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1.

Summary

1.1 The Value Added in a Human Rights-based Approach to Programming

1.1.1 The purpose of this case study is to illustrate from the community’s perspective that there is value added in the adoption of a human rights-based approach to the implementation of the Community Integrated Management of Childhood Illnesses (C-IMCI).  The case study shows that using this approach, communities and service providers can improve the enjoyment of human rights not just for children aged 0 to 3 years, but also for entire communities. The case study does not attempt to draw conclusions on cost benefits but recommends that in time, when measurable indicator improvement is identified, this should be done. Given that a follow up to the Household Baseline Survey of 2000 is planned for 2004, the opportunity arises at that juncture to scrutinize the cost and opportunity impact of a rights based approach within the context of the implementation of C- IMCI in Malawi.

1.1.2 Through focus on participation, based on the respect of the dignity of people, community members can properly perform duties correlative to child rights and demand their own rights, as lower level duty bearers, from upper level duty bearers.

1.2 The Example of Chimteka:  From Misery to Hope, Pride and Dignity

1.2.1 In addition to information from other communities, the case study illustrates its findings focussing on a group of 13 villages located in Mchinji district collectively called Chimteka. This community has internalized the concept of duty bearers and rights holders and is thus seen to have been transformed from dependency on service providers to increased self-reliance. Such is the impact felt by communities; other villages have begun to emulate activities and the approach. Before a project on childcare was introduced in 2000, Chimteka community was like most of Malawi's rural communities, hopeless in dealing with high levels of child morbidity and mortality. Indeed, the entire district of Mchinji was characterised by poor child health indicators, below national averages, with an under 5 mortality rate of 203.9. Yet the people of Chimteka had latent potential for transformation. Most of them were still alive, did not do everything wrongly, desired to improve their well being, loved their children, and did not like misery. In addition, the people of Chimteka could remember aspects of their history that were better than their situation before 2000. 

1.2.2 Less than three years later, Chimteka is a transformed and a transforming community – transformation being defined as that transition from the notion  of being a passive recipient of aid to a participating stakeholder with decision making responsibilities. The community, during the evaluation, acknowledged that the child care project to implement C-IMCI using a human rights-based approach to programming has resulted in happiness. Fewer children are dying in the community because few are sick and care givers know what to do when a child is sick. Children attend an early learning centre, remain healthier than those who do not access such education, and proceed to improved attainment when they join primary school. Women testify that gender-based violence is declining and that men are increasingly taking greater roles in child care. The quality of family relations has improved. Households and villages are cleaner and sanitation facilities are safer than in most villages in Malawi. Orphaned children are better integrated. Traumatised children are being assisted through acceptance and respect. The attitude of service providers has changed, from laxity and rudeness, to being human rights-based, respectful and diligent. 

1.2.3 The improved quality of life as articulated by the community of Chimteka has resulted largely from people’s iterative assessments, analyses, and actions focusing on human rights principles and child care duties for the health of their children. Such actions include proper and sustainable performance of duties to meet the rights of their children and the demand of rights from upper level duty bearers.

1.3  The Determination to Do “Right Things in the Right Way”

1.3.1 The improvement of well-being in Chimteka can be attributed in part to the determination, led by the UNICEF Regional Office in East and Southern Africa (ESARO), to have a conceptually clear and practical approach to development programming based on the goals and principles of human rights. UNICEF in the Region viewed the misery as experienced in communities such as Chimteka, as a challenge to development programming. Believing, on the basis of evidence, that development was about process as it was about outcome, UNICEF vigorously led a quest for both conceptual clarity and practical ability to improve well-being in the region. This entailed deliberately making maximum contribution to facilitate the enjoyment of human rights without infringing on human rights principles. These processes also fed in to the development of UNICEF’s Global Programme Planning Manuals which serve to guide all programmers using a rights-based approach.
1.3.2 There are four tenets for the human rights-based approach to programming, as lead by UNICEF. The first is to link human rights least being enjoyed and human rights goals to programme and project outcomes, and programmatic strategies to principles of human rights, to guide the process. The second is to link the enjoyment of human rights to the proper performance of duties and demanding of rights to address causes and manifestations of the state of enjoyment of human rights. The third tenet is to focus on programmatic assistance on the capacity of duty bearers and rights holders, addressing gaps and building on current strengths. The fourth tenet of the approach is a concerted strategic focus on community capacity development, because the manifestations of poor enjoyment of rights are manifested at the household and community levels. 

1.3.3 Just like the child care project was enthusiastically received by communities such as Chimteka, the human rights-based approach to programming was desired by Government officers and other partners. UNICEF offices, including the one in Malawi, played prominent catalytic roles in sharing the approach within the United Nations Systems and to Governments and other partners. Using result-oriented workshops, UNICEF refined the approach through the adoption of good programming tools and methodologies. Such concepts and tools included UNICEF’s conceptual framework for nutrition, which was adapted for human rights as early as 1998, when the UNICEF Executive Director directed that UNICEF’s programming had to be human rights based. This was largely because the Organisation in its Mission and Guiding Principles had expressed determination to realise child and women’s rights. 

1.4
The Process for Rapid Results in Early Childcare in Malawi

1.4.1 UNICEF-Malawi participated in the quest for a practical approach that would make UNICEF and its partners’ programming to be based within the framework of human rights. Early Child Care for Survival, Growth, and Development, was one strategy that as early as 1999 became a focus for human rights-based approach to programming, underlying community capacity development and the capacity of household and community members in undertaking child care practices for child well-being. Within the framework of human rights, it was easily tenable for Malawi to recognise that the principle of interdependence would require a multi sectoral approach. The compatibility of Community Early Childcare for Survival Growth, and Development and the child health strategy of Community Integrated Management of Childhood Illnesses (C-IMCI) was obvious. Malawi therefore programmatically merged them to avoid duplication and also to foster interdependence in the multi sectoral approach, building consensus in the process. This multi sectoral approach was consolidated further through a joint survey on care practices, the development of training modules on care practices, and a consensus-building workshop to harmonise co-ordination at the national level. Such interdependence happened more easily at the district and community levels, especially in districts such as Mchinji, where decentralisation was fairly advanced and the district team’s capacity in planning and implementation were high.

1.4.2 Common understanding, similarly, increased with regard to the human rights-based approach through sensitisation on human rights and result-oriented trainings on the human rights-based approach to programming. The potential compatibility of C-IMCI and the human rights based approach to programming quickly became obvious because the child health strategy required an integrated approach, the participation of communities, and a holistic view of child well-being. Malawi decided to implement C-IMCI using the approach. 

1.4.3 The Government of Malawi and UNICEF’s project on early childcare for survival, growth and development, consequently developed catalytic activities for 5 initial implementation districts. Facilitators and animators were oriented and trained in both human rights and child care practices. In the human rights-based approach advocated by UNICEF in the region, animators and facilitators are key in implementation. 

1.4.4 The human rights-compatible methodology the project adopted was the Community Dialogue Tool, partly based on principles of adult learning but directly compatible with most human rights principles. The project further trained facilitators and animators at both district and community levels in the use of the tool. Before the results in pilot villages could be examined, the project spread to other villages. There are now 1170 villages in 9 districts. The number of the villages involved, on average, increase every week. These villages are all using the Community Dialogue Tool to maximise the enjoyment of child rights, focusing on children aged 0 to 3 years.

1.4.5 The Community Dialogue Tool is compatible with the concept and tool, called the Triple A, urged in the UNCEF-ESARO-led human rights-based approach to programming. The Triple A (Assessment, Analysis, and Action) recognises that people undertake assessments, analyses, and actions in their lives. If such assessments, analysis and actions could focus on maximum enjoyment of human rights and compliance with human rights principles, then well-being could be enhanced. If communities undertook such assessments, analysis and actions, they could stop being victims of circumstances and chance. Instead, they could take command of their circumstances and destiny. The Community Dialogue Tool, which is premised on the respect for people’s dignity and the need to allow people to participate in their own development, has enabled people identify their capacity strengths and gaps through the development and implementation of action plans. 

1.5
The Imperative to Deepen and Widen the Maintenance of Dignity

1.5.1 
The human rights-based approach to C-IMCI in Malawi through the use of the Community Dialogue Tool is in high demand by communities. Villages demand to do more and more to attain aspirations related to the rights of the children as well as the enhancement of the quality of life in the community. As well-being improves, villages animate each other. They further demand that services from higher level duty bearers such as extension workers and district officials be integrated and performed not as a matter of duty, but in harmony.

1.5.2 There is a threat though of community frustration because some upper level duty bearers still practice charity or welfare approaches to development. In a baseline survey on early child development conducted in 2003, 100% of women who did not attend antenatal clinics stated that they were afraid of the bad attitude of nurses. In communities such as Chimteka, however, the attitude of service providers is no longer a problem as the community requires such duty bearers to account.

1.5.3 The attitude not to comply with human rights principles needs to be addressed programmatically. As C-IMCI was developed independently of the human rights-based approach to programming, there are still tendencies by some practitioners to “tell” communities to change behaviour. Some have capacity gaps. There are also set back activities such as drug revolving funds, which are based neither on the capacity of community members nor on the principle of non-discrimination. Such activities are imposed on communities and should be discouraged. The communities though, inspired by the vision for greater human rights enjoyment have created their own duty bearers  in the form of committees at the community level to improve their well-being. As the project deepens and widens, however, the fiduciary performance of duties cannot remain at the community level. There is a need to continue community dialogues that are based on human rights principles whilst addressing the capacity gaps of duty bearers on the supply side of human rights enjoyment until the attainment of self-reliance.

1.5.4 The experiences in the communities and at the district and national levels further consolidate the case for a multi sectoral approach for the implementation of Integrated Management of Childhood Illnesses (IMCI) in all its three components. There is need for greater synergy between C-IMCI and the other two components that focus on case management skills and health systems improvement. This would be in greater compliance with the principle of the indivisibility and interdependence of human rights. The focus must remain on child rights and correlative duties, articulated through the care practices. The style of work in all the three components of IMCI requires to be based on human rights, with community action plans informing policy development at national and district levels. 

2.
The Nature and Aims of the Case Study

2.1
Introduction and Purpose 

2.1.1 This case study presents evidence obtained through dialogue with the community that there is value-added in the adoption of a human rights-based approach to development programming. The case study also reflects information gathered from policy and programme documents, implementation tools, reports, and interactions with communities involved in UNICEF Malawi’s-supported project on community-based child care.
 Information from the community was gathered using dialogue and included discussions with all stakeholders in the community, extension workers and district officials. Interviews were also held with members of the steering committee and the task force. The report was reviewed and comments of all stakeholders at the policy and technical level included prior to finalization. A field visit by UNICEF, New York, and DFID took place in August hosted by the Government of Malawi. The case study was reviewed and the community visited. In their feedback to the hosts, both DFID and UNICEF concurred that the approach and tools being used are rights-based and are having a positive impact on the lives of children. 
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The case study is a documentation of programmatic experience for further learning and refined implementation of human rights-based approach to development programming. It traces the activities and results as articulated by community members in villages where UNICEF-Malawi and its partners are facilitating the adoption and sustenance of household and community practices necessary for the survival and optimum development of children aged 0 to 3 years. As of May 2003, the project had spread to nine districts, covering 1179 villages. The reason the villages are learning from each other is that the project is facilitating the progressive restoration of their dignity as individuals, households, and communities, igniting hope and motivation for a better future.

2.2
The Arrangement of the Case Study

2.2.1 The case study is in seven parts, excluding the summary. This first part introduces the aim and nature of the case study. The second part describes one of the communities as it was before the project. A brief description of UNICEF’s quest for a practical human rights-based approach to development programming, focussing on the leadership of the East and Southern African Region Office (ESARO), is the subject of the third part. The fourth part examines the compatibility of the human rights-based approach to programming, developed under the leadership of ESARO, and Community Integrated Management of Childhood Illnesses (C-IMCI) as implemented in Malawi. The fifth part is about the creation of common understanding among UNICEF-Malawi, the Government of Malawi, and other partners and activities that catalysed the transformation and those that were not as successful from a human rights-based approach. The sixth part describes Chimteka community’s progressive transformation.

