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Chapter six

Four Princi ples of Community- Based 
Primary Health Care
Support, Appreciate, Learn/Listen, Transfer (SALT)

Marlou De Rouw, Alice Kuan, Philip Forth, Rituu B. Nanda, 
and Luc Barrière Constantin

Is it pos si ble to imagine a world where individuals and communities recog-

nize and re spect their common humanity and live out their full potential to 

contribute to society as a  whole?

— The Constellation (2016)

When communities take owner ship of their health challenges, they take ac-
tion to overcome them. Owner ship drives action that  will not be dependent 
on external stimulus; it is the foundation of sustainability.

In vari ous priority issues, such as maternal and child health or the  human 
immunodeficiency virus / acquired immunodeficiency syndrome (HIV/AIDS), 
the global health agenda emphasizes the importance of communicating and 
building partnerships with the communities affected by  these issues. This 
community- based focus could generate solutions where community members 
participate in a health intervention, and this is often exemplified by the re-
cruiting and training of community health workers to perform safe practices 
and promote health within their social circles. The term community, there-
fore, is used generously in delineating its significance to health program in-
terventions. However, while global health stakeholders have used the term to 
a seemingly infinite extent, truly comprehending its meaning is a major chal-
lenge. Understanding who is considered part of a community and how they 
are bound together is a complex task due to the layers of nuanced history and 
evolution that shape how community members thrive as a group.

 There are aspects of communities that can be clearly observed and delin-
eated. On the most basic level, communities are made up of  people who are 
geo graph i cally close to one another. They live in the same location and are 
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thus affected by the same issues impacting a certain area. Through daily prox-
imity and interaction, community members build relationships with one an-
other, naturally amplifying their mutual trust, recognition of shared concerns, 
and ability to work together to solve shared prob lems. Community members 
can build on each other’s ability to create effective, realistic solutions that are 
aligned with the structures of their governance, culture, and values.

Stories of communities in this chapter exhibit a fluid definition of the term. 
Community bound aries vary depending on countless contextual  factors re-
garding the identity of  peoples who share common values, trust, and concerns 
in their daily lives. However, all the communities we discuss have under gone 
a learning pro cess that enabled them to be more effective in using their own 
assets to create solutions. They illustrate community engagement as a partici-
patory pro cess in a cycle of problem- solving.  These stories demonstrate how 
empowerment means community members realizing and acting on their po-
tential to take owner ship of challenges that they face collectively. Owning 
challenges brings responsibility to articulate their root  causes and then to 
work  toward solving the challenges with collective strengths to meet collec-
tive needs.

The approach we describe and illustrate  here has been shown to be help-
ful across a wide spectrum of issues including child health, maternal health, 
nutrition, cholera, diabetes, Ebola, AIDS, malaria, poliomyelitis,  water, sani-
tation and hygiene, palliative care, sexual and reproductive health, drugs, sui-
cide prevention, and aging with dignity. Combined,  these reflect a contin-
uum of comprehensive, community- engaged, primary health care (PHC), as 
fully articulated in both the Alma- Ata and Astana Declarations. It is precisely 
in PHC where communities have an inevitable role to play— a role that is of-
ten forgotten but must now resurface as a recognized driving force in defin-
ing priorities, co- managing health facilities, creating demand, and engaging 
 people to uptake needed health ser vices to achieve PHC.

Truly successful PHC requires internal and central trust- building that be-
gins with the  people themselves, giving them the ability, the voice, and the 
equal playing field to become a part of the solution. The issues communities 
face  every day are direct reflections of what needs to be improved in health 
systems. Their strug gles are direct demonstrations that they should be in-
cluded in designing the solutions to their prob lems,  because they have lived 
with them and therefore have personal knowledge of what should be done 
about the prob lem. As a result, an inevitable link forms between PHC and 
communities that benefit from it.
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We pre sent three case studies in which communities have taken owner ship 
of their health challenges.  These case studies stress two princi ples that under-
pin the development of the community as it takes owner ship of its chal-
lenge. The first princi ple asserts that we appreciate strengths rather than an-
alyze weaknesses. When a community comes to appreciate its strengths, it 
can act based on  those strengths to improve its situation. That improvement 
can become the basis for systematic action that moves the community  toward 
its shared objective. The second princi ple asserts that a community can take 
sustainable action only when its members recognize that they have a shared 
interest in a better  future. This recognition comes through dialogue. Dialogue 
requires that the many voices of the community are heard and listened to. The 
dialogue can produce coherent community action when all members of the 
community feel that their concerns have been recognized in the plans that 
the community makes.

Owner ship, Appreciation, and Coherence

Owner ship means that the community decides on the action it wishes to take 
and that it takes this action. Owner ship does not mean the rejection of re-
sources that outside organ izations can bring to support the individual and 
the community. However,  there is a world of difference between outside ex-
perts telling  people what they need to do and  people asking for the resources 
and expertise they need to execute their own plans.

Owner ship is not the definition of empowerment, though it is certainly an 
aspect of empowerment. Owner ship implies more than consultation and en-
gagement. Figure 6.1 develops the path to owner ship in the context of Arn-
stein’s (1969) ladder of participation: The ladder makes the point that  there 
are gradations in participation in the depth and range of re distribution of 
power. Owner ship goes beyond consultation, engagement, and empower-
ment. This understanding dates back to Article VII of the Alma- Ata Decla-
ration, which states: “Primary health care . . .  requires and promotes maxi-
mum community and individual self- reliance and participation in the 
planning, organ ization, operation and control of PHC, making fullest use of 
local, national and other available resources; and to this end develops through 
appropriate education the ability of communities to participate.”

