre staff were similar to those generated at the community level, by the users of the health services.  As can be seen from the list above, most of the categories of indicators overlapped with those used at the community level.  The only additional indicators listed by the service providers related to their work conditions and their career paths.

Although we had not expected such similarity in the indicators used by the service providers and the users, this did help in consolidating the scores from the two partners, and in developing an action plan (discussed later)

Honest scores

Initially we had been a bit skeptical about the self evaluation.  The question bothering us was how honest would the service providers be in evaluating their own performance?  Eventually our fears proved to be unfounded.  The general feeling among the facilitators was that it could not have been more honest.  The self-evaluation scores by the health centre staff were pretty much comparable to those given by the service users from the communities.  The striking example was that of the scores given to the indicator on punctuality of staff (indicator 1.1).  They gave themselves a score of 20 out of a maximum possible of 100.  The staff acknowledged that there is a problem on this account, just as the communities had pointed out.  The health centre staff also gave themselves a low score of 20 for the indicator “open and approachable staff” (indicator 1.4), explaining that they were aware that some of them don’t treat the patients well.

In general, the staff at the health centre agreed on the need to improve, both in terms of the way they treat the service users, as well as in opening a dialogue with the communities they serve.

7.
The Interface Meeting

The most important stage in the scorecard process turned out to be what we call the interface meeting.  It is the forum where all the partners come together to share the results of the community and health centre scorecards, leading to a discussion on suggestions for improvement and thereafter deciding an action plan for the next six months.

The first interface meeting was held in the open ground adjacent to the Chileka health centre.  The over 150 participants (with nearly equal numbers of men and women) at the meeting included both the service providers from the Chileka health centre as well as its users.  VHC and HCC members were present, as were most of the staff from the health centre.  Also present at this meeting were the representatives from the district health office and CARE-LIFH staff.  Some other villagers and their leaders were also present.

The results from the two cluster level community scorecards were presented by VHC members followed by their prioritized lists of suggestions for improvement.  The Health centre staff also presented the results from their self-evaluation scorecard, and their suggestions for improvement.  A long debate followed, as clarifications were sought, and issues were explained from different perspectives.  While the community and the health centre staff seemed to reach some agreements on the proposed suggestions, the district representatives expressed reservations on the process.  There was disagreement on the suggestion that notice boards should be put up at the health centre, that display information on drug and soya availability.  The representatives from the district health office strongly objected to the idea, giving reasons like:  it would be of little use for the non-literates; such a notice board could be an open invitation for thieves; people have no idea about which drugs are important; etc.  The meeting had to be concluded without reaching an agreement on the action plan.

Subsequently a separate meeting was arranged with the district staff, in order to give them an opportunity to understand the process and determine their role in the process.  It was only in the third interface meeting that finally all the partners agreed to accepting twelve suggestions, a mix from those generated by the health centre staff and the communities, to form the basis of an action plan.

Even though it took three interface meetings to agree on an action plan
, the health centre and community level partners did not lose hope in the process.  In fact, it was the VHC members who strongly debated the issue with the district officials, and disagreed that the notice board would not be a good idea.  Several women and men took strong positions and argued their points with the authorities till their points were understood.  For their part, the district officials explained the issues from their perspectives and finally agreed to support the process the best they can.  

8.
Translating Scorecards Into Action:  Implementing The Action Plan

Since the action plan clearly delineated the responsibility of the different partners in the process, everyone was clear about their role and responsibility in the process.  LIFH undertook a series of training programmes for the VHCs, HCC, and HSAs.  Rather than conducting long training programmes over several days, it was decided to conduct half day trainings, where two or three issues are discussed, with a focus on how the information gained can be used in practice.  Participants agreed to try out the new activities over the next month, the progress of which is reviewed at the next monthly training.  Three of these trainings have been held for the VHCs so far, with an intention to convert these ‘trainings’ into ‘regular monthly meetings’.  One of the first topics for the trainings was the roles and responsibilities of the HCCs and VHCs.

The action plan is also reviewed at the monthly HCC meeting at the health centre, where it has become a regular agenda item.  Similarly VHCs also conduct meetings at the community level to share information as well as to review the progress of the action plan and gather suggestions from the community.

9.
Repeat Scorecard Process

In April 2003, six months after community scorecards were first tried out, the process was repeated with the communities being served by the Chileka Health Centre
.  This process, as before, included a repeat self-evaluation by the health centre staff.  

The process remained more or less the same as the first scorecards.  The indicators generated and used during the first scorecard were used once again in order to gauge whether there were any changes in people’s perception of the health centre, its staff and the services it provides.  Results of the first scorecard analysis were carried to the villages on large sheets of paper, against which they prepared the second scorecards.  