2.2.2 The last part makes some recommendations for deepening and widening the positive experiences under the project. 

3.
Chimteka as a Common Malawian Community

3.1
Introduction
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One community that expresses pride in the childcare project is a group of 13 villages, collectively called Chimteka. Group Village Chimteka is under Senior Traditional Authority Simphasi in Mchinji district on Malawi’s Western border with Zambia. Mchinji is so far the only district  in which the project has extended to all traditional authorities, 10 in total, and where all the 3 components of Integrated Management of Childhood Illnesses is being implemented, covering a total of 268 villages. 

1.3.5 The district had in 2001 a population of 227,429, with 16,247 under the age of 0-1, 55,240 under five, and 155,972 less than 15 years old.
 While not the worst district in terms of human development in Malawi, the district’s indicators on child survival and health were not encouraging, with some key ones lower than the national average. These poor indicators were partly due to poor care practices, on which the communities were to concentrate with the introduction of the project.

3.2.
 The State of Care Practices in Chimteka Community before the Project

3.2.1.1 The Chimteka group of villages illustrates the state of positive and negative care practices before the project.
  The project on child care completed a baseline survey in 2000, which showed that there was much to be improved from care givers if children were to sustain enjoyment of their right to health.

3.2.2 The care of pregnant mothers in Chimteka was not satisfactory. Most women knew the importance of antenatal clinics and men appreciated the importance of such clinics and that pregnant women needed to rest. However, the community used to laugh at women who started attending antenatal clinics. Many would delay because they wanted to be sure that the pregnancy would be sustained. Some of those who attended antenatal clinics thought that it was not necessary to attend regularly. The result was that many women delivered through the services of traditional birth attendants. Indeed, the rates of births attended by skilled health workers are low both in Malawi and Mchinji, at 55.6 and 54.6 respectively in 2000. Some of the members of staff at the clinic in the area were often hostile to clients and provided their services as a matter of charity. 

3.2.3 Few men participated in meaningful childcare. The men thought that pregnant women tended to exaggerate the effects of pregnancy and committed violence against their wives and other women. Although many men worked in their own personal vegetable gardens, most pregnant women did not take nutritious food. This was exacerbated by cultural practices that prevented pregnant women from eating certain foodstuffs, such as eggs. The poor care for pregnant women is general in Malawi and accounts for the high figure of 1,120 women out of every 100,000 births who die as result of pregnancy.

3.2.4 The community recognised the importance of breastfeeding, but not exclusive breastfeeding and lacked knowledge in breastfeeding techniques. As in most Malawian villages, breastfeeding is almost on demand, but supplementary feeding starts too early. Amongst those who breastfed their children, some would soften their nipples with saliva before the baby started to feed. There was also a belief that the positioning of the baby did not matter as long as the nipple was in the mouth. In Chimteka, mothers and other carers used to start giving babies water as early as the first few days after birth, certainly by the six-week stage. By three months, the child would be eating porridge. 

3.2.5 Malnutrition was rampant in the community although the people of Chimteka were subsistence farmers growing maize, groundnuts, fruits, and vegetables, and rearing chickens, goats, and cattle. Older children sometimes used the same plates as babies, mainly due to shortage of plates. Some mothers fed their babies according to the adults dining schedule and others only on demand.


3.2.6 As regards the care of orphaned children, the community, like most Malawian villages, were imbued with a spirit of care particularly for deceased relative’s children. However, care givers used to give preferential treatment to their own children. Although there was an orphan care committee in the village and despite the existence of churches that sometimes provided care services, the view of the community was that institutionalisation of orphaned children was the best coping strategy. Although it was known that AIDS had no cure and that HIV was transmitted trough sex, the community’s approach to prevention was fatalistic, holding the view that there was nothing to do to come out of the misery.

3.2.7 Like most parents and communities in Malawi, the people of Chimteka village loved their children and used to respond, sometimes desperately, when a child was sick. In desperation, caregivers would buy drugs from shops for the treatment of their children. Most, however, did not know the appropriate drugs and lacked purchasing power. When accessible, some of the drugs in the shops would be expired but still sold to the caregiver. Many would seek help from traditional medicine people, who often explained sickness in relation to witchcraft. Very little was known and practiced about proper home management of illnesses. As a result, malaria, diarrhoea, coughs; eye infections, malnutrition, and scabies were common in the community. These have been the most common and significant causes of child death in Malawi. Malaria and malnutrition, for example, accounted for 20% and 16% of under five mortality rates in the 1990s.

3.2.8 Some community members did not take their children for immunisation because they felt that injections introduce diseases in healthy people and that some of the vaccines may eventually affect fertility and virility. The clinic in the community was poorly used.

3.2.9 The relations between health workers at the clinic and community members were so bad that some caregivers could not take their children for treatment. This is a general problem in Malawi, where only 26.7% of children with acute respiratory infections were taken to hospitals or clinics as established by the National Health and Demographic Survey in 2000. The corresponding figure for Mchinji was lower, at 25.7%.
 People of Chimteka indicated, just before the project, that they did not trust the health workers at the clinic. This was despite the existence of a Village Health Committee in the community, established by government health personnel. The Village Health Committee, the Village Development Committee, the Village Head, and other leaders in the village could not guide the community members on proper hygiene and sanitation practices. Most families used surrounding bushes to defecate and mothers and other caregivers similarly disposed of babies’ faeces in bushes near their homes. 

3.2.10 The community once had a borehole, but this facility had broken down, and no spare parts were accessible. The community hence had no access to safe water. The water and sanitation problems in the community were common in Malawi, where many people live in substandard houses. 22 out of every 100 people did not have access to toilet facilities, especially in rural Malawi in 1998. Many reports confirm the poor standards of life in Malawian communities, not just on water and sanitation.

3.2.11 The community’s strengths were in its love for children. However, the image of childhood prevailing in the community was not that of the child as holder of rights, but as an object for ownership. Adults expected children to listen and obey. Adults would violate the child’s dignity quite frequently through beatings, considered an acceptable mode of discipline. Many, including teachers, thought that child rights encouraged children to be unruly.

3.3
The Latent Energy for Change within Chimteka

3.3.1 Chimteka, like most Malawian communities was increasingly becoming hopeless, often afflicted with death, sicknesses, and failure to meet basic needs. The problems the community was facing, to itself, appeared intractable. Like most Malawian communities, Chimteka’s only hope was charity from politicians, development workers, and others who occasionally issued handouts. The development approaches prior to the inception of the project were charity and welfare-based, not recognising that all people, especially the vulnerable, were key actors in their own development. Yet, Chimteka had not always been such a miserable community. Community members recalled times when their villages were clean, fewer children were sick and malnourished; when less people were dying, and most households had at least enough subsistence.
 The history was hence imbued with dignity. In contrast, the period immediately before the inception of the project was characterised by hopelessness and dependency. 

3.3.2 Even amidst such hopelessness, the people of Chimteka had at least four sources of energy to transform their lives and their community. The first was that most of them were still alive and willing to live. The second source of energy for transformation was that the people of Chimteka were not doing everything wrong. For example, the people knew that the community was theirs, almost all babies were being breastfed on demand, the people were working in their gardens, they knew that the mosquito transferred the malaria parasite, and recognised that human faeces could be a medium to transfer diseases. The third source of energy was the people’s history. If programmers, and more importantly, the people of Chimteka themselves took an appreciative examination of the proud elements of their history, they could stop focussing on the negative. The fourth source of energy for the people of Chimteka was that they wanted their lives to be better, again grounds for the generation of hope and determination. The fifth source of energy was that the people of Chimteka could communicate and interact. They talked and interacted in their households, during funerals, weddings, conflict resolutions foras, and dances. If the people could use such forms of communication to address and focus on the causes of their poor quality of lives and what to do within the community, the communication would convert the latent capacity into capabilities for well-being.

3.4
Conclusion

Communities such as Chimteka as it was before the inception of the childcare project, pose a challenge of approach to development agencies. Such agencies are usually composed of professional and technical staff who think that they know what to do for the people's development. Such attempts could not transform Chimteka for years, despite that the people had not always lived in such misery.

4.
The Quest to “Do the Right Thing in a Right Way” in ESAR

4.1
UNICEF’s Foundation in Human Rights 

4.1.1 The misery in Chimteka before the inception of the childcare project was a challenge for UNICEF, which had as early as 1990 started to seek ways of programming to reflect its human rights ethos. UNICEF, as a United Nations agency, has strong foundations in human rights. The UN Charter
 stresses the importance of human rights in development and other work. Since its inception, the United Nations has provided a useful lead in setting international human rights standards. From the passing of the Universal Declaration of Human Rights in 1948, through the adoption of the Convention on the Rights of the Child in 1989
, and continuing in tandem with human aspirations, state parties have demonstrated consensus that human rights are morally forceful and necessary for human development, fairness and other virtues. Few Governments and development agencies however can demonstrate how to merge the ethical foundations of human rights and the science of development programming. 

4.1.2 UNICEF was one of the early development agencies to express an aspiration to base its programming on human rights instruments. In the organisation’s Mission Statement and Guiding Principles, two international human rights standards became central to the work of UNICEF. These instruments were the Convention on the Rights of the Child and the Convention on the Elimination of All Forms Discrimination against Women.
 In its work ethic, the organisation has promised to draw inspiration from these two international human rights instruments.

4.2 
The Renaissance for a Practical Approach 

4.2.1 Adopting the two Conventions as programming frameworks however did not necessarily provide the methodological means to base programming on human rights. The urge for a methodology that could guide programming increased with the United Nations Secretary General’s insistence that human rights must be practically emphasised in the programming of the United Nations.
 Within UNICEF, as in many other development agencies, confusion momentarily prevailed as some staff did not know or understand what a human rights-based approach to programming entailed. There were early attempts, including some that undertook Article-by-Article programming, using the Convention on the Rights of the Child. Many were hesitantly content with human child and women’s rights awareness. In addition, others, such as UNICEF’s East and Southern Africa Region, indicated that any emergent approach must adequately address the special circumstances obtaining in the region. These factors included the prevalence of plural legal systems including customary law, conflict, and vulnerability to disasters, persistent and sometimes increasing poverty levels, and poor governance. In this connection, a paper discussed at UNICEF Regional Management Team’s meeting in 1997,
 was shared with the organisation’s headquarters, which was working on possible programming instructions. In 1998, the same year, UNICEF’s Executive Director directed all country offices to adopt a human rights-based approach to development programming.
 The directive provided the initial key tenets of such an approach, incorporating some good programming tools. 

4.2.2 UNICEF-ESARO responded to the global guidelines with the provision of intellectual leadership and an assumption of responsibility to guide the offices under it in the quest for conceptual and practical thrusts in a human rights-based approach to programming. The Regional Office’s focus was on contextualising global guidelines to the politico-economic context in the East and Southern Africa Region. Consensus in the Regional Management Team on such thrust underlined three programmatic tenets: human rights, community capacity development, and emergency programming. Three working groups, coordinated by the Regional Director, started to explore the conceptual and practical dimensions of the three areas.

4.2.3 In the quest for conceptual clarity and practicability, UNICEF ESARO mobilised human resources from country offices, especially those that were attempting to respond to the global guidelines. At that stage, the countries included Malawi, Namibia, Tanzania, South Africa, and Zimbabwe. Drawing some staff from these countries, the Regional Office, and Lesotho, the Regional Director established three working teams. The teams were respectively to focus on the following areas:

· Human rights

· Community capacity development

· Responsiveness to emergencies

4.2.4 The Committees worked separately until a time when one committee, drawing representatives from the three committees, was constituted. The reconstituted group was to focus on human rights-based approach to programming, with community capacity development and responsiveness to emergencies as crucial programmatic strategies in ESAR. Before the establishment of the new group, the initial groups had worked for conceptual clarity and practicability not only to improve programming, but truly to base UNICEF’s work on human rights. The group on community capacity development, in particular, had involved other UNICEF staff and programmers through workshops, applying human rights and community capacity development to thematic areas. Through such processes, the work of the group was refined and much knowledge gathered. 

4.2.5 One thematic area to which the work of the group was applied was Early Child Care for Survival, Growth, and Development. As conceived, this theme underlined a holistic approach to childcare. It was an appropriate theme because human rights and the work of the three groups on the new approach underlined that human rights were indivisible. The Regional Office coordinated regional workshops in a quick succession in Mozambique, Malawi, and Zimbabwe and the path to a practical approach to human rights-based approach appeared clearer.