The communities take owner ship using a learning cycle. In this cycle, 
groups think about the actions that they intend to take, take  those actions, 
and then reflect on the outcome of  those actions with a view to improvement. 
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One early implementation of the learning cycle was through the Deming Cy-
cle (plan, do, study, act), which is now widely used in industry  after its in-
troduction in Japan  after the World War II (Deming 1967). Applications of 
the learning cycle have spread beyond industry in a variety of forms (see, e.g., 
Kolb and Fry 1975).

Collison and Parcell (2004) recognized that an essential aspect of any form 
of learning cycle was the conversation that supported each stage in the cy-
cle. If the learning cycle is no more than a mechanical pro cess or executed by 
a narrow subgroup on behalf of the community, it  will fail. At each step in 
the learning cycle, one objective is to bring together the dif fer ent perspectives 
that are found in all communities. The dialogue that is part of each step in 
the cycle seeks to establish a coherent view within the community that is an 
essential ele ment of sustained pro gress. Broadening the participation in the 
learning cycle expands the portfolio of community assets to confront the 
challenges.

When a community appreciates the strengths that it already has,  these 
strengths can be the basis of further actions. The advantages of the strengths- 
based approach in comparison with a more traditional, deficit- based approach 
has been called appreciative inquiry (Cooperrider and Srivastva 1987). Appre-
ciating one’s strength is a better spur to action than seeing only deficit.

Rungs on the Arnstein Ladder The Path to Community Ownership

Community control We own: We decide the action
and we take it.

We have been given some authority.

We share ownership.

We are informed.

We are looked after.

We are manipulated.

We are consulted.

Delegated power

Partnership

Placation

Consultation

Informing

Manipulation

Figure 6.1.  Arnstein’s model of community participation. Source: Arnstein 1969
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When a community begins to use this form of a learning cycle, it needs the 
support of a facilitator who is experienced with the approach. In addition to 
helping the community apply the steps of the learning cycle, the facilitator 
supports the dialogue that develops a coherent view within the community 
and encourages the community to appreciate its own strengths. As time goes 
by,  these skills develop within the community, and the need for an external 
facilitator fades away.

The Community Life Competence Pro cess and SALT

In this chapter, we pre sent three examples in which communities have used 
a learning cycle approach to improve their health situation in Botswana (HIV 
control), India (increase in the uptake of immunization), and Guinea/Liberia 
(restoring trust between communities and health care workers  after Ebola).

Figure 6.2 shows the steps of the learning cycle that have been used in the 
examples. A precondition is becoming motivated by knowing that action can 
result in a healthier and more prosperous place to live. Many  people live lives 
of resignation. They do not know or do not believe that anything can im-
prove their community. Owner ship of the knowledge and belief in possibil-
ity precedes moving into action. The purpose of the first steps is to stimulate 
that owner ship and the ensuing actions. The steps in the learning cycle are 
preceded by a Step 0, in which the community must come together to estab-
lish a common identity grounded in mutual humanity. This augmented learn-
ing cycle is referred to in this chapter as the Community Life Competence 
Pro cess (CLCP). Augmenting the learning cycle with an initial step of unifi-
cation of shared identity is critical to achieve coherence in the formation and 
execution of the action plan.

In Step 1 of the CLCP, the community defines a “shared dream”: the com-
mon objective for which the community  will work.

In Step 2, the community defines its current position through a self- 
assessment. This is effective in stimulating productive dialogue within the 
community as members discuss their current position (Parcell and Collison 
2009).

In Step 3, the community creates an action plan to move from its current 
situation to its desired situation.

In Step 4, the community carries out its action plan.
In Step 5, the community reflects on the pro gress that it has made to pre-

pare for the next cycle. The community explores the lessons it has learned and 
the material that it can share with its peers to help them to pro gress.
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The style of facilitation reinforces the possibility that the community  will 
take action. A challenge for the facilitator is to bring together a broad cross 
section of voices from within the community, many of which are rarely heard 
and even more rarely listened to. The discussion that arises within the struc-
ture of CLCP offers new perspectives. When  these diverse perspectives are 
listened to with re spect, this dialogue produces a broader view of the com-
munity challenge. We do not pretend that the community becomes united and 
takes action. Rather  there is a coherence to the community perspective that 
opens the door to an agreed- upon set of actions, and the coherence can de-
velop with  those actions.

Botswana: Communities Acting Together to Control HIV
Alice Kuan (Johns Hopkins), Marlou De Rouw And  

Rituu B. Nanda (the Constellation), With Input From  

NAHPA Botswana And UNAIDS Botswana

Communities Acting Together to Control HIV (CATCH) encourages citizens 
of Botswana to put their own strengths and resources  toward the health and 
social issues they are facing.

Step 2
Where are we now?

SELF-ASSESSMENT

Step 3
What are we going

to do?

ACTION PLAN
Do we appreciate

the power of
SALT?

Do we
learn and share?

Step 4
Just do it!

TAKE ACTION

Step 5
Where did we get to?
What did we learn?
How can we share?

REFLECT

Step 1
Where do we want

to be?
Through which

practices?
THE SHARED

DREAM

Step 0
Who are we?

What makes us human?

Figure 6.2.  The community life competence pro cess. SALT = support, appreciate, 
learn/listen, and transfer.
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Although CATCH emerged from a concern for HIV, the community saw 
HIV in a broader light, helping them implement actions reaching far beyond 
the disease itself. Two success  factors contributed to the enthusiasm of par-
ticipants and the growth of the communities: (1) the involvement of tradi-
tional leaders and (2) a common tracking system.