The project continued to work in two separate clusters of villages, one very close to the health centre and another at a distance from it.  The project staff facilitated the process in one village in each of the two clusters, which was also attended by members of VHCs from neighbouring villages as well as a few HSAs from the health centre.  These VHC members and HSAs repeated the process in neighbouring villages.  This time they did not ask for any back-up support from CARE-LIFH staff.  As was the case earlier, VHC members facilitated the process in villages other than their own.  

Once the community scorecard process was completed, all the facilitators came together for a cluster level meeting where the results were presented, and the progress discussed.  Apart from the repeat scorecards, participants also discussed the progress made with respect to the first action plan, and successes and shortcomings were highlighted.  On the basis of these discussions, they prepared an overall scorecard for the cluster.  The participants then listed the suggestions from the various communities, and used it to prepare a prioritized list for presentation at the second interface meeting, along with the results of the repeat scorecards.

While the VHC members were carrying out the repeat scorecard process in the different villages in their clusters, CARE staff facilitated the repeat performance scorecard at the health center level.  All health center staff were invited to join the process, and indicators developed six months ago were scored once again to analyse whether there has been any change in their own performance.  Once the indicators were scored, the health center staff also listed their suggestions for improvement at the health center and prioritised the same.  The progress on the action plan prepared six months ago was also reviewed.  

The results from the process carried out at the two village clusters and at the Chileka health center were shared at the second interface meeting held in April, 2003.  Participants included VHC and HCC members, health centre staff, representatives from the district health office, CARE-LIFH staff, some adolescent representatives from the villages, as well as some other community representatives.  Results from the repeat scorecards were presented at the interface meeting, followed by a discussion highlighting the progress made, as well as the problems encountered.  Finally, a prioritized list of suggestions was agreed for preparing the next action plan.

Annex 1 gives the detailed results from the second scorecard exercise in Chakuzamutu cluster, Annex 2. gives the same for Ndevu cluster and Annex 3 for the Chileka health center.

10.
Comparing The First And Second Community Scorecards

While the process of carrying out the scorecards remained largely the same during the first and the second exercises, the results have been significantly different.  

Changes in scores

The first difference that can be observed between the first and the second scorecards is that in the scores given to the various indicators.  The following table gives the overall scores for the four categories, given by the two clusters of villages being served by the Chileka health center.  The detailed results for the 23 criteria are given in Annexes 1 and 2.

Comparing results from the two community scorecards, Chileka

	Criteria category 
	Chakuzamutu cluster (scores out of 100)
	Ndevu cluster

(scores out of 100)

	
	August ‘02
	March ‘03
	August ‘02
	March ‘03

	1.  Positive attitude of staff
	45
	50
	
	60

	2.  Management of the health center
	50
	75
	
	85

	3.  Quality of services provide
	35
	50
	
	50

	4.  Equal access to health services for all members of the community
	25
	50
	
	50


Note:   -The overall scores for the four categories were not recorded at the Ndevu cluster in August 2002.

-The higher the score the better the performance.

It is interesting to note that the overall scores given to the four criteria categories in March 2003 by the two clusters were very similar.  Although the scores are slightly higher for criteria 1 and 2 in Ndevu, the difference is not significant.  At Chakuzamutu, for which comparative data is available, there seems to be an improvement with respect to all the four categories, with more significant changes seen in criteria related to the management of the health centre and equal access to health services for all the members of the community.  

As can also be seen from the following table, nearly all the indicators showed a positive change over the six month period.  The only exceptions being: short waiting time (one cluster), emergency transport services (both clusters), communication facilities (one cluster) and maintaining a first-come-first-serve policy (one cluster), that recorded no change. 

Increase in scores over the six month period

	
	Indicator
	Increase in scores in March 03 as compared to August 02

	
	
	Chakuzamutu cluster
	Ndevu cluster

	1
	Positive attitude of staff
	5
	

	1.1
	Punctuality of staff
	10
	25

	1.2
	Polite behaviour
	10
	35

	1.3
	Listening to patients’ problems
	35
	50

	1.4
	Respect for patients
	70
	10

	1.5
	Respect for patients’ privacy
	5
	20

	1.6
	Honest and transparent staff
	43
	20

	2
	Management of the health center
	25
	

	2.1
	Cleanliness
	15
	20

	2.2
	Observing working hours
	20
	10

	2.3
	Giving priority to serious cases
	40
	20

	2.4
	Short waiting time for consultation
	0
	15

	3
	Quality of services provided
	15
	

	3.1
	Adequate supply of drugs
	15
	20

	3.2
	Adequate equipment
	10
	10

	3.3
	Adequate and qualified staff
	25
	5

	3.4
	Emergency services available 24 hours
	5
	25

	3.5
	Providing multiple services every day
	10
	15

	3.6
	Emergency transport services
	0
	0

	3.7
	Communication facilities (telephone, wireless radio message)
	0
	10

	4
	Equal access to the health services for all members of the community
	25
	

	4.1
	No discrimination in providing drugs to the patients
	5
	20

	4.2
	No discrimination in providing supplementary nutrition
	20
	30

	4.3
	No preferential treatment
	10
	40

	4.4
	Maintaining a first come-first serve policy
	50
	0

	4.5
	Two-way communication and dialogue between communities and the health centre
	
	


The above table shows that several indicators have seen significant increases in scores.  These include: respect for patients; listening to patients’ problems;  honest and transparent staff; giving priority to serious cases; no discrimination in providing supplementary nutrition; and no preferential treatment.