4.3
The Impetus from the Resolve to Develop Proposals on HIV/AIDS

4.3.1 The Regional Management Team (RMT) further agreed that as there was consensus that HIV and AIDS were socio-economic problems that required priority and effective programmatic responses, country offices had to develop funding proposals. The RMT furthermore resolved that as there was consensus that programming must be human rights-based, the proposals had to be developed using the emerging approach. Every country to develop such proposals hosted at least one such workshop, the first of which was in Mbarara, Uganda. A specially convened meeting in Nairobi from 21st to 23rd February, 2000
 discussed the lessons on what worked and did not work in Mbarara. The following three lessons that were later to form components of the new approach were confirmed in that meeting:

· The need to develop and ensure common understanding on human rights

· The importance of community interaction in programmatic learning, planning, implementation, and evaluation.

· The importance of participatory learning in sharing the approach

4.3.2 The Nairobi meeting further recommended tools to guide the workshops on the development of HIV and AIDS proposals. 27 facilitators drawn from 13 countries and the Regional Office facilitated the HIV workshops.
 The workshops involved all of the Region’s 19 countries, divided in five zones, each zone led by a chosen country representative. Each workshop used the emerging methodology and tools to develop a proposal on HIV and AIDS. In one of the early reports on the application of the human rights-based approach to the development of the proposals, the following remarks were made:

“It was clear from the workshops that the development of the HIV/AIDS proposals has kick-started a process that may transform life in the region. The focus on duty bearers has a moral and developmental appeal for the communities in a region where a sense of duty seems feeble and in general decline amidst daunting problems such as HIV/AIDS. The approach, as was concluded in all the workshops, is not merely a matter of words. It is bound to cause a revolution during programming, if done properly. The approach may even call for more than conventional programming skills for UNICEF staff such as the ability to transfer facilitation skills to other facilitators, mobilisers and animators and the humility to refrain from imposing skills. Such skills though require further development for UNICEF.”

4.3.3 These predications have come true, especially in the Malawian communities where the human rights-based approach to development has been applied to early child care, continuing the changes that started with the development of the HIV/AIDS proposals. Those proposals aroused much interest in human rights-based approach to programming. Country offices organised further workshops to develop consensus, to enhance the capacities of their staff, and share the approach with partners. 

4.4
The Key Tenets of the Approach in ESAR

4.4.1 The conceptualisation of a human rights-based approach to programming in ESAR recognises four important tenets, derived from human rights philosophy but easily related to programming. The first is that both human rights and programming share two important attributes: what to achieve and how to achieve it. In human rights, there are broad goals such as survival and development and specific goals such as the right to the highest attainable standard of health. The human rights principles such as the universality of human rights, participation, the respect for human dignity and subjectivity and the best interests of the child relates to the “how” or the manner of achieving a goal or objective. Similarly, in programming, goals and objectives are set and strategies guide the method to attain the set purpose. Programming that is human rights-based therefore must contribute to the attainment of human rights goals and abide and facilitate compliance with the human rights principles. This entailed that both the outcomes and the process must be right to the maximum extent.

4.4.2 The second conceptual building block is the philosophical logic that a right necessarily correlates to duties. In ESAR, there was ready consensus that for human rights enjoyment, duty bearers at all societal levels must properly perform correlative duties. As lower level duty bearers depend on upper level duty bearers, the explanation of the new approach in ESAR underlined the importance of having a cogent pattern between duty bearers at various levels, with the lower level duty bearers being viewed as rights holders against upper level duty bearers. To identify the correlative duty bearers and rights holders, a duty bearer analysis must be undertaken in relation to the rights identified at least being realised and the principles currently being infringed. As a duty must be performed prudently, fairly, and without conflicting with personal interests, the contribution to the realisation of human rights must be as high as possible. 

4.4.3 The third conceptual tenet that guided the work is that duty bearers are accountable, but cannot properly perform duties if they lack requisite capacities. The approach in ESAR then is to focus on the capacity of duty bearers to ensure performance of duties. The  elements of such capacity were identified to include:

· Knowledge, understanding, and motivation to carry out the duty

· Appropriate and sufficient authority to perform the duty

· Human, economic and organisation resources to use in carrying out the duty

· Effectiveness and appropriateness of communication. 

4.4.4 Before programmatic actions therefore, the programmer must carry out a capacity analysis. Later in the process, it was realised that the supply side of human rights was as important as the demand side. This entailed that the capacity of rights holders had to be analysed as well for effective and sustainable actions.

4.4.5 The fourth realisation in ESARO’s quest is an acceptance that the enjoyment or lack of enjoyment of human rights is manifested at the individual, household, and community levels. As it would be difficult to focus on each duty bearer or household and rights holders for programmatic work and, because of the principle of interdependence of human rights and social units, the exploration in ESAR concluded that the community was a feasible unit on which to focus. Thus community capacity development, for long recognised as a good programming approach, was confirmed as prudent strategy in human rights-based approach to programming.

4.4.6 After the first workshop in Mbarara, Uganda, a stepwise approach to the human right-based approach to programming was refined. It insisted on starting with the creation of a common understanding on the link between human rights and programming, assessment of the human rights and principles infringed or neglected, and three analyses before devising objectives, strategies, and actions. These analyses were:

· A causality analysis to identify immediate, underlying, and basic causes for the manifestations of poor or adequate enjoyment of human rights

· A role/duty bearer analysis to identify current positive and negative roles, required duties to address the causes and the manifestations, and duty bearers

· A capacity analysis to identify capacity strengths and gaps of duty bearers to fulfil duties and the capacity of rights holders to claim enjoyment of rights.

 4.5
The Reception of the Approach among the Partners and Communities

4.5.1 After the post-Mbarara meeting in Nairobi, subsequent workshops and programming activities largely followed this stepwise approach. The reception of the new approach was astoundingly enthusiastic among government and other partners. In some cases, Government officials requested the approach to be applied to planned activities and shared or used it to enhance the capacities of programmers. In South Africa, for example, the Government asked UNICEF to share the approach in all of the country’s provinces. In Malawi, a Director of Preventive Health requested that some of Ministry of Health’s programme managers be trained in the approach. The approach spread within the United Nations Development Assistance Framework through the efforts of country teams. Similar to earlier initiatives, when UNICEF-South Africa had facilitated consensus among the United Nations Team to write a common paper on the approach for submission to Government, other UNICEF Country Offices played key roles in the organisation of sensitisation and training workshops on the approach. Such countries included Tanzania, Malawi, and Lesotho, the former two at least twice and Lesotho once. 

4.5.2 In addition to the development of funding proposals on HIV and AIDS, the stepwise approach has been applied to other areas. The thematic areas have included poverty reduction, law reform, health, and management. On its part, UNICEF has applied the approach in its various programming activities, as the quest for refinement continues. Zimbabwe was the earliest to apply the approach to guide a situation analysis. Uganda took advantage of the country’s fairly well decentralised local Government system to articulate the results of a situation analysis in terms of human rights, correlative duties, and the capacity gaps of duty bearers that required programmatic responses. In Eritrea, the UNICEF country representative and his staff used the approach to galvanise consensus with the Government on a human rights-based new country programme. The French speaking countries in the Region, such as Mauritius, Comoros, and Rwanda moved speedily to translate the new approach’s tools and materials. Like the English speaking countries, the UNICEF-Offices in French speaking countries quickly gained appreciable consensus among partners and started applying the approach. Key materials were translated in the Portuguese speaking countries such as Angola and Mozambique. Mozambique, following the earlier workshop on early childhood development for survival growth and development, increasingly adopted community capacity development. Swaziland, Tanzania, and Malawi are among those UNICEF-assisted countries that have applied the approach to Community Integrated Management of Childhood Illnesses

4.6
Key Programmatic Tools and Good programming

4.6.1 The ESAR country offices recognised that the human rights-based approach would not entail abandonment of all programming tools. Instead, the ESAR offices followed an observation in a UNICEF Board Paper that good programming became imperative in the new approach.
 Some tools that would not conflict with human rights principles were adopted almost as early as the quest for a practical approach started, following the initial guidance from the Executive Director. Two tools stood out in this regard. The first was a conceptual framework initially developed for undertaking causality analyses in nutrition.
 This was adapted to reflect human rights and the importance of duties.
 The second tool, which could eventually be merged with the conceptual framework, was the Triple A or the recognition that in every day life and in programming, people undertake assessments, analyses and actions. 

4.6.2 The renewed debate on the Triple A underlined that Triple As had to be human rights-based, as that could make maximum contribution to the enjoyment of human rights.
 To achieve this, Triple A processes had to be iterative and complete. Thus, the importance of experiential learning and reflection was crucial to allow improved actions iteratively. Through the workshops, the following lessons on the importance of the Triple A were underlined:

· That everybody is involved in Triple As

· That Triple As by parents, and communities and others must contribute to human rights goals by abiding with human rights principles.

· That in carrying out human rights duties, the Triple A process must be completed and built on past experiences to enhance contributions to the realisation of human rights goals without infringing human rights principles.

· That in certain cases duty bearers, communities and offices may be strong on assessment, but not necessarily on analysis or action.

· That there is need to assess the strengths and challenges regarding a community’s compliance with human rights principles.

· That causality and other analyses must be based on the assessment of the state of the human rights principles as well as the state of specific rights in order to have effective Triple As.

4.7
Key and Compatible Methodologies as a Matter of Duty

4.7.1 Since process was recognised as being of as much importance as outcome, it was imperative to identify and work with methodologies that were compatible with human rights principles. Community interaction had already been identified as invariable, but three major lessons became useful. The first was to ensure that during the community interactions and at various stages of the programming, programmers used and followed participatory and dignity-respecting methodologies and skills, which were later to inform the Region’s proposed communication strategy.
 Methodologies and tools for community interactions were assembled and tested against the principles of human rights and the demands of the conceptual framework and the Triple A. Those identified early included focussed group discussions, rapid rural appraisals and other participatory rural appraisal (PRA) methodologies, and Appreciative Inquiry. Such methodologies later constituted a basket of methodologies from which each country, programme, project, or programmer could choose. As a tool for learning about human rights, community interaction preparation, and community interactions, the influence of the Power Walk was significant. The Power Walk exercise, now very well known and well-used in the East and Southern African region, enabled participants easily to discuss principles of human rights, the relationship between vulnerability and power, and the challenges of human rights-based approach to programming.

4.7.2 The second lesson was to enhance skills that would be compatible to work with the methodologies and, above all, within the human rights-based approach to development. It was clear that traditional office-based programming would not necessarily work. Instead, it was vital to facilitate Triple As at all levels of societies among rights holders and duty bearers. Advocacy, adult education delivery, child participation, training, planning, facilitation, listening, and conflict resolution skills became crucial, focussing on having animators at the community or household level, and using human rights-based communication strategies. The Regional Office for UNICEF hence supported several workshops that focussed on facilitation skills. For example, one workshop for communication officers resolved that the mission of such programmers in the new approach should largely be about the facilitation of iterative processes and dialogue with communities, partners and in the office. There has therefore been a growing consensus for the need of critical masses of trainers, facilitators and animators and new communication strategies 


4.8
Conclusion

The approach and style of UNICEF’s Regional Office in East and Southern Africa was both vigorous and animating for country offices. The regional approach, with regional initiatives such as the development of the HIV/AIDS proposals, the pooling of expertise from the region to contribute to the search for conceptual, practical and methodological approach spurred other country offices to apply the emerging approach. Government and other partners for UNICEF received the approach enthusiastically, many asserting that the approach would transform lives in the region and accelerate development particularly because of its focus on rights and duties and human rights principles. The value added of the approach was easy to explain and work for and countries such as Malawi, where development was tarrying, accepted the challenge not only to learn the new approach, but also to work with it. 

5.
The Human Rights-Based Approach to C-IMCI in Malawi

5.1
Introduction

5.1.1 The “piloting of integrated approaches in the management of childhood illnesses”
 was one of the priorities for UNICEF in Africa. Community Integrated Management of Childhood Illnesses is one strategy in which UNICEF-Malawi and the other UN Agencies involved in IMCI including WHO and UNFPA have applied the human rights-based approach to programming, as developed under the leadership of ESARO. 

5.1.2 UNICEF-Malawi and its partners adopted community capacity development, as the strategy for implementing the Community component of Integrated Management of Childhood Illnesses, and, the Community Dialogue Tool as a methodology. The strategy and the methodology have worked well within the human rights-based approach mainly because their foundations reflect human rights principles.