Four Princi ples for Greater Community Owner ship

 Here we describe how facilitators support the 
community as it applies the Community Life 
Competency Pro cess (CLCP) to face its 
challenges. The approach is based on four main 
princi ples: it supports the community, appreci-
ates its strengths, learns from the community, 
and transfers what it learns to its peers.

The SALT Approach

SALT is an acronym that describes the  mental 
model that facilitators use when they accom-
pany communities through the CLCP, and it 
stands for support, appreciate, learn, and 
transfer. Traditional modes of education 
emphasize a passive receptive learner receiv-
ing knowledge from a teacher. Collaborative 
learning stresses discovery of a latent  human 
ability to analyze prob lems and to find 
solutions to  those prob lems. The SALT 
approach challenges every one to leave the 
mind- set of teachers versus learners  behind 
and to appreciate and develop strengths.

A central role of the facilitator in the 
CLCP is to ask questions that allow commu-
nity members to recognize their strengths and 
achievements and to use them to take further 
action. Communities are usually only too well 
aware of their weaknesses; however, they are 
frequently unaware of their strengths.

The facilitator in the CLCP makes the 
community aware that it is not alone in 
working in this way on similar challenges and 

can make the links between communities so 
that they can share their experiences, their 
hopes, and their concerns with each other and 
learn from one another.  Those links may be 
between neighboring villages, but with 
technology the links can be half a world away.

 There are several contrasts between 
facilitation that is expert- led and facilitation 
that is based on the SALT acronym:

• Experts rely on their own expertise, while 
the SALT approach to facilitation focuses 
on the strengths of  people and communi-
ties to respond.

• Experts rely on specialists to define the 
prob lem and offer the solution to the 
prob lem, while SALT facilitation reveals 
strengths so a community can come 
together to find solutions.

• Experts instruct and advise, while SALT 
facilitation emphasizes learning and 
sharing.

SALT facilitation supports the community as 
it moves  toward owner ship of its challenge.

Lamboray (2016) provides more details 
on the development of the SALT approach 
in his book What Makes Us  Human. The 
Constellation website provides further 
discussion of the approach (https:// www 
. communitylifecompetence . org / our - approach 
. html).

https://www.communitylifecompetence.org/our-approach.html
https://www.communitylifecompetence.org/our-approach.html
https://www.communitylifecompetence.org/our-approach.html
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At the start of CATCH, communities shared concerns over the prolifera-
tion of HIV/AIDS; they had not yet or ga nized owner ship of their be hav iors 
and potential to tackle relevant prob lems. Throughout the pro cess of CATCH, 
not only  were they able to take owner ship of the prob lem, but they also be-
came active learning communities that defined their actions based on les-
sons received from one another. In CATCH, communities capture their own 
pro gress on so- called dashboards— painted billboards that are set up strate-
gically within the locality. The boards are their way of expressing owner ship 
of the actions  toward their vision, showing the communities’ dreams, action 
plans, pro gress, and achievements.

Participating communities revealed untapped ability to spread trust of the 
medical system through peer communication, and this had spillover effects 
beyond merely promoting HIV testing— defeating one obstacle often leads to 
overcoming other issues it has caused, as well as other related obstacles. Buy-
in from the traditional leaders was crucial in forming strategic alliances to 
improve HIV screening and referral, and  these alliances can evolve to serve 
other purposes. Some of the villages responded to CATCH in unexpected 

Figure 6.3.  A CATCH dashboard in the Sefhoke Ward in Tlokweng, a village in the 
South- East District of Botswana. Source: National AIDS and Health Promotion 
Agency
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ways. Their stories illustrate the fruits of the communities’ intrinsic strengths, 
their unified spirit, and what happens when they take control of their own 
health as a contribution to successful PHC.

Background: HIV/AIDS in Botswana

Botswana’s  people continue to confront a severe HIV epidemic, with 20.3% 
of adults aged 15–49 years old living with HIV (UNAIDS 2018). According 
to the National AIDS and Health Promotion Agency (NAHPA), many  factors 
contribute to the epidemic, including multiple and concurrent sexual partner-
ships, intergenerational sex, alcohol and high- risk sex, stigma and discrimi-
nation, and gender- based vio lence (US President’s Emergency Plan for AIDS 
Relief 2016).

Community- Based Strategy

CATCH was designed to expand grassroots HIV responses  under traditional 
leadership and community- engaged planning and action. It exemplifies the 
CLCP approach of figure 6.2 to convene community members to identify lo-
cal challenges and solutions. CATCH facilitators started with inclusion of 
community leaders, followed by introducing CATCH to communities. Facili-
tators undertook a series of home visits to appreciate individual hopes and 
concerns, and they scheduled community- wide conversations where villa gers 
developed a common vision, identified collective issues and strengths, and 
planned and implemented activities  toward the vision.

During  every step in this pro cess, CATCH opened the space for commu-
nity members to trust one another and share information, creating a vital, 
community- specific dialogue— a core aspect of progressing  toward effective 
PHC. In the Tlokweng and Ba- Ga- Malete communities, the top three 
strengths that communities discovered in themselves through active listening 
and conversation  were knowledge about HIV, openness to discussion, and 
shared desire to see a positive change in be hav ior (The Constellation 2016). 
When they put  those strengths to work, common actions implemented by the 
villa gers themselves included community member promotion of HIV testing, 
the organ ization of health and wellness days, condom distribution, and the 
building of a youth center. As better systems of youth engagement and mate-
rials distribution arose out of local leadership in CATCH, communities also 
contributed an insistence to sustain the gains they made. During the pro cess, 
the kgosis, the traditional village leaders, took on a leading role. Facilitators 
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asked the  simple but deep question “What are you proud of?”— and to re-
spond, the kgosis rediscovered their assets as leaders and applied them to 
build enduring solutions.