Differences between the two action plans

It was the second action plan, developed after the repeat scorecards, which provided the unexpected results.  While the first scorecard, and the action plan, stressed on the behaviour and attitude of the health centre staff, this did not come across as a priority issue in the second action plan.  The second action plan seems to focus more on the quality of services provided by the health centre.  This change in focus could be interpreted in different ways.  It is possible that the changes that the service users have noticed have satisfied the first level of concerns and needs they felt, and they now want to see a second level, and a different set, of changes in the health services.  It could also imply that once a basic standard of behaviour (of the service providers) is achieved, the service users aspire to see changes in the quality of services provided at the health centre, behaviour of staff perhaps being more important than the quality of services being offered.  The participants may also be testing the process for what it can deliver, and therefore, starting with more ‘doable’ action items that they may feel can be more easily achieved.  Once they gain some confidence in the process, and see some positive outcomes, they may attempt the more difficult and complex issues.  The following table gives the action items included under the two plans.

The first and second action plans, Chileka

	First Action Plan, August 2002
	Second Action Plan, April 2003

	Introduce a notice board at the health centre, providing details of drug availability **
	Have separate lines for women waiting to attend anti-natal and family planning clinics

	DHO team to carry out surprise supervision visits to the health centre, and to talk with patients
	The behaviour of one health centre staff should change (the cleaner)  ++

	HSAs to visit communities regularly
	CARE to respond to the proposals it has received from the communities

	The number of HSAs to be increased
	HSA should visit communities regularly and have discussions with them  ++

	Health centre staff will not show any bias in service provision **
	Adequate drugs to be made available at the health centre

	Health centre staff to show a positive change in their behaviour and attitude (show respect to patients, not to be rude, etc) **
	Collaboration among the health centers regarding the use of the ambulance

	Health Centre staff to be punctual and to observe working hours **
	HCC should be trained in the use (and updating) of the notice board

	Health workers should be transferred after three years of service at any health centre
	Ensure notice boards are regularly updated

	Health centre services to be provided on a first-come-first-serve basis **
	

	Health centre attendants show more politeness to patients**
	

	HCC members to visit VHCs regularly
	

	Health centre staff should not be biased when distributing drugs and food (for supplementary feeding programmes) **
	


** implies activities that have already been initiated or accomplished.

++ are the action items repeated in the second action plan

The first action plan comprised of twelve action items.  Six months later, in April 2003, seven of these had either been accomplished or some action had been initiated on them.  Only two of the action items were carried over to the second action plan:  i) the need to change the behaviour of one of the staff members
, and ii) HSAs should visit communities regularly.  Although two of the items in the second action plan relate to the ‘notice boards’, this time it is about better use of the board as compared to simply having one at the health centre, as was the case in the first action plan.

11
 Lessons From The Pilot Experience

The LIFH project has directly or indirectly worked with 81 village communities (and their VHCs) being served by the Chileka and Nthondo health centers over the last eight months.  A sub-district model for facilitating a rights-based approach in the delivery of public health services has been developed during this period.  A good part of the pilot phase was devoted to developing a process of interaction and communication between the health centres, the district health officials, and the communities they serve.  Reviving the nearly dysfunctional community health institutions (HCC, VHC) was another important step in this process.  Annex 5 lists the key stages, inputs and outputs of this process.

Scorecards: a multifunction tool

The community and health centre self-evaluation scorecards have evolved as a multifunction tool, which can, and have been, used by the project for:

· Participatory assessments

· Performance evaluation

· Participatory planning (bringing together the service providers as well as the users)

· Participatory monitoring (indicators generated and used by the community)

These multiple uses, combined with the fact that it involves very simple steps, makes the community scorecard a very useful, and important, tool in the LIFH process.  It is already being seen as a way of working, rather than a mere tool for carrying out some activities.  If the project continues to use it as part of a process, with a focus on using the results for action, the scorecard methodology could have the potential to contribute far more in developing a rights-based approach.

Key features of the pilot phase

The main focus of the pilot was to develop a sub-district model for a rights-based approach in the delivery of public health services.  The following features have been important in developing this sub-district model.