5.2
The Compatibility of IMCI and HRAP

5.2.1 Integrated management of childhood illnesses (IMCI) can be human rights-based if applied through a human rights-based approach to programming (HRAP). The two approaches have much in common in terms of objectives and focus, but human rights principles add value to the process of realising child health through IMCI.

5.2.2 There are sufficient conceptions within the two approaches that are common. Both are about the enjoyment of child rights, with IMCI focussing on the right to health. In a human rights-based approach, as rights are indivisible, the right to health is an entry point for a holistic improvement of well-being. The requirement to have an integrated management of childhood illnesses addressing both prevention and treatment aspects of child illnesses reflects the principle of indivisibility of human rights and the importance of causality and capacity analyses, musts in the human rights-based approach to programming. Community Integrated Management of Childhood Illnesses (C-IMCI)
 focus on care practices reflects the importance of proper implementation of duties at the household and community levels. The human rights-based approach through its insistence that duties, duty bearers, and causes to manifestations exist at all levels of society adds strength to the requirement that the three components of IMCI must not be de-linked. In human rights-based approach terms, the pattern and synergy of duties between IMCI’s three components must be cogent. The realisation that it was difficult to prevent child illness without proper care practises at the community level verifies the importance of community capacity development in the realisation of human rights.

5.2.3 However, IMCI developed before the human rights-based approach was clearly established. IMCI, as a strategy, focuses on outcome through the performance of proper care practices, usually pre-identified by health experts. IMCI, as a strategy, has developed methodologies, approaches, attitudes, and tools. Some of the processes and methodologies developed for IMCI, such as the collection of information and the tendency to tell households and communities what to do may require modification to make the implementation of the strategy more participatory at the household and community levels. There should be more facilitation of the discovery of the energies for change by community members. In this respect, the human rights based approach could make IMCI more participatory and empowering. UNICEF-Malawi and its partners have achieved this through the adoption of the Community Dialogue Tool.

5.3
The Compatibility of the Community Dialogue Tool with HRAP

5.3.0 The Community Dialogue Tool, as used in Malawi, is compatible with the human rights-based approach (HRAP) in its assumptions, objectives, principles, tenets, and required process. Based on adult learning though, the tool lacks emphasis for child participation.  Nevertheless, the tool is contributing significantly to the transformation of communities such as Chimteka.

5.3.1
Human Rights and the Assumptions of the Community Dialogue Tool

5.3.1.1 The Community Dialogue Tool has six main assumptions. The first is that human beings are rational. This assumption is consistent with the principle of participation and respect for human dignity and subjectivity. Second, the tool assumes that that partnership is essential for transformation or goal achievement. This is consistent with the principle of interdependence, which underlines social solidarity. The third assumption of community dialogue is equality of contribution. This reflects the human rights goal of equality and the principles of respect for human dignity and subjectivity, interdependence and participation. The fourth assumption is that there is always a range of solutions from all partners but that dialogue is essential for agreement on the best and the doable, again underlining the principle of participation. The fifth assumption is that communities know their needs, underlining the principle of respect for human dignity and subjectivity. The tool endorses the view of Julius Nyerere that 

“It is difficult for local people to respond with enthusiasm to a call for development work which may be for their benefit, but which has been decided upon and planned by an authority hundreds of miles away.”

5.3.1.2 The sixth assumption, consistent with the principle of respect for human dignity and human subjectivity and participation is that the thrust required in partnerships is maintainable if roles are capacity-based. This reflects the ESARO-led human rights-based approach insistence of the importance of focussing on capacity strengths and gaps.

5.3.1.3 The aim of the Community Dialogue Tool is to improve well-being through dialogue based on partnership between service providers and community members and within communities. The objective is to improve well-being and is consistent with human rights goals. The Tool further aims to guide the achievement of essential tenets in the enjoyment of human rights and the performance of duties. Appropriate objectives of the tool in this regard include:

· Enhanced community capacity development

· Improved communication between community members and service providers

5.3.1.4 The principles of the Community Dialogue Tool that Malawi is using are also compatible with human rights principles. The description of the tool states that there are two concepts and principles of the methodology, problem-based adult learning, and negotiation. Principles of adult learning underline self discovery and participation, consistent with the principle of participation. Negotiation, too, requires participation, mutual respect, trust, and solidarity.

5.3.1.5 There are four tenants of the Community Dialogue Tool. The first is to consider current practices, requiring much learning and listening for a service provider. The reason for this tenet is that the tool assumes that people are rational and change can happen only when those concerned understand the reasons for current choices as compared with options. The second tenet is to respect the interests and goals of the people in terms of well-being. The third is to have a range options through dialogue and choose the best for improved well being. The last tenet is a commitment to action, usually in the form of an action plan. None of these tenets infringes the principles of human rights.

5.3.2
Community Dialogue Process, Human Rights and the Triple A


5.3.2.1 The process of community dialogue is similar to Triple A, the tool and concept recommended in the ESARO-led human rights-based approach to programming. The community dialogue tool, like the Triple A, underlines the need to focus on iterative processes for transformation as people assess, analyse, and take actions. Thus the tool advises that:

One does not have to start with the most needed change for best results to be realised. It is the habit of continuous improvement that creates the spiral for positive change as households discover new potentials accompanied by providers working with them as partners, through dialogue. It pays to start working with actions that are possible and then improve step by step towards the objective to be achieved.

5.3.2.2 There are however three major differences between the Community Dialogue Tool and the Triple A, as adopted in the human rights-based approach to development programming. The first is that the identification of the options in the Community Dialogue tool are according to effectiveness and feasibility. In the human rights-based approach, the choice is according to making maximum contribution to the enjoyment of certain assessed rights and principles. The second is that the Tool does not distinguish between rightful duty bearers, rights holders, and those that must not be duty bearers such as orphaned children. Instead, the approach just focuses on the community as a whole. Where the duty bearers were already identified during the project design, as was broadly the case with the project in Malawi, the adverse effects of not focussing on duty bearers at the community level may be minimised, as the dialogue will be according to already identified duty bearers such as the carers. The third is that the Community Dialogue Tool is not specifically child rights-focussed. In other words, its application to childcare must deliberately use the tool to abide by child rights principles, which are more specialised than the general human rights principles.

5.3.3
The Style of Community Dialogue and Human Rights

5.3.3.1 The style of Community Dialogue is rights-respecting and reflects the desire to abide by human rights principles, although not necessarily child rights principles. The style requires respect for authority, whilst being cautious that there is unequal power distribution between social levels, and within a community. Community Dialogue requires the programme to approach national, district and community officials as partners willing to learn. The style of the programmer must be open-minded and not prejudiced by assumptions. 

5.3.3.2 The stages of community dialogue reflect consciousness that every one’s dignity must be respected, as she or he is not hindered from participation to improve well-being. The programmer, firstly, must explore the attributes of the community using credible sources to inform her or his entry into the community. The next step is to enter the community through recognised protocol channels. Partnering leaders and community members, the third stage for the programmer is to facilitate a participatory rapid assessment in areas selected by the leadership. This should not cause much difficulty if the dialogue with the leaders involved the creation of common understanding about the importance of the principle of universality, which requires priority action for those least enjoying certain rights. During the assessment, the community adopts a new idea or vision that would improve well-being. 


5.3.3.3 After the adoption of the new idea or vision, the programme waits, to allow more reflection by the community. When the facilitator returns to the community, she or he catalyses a joint situation analysis focussing on causality and capacity. The tool does not require focus on specific duty bearers, but the effect of this oversight is mitigated in IMCI, because the broad duties of care have been determined through a sufficiently reasonable tested set of care practices. In a human rights-based approach though, that must always be subject to modification by the community members, whose experiential knowledge may be superior to technical knowledge. For example, the initial recommend practices were 12, expanded to 16 by the Africa Region, and Malawi has added one more, on orphan care to make them 17.
 In the same way, communities, from a human rights-based approach, must be allowed to adapt and modify the technically agreed care practices.

5.3.3.4 The situation analysis is finalised by feedback sessions. As developed in the Tool, the feedback is by the rapid assessment task force. In a perfect human rights-based approach, the feedback must be from both the facilitators and the community members, to facilitate reflective common understanding and not superimposed summaries.

5.3.3.5 Joint planning, based on capacities and resources, then follows the feedback. This requirement is similar to the need for a capacity analysis before formulating action plans in the human rights-based approach. The plans specify what must be done and by whom. This reflects the duty and duty bearer analysis in the human rights-based approach to development programming. 

5.3.3.6 Before implementing, the process requires that “front liners” must be trained, based on the action plans. This is important because, as is recognised in the human rights-based approach, there must be critical facilitators and animators who are close to or within the community. Monitoring and evaluation under the tool then follows implementation. In a human rights-based approach to programming, monitoring and evaluation is continuous and iterative and does not have to wait until the time of evaluation.

5.4
Conclusion

C-IMCI and the human rights-based approach to programming have important common tenets in their focus on child health and practices or duties of caregivers and communities. IMCI however was not developed from a perspective that complies with human rights principles. For example, its approach is to tell and change behaviour. A human rights-based approach to C-IMCI can make the health strategy more effective and sustainable as people participate iteratively without losing their dignity and as they dialogue for improved well-being.

The assumptions of the Community Dialogue Tool reflect human rights principles. The power of the Tool in the transformation of well-being through childcare practices is in its insistence for assessments, analyses, and actions focussing on visions, causality, and capacities. The Tool however is not necessarily focussed on child rights principles and certain recommendations from the ESARO-led human rights-based approach to programming could improve the effectiveness of the tool and make it more human rights-compatible. 

6.
Common Understanding and Actions for Transformation

6.1
Introduction

6.1.1 The Malawi Country Office contributed at the Regional level in the development and application of the human rights-based approach, but also assumed a catalytic role within the United Nations Development Assistance Framework in Malawi, and amongst government and other partners. 

6.1.2 In particular, the country offices created common understanding for the approach and started applying it to the implementation of activities in early childhood care. It is in this programmatic area, that Chimteka and other communities are transforming themselves.

6.2
Common Understanding on a Human Rights-Based Approach

6.2.1 The Government of Malawi and the UNICEF Country programme for 1997 to 2001
 emphatically referred to the realisation of child rights and women’s rights. One project focussed on child rights promotion and all other projects made references to child or women’s rights. The instructions issued by the United Nations Secretary General and the UNICEF Executive Director in 1997 and 1998
respectively were well-received in the country office, which deliberately took steps to create at least a minimum understanding within itself and assumed the responsibility to create similar understanding amongst partners. 

6.2.2 The early focus was on the promotion of child and women’s rights through advocacy and trainings.
 In addition to UNICEF staff, the office trained members of the Young Voices, a child rights organisation of children aged 6 to 18, who later led the initiatives to translate the Convention on the Rights of the Child into Chichewa, the local vernacular mostly used in Malawi. The children’s initiatives about the Convention also resulted in the popularisation of the Convention through an illustrated booklet stating child rights. Journalists, health workers, members of the Parliamentary Committee on Women and Children Affairs, educators, leaders of youth groups became part of an increasing group of animators to promote child and women’s rights. Non-Governmental organisations, such as Plan International, Save the Children Malawi, and the Women Lawyers Association sought technical assistance from UNICEF for child rights promotion. Such organisations took the message of child rights to many schools and communities all over Malawi, in many cases assisted by the Young Voices, whose agenda was to spread the message of child rights first to fellow children and then to adults. With a translated and popularised Convention on the Rights of the Child, the Young Voices and other organisations set up child rights and similar clubs. 

6.2.3 UNICEF further attempted to catalyse such initiatives within rural communities by commissioning two studies to help build child rights-based communities building on what the communities already had or were doing. One study, on the use of Malawian proverbs and riddles
 was intended to discover rudiments within Malawian societies that were compatible or incompatible with child rights principles and use the proverbs and riddles to dialogue about child rights. The second study was a rural rapid appraisal to observe conduct that was compatible and incompatible with child rights principles in Malawian societies.

6.2.4 As knowledge about child and women’s rights spread, UNICEF-Malawi and its partners continued the quest for a practical human rights-based approach to programming. The catalytic role of UNICEF extended to other United Nations agencies within the United Nations Development Assistance Framework, where UNICEF chaired both the UN Theme Group and the UN Group on Gender and Development. In its own programming, especially after the Executive Director’s directive that all UNICEF programming had to be human rights-based, UNICEF-Malawi developed tools and methodologies for such approaches, working with partners who had been sensitised to human rights, especially child rights. The catalytic role among partners was boosted by the appointment of one of UNICEF-Malawi’s project officer as a member of the Regional Task Force on Human Rights and later the reconstituted task force on human rights-based approach to programming. 