Pogiso Botlhole, a traditional leader of Khudiring Ward in the Southeast 
District, was trained with seventy- four other chiefs in 2017. He recalled that 
at the outset not every one in the community supported the CATCH proj ect. 
Sometimes, villa gers had questions about  whether  there  were any personal 
benefits rather than shared benefits from participating in CATCH. To solve 
this, the Southeast District community and NAHPA hosted a knowledge 
share fair, in which villa gers explored many initiatives regarding HIV and 
general health that had been started, led, and sustained by communities. 
Through this learning exchange, they came to appreciate and experience the 
SALT and CLCP methods by themselves, acknowledging the value of collec-
tive spirit and dialogue.  After some time, Botlhole and other traditional lead-
ers gained the support and trust of families for implementing this bottom-
up approach. “SALT forms a bond with the  people we visit; they may not 
change overnight but over time they  will change,” Botlhole remarked. “As per 
an old saying . . .  it takes the  whole village to raise a child” (Botlhole 2017).

When CATCH first started, Botlhole realized that the prob lem at hand was 
not merely the HIV epidemic. “When a person is diagnosed with HIV,” Botl-
hole explains, “he or she often instantly defaults on expensive treatment 
 because under lying prob lems may remain untouched! Many abuse drugs and 
alcohol.” Along with this, each community faced issues rooted in gender- 
based vio lence, teen pregnancy, and lack of prenatal care. Botlhole describes 
how they made SALT visits to the homes of  people, particularly  those who 
had ailments or difficulties such as drug abuse and HIV:

We did not visit once, we came back several times.  These  people now felt 

that they  were not alone, they  were supported. Through appreciation they 

realised that though they had major medical issues, their life had not come 

to an end. This increased their self- confidence. They started appreciating 

their own selves. We invited  these  people to dream together about the  future 

of their village. Their dreams  were like “Our  children  will not get infected 

by HIV” or “Our  children  will not use drugs.” “ There  will be a school in the 

village” was another one. Through this dream building the issues became a 

community  thing and was no longer an individual issue. This, I think, 

encouraged them to take action. (Botlhole 2017)

The community conversations, during the self- assessment phase of the learn-
ing cycle, in which members reflect on their current position, helped bring 
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 those issues forward. Botlhole now counts the results: some  people  stopped 
brewing alcohol illegally, and some admitted that they  were defaulting on 
treatment.

Monitoring Pro gress

Communities promoted monitoring and accountability on a “CATCH dash-
board,” which was a painted billboard set up by the communities with the 
support of local artists (see fig. 6.3 on page 134). The board informed villa-
gers on unfolding pro gress while also communicating events to “outsiders.” 
Dashboards mirrored community challenges and achievements by detailing 
three sections, each illustrating dif fer ent information gathered by community 
members to monitor community- level issues, prioritize goals, envision solu-
tions, and implement activities. The content of  these sections was elaborated 
by the community through joined envisioning, self- assessment, and action.

The first section shows vari ous illustrations detailing the community mem-
bers’ common vision and main goals. The second section reviews challenges 
that the community believes should be prioritized for immediate action, by 
themselves. The final section highlights accomplishments of the community 
in light of the most urgent issues described in section 2. As a result, the bill-
board has the ability to mobilize community members for action.

The effects of the dashboard continue to be transformative. Communities 
use it to positively change each other’s attitudes  toward health prob lems. 
Community members who see the dashboard become interested in the dis-
played issues, often inspiring their devotion to address them; they soon rec-
ognize, as a result, that they own not only  these prob lems but also the solu-
tions. This helps inform more villa gers about the issues, mobilize neighboring 
communities to connect and coordinate with one another, and encourage 
agreement on their innate abilities to innovate. The pro cess of taking owner-
ship incites the transformation of communities from identifying a prob lem 
to working together to generate shared solutions, aligning with the goals of 
PHC and helping them become active learning communities. Botlhole (2017) 
describes the experiences they have had with the dashboard:

We have been fairly successful in reducing consumption of alcohol through 

[the] SALT pro cess in Botswana. Our villages have dashboards where they 

share their dreams, hopes and concerns, self- assessment and action points. 

Where alcohol was an issue, villa gers made action plans like bars would 

close between 12 pm [and] 8 am. The community members took their 
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dreams and action points to the authorities like police or  people who issue 

bar license[s]. Community members  were able to convince the authorities. 

We see that funding for churches and schools in the villages has increased 

and for bars has reduced in the areas where we are working.

Assam, India: Improving Immunization Coverage through Villages 
Taking Owner ship of the Challenge

Philip Forth and Rituu B. Nanda (the Constellation)

 There is a growing body of lit er a ture showing that demand- side interven-
tions lead to significant improvement in childhood vaccination coverage in 
low-  and middle- income countries (Oyo- Ita et al. 2012). With this growing 
realization that community- level  factors influence vaccination uptake, more 
recent strategies to increase vaccination coverage have attempted to focus on 
community- based interventions. Existing community engagement programs, 
however, mostly focus on communication activities that do not actively in-
volve communities in planning, monitoring, and surveillance activities (Sabar-
wal et al. 2015).