· Preparation before starting (training, signing MoUs with partners, participatory assessments, etc)

· Incremental approach (with simple steps)

· Clearly defined stages of the process;  taking one step at a time;  

· Small inputs: broader outreach

· Building capacity at the community and the health centre to carry out all the activities;  handing over the process and responsibility to the partners (health service providers and users) at the sub-district level from the very beginning has made it possible to cover a significantly larger number of communities than would have otherwise been possible; the process, therefore, steered by VHCs and HSAs

· Keeping the process simple so that all the members of the community can take part in the process

· Using indicators generated by the community made it possible to involve the communities in the whole process, as well as handing over the process for them to carry on, on their own.

· Keeping the focus on action and results.  The community scorecards did generate a lot of interest and enthusiasm in the communities.  However, the challenge was in using the scorecards to facilitate the preparation of the action plans by all the partners, and to initiate a system of reviewing the progress by the partners themselves.

· The interface meeting was an important forum to bring all the partners together in order to discuss issues and take decisions.

· Perhaps the most important learning from the pilot is that this is a dynamic process.  It is dynamic in several respects.  If the process goes well, there should be a change in the scores given to the indicators;  there could be a change in the indicators used for the scorecards (as some indicators become redundant or lose their importance, and others could be added as new issues emerge); and finally the focus of the action plans could change, as one level of needs are met and the partners agree to tackle the next set of issues. 

Community scorecards and RBA

Community scorecards have proved to be a useful tool for the LIFH project in several different ways.  If used well, the process can lead to greater transparency and accountability in the delivery of public services.  The use of self-evaluation scorecards with the service providers enables bringing delicate issues like performance, behaviour, and quality of services into the open for discussion.  The process does require sensitive facilitation in the beginning.  However, once the scorecards have been carried out, and the service providers and the users see the results of focusing discussions around some key indicators, that also become their key result areas for the next six months, the need for external support decreases in the subsequent stages.  

Interestingly, the pilot process has lead the partners towards a rights-based approach without actually discussing any ‘rights’ per se.  The service users as well as the providers themselves identified issues related to access to information, transparency, accountability, participation in decision making process and equity, among the concerns that were listed and included by them in the two action plans.  It was also possible to take the process forward without any conflicts or aggressive confrontations.

12.
Plans For Scaling Up

The one year pilot phase of the LIFH project has just ended.  The main purpose of the pilot phase has been achieved.  A sub-district model is ready for replication on scale.  The project now plans to expand to two more districts, Dowa and Ntchisi, in the year 2003-04.  A ten-fold increase in scope and coverage is planned for the next year.  It is planned that the project will cover a total of twenty health centers in these three districts.  While the sub-district model will be replicated at the other locations, the next year will also take the process a step further.  It is hoped that the next stage of the process will lead to a district level plan.  In order to accomplish this stage it is important that all the government health centers in one district are first covered by the project.  Collectively these health centers can then contribute towards the district level plan.  This district level process will be piloted in Ntchisi district.

13.
Challenges Ahead

While one year is too short a period to make any judgments on a newly evolving process, it is clear that there are several challenges that the project needs to address in the coming months.  These will eventually determine its success in the long run.

Sustainability

Sustainability should be an area of focus as the project expands in the next phase.  Although steps have already been initiated to train and involve VHC and HCC members and HSAs from the very beginning, more needs to be done to ensure that the process can be institutionalized with minimum, or no, external support.  LIFH can continue to work with the two health centers selected for the pilot phase in order to develop an exit strategy.

Equity

While the project has kept the interests of the poor and vulnerable central to the project, it has not been possible to work exclusively with them during the pilot phase.  It was felt that starting with an exclusive approach would face resistance and, therefore, not achieve the desired results.  Since the public health centre is open for all members of the community, any improvement in service delivery should benefit all the users.  It is possible that the poor and vulnerable may have benefited more from any improvement since it was they who felt discriminated against.  This needs to be studied carefully in the coming months, in order to understand the differential impact that different household categories may have experienced.  Besides, now that the project has taken some shape it should be possible to seek equity issues more vigorously.

Influencing policy

The LIFH project can influence national policy in three ways:

· Methodology – adopting the scorecard process on scale in the health sector in the country (and elsewhere).  There is also the enormous potential to use the methodology in other public sector services.

· Providing an input to the health SWAp process

· Taking voices to the top decision makers

It is now time to initiate active networking on a broader scale, and to make a contribution to the SWAp process.  A good starting point would be a dissemination workshop. 

Extending the model under different conditions

The pilot project has so far worked only with government run health centers.  It is a challenge to try the model in different contexts (e.g. in health centers run by the district assemblies, or health centers that charge a user fee).

Developing a district level model

This is going to be a key result area for the project for the next year.  While the project has already developed a sub-district model, it needs to take the process a few steps further in the next phase.  The district level model will finally determine its sustainability, the possibility to institutionalize the process, and the contribution the project can make towards national policy.