6.2.5 As early as December 1998, UNICEF Malawi decided to create a pool of trainers and facilitators on human rights-based approach to programming for the country. The training, not unlike what was later to be developed at a Regional level included the creation of a common understanding on human rights and the substance of child rights, the assessment and analyses of the enjoyment of child rights, community interactions, and methodologies including communication methods and monitoring and evaluation.
 The office prepared a manual that was tested through the training of 25 child rights advocates as a pool of trainers that would be coordinated by a child rights unit within the Human Rights Commission. The Unit experienced funding and organisational problems and the trainers have not been co-ordinated as was anticipated, but many are using their training in their own work. For example, the syllabus at the Malawi Institute of Journalism contains topics on child rights and women’s rights. Others are working with the Human Rights Commission, broadcasting stations, teacher associations, the National Youth Council, and other organisations. 

6.2.6 In 1999, the Government and UNICEF programme of co-operation underwent a mid term review. UNICEF-Malawi used the opportunity to apply the human rights-based approach to programming in the review process. The office underwent a self-assessment on its capacity in the approach. Tools for the review of the project were developed and at least two programmes used them. The mid-tem review of the programme was an opportunity not only to create common understanding on child and women’s rights, but also on the human rights-based approach to development programming through presentation and testing of tools. Later, there was an attempt to undertake the situation analysis for the next country programme using a human rights-based approach. During a subsequent development of the Common Country Assessment, UNICEF’s catalytic role for human rights based approach partly influenced the process and outcome of the exercise. UNICEF’s notable contribution to the proliferation of the approach within the United Nations country team and their partners has been through two workshops organised by the Human Rights theme group, which UNICEF chairs. The first of such workshops that used the ESARO-led approach focussed on the application of the human rights-based approach to poverty alleviation. It was held in Lilongwe in May, 2001.
 That workshop resolved to have a follow up workshop for trainers. The workshop to train trainer’s workshop was duly implemented in November, 2002, focussing on the human rights-based approach to HIV and AIDS programming.
 Through efforts such these, the band of people versed in the approach broadened just as the demand for the approach increased.

6.3
Consensus Development for Human Rights-Based Approach to IMCI

6.3.0 Workshops, meetings, and other forms of dialogue have created a very useful way to develop consensus not only on the human rights-based approach to development or community integrated management of childhood illnesses, but also on the link between the two concepts. This process in Malawi is continuing, as more partners join and as the project spreads to more villages and districts.

6.3.1 The Mzuzu Ground-Breaking Workshop

6.3.1.1 The ground breaking initiative to link human rights and child health was the Mzuzu workshop on early childcare for growth survival, and development in February, 1999. Attended by 55 people and managed by a UNICEF-Malawi member of staff who had been trained in the then emerging human rights-based approach at the country level, the workshop was co-facilitated by UNICEF staff from New York and a host of staff organised by the Regional Office but drawn from Tanzania, South Africa, Mozambique and the Regional Office itself. The New York staff facilitated the sharing of knowledge on Early Child Care for Growth Survival, and Development. The team organised by the Regional Office was the group mandated by the Regional Director to explore the conceptual and practical dimensions of community capacity development, from a human rights perspective. At the workshop, this group facilitate sessions on human rights principles and community capacity development. These were applied during community interactions that focussed on early childhood care for survival, growth and development. 

6.3.1.2 The Mzuzu workshop underlined care practices that required to be programmatically addressed.
 For the first time in Malawi, it was recognised that psychosocial care was one category of practices that needed to be programmatically addressed. Human rights principles would provide very useful sources to address such a gap because of their stress on humanity. The workshop further recognised that resources for proper care of children are at the household level. The workshop made the following key recommendations:

· That existing programmes needed to converge for complementarity

· That there was need to focus on community capacity development in early child care for survival, growth and development

· That within the communities, focus had to be on the family and the child

· That focus had to be on certain care practices

6.3.1.3 These recommendations, in retrospect, had a strong basis on the notions of a human rights-based approach to development. The insistence that programmes had to converge reflected the principles of interdependence of social units to realise human rights and that of the indivisibility of human rights. The recommendation for community capacity development was a reflection of the Regional Office’s logical conclusion that a human rights-based approach to development must include community capacity development as a strategy. The need to focus on individual families and the child reflected the principle of universality of human rights and the need to focus on the rights of the child. The need to stress care practices, at that stage, was an allusion to the concept of duties and duty bearers, which are essential in the human rights-based approach to development. 

6.3.1.4 Noting the need for interdependence in the area of childcare, the Mzuzu workshop further agreed on the establishment of a multi sectoral task force to steer the implementation of early child care for survival, growth and development initiatives. The workshop further recommended the formation of working teams at district level. The leadership of these teams was in the Ministries of Gender, Youth and Community Services and Health and Population. It was apparent that the activities planned for Early Child Care for Survival, Growth, and Development were similar to those designed for Integrated Management of Childhood Illnesses. To avoid duplication, the two approaches were merged and the coordinating group was styled the Family and Community Child Health Workgroup. At the district and community levels, multi-sectoral task teams of service providers were formed, fostering collaboration and programmatic integration and synergy of governmental expertise and efforts.

6.3.2
Results Oriented Workshops

6.3.2.1
UNICEF-Malawi organised three results-oriented workshops between 2000 and 2001. The first was one in the series to develop proposals on HIV and AIDS. UNICEF-Malawi used the workshop to share knowledge and experiences on the human rights-based approach to programming as it had so far developed. The community interactions undertaken as part of the workshop confirmed that in some cases, there were no duty bearers, and programmers had to create some. Further, importance of the need for a cogent pattern of duties and duty bearers to address the synergy of causes of poor enjoyment of human rights was underlined through the community interaction.
 With regard to consolidating the consensus, the workshop partly resulted in a senior government health manager asking UNICEF to train district health managers in the human rights-based approach to programme. 

6.3.2.2 The workshop requested by the senior government official was implemented in Zomba in December, 2000. That workshop focussed on the right to health, with participants working with assessment and analysis tools. The assessments and analyses focussed on four thematic areas, including IMCI. Using the tools provided, the participants not only attempted to formulate required programmatic objectives and actions, but also developed personal plans for their respective work. 

6.3.2.3 In 2001, the third major workshop applying human rights based approach to programming to health was held in Lilongwe. Its aim was to develop a proposal on malaria using the human rights-based approach to development.
 In addition to the proposal, the workshop cemented the notion that the human rights-based approach to programming was useful in health programming.

6.4
Programmatic Follow-Ups of the Workshops

6.4.1 The workshop on human rights-based approach to programming in the area of health was followed up by some of the projects within the Government of Malawi and UNICEF country programme. In 2000, following the workshop on early child care for survival, growth and development in 1999, the pertinent project had the following significant objectives:

· Assess and analyse key family and community practices in five districts

· Strengthen the capacity of key players in five distracts

· Enhance the psychosocial and economic capacity of 27,000 families in 270 communities to respond to the challenges of HIV and AIDS

· Strengthen the capacity of the Ministry of Gender, Youth and Community Services’ Department of Social Welfare to plan and coordinate assistance to orphans and families

· Develop strategies that enhance the ability of 2700 older orphans and vulnerable young adults.

6.4.2 The planned baseline survey was carried out between July and December, 2000
 in the five districts, chosen not necessarily according to human rights principles, but because UNICEF was already working in the areas and maximum impact would easily be achieved. The study made significant findings, reflecting the situation as it was in Chimteka community before the project. Whilst 96% of mothers indicated that they attended antenatal clinics at least 4 times during the gestation period, the majority did so in the late stages of their pregnancies. Only 34% of mothers surveyed indicated that they practiced exclusive breastfeeding. Disposal of child faeces, washing of hands after visiting the toilet and before eating, and malaria prevention were all poor. The participation of fathers in child care was confirmed as low. Only 20% of the people surveyed used bed nets. Children aged 7 to 24 months experienced the highest rate of illnesses, ranging from 43% to 61%. Common among the illnesses were coughs, fever, and diarrhoea. 54% of the children reported dead, died at home and not at a clinic. 

6.4.3 The design of the survey was in accordance with a capacity analysis, as required by the human rights-based approach to programming. The results showed strength and gaps within the communities, including practices and resources that the communities possessed and could use to address their capacity gaps.

6.4.4 The project, in response to the survey findings, revisited training modules on care practices, which were not addressing the capacity gaps identified in the survey. Orientation workshops were held in the five districts drawing participants from district development committees and district executive committees. In addition, 72 extension workers were oriented, to encourage animation in communities. The multi-sectoral task force suggested at the end of the Mzuzu workshop also started its work in earnest in 2000. 

6.4.5 In 2001, the Community Dialogue Tool was adopted and the project activities were predominantly about the training of facilitators and animators. 115 participants were oriented on the use of the tool, and the tool was tested in 5 districts, including Mchinji.
 

6.4.6 In 2002, the project expanded to 4 more districts, although the criteria for choice of those 4 districts remain unclear.
 The project continued to focus on training. 300 extension workers were trained. Over 300 community leaders underwent training on the use of the tool. On psychosocial development, 45 social workers were trained, while 120 health workers were trained on mother to child transmission of HIV. Further 300 community health workers underwent training in Vitamin A supplementation while 120 extension workers trained on common childhood illnesses. Over 200 families in 40 villages were trained on breastfeeding. 

6.4.7
Some of the health managers who had undergone the training on the human rights-based approach to programming proceeded to implement their personal plans. At the policy level, work to develop a national policy of early childhood development commenced. The policy was completed and published in 2003. Its professed theme is ‘The First Few Years of a Child’s Life Last Forever’.
 The theme reflects a Chichewa proverb, m’mera m’poyamba, literally meaning, “A good plant is determined early.” The policy focuses on child rights, but does not succeed well in basing recommended strategies on duties and duty bearers and in many cases adopts approaches that would result in telling communities what to do, rather than facilitating partnerships and action. Before the finalisation of the policy, the Government had already made Early Child Care for Survival, Growth, and Development a national priority and IMCI a national health strategy in the country’s national health plan.

6.5
The Ignition of Transformation and Some Setbacks

6.5.1
The 2001 Project Actions that Triggered Transformation

6.5.1.1 Under a subproject called Community Capacity Development, the capacity gaps of communities and service providers were addressed. Childcare groups such as community based early learning centres were identified and oriented to child rights, key care practices, and the findings of the baseline survey. The subproject further facilitated joint assessments, analyses, and action taking on community priorities. The subproject further oriented villagers to the maintenance and use of registers as vital records for child well-being. As these activities were undertaken in the five districts, the project provided key resources, such as bicycles for extension workers, and motor vehicles and computers for district level managers. The result of the resources, knowledge and assessments and analyses in the concerned communities was the development of community action plans.

6.5.1.2 The second catalytic subproject was called Growth Promotion and Development. The focus for the subproject was the development of the capacity of duty bearers to promote the optimum growth and development of children. Trainers in infant feeding and HIV and AIDS were trained. Also trained were community volunteers to monitor growth and community health mobilisers to promote Vitamin A supplementation. The subproject further carried out formative studies on infant feeding in families affected by HIV and AIDS. In addition, the subproject assessed food and micronutrient consumption in Malawi and finalised an information package on early learning, to be used in the training of community groups in a 200 villages, according to the plans. 

6.5.1.3 The third subproject, Disease Prevention, aimed at increasing the knowledge and skills of key players or duty bearers in disease prevention. Established community childcare groups underwent training on the use of bed nets particularly for young children and pregnant mothers. Health workers, on their part, underwent training in participatory Hygiene and Sanitation Techniques (PHAST) methodology, a participatory methodology in the field of health and compatible with the human rights-based approach to programming. 

6.5.1.4 The fourth catalytic subproject was on Communication Strategy Development and Implementation, whose aim was to develop a gender balanced communication strategy on key family and community childcare practices. The human rights-based activities within this subproject included the promotion of open days, which the communities used to undertake in the 1960s, 1970s, and early 1980s. Through this sub-project, the “Community Dialogue Approach” was introduced to facilitate community-based assessment, analysis, and action taking to improve child well-being. In addition, information on the 17 key care practices was packaged for the use of facilitators, animators, and community members. A consultant early in 2001 prepared a guide on Community Dialogue, which became the tool for community interactions.