Despite a long- standing national program for immunization in India since 
1985, only 65.2% of 12-  to 23- month- old  children are fully immunized 
(UNICEF India 2015). In 2015, the organ ization 3ie awarded a grant to the 
Constellation and the Public Health Foundation of India to implement and 
evaluate the SALT approach, which seeks to go beyond information and en-
gagement to encourage communities to take owner ship of the challenge of 
immunization. A study protocol for evaluation is described in Pramanik and 
colleagues’ 2018 article “Impact evaluation of a community engagement in-
tervention in improving childhood immunization coverage: A cluster ran-
domized controlled trial in Assam, India.”

The communities  were supported by facilitators from the Centre for North 
East Studies in Bongaigaon and the Voluntary Health Association of Assam 
in Udalguri and Kamrup as they worked through the CLCP. The communi-
ties at stake  here are defined as groups of  people from the same location, 
sharing relationships or trust or interest: they live in the same village and 
neighborhood and are facing the same challenges. A team of three facilitators 
and a supervisor worked with the thirty communities in each of the three 
districts. During the year, the Constellation worked with the facilitators to 
develop their skills in the execution of the steps of the CLCP with the SALT 
approach.
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As with CATCH in Botswana, facilitators identified and supported local 
champions in the communities to maintain the continuity of the pro cess 
within the communities and to provide links between the facilitators and the 
community. The local champions  were able to advise, for example, when 
flooding made access to a par tic u lar village difficult or when busy times in 
the fields made a visit inappropriate.

During the early stages of the intervention (Step 0 of the CLCP in fig-
ure 6.2), each facilitator visited individuals and small groups to discuss their 
hopes and concerns for the health of their  children. As interest increased, the 
facilitators found that it was more effective to work as a team of three to lead 
the community through steps of the cycle. As the experience and confidence 
of the facilitators grew, they became skilled at documenting each step of the 
pro cess for the community and then using that documentation in the succeed-
ing steps.

In  every village,  there is an accredited social health activist (ASHA) who 
has the responsibility to create awareness of health, to mobilize the commu-
nity, and to increase the use of existing health ser vices. In  doing so, ASHAs 
ensure greater access and participation of the communities’ members in the 
delivery of  these basic essential health care ser vices. In Assam, the burden 
placed on the shoulders of ASHAs is large. ASHAs have remarked that more 
 people are coming to them to find out the immunization schedule. In Kad-
amguri, Udalguri District,  mothers now meet regularly, and their action plan 
has motivated some  women to take on the responsibility of informing  others 
about the immunization schedule. Nikunja Damaria, ASHA for Kadamguri, 
remarked: “The village is very large and I am not able to cover all  houses 
and inform the  mothers of the vaccination. I  don’t have time to go to each 
and every one [sic]. My workload has been reduced  because communication 
about immunization has been taken up by  women from the community.” In 
a similar vein, Alpana Chakravarty, ASHA of Gaurajhar village, said: “The 
SALT pro cess has made our job easy.  Earlier we had to give constant remind-
ers to the community on the immunization schedule, but now the commu-
nity . . .  itself is keeping contact . . .  with us to know the immunization 
schedule.”

Amrit Rabha, a facilitator in Udalguri, has noticed some deeper changes. 
The  women have come to realize that they have some common concerns. This 
has brought them together, and a network is developing. The ASHA tells two 
or three  women about the immunization schedule, and the network shares 
the information. Such empowerment brings the community to another level, 
whereby  people are taking action together, solving their prob lems, and 
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learning from what they are  doing. Sonashi Mishra, a young  mother, fol-
lows up with  those who miss the vaccination. Anita Dumari, another 
 mother, noted: “I should let other  mothers know about immunization.  Every 
child in my village should be healthy; it is my moral responsibility to help 
 others.” “ These meetings are a learning opportunity,” says a young  mother. 
“I [have] never missed a schedule of vaccination but never both ered to ask 
why it was given. If every one learns about this, no one  will miss an immuni-
zation schedule of their babies.”

A second indicator of change is that as the community begins on the sec-
ond cycle of the CLCP, the challenges that the community wishes to deal with 
often widen. The concern of the village broadens beyond the health of 
 children to include the cleanliness of the village and the quality of the  water 
supply to induce community owner ship of other ele ments of PHC.  People 
begin to ask, “If we can do something about immunization, why  can’t we do 
something about the cleanliness of our village or the quality of our  water sup-
ply?”  Those issues strongly relate with the health and well- being of the pop-
ulation;  these are ele ments of disease prevention that have direct impact on 
access and ser vice delivery by reducing utilization of facilities. It also increases 
the social ac cep tance of proven methods and technologies for the improve-
ment of health and well- being of the communities. A young  woman in Jon-
gakholi Village in Kamrup said: “We realized through collective discussion 
that the  water supply prob lem could only be solved if we c[a]me together. So 
far, we have been working in twos and threes.” Communities have also started 
to take action around the Anganwadi centers:  These are rural child care cen-
ters that  were set up by the Government of India in 1985. In Batabari Vil-
lage, their center had been washed away by floods, and through dialogue the 
community recognized that they did not have to wait for the government to 
rebuild the center. In another village, the center had not provided any food 
for the  children for a year, so one lady began to cook in her home and bring 
it to the center in order to provide the  children with a hot meal.