---------------------------------------------------------------------------------------------------------

Meera Kaul Shah freelances as a consultant and trainer in participatory development.  She has worked closely with the CARE-LIFH team in designing and implementing the LIFH project.
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Annex 1
:
Results From The Repeat Scorecard At Chakuzamutu Cluster (Served By The Chileka Health Centre)

1. Positive attitude of staff
	No.
	Indicators
	Scores (out of 100)
	Comments and reasons 

	
	
	August 2002
	March 2003
	

	1.1
	Punctuality of staff


	50
	60
	· They start late, but work during the lunch time and after hours

· There is some improvement in time keeping

	1.2
	Polite behaviour
	40
	50
	· There is one health worker who shouts at us when children urinate or we sit at the wrong place

· There is some improvement in staff attitude

	1.3
	Listening to patients’ problems
	50
	85
	· They give us a chance to explain our problems

· People are now free to express themselves to the health workers

	1.4
	Respect for patients
	25
	95
	· There is more respect these days than was the case previously

· Everybody is given due respect

	1.5
	Respect for patients’ privacy
	70
	75
	· We have never heard health workers reveal patients’ ‘sensitive’ health conditions to others

· They keep secrets about our health conditions

	1.6
	Honest and transparent staff 

(in terms of dealing with drugs, food, etc) 
	2
	45
	· At least they give a picture of the situation in general although no exact figures are disclosed

· At least these days we are informed that nutritional supplements like soya have been delivered at the health centre

· They have started writing on the notice board to inform us about drug and other supplies availability, however others are not able to read

	
	Overall score
	45
	50
	· Generally, the attitude of staff has changed except for two health workers who are still rude to patients


2. Management of the health centre

	No.
	Indicators
	Scores (out of 100)
	Comments and reasons 

	
	
	August 2002
	March 2003
	

	2.1
	Cleanliness


	70
	85
	· The health centre is always clean

· Things have changed at the health centre; the surroundings are well maintained and the rooms are mopped

	2.2
	Observing working hours 
	40
	60
	· They open on time but come late after lunch

	2.3
	Giving priority to serious cases 
	30
	70
	· Those who are seriously sick are given priority attention with other patients’ consent

	2.4
	Short waiting time for consultation
	45
	45
	· The waiting time is always long because the same person is responsible for diagnosing and dispensing drugs

· Sometimes they allow those who have come later to be attended to first thereby delaying those who came earlier

	
	Overall Score
	50
	75
	· The health centre is clean

· Patients are treated on first-come first-serve basis


3. Quality of services provided

	No.
	Indicators
	Scores (out of 100)
	Comments and reasons 

	
	
	August 2002
	March 2003
	

	3.1
	Adequate supply of drugs
	25
	40
	· Drugs are not always available but better than before

· The drugs are not always available due to increased service utilization

	3.2
	Adequate equipment 
	20
	30
	· Although the health centre has been upgraded, there are no admission wards and other rooms are not yet functional

· Some services are not available e.g. dental, surgery and blood transfusion

· The health centre still lacks some equipment

	3.3
	Adequate and qualified staff
	15
	40
	· The health workers are qualified but inadequate

· The health workers are not adequate but they are dedicated

	3.4
	Emergency services available 24 hours 
	10
	15
	· Serious cases do not get the treatment they deserve

· There are no admission wards for serious cases

	3.5
	Providing multiple services every day
	75
	85
	· Antenatal and under five clinics are also available apart from outpatient services

	3.6
	Emergency transport services
	2
	2
	· We do not benefit from the ambulance service

· The ambulance is not based at the health centre and it is responsible for several health centers

· It is as good as having no ambulance at all

	3.7
	Communication facilities 

(telephone, wireless radio message)
	75
	75
	· At least a telephone is available

	
	Overall score
	35
	50
	· Services have changed because most health workers have a positive attitude towards patients

· Women are also treated nicely at family planning and antenatal clinics


4. Equal access to the health services for all members of the community

	No.
	Indicators
	Scores (out of 100)
	Comments and reasons 

	
	
	August 2002
	March 2003
	

	4.1
	No discrimination in providing drugs to patients 
	30
	45
	· They try to treat patients equally although some health workers still favour friends and relatives

	4.2
	No discrimination in providing supplementary nutrition
	35
	55
	· There is equal distribution of the food

· There is no favouritism

	4.3
	No preferential treatment 
	35
	45
	· Some health workers still give priority to friends and relatives

	4.4
	Maintaining a first come –first serve policy
	25
	70
	· Things are now better because patients are given numbers for their position on the queue

	4.5
	Two way communication and dialogue between communities and the health centre 
	
	30
	· At least we are in touch with health workers (HSAs) since they visit us frequently

· They also communicate through the health centre and village health committees

	
	Overall score
	25
	50
	· Patients are treated equally, even malnourished children receive equal shares of supplementary food