6.5.2
Set-Back Action Plans

6.5.2.1 The project, however, has not been without its challenges which, at times impeded success. These activities are characterised by three factors, but unwittingly planned in the project’s annual agendas.
 The first is inadequate assessment and analyses of the capacity of community members. The second is a communication strategy that is not always human rights-based. The third factor is the sometimes disregard of human rights principles. The fourth is an inability to base actions on people’s capacities 

6.5.2.2 The first set-back relates to drug revolving funds, initially introduced in 2001 as part of a subproject called Home Management of Illnesses and Health Seeking Behaviour. The aim of the subproject was to promote proper management of homes and health assistance-seeking behaviour. Communities were told to form drug revolving funds. Initial drugs are provided to the mangers of the fund, community health committees. These committees are trained on the treatment of minor ailments and how to fix prices for the drugs. The contribution requested from the communities however is too much for some households such as those in Kasungu and Mwanza districts. Communities further think that it is discriminatory to be asked to pay for drugs those others who are near government hospitals receive free. The Bakili Muluzi Health Initiative, which aims at providing similar drugs free of charge, could have addressed some of the problems of the drug revolving funds and make them irrelevant, but the programme has its own problems. Its coverage is not universal and its administration is meant to maintain political support. Acknowledging this issue, it is worth noting that a solution is likely to emerge with the launching of the Essential Health Package in which Community Drug Kits will be supplied to and used by Health Surveillance Assistants at the community level and free of charge. The Bakili Muluz Health Initiative is no longer operational.
6.5.2.3 There are some issues related to the supply of bed nets to villagers. The first is that in almost all the districts, government and the project are unable to keep up with the high demand for bed nets. The second problem relates to the supply of heavily subsidized bed nets only to mothers who are pregnant or are with young children. Many community members questioned why other household members or community members who have not started bearing children, have stopped bearing them, or are practising family planning could not access the highly subsidized nets. 

6.5.2.4 Although the project uses the Community Dialogue Tool, there are still tendencies to tell the community members what to do and to urge them to change behaviour. Hence, some of the programmers implementing the project would still like to develop messages and packages for communities. Such packages can sometimes restrict the parameters for dialogue. For example, although communities have dialogued and are using pit latrines, men still prefer to use bathrooms to urinate, causing stenches and promoting the spread of diseases that may be transferred through urine. The urinating habits of the men underline the need for the design of a rural man-friendly toilet and for community dialogue on the pertinent practice. Where to urinate however may not be covered when giving messages on care practises to communities. Issues such as these relate to the level of training and quality of facilitation. The actual implementation of Community Dialogue requires good facilitation skills. Malawi is embarking on a process of institutionalizing training in Community Dialogue and HRAP/CCD at a National Training Institution to ensure the highest quality training and refresher training to avoid programmers slipping into a “welfare” style mode and misapplying the tool.
6.5.2.5 Another area that has restrained the transformation in some of the areas is the monitoring. Although community members are involved in monitoring the implementation of the project and incidents that violate child rights such as physical and child abuse, the project’s view of monitoring is still top-down. In its recent baseline survey, there was no assessment of compliance with human rights principles in the areas surveyed.
 In some communities such as Chimteka Village, members have become so empowered that monitoring and evaluation information flows from top to bottom and bottom to the top. The project’s current good practice of facilitating inter-village visits for animation and education may spread the monitoring and evaluation practices observable in Chimteka Village to other areas, at least in Mchinji. Additionally, community monitoring tools have been developed and are being field tested in two districts to harness the role of the community with a particular focus on detecting and preventing child exploitation, abuse and neglect.
6.6
The Consolidation of the Multi-Sectoral Approach

6.6.1 The multi-sectoral approach proposed at the Mzuzu workshop became inevitable at the district and community levels, but not necessarily at the national level, where governmental roles are organised on a sector basis. At the district level, the project strategy to orient district executive committees entailed exposure of the Integrated Management of Childhood Illnesses and, in some cases, human rights, for government functionaries belonging to different sectors. At the community level, extension workers, and other community-level governmental and non-governmental service providers’ band together to facilitate the dialogue and respond to community plans. At the district level, the District Commissioner, the head of administration at the district level, oversees the collaboration. In addition to collective planning meetings, the members of the district team often travel together to communities and share information. In Mwanza, where the project has reached a total of 78 villages in two Traditional Authorities, Simon and Kanduwa, the multi-sectoral team includes representatives from the Judiciary and the Red Cross. Such collaboration allows the pooling of human and economic resources. It also allows different sectors of the government and NGOs to deliver services in an integrated manner in a country where decentralisation is yet to be well structured.

6.6.2 The degree of cooperation manifested among service providers at the community and district levels was difficult to replicate at the national level. Although, the multi-sectoral Family and Community Health Workgroup jointly oversaw the baseline survey in 2000, it soon became apparent that implementation of C-IMCI lagged behind mainly because roles were unclear. Further, there was no standardised and streamlined training module on the care practices, with trainings lasting as long 15 days. In addition, the available training module took too long to deliver. A meeting to standardise the content of the training module was held at Lifupa in Kasungu, reducing the length of the training to 5 days. That meeting was followed by a consensus-building meeting
 in February, 2003 in Blantyre to address the problem of unclear roles among the members of the national level coordinating team. The meeting resolved to maintain the Family and Community Child Health Workgroup as a technical group, but renamed it Integrated Community Childcare Technical Group. This group consists of programme officers of funding agencies, national coordinators from government departments and non-governmental organisation, and representatives from the ministries of Health and Population, Gender and Community Services, Agriculture, Education, Science and Technology, Water Development. The World Health Organisation (WHO), UNICEF, and USAID also have representatives in the technical group.

6.6.3 The meeting further created a new National Steering Committee to provide policy direction in the implementation of Community Integrated Management of Childhood Illnesses, mobilise resources, monitor progress and rationalise funding activities.

6.7
Conclusion

6.7.1
The implementation of Early Childcare for Survival, Growth, and Development illustrates three points in human rights-based approach to programming. The first is that that because human rights are indivisible, addressing the well-being of people must be holistic. Thus, inevitably, early child care for survival, growth, development, and Integrated Management of childhood Illnesses had to merge. The multi-sectoral approach and the collaboration prevalent at the national, district and community levels illustrate this point. The second point is that the training of facilitators and animators accompanied by community-based assessments, analysis and action planning at the community level are key activities that can generate transformation. It is through iterative assessment, analyses and action taking that communities can identify causes to their problems, duties to address those problems, and duty bearers to hold accountable or who may require capacity development. The third is that consistent, conscious planning and working based on human rights principles and the tenets of the human rights-based approach would greatly reduce set back activities that may cause resentment and frustration and tarry transformation.

7.
Chimteka Community Transforming

7.1
Introduction

7.1.1 Less than three years after the project was introduced, the people of Chimteka state that the quality of their lives has improved. The people are not rich, and compared with other communities, they are very economically poor. However, the people are happy and hopeful. The decision to focus on the proper care of their children and maximise the enjoyment of rights for their children, the people of Chimteka and the other communities where the project is being implemented, has transformed their lives and their communities.

7.1.2 Chimteka community is transforming. It is transforming itself and it is positively affecting other communities that are also transforming themselves. Transformation is acknowledged by all the communities where the project is being implemented. However, the district of Mchinji, where Chimteka is, is one of the areas where the project has performed exceptionally well. The quality of life in Chimteka and similar villages provide hope and lessons for the deepening and widening of the human rights based approach to integrated management of childhood illnesses.

7.2
The Rapid Spread and Deepening of the Project in Mchinji

7.2.0 The first Traditional Area to be covered was Simphasi, where Chimteka group of villages is situated. This area had in May 2001 a gross population of 25,695, with 4,368 children below five years old. In 2001, there were 5,910 women of childbearing age in the Simphasi Traditional Authority. Like other common communities in Malawi, child health indicators were poor.

7.2.1
The Spread of the Project

7.2.1.1 The spread of the project in Mchinji was phenomenal. The aim of the programmers was to reach 30 villages, ten in each of three chosen Traditional Areas. The project however spread from the initial 10 in May 2002 to 62 by the end of July 2002. By October 2002, the community held an open day to showcase its achievement under the project, with 77 villages in the Traditional Authority then implementing project activities.
 Service providers found themselves having to respond to the aspirations of the villages. People in one village noticed what was happening in another village where the project was being implemented and followed suit.

7.2.1.2 The project is spreading because of two factors. The first is that people are able to notice improvements in their lives. In other words, there is increasing enjoyment of human rights, particularly for children. The focus on duty bearers through the performance of proper care practices is restoring pride and dignity in the people when they witness success from their actions. The second factor is the communities’ iterative processes of assessment, analyses, and action taking, facilitated by the Community Dialogue Tool. Otherwise, the activities in the action plan are not spectacularly innovative. However, where it has not been underlined that the dialogue must be continuous and spontaneous without over-relying on extension workers, progress has tarried, In Chamamatira Village, a community animating others in Kasungu district for example, the community plan of action long expired and the village is still waiting for extension workers to start another process.
 Similarly in Chabweza Village in Mwanza district, where community has records of the numbers of houses, the number of toilets, bathrooms, kitchens, households without access to safe water and number of children, the project remains very much centred to the community child care centre, which was the initial entry point. 

7.2.2
The People’s Evidence of Transformation

7.2.2.1 The programmers and the project initially aimed at early childcare, particularly the prevention and treatment of diseases at the household and community levels. In human rights terms, this was a focus on the child’s right to health. As human rights are interdependent and indivisible, however, the people of Chimteka and similar communities realise the need to address underlying causes to childhood illnesses as they strive for lives that are more dignified. The messages of proper child care practices have been discussed and are well understood in Chimteka. The community however has perceived the need for basic social service such as education, clean and safe water, reproductive health services, food security, and enjoyment of civil liberties.

7.2.2.2 Interaction with the communities implementing the project is the best way to appreciate the transformation taking place in the affected communities The following, however, are some of the points indicated by community members in appreciation of the project: 

· Chimteka Village, one of the villages in Chimteka community, has happy people who are appreciative of what the project has made them do. 

· Fewer children are sick and die, and diseases have declined in the community. Children, especially those under 5 appear healthier compared to children from another similar Malawian village. The people of Chimteka and all the communities that are implementing the project appear increasingly no longer obsessed with survival matters only, but express determination for a more holistic development.

· There are fewer villages in Malawi that are as clean as Chimteka, with clean toilets and evidence of hygiene such as clean surroundings and washing of hands. The pride in the cleanliness of the village and households is exemplified by the people’s open invitation for the visitor to enter their households to verify the household cleanliness and order. In Chitipa district, child care messages are spread over house walls, as a form of both decoration and education.

· The level of knowledge on health and childcare in the village is very impressive, based on transferred knowledge through the numerous community dialogue sessions and experiential knowledge. 

· The communities are eager to demonstrate the difference between babies that are exclusively breastfed and those that are not. 

· The clinic in the community has responded to the people’s demand for efficient and human rights-based delivery of health services. Rude and uncooperative health personnel who did not treat the clients and patients with dignity have left, replaced by others who respect and are respected by community members. As a result, antenatal and postnatal attendance has increased including the rate of birth deliveries at a proper hospital. 

· The children attending the community-based and community-managed early learning centre are demonstrably healthier and perform well when they start attending primary school. The learning centre at Chimteka graphically captures the transformation and vision of the community:

· The community started with a centre underneath a tree

· Then they constructed a grass shed, which is still standing

· Then they moulded bricks and constructed a more permanent structure close to the grass shed.

· Next to the brick structure is maiden land reserved by the village leadership for a fully-fledged early learning centre that can be a model for others.

· The participation and openness of women is remarkable. Women exude confidence and freedom as they discuss issues and possibilities, revealing tremendous intelligence and analytical skills. The women acknowledge that some gender roles are changing with men increasingly and unashamedly taking prominent roles in childcare. The women further state that violence against women is in decline, as family life is more collaborative and loving, partly due to consciousness about gender issues and human rights principles.