When a community begins to take owner ship of their challenges,  there is 
the potential for tension between  those who seek to take owner ship and  those 
who feel that they currently have owner ship. The tension can be an indica-
tor that change is taking place. An impor tant role of the facilitator is to sup-
port and to encourage the dialogue within the community so that  these 
tensions are resolved and the community can move forward together in a 
coherent way. While  these tensions have not been severe in Assam, they have 
been pre sent. In Assam, the challenge for the facilitator is to work with the 
ASHA so that she does not see the SALT approach as a threat or an implicit 
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criticism of her work but rather as an approach that supports her and makes 
her job easier. Over time, the ASHA and the auxiliary nurse midwife in Udal-
guri began to understand that this approach does not threaten their position 
or status and that it can ease their workload. The ASHA of a village of 
Udalguri affirms that it is impor tant that this kind of community conversa-
tion and action is replicated in other villages. She affirmed, “My work bur-
den has been shared by the community; the vaccination rate is  going up. I 
want other villages to also adopt this approach of coming together, talking 
to each other. Therefore,  today I have invited the ASHA of village Batabari 
Number 2 to come  here so that she can learn what we are  doing so that this 
can be done in her village.”

 Toward the end of the year of implementation of the SALT/CLCP ap-
proach, the communities came together to share what they had learned with 
one another and with representatives of the broader community in Assam. 
 There was a daylong event in each of the three districts: the events  were at-
tended by forty- one, sixty- four, and forty- five community members in Udal-
guri, Bongaigaon, and Kamrup, respectively. A state- level event was held in 
Guwahati on the fourth day, at which the communities  were represented by 
fifteen communities from the three districts. At each of  these events, commu-
nities shared their experiences with their peers, and officials listened to the 
achievements of the communities. At one level, this was an opportunity for 
groups to learn from one another and to understand that  others  were facing 
and finding answers to the same challenges that they  were facing. At another 
level, community members  were stimulated to further action by the recogni-
tion that what they had done and what they had learned was of interest and 
importance to  others.  These events play a vital role in sustaining communi-
ties as they work to improve their situation.

The facilitators of the pro cess needed to change the way they approached 
communities. Many facilitators have become comfortable with an approach 
where they offer something to the community, perhaps a commodity or 
money. With the SALT approach, they have nothing to offer, and it takes 
courage to approach the community empty- handed. One facilitator in Kam-
rup was particularly doubtful about this approach, but he came to recognize 
the power of appreciation and is now an enthusiastic supporter of the ap-
proach. “ Every letter in SALT is power ful. Appreciation and learning are 
impor tant for me. Appreciation has the power to create a comfortable envi-
ronment. When we start to appreciate, it opens up doors for communica-
tion, and we become more approachable. In other proj ects I have worked 
on, we  didn’t listen to  people.” Now he receives invitations to work with 
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other villages in Kamrup. Similar changes in the be hav ior of facilitators 
who use the SALT approach have been documented by Zachariah and col-
leagues (2018).

Community and individual owner ship of health concerns is not a chal-
lenge to existing systems. Rather, community owner ship can be the basis for 
a partnership that opens the possibility of leveraging existing resources to 
deliver better results for essential health care delivery and other related ar-
eas in PHC at lower costs.

Guinea/Liberia: Restoring Trust between Community  
Health Care Workers and Health Care Post- Ebola

Luc Barrière Constantin (the Constellation)  

and Alice Kuan (Johns Hopkins)

Short Summary

In early 2016, three Ebola- affected countries— Guinea, Liberia, and Sierra 
Leone— held open space conferences or ga nized with the support of the Ger-
man Institute for Medical Mission (and the Deutsche Gesellschaft für Inter-
nationale Zusammenarbeit). The goal was to hear communities and vari ous 
actors of that region address the question of how the respective national 
health systems could be improved and what contributions communities could 
make to support government efforts. A serious loss of confidence of the pop-
ulation vis- à- vis health care providers was pointed out as a major detrimen-
tal effect of the outbreak of Ebola. The Regional Confidence Proj ect (RCP) 
aimed at restoring relationships and trust between communities and health 
facilities on both sides of the border between Liberia and Guinea. Between 
September 1, 2016, and August 31, 2017, the proj ect cooperated with seven 
health facilities and sixteen villages or communities. The RCP, as a  whole, had 
three arms for action. The community mobilization arm aimed to empower 
communities to find solutions to health challenges with their own strength 
using the SALT/CLCP approach (Papkalla et al. 2017).

The purpose was to restore a constructive dialogue between communities 
and the health staff in a way that allows for greater participation and sup-
port of the community members to the health infrastructures. Such partici-
pation aimed at increasing access and utilization through demand creation 
for sound and socially acceptable health care. The facilitators  were able to 
or ga nize and execute community discussions with all actors, including health 
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staff and health authorities.  These meetings  were designed to reveal and rely 
on the strengths of each member, and to rebuild confidence between the vari-
ous actors. Through the vari ous steps of the CLCP cycle, communities man-
aged to identify where they wanted to be in the near  future and to mobilize 
local actors and energy for  simple but effective actions. Practical collabora-
tion such as maintenance and cleaning of health facilities and comanagement 
of the health system helped to reduce tensions, discomfort, and mistrust that 
 were the source of reduced use of the health system. Communities de cided 
to collaborate in a more practical way with health staff and also started to 
develop and implement their own activities in their context.