Annex 2
:
Results From The Repeat Scorecard At Ndevu Cluster (Served By The Chileka Health Centre)

1. Positive attitude of staff

	No.
	Indicators
	Scores (out of 100)
	Reasons for the scores

	
	
	August 2002
	March 2003
	

	1.1
	Punctuality of staff
	25
	50
	· Little improvement because the doctor is very mobile always attending to meetings and chatting with friends

· The health centre now opens at normal time and close as expected

· The doctor now works over the lunch hour

	1.2
	Polite behaviour
	15
	50
	· The numbering system has helped a lot in improving things here

	1.3
	Listening to patients problems
	40
	90
	· There is a slight change because the Doctor will now give you good attention

· Some times the Doctor ask you more and more questions to find out the problem with you

	1.4
	Respect for patients
	50
	60
	· They respect us even though one cleaner does not respect us at all

· They also ask patients before they talk to visitors

	1.5
	Respect for patients privacy
	75
	95
	· This has always been good ever since

	1.6
	Honest and transparent staff (in terms in dealing with drugs and soya)
	25
	45
	· Drugs are now available and patients are no longer complaining

· The VHCs are now able to meet the HCCs and discuss health problems in villages

· Drugs available are now displayed on the notice boards

	1.7
	Attention and care to admitted patients at the health centre
	-
	50
	· Though not full time admission, but there is good care given to patients on bed rest

	
	Overall score
	
	60
	· 


2. Management of the health facility

	No.
	Indicators
	Scores (out of 100)
	Reasons for the scores

	
	
	August 2002
	March 2003
	

	2.1
	Cleanliness
	75
	95
	· The general appearance of the health centre is very clean now a days

· Patients are also trying to assist the cleanliness by not littering the health centre

	2.2
	Observing working hours
	25
	35
	· There is still a problem especially from some few members of staff

· Doctors some times attend to visitors for a longer time so this annoys patients

· Doctors sometimes sacrifice their lunch break to attend to patients

	2.3
	Giving priority to serious cases
	50
	70
	· Things have largely improve because the doctor now explains to us before attending to serious cases

· Patients sometimes ask doctors to firstly attend to serious cases if there is one on the queue

	2.4
	Short waiting time for consultations
	35
	50
	· The problem here is that there are more people in need of assistance than the number of personnel present

· Some times its not good to say we spend a lot of time waiting because every body wants good attention from the doctor so if the doctors rush in attending to us, we will also complain

	
	Overall Score
	
	85
	


3. Quality of services provided

	No.
	Indicators
	Scores (out of 100)
	Reasons for the scores

	
	
	August 2002
	March 2003
	

	3.1
	Adequate supply of drugs
	20
	40
	· Patients are given drugs according to the nature of their illness

· There is at least a good supply of drugs these days that it used to be in the past

· No more half tablets these days

	3.2
	Adequate equipment
	50
	60
	· We hear there is some new equipment but its not been used so we are asking when will this start?

	3.3
	Adequate and qualified staff
	30
	35
	· No changes

	3.4
	Emergency services available 24 hours
	50
	75
	· No any changes noticed

	3.5
	Providing multiple services every day 
	75
	90
	· It has always been like that in the past

	3.6
	Emergency transport services
	30
	30
	· The ambulance is not there some times we here there is one based at somewhere but its never serving us

	3.7
	Communication facilities (telephone, wireless)
	50
	60
	· We only see them there but we have never used them or let the staff use them on our behalf

	
	Overall score
	
	50
	


4. Equal access to the health services for all members of the community

	No.
	Indicators
	Scores (out of 100)
	Reasons for the scores

	
	
	August 2002
	March 2003
	

	4.1
	No discrimination in providing drugs to the patients
	30
	50
	· As long as the drugs are available they distribute accordingly

· If no enough drugs they try rationalise so that every body gets treated

	4.2
	No discrimination in providing supplementary nutrition
	30
	60
	· No bias only that the quantities are very small which needs to be increased

	4.3
	No preferential treatment
	40
	80
	· There is an improvement because patients now are able to check this habit and doctors are cooperative

	4.4
	Maintaining first come- first serve policy
	30
	30
	· The numbering system in place has enforced this policy sine no one can over jump the queue

	4.5
	Two way communication and dialogue between communities and the health centre
	-
	50
	· Mainly between health centre staff (HSAs) and Committee but not community at large

	
	Overall score
	
	50
	


Annex 3
:
Results From The Repeat Self-Evaluation Scorecard At The Chileka Health Centre

1.  Positive attitude of staff

	No.
	Indicator
	Scores
	Comments and reasons

	
	
	August 2002
	March 2003
	

	1.1
	Observing official working hours
	20
	40
	· Field workers are usually punctual but nurses and clinicians are not always so

· There is a slight change but some nurses stay off campus and therefore not always punctual