· The understanding of childcare by both men and women in all the communities where the project is being implemented is impressively holistic, appreciating the role of play, rest, stimulation, and child participation for the optimum evolution of the child’s capacities. 

· The community socially integrates orphaned and traumatised children. The means used are acceptance, provision of opportunity, and education in early learning centres. Other communities in Kasungu and Mwanza verified this point.

· The community, partly to address the problem of low capacity from upper level duty bearers and to facilitate participation and accountability, creates new community-level duty bearers in form of committees, where both men and women are represented.

7.2.2.3 These positive results appear reflected in another baseline survey, this time on early childhood development, in the districts of Blantyre, Kasungu, Lilongwe, Mwanza and Mzimba.
 Mchinji, where Chimteka is, was not included in that survey. The 2003 survey, further, did not stress the capacity strengths and gaps as the 2000 study did. As the 2003 study did not focus on the baseline results obtained in 2000, and focussed not exactly on the same districts, comparison is difficult, but not impossible. For example, that survey established that almost all mothers breastfed and exclusive breastfeeding lasted for about 6 months for 37.2% of the women surveyed, while 15.4%, 18.5%, and 16.9% exclusively breastfed for 5, 4 and 3 months respectively. The average time lapse for the introduction of other food items in the child’s diet was 6 months. The districts surveyed, further emphatically reported that fathers are “equally responsible for taking care of children.” The majority of the women had 2 to 3 meals a day during pregnancy, and most stated that they had snacks in between. 68% of parents stated that they take their children to day care centres, promoted under the project. However, unlike in Chimteka, the 5 districts surveyed in 2003 continued to have problems with the attitude of service providers, especially nurses. 100% of women who do not attend antenatal care fear the attitude of nurses. In other words, the non-compliance with human rights principles on part of service providers is a huge contributor to the non-attendance of antenatal clinics. In Chimteka, the community demanded the removal of unresponsive service providers.

7.3 
Duty Bearers and the Demand for Human Rights Enjoyment

7.3.1 As rights holders who have to perform duties for the enjoyment of the rights of their children, the people of Chimteka demand their rights from upper level duty bearers. In Chimteka, the Malawi Social Action Fund complied with the villagers’ request to install a mill to process maize into flour. 
 At Nanthambwe Village in Mchinji, community members successfully claimed that a non-Governmental organisation, Churches Action in Relief and Development, construct a borehole in the village. In Blantyre, a forestry officer was compelled to join the district task force on childcare because the people realised that their well-being would be affected by deforestation. 

7.3.2 The claiming of rights by community members is mostly made to government service providers, first at the community level, and the district level. As the rights are being claimed, communities expect the supply side of human rights enjoyment to be responsive, as upper level duty bearers. However, the supply side is increasingly failing to cope. For example, in all the communities covered by the project, there is a huge shortage of bed nets, at a time when the communities understand the importance of such nets. The district level teams, in turn, make claims to their respective national levels through the district plan and specific proposals and reports. However, the national level duty bearers are not always able to respond positively or delay in responding. Other duty bearers such as politicians are not taken seriously by the communities in the quest to meet community aspirations as their approach to development is still charity based or in exploitation of political capital.

7.3.3 The communities in all the districts have, in cases where they can mobilise human and other resources from within themselves, created their own duty bearers in form of committees. The numerous committees on areas such as early learning, orphan care, HIV and AIDS, education, and agriculture are expected to account to the rest of the community. In Chimteka village, such committee members accepted that they were duty bearers and responsible for their acts and omissions. The solution for the inability of upper level duty bearers to meet demands is not necessarily in much money. In Mchinji, unlike in other districts, the solution has been in organisational resources through the multi-sectoral approach. Through this approach, resources have been pooled and coordinated for common purposes. The capital resource base therefore has been expanded. Nowhere has this been done better than Mchinji, where Chimteka community is located. 

7.4
The Critical Role of Leadership

7.4.1 The human rights-based approach to programming underlines the importance of capacity for the performance of duties and the demanding of rights enjoyment. In addition to communication, authority, and resources, a sense of responsibility is a major component of capacity. Knowledge of the relevant correlative duties, motivation, and leadership are essential elements of such sense of responsibility. 

7.4.2 The leadership in both Chimteka community and Mchinji district are rare in Malawi. Record keeping,
 sense of organisation, levels of knowledge, the rapport between service providers and community members and ability to facilitate community assessments, analyses, and actions is outstanding and refreshing in a country where hope is in decline and a dependency syndrome is creeping. The village head further encourages accountably as each committee has to report to the rest of the community. The capacity at the district level in Mchinji is largely a result of an earlier project on decentralisation, which focussed on the planning and implementation capacity for districts teams.

7.4.3 In Chimteka community, Group Village Headman Chimteka is a remarkable leader, practising principles of human rights and facilitating vision, dialogue, consensus, and action. The Village Head is accessible, and encourages participation especially for the vulnerable. Women testified that they bring any issue that may improve life in the community to the chief who then calls a meeting for dialogue. As a leader, the Village Head epitomises the village’s aspirations and determination.

7.5
The Test for a Truly Effective Multi-Sectoral Approach

7.5.1 Communities such as Chimteka will provide the test for a truly effective multi-sectoral approach in Malawi. The very efficient, dedicated and skilled district team in Mchinji has integrated their services at the district and community level to supply the enjoyment of human rights. Government and development programming however is still not integrated. In Chimteka, for example, there is a dire need for a borehole, but government water projects are not yet sufficiently in the area. The early learning centres in Chimteka and other communities require collaboration from the Ministry of Education, Science, and Technology, who do not regard early learning as their responsibility. The services of the Ministry of Agriculture, prominent in the 1970s and 1980s are in high demand as communities strive for food security and cash cropping in a holistic attempt to improve the rights of their children.

7.5.2 Communities such as Chimteka are further asking serious questions as to whether IMCI in Malawi is properly integrated. As people practice the recommended care practices, the availability and skills of health workers are in demand. In other words, the demanding of rights by community members is forcing the community component of IMCI to demonstrate synergy with the other components: improvements in the case management skills of health workers and improvements in the health systems required to deliver quality care. That synergy is operationally weak across the board. Kasungu, one of the districts implementing all the three components of IMCI, has like in other districts in Malawi, concentrated more on the two components of IMCI other than the community-based component. In that district, community members complained against the lack of responsiveness and disregard for human rights principles by government officials at the case management and health management levels. The transformation in communities such as Chimteka requires a corresponding responsiveness from IMCI’s other two components. This entails integration of activities as is happening in Kasungu where a UNICEF-supported project on water has drilled bore-holes in areas where the childcare project is under implementation.

7.5.3 Communities such as Chimteka further underline that the human rights-based approach must be applied to both the demand and supply side of human rights enjoyment. In Chimteka, greater enjoyment for human rights has been created. However, except in situations where the community defines the quality of attitude and process that they accept from the health systems and the system responds, the people’s aspirations for greater human rights enjoyment will be frustrated by the welfare and charity approaches that still imbue the delivery of health services and goods.

7.6
Conclusion

7.6.1 Chimteka and some of the communities implementing the project are transforming. Through dialogue that assesses and analyses problems and identify actions, people’s capabilities are expanding and dignity is being restored. Development is beginning to take a holistic change for the better. The transformation in communities such as Chimteka, however, is and will continue to expand programmatic needs until the communities and households are optimally self-reliant. Currently, people of Chimteka state that they are happier than they were two years ago, but they also underline that the quality of their human development is not satisfactory. As rights are enjoyed by the children, the indivisibility and interdependence of those rights will require activities that are not necessarily under the project. Community members, as is already evident in Chimteka, will make demands to upper level duty bearers. To avoid frustrating the people, the supply side of human rights enjoyment, starting with the health and community services sectors, must become stronger and human right-respecting. As capacities increase, the case is strong for programmatic integration in Chimteka. The community action plans developed in the communities are about well-being and not sectors. 

7.6.2 To co-ordinate their own resources, communities such as Chimteka are using community-based committees as duty bearers. As the experience of Chimteka and other communities show however, such measures cannot however forever cushion the performance of upper level duties. Eventually, demands will be made to district level and eventually national level duty bearers. If upper level duty bearers continue with a charity or welfare approach or fail to respond, their consequent inefficiency may send communities such as Chimteka back into hopelessness and misery, setting back possible human development.

8.
Recommendations for Taking the Project to Scale

8.1
The Hope from Communities Such as Chimteka

8.1.1 The transformation in communities such as Chimteka is worth taking to scale. One reason for this is that the transformation is towards the realisation of the Millennium Development Goals and Malawi’s own development goals. As the Human Development Report has noted, two intractable problems against human development are income poverty and child mortality.
 To address problems such as these, the Millennium Development Goals
 require States to halve the population living in income poverty, halve the number of people suffering from hunger, reduce infant and under-5 mortality rates by two thirds, and reduce maternal mortality. States are further required to combat HIV/AIDS, malaria and other diseases, and ensure environmental sustainability through the enlargement of people’s capacities in the enlargement of such capacities, education and partnerships for development are essential. Malawi’s current official development ethos, expressed in its poverty reduction strategy paper,
 reflects the objectives of the Millennium Development Goals.

8.1.2 The country however is off-track or slow as far as attaining the Millennium Development Goals is concerned. The C-IMCI project being implemented in 9 districts in Malawi has provided evidence that the negative development trend in Malawi could be reversed if communities participated in their own development and projects are designed, implemented, and monitored within the framework of a human rights-based approach. Even when the focus is the child’s rights to health and development, the practical implication of the indivisibility of human rights is that other human rights will be addressed as well if communities are not prevented form dialoguing about well-being. Thus, in addition to the improvement of child well being, the dignity of communities is being restored, including the reduction of income poverty. The well being of children and the determination to carry out child care duties are having a multiplier effect on the overall well-being of communities such as Chimteka. 

8.1.3 Evidence from communities such as Chimteka, demand that the experiences be taken to scale. There are two dimensions of such an objective. The first would be to deepen the experiences so that they are sustainable and the second would be to widen the experiences. Cost implications are necessary to review in “going to scale”; further analysis is required in this area. It should be noted that since its inception and apart from resources which would have come via vertical programming such as a bore hole, vaccines etc. inputs into the thirteen villages including training of district officers, extension workers and community members amounted to USD 37,000.

8.2.
 Deepening the Experiences of Chimteka

8.2.1 The people of Chimteka are not yet satisfied with their human development, but they are happier and more hopeful than they were two years ago. They continue to dialogue partly resulting in claims and demands on other duty bearers, in addition to their own performance of duties correlative to their children’s rights. This experience must be deepened. 

8.2.2 In particular, the following matters require consideration:

· The multi-sectoral approach must be continued, but the various approaches among certain partners need to be harmonised through the adoption of the human rights-based approach for all government and other agencies involved.

· Dialogue on human rights goals and principles and child care duties at the household and community levels must continue, but such dialogue must be supplemented with a search for the most effective upper level practices synergistically linked with the duties at the community level.

· Projects must be flexible to respond to the holistic enjoyment of human rights although entry points and focus must remain rights least being enjoyed.

· Projects and programmes must be integrated, not just at the community level, but also at the district and national level and aim at geographical convergence, at least in pilot areas.

· The capacity of district and other upper level duty bearers, including familiarity with the human rights-based approach to programming, must be developed so that the supply side of human rights enjoyment ably and speedily meets the demands from communities.

· There should be demonstrable practical synergy in the implementation of the three components of IMCI through deliberate activities to link communities to service providers and health managers such through the deployment of community nurses, health motivators, and communities’ inputs into national plans, using the community action plans.

· Communities must dialogue further on the protection and fulfilment and monitoring of child rights and identify duty bearers within and outside their communities who may be held accountable.

· More leaders in the community should be trained in leadership skills and human rights.

· Child rights clubs and groups managed by young people and youths but with access to the village leadership must be established and facilitated.

· Accountability from the committees and other leaders must be encouraged.

8.3
Widening of the Experiences of Chimteka

8.3.1 Chimteka and other similar communities are already animating other communities. The project is facilitating the process partly through the funding of catalytic activities such as open days and inter-community visits. The rapid spread of the project in Mchinji illustrates the deep demand for the project’s transformational effect. 

8.3.2 Before the project is widened to other districts, however, the following points are worth considering:

· A module on human rights-based childcare is incorporated into the current training module.

· Some of the tenets and stages of the community dialogue tool could be reviewed to make it more human rights-based.

