
Organization alone is not sufficient
to bring lasting change. To be truly
effective and universal in scope, com-
munity participation must be socially
inclusive. Given that communities are
often heterogeneous in composition
and structure, establishing a socially
inclusive community partnership may
be challenging. Long-held patterns of
exclusion and discrimination by gen-
der, religion, ethnicity or disability
can impede the reach of interven-
tions. Divisions among community
members may also be rooted in more
recent events and circumstances, such
as civil strife and the stigma attached
to HIV and AIDS.8

Even when communities have
respected, socially inclusive organ-
izations, their participation in 
programmes is not automatic.
Advocacy and communication are
required to allow community organi-
zations to state their preferences and
needs for health care, nutrition, and
water and sanitation services. Once 
a programme is launched and imple-
mented, community members need 
to see that it is progressing towards
their stated objectives, both individu-
ally and collectively. As programmes
progress, their ongoing relevance
should also be regularly assessed.9

Programmes that limit community
participation to implementation run
the risk of weak local ownership,
with the result that participation
will be tentative and tenuous.10

Periodic meetings of community
organizations involved with commu-
nity programmes are an important
component of participation. At these
meetings, the results and evidence
can be discussed as part of planning,
monitoring and evaluation. 

Support and incentives for

community health workers

Community health workers are
established as an integral part of
community-based programmes, serv-
ing as a bridge between professional
health staff and the community, and
helping communities identify and
address their own health needs. 

Community health workers are gen-
erally the main agents of community-
based treatment, education and
counselling, usually through house-
hold visits. They also attend local
health facilities, obtain and dispense
supplies of drugs and other essential
products, participate in community
meetings and fulfil their responsibili-
ties in programme management.
Other duties often include attending
local district and regional meetings
for training and feedback, and repre-

senting the community in dialogue
with other communities and govern-
ment health personnel.

Because they can reach vulnerable
children who may otherwise lack
access to basic health services, 
community health workers have been
particularly effective in improving
child survival outcomes at project
level in countries as diverse as
Ecuador, Ethiopia, Colombia and
Nepal. Successful scale-up efforts
across the developing world confirm
the potential of community health
workers to deliver equitable health
services to children living in remote
areas and to help fill the unmet
demand for regular health services in
countries with weak health systems.

Efforts to scale up community
health worker programmes,
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Village leaders can be strong advocates for promoting essential health interventions within
communities. A district chief vaccinates his son against polio, Nigeria.

• Effective referral systems to 
facility-based care.

• Cooperation and coordination with
other programmes and sectors.

• Secure financing.

• Integration with district and
national programmes and policies.

Each of these tenets is briefly summa-
rized in the following pages.

Cohesive, inclusive community

organization and participation

Cohesive, inclusive organization 
is a fundamental feature of success-
ful community partnerships.
Communities function under 
established norms and practices 
that are often deeply entrenched in
social, religious or cultural heritage.
Programmes that respect this her-
itage have been found to be among
the most successful community-
based approaches to health care 

and nutrition. In Asia, for example,
the large-scale initiatives under-
taken in Bangladesh (BRAC), India
(Jamkhed and others), Pakistan
(Lady Health Workers) and other
countries have been led by local
organizations – often women’s
groups. These groups have built on
the established structures within
communities that extend to other
areas of development, including
education and credit, as well 
as health.7
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Overarching aim

• Reduce maternal, newborn and child mortality and morbidity.

Objectives

• Improve access to basic preventive and curative services.

• Foster direct and more frequent contact between health
workers and caregivers, mothers and children.

• Encourage sustainable behaviour change.

• Support caring practices.

• Stimulate social mobilization by the community to
demand better services and accountability.

Central features 

• Health care and nutrition activities take place outside 
formal health facilities.

• Community health workers, often volunteers or part-time
workers, are frequently key participants in dispensing
essential services and promoting better caring practices.

• Training, support and supervision for community health
workers are common features of programmes.

• There is often a central point within the geographical
vicinity for the delivery of services or home visits.

• A community organization supports the programme and
contributes not only administration and implementation,
but often design and evaluation as well.

• Other aspects of primary health care – especially water
and sanitation, and agricultural interventions – are part of
the programme.

Additional features common to some, but not 

all, community partnerships

• Referral to facility-based care.

• Support from outreach workers.

• Integration of the programmes into the wider health sector.

• Integration into national development programmes and
policies.

• Measures to strengthen the supportive environment, e.g,
gender equality initiatives.

Common constraints on community partnerships

• Lack of community health workers to deliver quality services.

• Inadequate coordination of diverse participants.

• Insufficient funding for community-based activities.

• Irregular supply of drugs and commodities.

• Poor support and supervision of community health workers.

• Entrenched traditional childcare practices.

• Low economic status of women.

See References, page 107.

Common aspects and challenges of community partnerships in

health and nutrition