· If work is extends into lunch hour, you can not expect health workers to come back from lunch on time 

	1.2
	Polite behaviour
	
	60
	· Some health workers are polite

	1.3
	Interaction among health centre staff
	
	80
	· Frequent meetings are conducted

· Even those who stay far away are in touch, and informed

	1.4
	Open and approachable staff
	20
	40
	· Communities still complain about a few health workers

	
	Overall score
	
	60
	· There are a few members of staff who are rude to patients 


2.  Management of the health centre

	No.
	Indicator
	Scores
	Comments and reasons

	
	
	August 2002
	March 2003
	

	2.1
	Health centre cleanliness
	50
	60
	· Community services people usually clean the surroundings

	2.2
	Availability of rules to guide staff cooperation
	45
	60
	· Some rules, guidelines and procedures are in place

	
	Overall score
	
	60
	· The grounds are not well maintained (grass not cut)


3.  Quality of services offered

	No.
	Indicator
	Scores
	Comments and reasons

	
	
	August 2002
	March 2003
	

	3.1
	Adequate drugs available
	50
	60
	· Sometimes stock outs are experienced 

	3.2
	Adequate drugs given to patients
	
	60
	· Drugs are provided according to the condition when they are available

	3.3
	Adequate number of staff
	50
	50
	· There has been no change

	3.4
	Qualified staff
	75
	75
	· There has been no change in the skills of staff

	3.5
	Proper treatment of patients
	50
	70
	· Patients are assisted according to their needs

	3.6
	Proportion/number of catchment population using the facility
	
	60
	· Not all patients visit the hospital

	3.7
	Availability of adequate food for patients
	45
	30
	· There are frequent stock outs, which can take up to three months to replenish

	
	Overall score
	
	70
	· Patients are provided adequate attention and assistance


5. Relationship with users

	No.
	Indicator
	Scores 
	Comments and reasons

	
	
	August 2002
	March 2003
	

	4.1
	Reception of patients
	40
	60
	· There is some improvement in the reception although a few staff are not very friendly

	4.2
	Frequent meetings among health centre staff, VHC and HCC
	
	40
	· Meetings are conducted regularly, except in situations when programmes clash

	4.3
	Positive relationship between staff and users
	
	30
	· Communities do not seem to appreciate the aim of some of the services provided (e.g. nutritional supplements) as such they tend to demand too much from health workers

· Some patients have their own expectations about the type of treatment and feel dissatisfied when these are not met 

	
	Overall score
	
	40
	· Patients have a good relationship with the health workers.  Patients that come during the night are also attended to. 


5.  Infrastructure and equipment

	No.
	Indicator
	Scores
	Comments and reasons(s)

	
	
	August 2002
	March 2003
	

	5.1
	Availability of good and safe water 
	
	100
	· There is a bore hole as well as tap water

	5.2
	Availability of transport
	20
	20
	· There is no improvement at all since there is only one ambulance serving seven health centers

	5.3
	Adequate number of staff houses
	50
	60
	· A few more houses have been constructed but not yet adequate

	5.4
	Adequate toilets, kitchen and guardian shelter
	
	40
	· These are available but most of them not yet in use since they have not been handed over

	5.5
	Availability of beds and beddings
	
	0
	· These have not yet been supplied since the maternity unit is not yet operational

· There are no in patient wards at the health centre which could require the beddings 

	5.6
	Adequate space
	50
	50
	· Some services still have no adequate space (e.g. immunization)

	5.7
	Availability of communication facilities
	
	80
	· A telephone is available but can not be fully utilized for referral purposes, especially calling for an ambulance

· Radio communication with other health centers and the ambulance can only be done through the District Health Office

	
	Overall score
	
	50
	· Generally facilities have been rehabilitated and new ones provided, but most of them are not in use yet

· Inadequate staff housing 


6.  Staff incentives

	No.
	Indicator
	Scores
	Comments and reasons

	
	
	August 2002
	March 2003
	

	6.1
	Promotion opportunities for staff
	5
	5
	· There have been no promotions in the last six months

	6.2
	Provision of allowances for overtime
	50
	50
	· The same rate/amount is given 

	
	Overall score
	
	30
	· Most staff members do not have uniforms (e.g. HSAs)

· Community health workers lack transport

· Health workers lack most supplies to effectively perform their duties


Note:  Overall scores for the six categories of indicators were not given in August 2002.

Annex 4
:
Key Stages, Inputs And Outputs Of The LIFH Sub-District Model That Has Evolved Over The Pilot Phase.