· Sufficient key resources and needs such as bed nets basic services and tools such as bore holes, agricultural tools, and early learning materials especially those that communities can make should be increased in line with demand.
· A training module on responsive community leadership skills and good governance, including democratic accountability, could be developed and implemented in all additional districts.

· A cost benefit analysis should be carried out to demonstrate the long term financial gains through convergence and integration of services.

· A human rights-based communication strategy for the projects must be developed and implemented.

· The recommendations proposed under 8.2 must also apply to additional communities.

8.4
Overall Conclusion

8.4.1 When UNICEF started to advocate for the human rights-based approach to programming, some workshop participants called it revolutionary and others said it was a key to development in Sub-Saharan Africa. A UNICEF Representative in Namibia remarked in 2000 that progress in UN development work for over fifty years had been sluggish for Sub-Saharan Africa probably because programming had rarely been done in the right way. If the human rights-based approach, very demanding in concentration, scrutiny, more time in project design, and boldness, can cause the needed revolution for programmers and other duty bearers, “so be it.” 

8.4.2 The experience in Chimteka and other communities is that transformation is happening and people’s dignity is being restored. Chimteka and other 1170 villages are implementing a project on early childcare using the strategy of integrated management of childhood illnesses through a human rights-based approach to programming, but the results are general wellbeing and the ignition of hope and aspirations. This is very much the result of the fact that the project’s methodology is rights-respecting in process and encourages communities to assess, analyses, and perform and demand duties to improve well-being. Judging by the spread of the project and the dignity it is restoring to people, it deserves to be deepened and widened in Malawi. 
Definition of Human Rights-Based Approach to Development Programming in ESAR:





To make maximum contribution to the realisation of human rights without infringing and whilst promoting human rights principles.








Common understanding of human rights goals, principles and examples and the human rights based approach to programming as distinguished from other development programming methods with emphasis on key concepts that have programmatic implications
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The Thrust of UNICEF’s Mission Statement





Focus on children’s survival, protection, development and participation as development imperatives


Strive to establish child rights as “enduring ethical principles” for decisions and actions at all levels


Advocate for the protection of child rights to meet needs and help contribute to the attainment of children’s full potential


Mobilise and strengthen capacities to ensure first call for children


Prioritise actions for the most disadvantaged children


Respond in emergencies to protect child rights


Clear focus on the equal rights of women and girls


Non-partisan solidarity to attain sustainable development
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Refine assessment, analyses and objectives, strategies, and actions taking into account mandates and formal requirements





Co-implement project and facilitate monitoring of the realisation of human rights and processes to make maximum contribution to the realisation of human rights abiding by human rights and ensuring iterative assessments, analyses, and action taking at the community and other levels.











The Stepwise Approach
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Community interaction working with communities to:


 assess rights least being realised and  manifestations


 undertake causality, duty bearer/role pattern and capacity analyses


Identifying objectives, strategies, and actions to have the rights least being realised enjoyed





Introduction to objective, strategy, and action setting based on human rights goals and principles, levels of causality, priority of duty bearers and the synergy of required actions after gap identification





Introduction to programmatic analyses:


Causality Analysis


Role Pattern Duty Bearer Analysis


Capacity Analysis








Introduction to programmatic assessment:


Human rights least being enjoyed or at risk


Manifestations for enjoyment or lack of enjoyment of human rights


Human rights principles being infringed





Causes of Poor Child Care Practices in the 5 Districts in 2000





Cultural beliefs and practices


Wrong information


Lack of care skills


Poor quality of health care


Lack of economic resources





The 5 Initial Districts for the Implementation of the Programme:





Mzimba


Kasungu


Lilongwe


Mwanza


Blantyre





Thematic Areas at the December, 2000 Workshop:


Reproductive health


Expanded programme of immunisation


HIV and AIDS


Integrated Management of Childhood Illnesses





Practices Identified with Poor Child Health and Development at the Mzuzu Workshop





Care for women


General hygiene practices


Breastfeeding and complementary feeding


Home health practices


Food preparation


Psychosocial care





Women Contributor in a Focussed Group Discussion at Chimteka Village





“The staff at the clinic used to be hostile, rude and made us not to go there for treatment, let alone antenatal services.”
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The Mission Statement for Communication Officers:





The mission of UNICEF programme communication officers is to facilitate processes that abide by human rights principles and contribute to the maximum extent possible to the realisation of human rights for children, young people, and women. These processes ensure that the voices of rights holders are heard and considered in programming and value the experiential knowledge of communities; they assure capacity development for full participation of all rights holders and duty bearers as subjects of their own development.








An Example of an IMCI/HRAP Power Walk Exercise





The Power Walks involves volunteers role playing characters such as the following, a male orphaned child, a female orphaned child, a grandmother taking care of orphaned children, a village chief, a rich politician, a rich politician’s daughter, a rich politician’s son, a community health worker, an illiterate widow, an illiterate widower, a government minister, a school teacher, a councillor, a female youth, a male youth. Each of them picks a note describing the character, but does not let the other know who she or he is until later. The facilitator then states to the people on the line, “If you can answer YES to the question asked, take one step forward. If you cannot, do not move for that question.”


The questions would be adopted according to the focus, but would include, in the context of IMCI some such as the following:





Are you able to have three meals a day?


Are you able to demand that exclusive breastfeeding be discussed in your family or community?


Are you able to afford most meals that you desire or those that you are advised to take?


Are you able to eat freshly prepared energy and nutrient-rich foods?


Are you not in danger of being malnourished?


Do you feel loved in your community?


Are you not likely to suffer from diarrhoea?


Can you, if you wanted, sleep under an insecticide-treated mosquito net?





At the end of the questions, the characters will have moved different steps and spread out. The participants are then asked to discuss the reasons for the different end positions. Some reasons that emerge include age, gender, economic status, self-will, culture, and education. The facilitator then asks participants to guess who the various characters are and eventually requests the characters to reveal themselves. Those in front are asked how they felt as they walked, and those at the back describe how they felt when they could not walk. Participants are then asked to discuss how a programmer can reach those at the back, i.e. those without power. The facilitator can then ask the following questions:


What does the exercise tell us about having rights and enjoying them?


What other insights would like to make about this exercise?





The 2001 Subprojects of the Early Child Care for Survival, Growth, and Development Project:





Community capacity development


Growth Promotion and Development


Disease Prevention


Home Management of Illnesses and Health Working Behaviour


Communication Strategy Development and Implementation


Monitoring and Evaluation








The Composition of the District Multi-Sectoral Team in Mwanza





A representative of the Ministry of Health and Population


A representative of the Ministry of Agriculture


A representative of the Ministry of Gender and Community Services


A representative of the Ministry of Education


A representative of the Ministry of Environmental Affairs


A representative of Action Aid


A representative of the Red Cross











Composition of the National Steering Committee:





Ministry of Health and Population


Ministry of Gender, Youth and Community Services


Ministry of Water Development


Ministry of Education, Science and Technology


UNICEF


WHO


FAO


USAID


WFP








The Process of Community Dialogue








Step 1: Problem Identification: action and outcome gaps including current alternatives against desired alternatives





Step 2: Analysis of causes, interests, and gaps





Step 3: Identification of Options chosen on the basis of effectiveness and feasibility





Step 4: Commitment to Actions





Step 5: Action Plan





Step 6


Assessment and Feedback





The 10 Steps in a Community Dialogue process:





10 	Assessment


9. 	Implementation


8.	Training of front liners


7. 	Joint planning


6.	Feedback


5.	Joint situation analysis


4.	Waiting and Reflection


3.	Participatory rapid assessment


2.	Protocol observation and identification of gate keepers


1. 	Exploration








Action Plan Objectives by Chimteka Community:





Reduce malnutrition


Reduce diarrhoeal diseases


Increase primary and secondary school enrolment


Prevent the spread of HIV and AIDS


Reduce acute respirator infections


Reduce incidents of common eye infections and scabies


Support families living with orphaned children


Protect child rights


Enhance the community’s capacity to provide appropriate care to children


Integrate HIV and AIDS prevention issues in community childhood programmes


Strengthen the capacity of district teams to support appropriate child care


Monitor, supervise and evaluate the programme





Examples of Activities in Chimteka Community:





Establishment of committees on areas such community-based child care


Collective gardening and collection of food stuffs for school feeding


Maintenance of vegetable gardens


Training and dialogue on food preservation methods


Construction of shallow wells


Training of village head sand other leaders on disease prevention


Dialogue on care practices


Training of guardians living with orphaned children


Construction of pit latrines


Training of early learning teachers


Awareness campaigns on HIV and AIDS


Open days on positive results concerning childcare


Irrigation


Supply of bed nets


Training in business management


Training on gender equality 


House to house campaigns on child rights


Labour inspection to prevent child labour


Training on voluntary counselling











A Woman from Chimteka on the accessibility and Facilitation Skills of their Village Head:





“Whenever we hear or come across an idea that would help our community, we take it to the village head. He then facilitates dialogue and if we agree on an idea, he tells everybody in the village to practise the idea.”





Recommended Care Practices in Malawi:


Exclusive breastfeeding


Complementary feeding and sustained breastfeeding


Mental and psychosocial development


Orphancare and other vulnerable children


Hygiene and sanitation


Malaria prevention


Child abuse and neglect


HIV/AIDS prevention and care


Feeding and giving fluids during illnesses


Home health practices


Prevention of accidents and injuries


Immunisation


Health care seeking behaviour


Compliance with treatment, follow up and referral


Care for pregnant women and lactating mothers


Men’s participation in childcare








The Dialogue Tool in Summarised 10 Steps





Listen and learn about the community’s priority concerns and gaps and how the people are affected


Listen and learn about current practices to solve or cope with the problem


Listen and learn about the preferred future sanitation and suggested action to achieve the preferred future


Listen and learn what the community thinks people in it can do differently to achieve the preferred future


Give input including the recommended practice


Select together the most effective, feasible, and appropriate actions


Summarise agreement and reflect on possible results


Plan action, including monitoring and evaluation


Implement, follow up, monitor, and evaluate


Feedback at an appropriate meeting.





Some Comparable Data from the 2000 and 2003 Baseline Surveys:





Indicator�
2000 Survey�
2003 Survey�
�
Exclusive breastfeeding for the first 6 months�
25%�
37.2%�
�
Taking a child with general danger signs to a clinic or hospital�
20%�
56.7%�
�
Attendance of at least 4 antenatal clinic visits�
73%�
86%�
�
Parents telling children stories�
4.3%�
80%�
�
Parents playing with their children�
11%�
81%�
�
Men not taking part in child care�
10%�
0%�
�






The 9 Project Districts


District�
Number of Villages�
�
Chitipa�
75�
�
Mzimba�
114�
�
Nkhata Bay�
65�
�
Likoma Island�
21�
�
Kasungu�
109�
�
Lilongwe�
301�
�
Mchinji�
268�
�
Blantyre�
118�
�
Mwanza�
108�
�
�
�
�






Some Findings of the 2000 Baseline Survey on Care Practices





Practice or Symptom Associated With Practice�
Indicator�
�
Women attending Antenatal clinics at least 4 times�
73%�
�
Exclusive breastfeeding for the first 6 months�
25%�
�
Babies introduced to other foods before 6 months�
50%�
�
Mothers giving their children enriched porridge after 6 months�
35%�
�
Continuation of breastfeeding  of children between 20 to 23 months�
65%�
�
Mothers receiving Vitamin A within 2 months of delivery�
38%�
�
Children suffering from night blindness�
24%�
�
Mothers who felt they had to help by responding when a child was trying to communicate�
9%�
�
Mothers giving children time to play�
14%�
�
Parents telling children stories�
4.3%�
�
Parents playing with their children�
11%�
�
Households throwing faeces in latrines�
46%�
�
Households with no access to safe water�
34%�
�
Children under 5 years old sleeping under a bed net�
9%�
�
Children with fever who did not get any treatment�
30%�
�
Parents taking their children with a bone fracture  immediately to a health facility�
52%�
�
Children aged 12 to 23 months with health records completing immunisation within the first year�
75%�
�
Children dying at home in the year preceding the survey�
54%�
�
Children prescribed follow up visit who did not go back to health facility�
53%�
�
Men not playing a role in child care�
10%�
�
Men who could take a sick child to hospital�
40%�
�
Mothers able to prepare ORS solution�
66%�
�
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