Between June 2016 and June 2017,  there  were very positive changes in 
both countries in the use of health ser vices. Utilization has increased dramati-
cally, especially in smaller health facilities at outpatient departments as well 
as in antenatal clinics (Papkalla et al. 2017). However, even though the con-
fidence of the communities was restored through open and frank dialogue 
with health staff and health authorities,  there is a need to point out that such 
renewed attendance could not have happened without improvements in the 
health ser vices themselves. The complementarity of the community dialogue 
with the health system, on the one hand, and the improvements in health in-
frastructure, on the other, produced positive results. Improvements also 
came from the other arms of the same proj ect. The combination of renewed 
and facilitated dialogue and the strengthening of the health infrastructures 
was critical to rebuilding confidence among communities.

Communities developed  simple action plans that  were doable with local 
resources. For example,  after being guided by the community facilitator dur-
ing discussions related to health issues, communities realized the potential 
of such practice to tackle other burning issues related to the life of their vil-
lages. Therefore, in addition to the results the proj ect had envisaged, almost 
all villages made plans for the regular cleaning of public places and for in-
creasing the number of public latrines. Some villages de cided to create dump-
ing sites, while  others built cemeteries outside the village. They  were able to 
manage access to clean  water and more effective use of mosquito nets (Pap-
kalla et al. 2017). As we consider a broader definition of health, the issues 
tackled by communities ( those defined  here as well as groups of  people liv-
ing in the same village and neighborhood and facing the same challenge) are 
strongly related to PHC. They became practical and socially acceptable when 
they  were discussed and accepted, and owned by community members. The 
most impor tant result of the proj ect, however, was that it allowed  people to 
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have goal- oriented conversations and made communication between com-
munities and health facilities constructive. It is impor tant to remember that 
 these results  were obtained  after only ten months of intervention.

Purpose of the Interventions following the Ebola Virus Epidemic

At the end of the open space conferences held from February to March 2016, 
one of the recommendations made by the representatives from the three 
countries (Sierra Leone, Liberia, and Guinea) was to restore the population’s 
confidence in health workers and overall health ser vices. Emphasis was put 
on comanagement of health infrastructures as well as the inclusion of Ebola 
survivors in management and increase of preparedness of communities 
 toward epidemic outbreaks. The participation of community members in 
the management of health facilities is a power ful way to ensure  people’s ac-
cep tance, uptake, and accessibility to essential health care.

In that regard, partners of the proj ect proposed the SALT/CLCP ap-
proach to be applied in a systematic and large- scale manner to further open 
communities’ discussions on a lengthier time frame. This strength- based ap-
proach allowed community members to define the relevant actors; their vi-
sion of effective, acceptable, and accessible health ser vices delivery; and 
how they would be able to contribute to that vision. Community facilitators 
who  were trained to reveal and nurture  people’s strengths accompanied the 
vari ous discussions and interactions within communities and with the ac-
tors to ensure practical implementation of the decisions made during  these 
discussions.

Population- Level Responses

Dialogue included community members as well as health staff and health 
authorities. District and prefecture authorities  were also involved in order to 
institutionalize the dialogue. Two facilitators per community  were identified 
among community members according to  simple criteria, the most impor tant 
being the need for the facilitator to be from the community and to be ac-
cepted as a facilitator by the community members themselves. They started 
to stimulate conversations with the support of community chiefs. Although 
 there  were some significant differences between communities, the facilitators 
or ga nized at least one meeting  every two weeks, and they also arranged to 
meet with specific groups in between. Facilitators initiated a mapping of the 
villages’ public health assets so they could be seen at a glance. With additional 
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social mapping, community members analyzed how specific community 
members  were affected by ill health, which risks exist, and which social 
groups are impor tant for strengthening healthy be hav ior and practices. To-
gether, they discussed and prioritized  factors promoting and endangering 
health such as be hav ior, cultural rites, or social rules.  There was broad atten-
dance, including the chiefs,  women, youth, and other specific groups during 
 these community conversations. It is an impor tant ele ment of the SALT/CLCP 
approach to ensure proper and holistic repre sen ta tion of the community 
members so that every one feels part of the proposed solutions.

With all this information, the community was able to shape its vision of 
what kind of community it wants to be, and where it finds itself on the path 
 toward its vision. This paved the way to plan community actions that  were 
needed to improve cleanliness and ensure regular meetings between health 
facilities and community members. During the SALT visits in which health 
staff usually participated, conflicts between health facilities and villa gers  were 
addressed and solved. In both countries, the health authorities of the coun-
ties or prefectures  were part of the team and  were involved in the emerging 
new dialogue between health facilities and communities.

One example of SALT’s impact is encompassed in developing support for 
the Agape Health Clinic in Liberia. The clinic imposed high fees for their 
health ser vices, rising even higher than prices for the same ser vices from pub-
lic dispensaries. SALT generated the needed conversations where both the 
faith- based health care provider and the villa gers could voice their concerns 
and needs. The result was an agreement on the new fee for ser vices and the 
building of a new consultation room at the clinic for antenatal care. The dis-
trict authorities also agreed on the support of a part- time midwife (Papkalla 
et al. 2017). This not only benefited  women who needed ser vices but also en-
couraged villa gers and district authorities to give their support to the clinic 
once again. The SALT/CLCP approach allowed for a frank discussion to oc-
cur between actors instead of unilateral decisions being made by the health 
staff and the faith- based personnel. It deliberately included  women.