	Key stages
	Key Inputs
	Key outputs

	1. Preparation – initial dialogues with different partners; signing MoUs with partners

2. Participatory assessment; generating indicators for evaluating performance

3. Performance scorecards (community and HC levels)

4. Interface meeting among different partners

5. Preparing action plan

6. Implementation (clear responsibility delegated for all)

7. Regular monitoring, at all levels, and involving all partners

8. Repeat scorecard and action planning process


	1. Providing/ opening opportunities for dialogue and bringing together different partners at the district and sub district levels at various fora (meetings, workshops, presentations, etc)

2. Support in carrying out participatory assessments and the planning process

3. Performance scorecards

4. Capacity building and providing training support (of various types and at different levels)

5. Share and disseminate experience at different levels
	1. Activate health institutions at the sub-district level so that they can play an active role in the delivery and utilisation of services

2. Transparency and accountability on the part of health care providers

3. Clear action plans

4. Clear delegation of responsibility

5. Participatory monitoring and impact assessment

6. Resulting in better utilisation of health services in an equitable manner

7. Capacity developed at different levels to effectively carry out this process








HEALTH CENTRE LEVEL





COMMUNITY LEVEL





Health Centre Assessment & Scorecard


Facilitate participatory assessment (with health centre staff) 


Generate indicators for quality health service provision and performance evaluation


Complete scorecard against indicators


Identify health centre priority issues





Community Assessment and Scorecard


Participatory health assessment


Identify priority issues and concerns related to health (by gender)


Generate indicators for community scorecard 


Facilitate community scorecards on health services


Identify health related priority issues 


Suggestions for improvements from the community


Similar process to be repeated in adjoining villages by VHCs and HSAs





Cluster Meeting


Share results from different villages


Consolidate community scores by cluster


Compile prioritized list of issues from the cluster 








Repeat scorecards at the community and health centre levels








Action Plan Implementation


Results fed into the development of an agreed/negotiated detailed action plan delineating responsibility of all partners and the time frame for each activity/result





Participatory monitoring at all levels and with all partners











Interface meeting


(community and service providers)


Participants: community members, VHCs, HCCs, Health Centre Staff, district and project


Share results from community and health centre assessments and scorecards


Discussion on key issues


Agree on a prioritized list of suggestions for action
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� It had been decided at the very outset that the pilot will be carried out in Lilongwe district.  The scale-up phase will see the project expand to two more districts in the central region of Malawi.


� There are some key differences between the community scorecard process, as developed by the LIFH project, and the citizens’ report cards developed and carried out by the Public Affairs Centre in India (insert reference).  While the Citizens’ Report Card, is designed and carried out by an external agency, the community scorecards are designed (including the selection of the criteria) and used by the service providers and the service users.  The other difference between the two is that the community scorecard process leads to immediate decisions and the preparation of a mutually agreed action plan.





� MoUs have been signed with a total of 81 VHCs during the pilot phase.  


� Members of the Health Centre Committee (HCC), which comprises of representatives from the villages being served by the health centre, could have also been selected for this purpose.  However, discussions with the communities brought out clearly that they had little trust in the HCC, and that most of the people had no idea of its membership or how it was selected.  We were given the impression that the HCC had not been democratically elected.  Hence we felt it was best to bring them in the process at a later stage.


� The VHCs and HSAs were provided all the stationery needed for conducting the community scorecard process, and to record the results.


� Participatory appraisals were carried out in villages being served by the Chileka health centre in August 2002, followed by the same process being repeated in village clusters under the Nthondo health centre.





� A total of 22 indicators were generated at the Chikuzamutu and Ndevu clusters during the participatory processes carried out just before the first scorecard analysis.  This number increased to 23 during the repeat scorecard carried out at the Ndevu cluster in March 2003.  One indicator from the original list was dropped (because of repetition) and two were added in order to include new issues that emerged during the first six months of project implementation.


� Why scores out of 100?  We have often been asked why use scores out of 100, and why not scores between 1-5 etc.  The simple answer is that a highest possible score of 100 for a particular indicator provides a chance to review progress over time.  If repeat scorecards are planned, and indeed if scorecards are going to be one of the tools to determine, and monitor, action then it is important to have enough scope to show the changes over time.  To give a simple example: if an indicator is given a score of 30 in the first scorecard, and 40 in the second, it shows that although there has been some progress it is not sufficient for the service users to be satisfied with the situation.  Therefore, it is the depth of change than can be gauged when scores are given out of 100, as compared to those out of 5 or 10.


� The process was completed in the neighbouring villages in three days.


� Chileka health centre has since received a new maternity ward.  There has been other new construction at the health centre as well, including some staff quarters.


� The process was much smoother at the second health centre, Nthondo, where the partners were able to agree on an action plan during the first interface meeting itself.


� The community scorecards are due to be repeated by the communities being served by the Nthondo Health Centre in May 2003.


� The health service users stressed that while there was a marked positive change in the behaviour and attitude of most of the staff, there was one particular member of staff who had not changed one bit.  This observation was repeated in both the clusters.  The service users felt that both the issues were important, that there was a marked improvement in general, and that it was just one person who was very rude and unapproachable at the health centre.
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