Rosaline Gamy, of Baala (Guinea), said: “Our village was very dirty 
 because of the pigs. They dragged their defecations everywhere in the village. 
In addition, when you forget . . .  food outside, they put their mouths [o]n it. 
 After several meetings from September to November, it is at the beginning of 
December 2017 that all pig holders have agreed to put the pigs  behind fences. 
Any pork found outside  will be shot by young  people chosen for the cause. 
So  today, all pigs are [ behind] fences. At least one step [has been] taken in the 
cleanliness of the village” (Papkalla et al. 2017).
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Although the official proj ect ended in August 2017, facilitators, commu-
nities, and health staff continued their dialogue for the improvement of vari-
ous issues related to their action plans and the general life of the communi-
ties. Community members realized the opportunity to have a constructive 
dialogue, opening possibilities to take action using their local resources. That 
owner ship of actions de cided together during the pro cess makes them sus-
tainable. Nongovernmental organ ization facilitators (the trainers) have con-
tinued to ensure the support of community facilitators, months  after the clo-
sure of the proj ect. Local authorities have also requested expansion to other 
communities.

Conclusion

The foundation of a sustainable response to health challenges can occur 
through owner ship of  those challenges at an individual and a community 
level. Owner ship means that the community decides on the action that it 
wishes to take, and that it takes that action. Owner ship means that the com-
munity asks for support that it knows it needs rather than relying on outsid-
ers to give them what they think they need. It means that the community uses 
its own  people’s innovation, communicate what they want, and  great change 
ensues. Owner ship means increasing the demand on health ser vices through 
increased participation of beneficiaries in the management of the health sys-
tem. Fi nally, owner ship means adapting the ser vices to the needs of nearby 
communities—in par tic u lar, for essential care.

We presented three examples where communities have applied a modified 
learning cycle called the CLCP to allow them to take owner ship of their par-
tic u lar challenges. The learning cycle alone  will rarely lead to the sense of 
owner ship and responsibility necessary for a sustainable response. Four 
 factors  under the acronym SALT (support, appreciate, learn/listen, and trans-
fer)  were a critical part of the facilitation that governed the learning cycle.

One  factor critical for sustainable community action is that a wide cross 
section of a community’s members recognize that they have a shared inter-
est in a better  future. This critical ele ment of the community concept is rein-
forced along with the implementation of the SALT/CLCP approach as  people 
are taking action together— solving prob lems— and are learning from their 
actions. At each step in the learning cycle, facilitators bring together the dif-
fer ent voices that are found in the community and support a dialogue that 
seeks to establish a coherent view within the community. A second critical 
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 factor to sustain action is that the community appreciates the strengths that 
it already has so that  these can be the foundation of further action. The fa-
cilitator works so that communities recognize their current strengths and can 
begin to take action based on  those strengths.

The communities in Botswana, Assam, and Liberia/Guinea described in 
this chapter illustrate that when communities have recognized that they have 
shared interests and appreciate their strengths, they  will take action on a 
broad front.

Community Responses Extend beyond the Specific Challenge  
to the Root of Health Prob lems

When the community dialogue in Botswana was opened,  people discussed 
their dream for their village and the obstacles that stood in the way of that 
dream.  Because trust was built during home visits, many villages felt confi-
dent to voice their hopes and concerns during community gatherings, and 
 because the approach puts appreciation consciously at the center,  these voices 
 were now also being heard. From the open exchange between community 
members, it became clear that under lying  causes of HIV, such as drug and 
alcohol abuse, needed to be addressed if the response was to be effective. In 
contrast with traditional disease- siloed programs that are often less flexible 
and only leave room for antiretroviral interventions, this time HIV was ad-
dressed in a holistic way, with communities themselves working on the roots 
of their prob lems. Community funds go to schools rather than bars. Commu-
nities’ owner ship is beautifully expressed in the centrally placed billboards 
where pro gress is mea sured and celebrated.

The Community Response Has Spread to Cover a Range  
of Issues beyond the Initial Concern

The Liberia- Guinea example illustrates how communities develop owner ship 
of the approach itself. With good facilitation, community members take an 
appreciation mode of interaction that carries them on to tackle other issues. 
The spillover effect of SALT/CLCP goes far beyond the entry point (in this 
case, the issue with the health system) but reinforces the participation aspect 
of the PHC through related scientifically sound and socially acceptable meth-
ods and actions for improving the health and well- being of the population. 
It is also a way  toward sustainability of the activities.



148          Primary Health Care Foundations

The Community Response Has Supported and Strengthened  
the Formal System Rather Than Challenged It

Assam showed a collaboration between ASHAs (the representatives of the 
formal state system of care) and the community. In Assam, ASHAs invited 
their peers from nearby communities to see what was  going on in their com-
munity in hopes of spreading this idea of owner ship. The crucial insight that 
this approach reduces the burden on the traditional system is beginning to 
spread without any formal intervention on the part of the facilitators. It 
would be shortsighted to see the SALT/CLCP approach as antithetical to the 
narrow system of health care ser vice provision.  These cases show an approach 
that supports the formal system and reduces the burden on that system.

The Alma- Ata Declaration of 1978 and the Astana Declaration of 2018 
have placed the community, as the  owners of their health, at the heart of 
PHC. The capacity of individuals and communities to or ga nize themselves 
and to take effective action in ser vice of their health is as critical to public 
health practice as epidemiology, policy- making, hygiene, and sanitation; in-
deed, an engaged community is essential to a sustained response. However, 
neither the Alma- Ata Declaration nor the Astana Declaration provide a blue-
print to create, to support, and to sustain an engaged community. This chap-
ter, using on- the- ground examples from three dif fer ent countries, has pro-
vided and demonstrated the successful use of a methodology to carry out 
 these impor tant tasks that are at the core of PHC.
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