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Context
Nyimba District is one of eight districts in the Eastern Province of Zambia with a population of 97,296 and an estimated 2% population growth rate. The major economic 
activity is subsistence farming. Despite some health successes scored in the various programme areas, Nyimba District continues to face high disease burdens.  The District 
straddles a major highway and is a stop-over for many people, including truck drivers transiting from other parts of the continent. The result has been a steady increase in HIV 
and sexually transmitted infections (STIs).  

Health services in the District include a District Hospital, 12 rural health centres and 7 health posts. These facilities have about half the required professional staff 
establishment, with midwives especially in short supply. Drug supplies and equipment are also inadequate. Physical accessibility to health facilities is mostly through feeder 
roads which are impassable in the rainy season. The health governance system at the community level falls into two categories. One part is the health post or facility system 
which is coordinated by the in-charge at the health facility, who reports in a vertical line to the district, provincial and national health offices. The other part is the community 
health sector which is coordinated by health centre committees which are made of the chairperson and secretary of the neighbourhood health committees (NHCs), and 
linked to the political governance system, made up of the traditional leadership and elected political actors. The NHCs are elected by the community and participate in 
developing plans and budgets for the health facilities, participate in selecting and supervising volunteer community health workers (CHWs), and coordinate the work of CHWs 
with other actors such as the safe motherhood action groups. Sexual and reproductive health services have historically been delivered or supported by an array of players in 
the community including professional health workers, community-based health distributors, safe motherhood action groups, CHWs, neighbourhood health committees, 
teachers, as well as political, traditional and religious leaders. Religious leaders, in particular, comprise an important part of the community leadership system.  Nyimba, like 
other districts in Zambia, is predominantly Christian, although other religions, such as Islam and Hinduism, are also practiced. 

Access problem creating need for the collaboration

Key players

Nyimba District faces several sexual and reproductive health (SRH) challenges. The maternal mortality ratio is high, at 398/100,000 live births; 30% of the maternal deaths are 
due to unsafe abortions, of which 80% are performed in adolescents. Adolescents in Zambia experience several sexual and reproductive health challenges which affect their 
wellbeing. Thirty percent of girls aged 15 to 19 years begin child bearing, 25% of married girls aged 15-19 have an unmet need for family planning, 8% of girls have 
experienced sexual violence, and 7% of youths aged 15-24 are infected with HIV. Overall, comprehensive knowledge on sexual and reproductive health is low among learners 
in schools.  In the context of strong religious traditions, discussion of sexuality is considered taboo and the cultural expectation is that adolescents abstain from sex. Young 
people who try to access SRH are stigmatised. Despite the plethora of actors, outreach and coverage by SRH services in communities has been low.  CHWs have been poorly 
trained and incentivised, while community-based distributors often lack supplies. 

Timelines and key features of collaboration 

In order to address human resources challenges and also improve access to sexual and reproductive health services, especially among young people, Zambia 
developed the National Community Health Assistant Strategy in 2010, creating a new group of workers called Community Heath Assistants (CHAs) and integrating 
them into the formal and community health systems (Figure 1). 

CHAs work with several actors in providing SRH in communities. The actors include 
nurses and environmental health technicians (who together supervise the work of 
CHAs), CHWs, safe motherhood action groups, and community-based health 
distributors. Each of these has a specific mandate. Environmental health technicians 
are mainly responsible for delivering health sanitation programs in the community. 
The safe motherhood action groups provide information on maternal and child health 
services, encouraging early use of antenatal services and facility deliveries. The 
community-based health distributors provide different types of family planning 
methods at household level. In contrast to these cadres, the job description of CHAs is 
comparatively broad, not only incorporating the activities performed by individual 
players, but also includes the task of coordinating the activities of other players for 
SRH. In this regard, CHAs are also expected to work with health centre committees, 
NHCs, teachers and community leaders - sporting, churches and traditional 
authorities - in mobilisation processes.  At the same time, community structures and 
players are also supposed to provide oversight CHAs, even if formal accountability of 
CHAs is through the health facility.  In this complex dynamic, the manner in which 
CHAs position themselves in relation to other actors and how they navigate and 
negotiate community relationships is key to achieving collaboration for improved SRH. 
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Key lessons for collaborative governance
CHAs were introduced to promote SRH in the midst of a variety of other community based cadres and 
structures. They were given legitimacy by having their roles endorsed by district authorities and 
community leaders.  The CHAs used their health facility service delivery role to gain trust and entry 
into the community. They then successfully negotiated the micro-politics of collaboration by working 
to build relationships of reciprocity with other community level actors, holding regular joint meetings, 
and acting as brokers between the volunteer health workers and the Ministry of Health. CHAs then 
capitalised on these social networks to deliver SRH services to adolescents. By embedding the 
provision of information about SRH into general life skills at community level, the topic’s sensitivity 
was reduced, and its acceptability was enhanced. 

Capacity for joint 
action

Shared 
motivation

Principled 
engagement

Qualitative evidence suggests that:
• CHAs have successfully collaborated in delivering SRH education and services in health facilities, schools, 

police stations, home settings, and community spaces.  SRH services have also become integrated into 
other community health promotion activities such as health education on sanitation and immunization 
of children.

• There is increased capacity of the community to support and promote SRH rights and services for 
adolescents. 

• Relationships developed between CHAs and other community actors involved in delivering SRH services 
are characterised by mutual respect, trust, understanding, regular communication and partnership.

• Factors limiting the acceptability of CHA services include taboos surrounding sexuality, a gender 
discriminatory environment, competition with other providers, and the time and resources to conduct 
household visits. 

Key achievements and challenges

Drivers Leadership support from the in-charge at the health facility and traditional leaders; Consequential incentives which included 
availability of framework or strategy for guiding the operations of CHAs, joint review meetings created possibilities for CHAs and 
other volunteers to meet; Interdependence as CHAs could not deliver the SRH services on their own due to vast catchment areas.

Collaborative 
dynamics

Principled 
engagement

When CHAs were deployed at the health facilities, they were not all fully accepted by the other health workers and volunteers, as 
they did not understand their responsibilities. Such misunderstandings resulted into systematic exclusion of CHAs from service 
provision.  These concerns were revealed through monitoring sessions and process evaluations conducted by the Ministry of 
Health and research (discovery process). Meetings were thus conducted by the District Health Office with stakeholders at the 
community level to define the CHA responsibilities. Following this definition process, all actors deliberated on how CHAs could 
collaborate with other actors in delivering SRH.   The deliberation process involved communicating or informing community 
leaders, the church and teachers about the role of CHAs. Finally, joint determinations where made regarding how CHAs would 
work with the other community actors.  In particular, it was made clear that the CHAs would supervisor other CHWs and also 
spend more time in the community doing outreach work.

Shared 
motivation

Recognition by CHAs that knowledge and support from other community-based actors is of great value in providing SRH to young 
people, promoted trust and mutual respect among the actors. Such appreciation was given through regular meetings. Apart from 
motivating other actors in providing SRH services, meetings facilitated the development of shared purpose and understanding 
among community actors. CHAs also promoted work commitment among other community actors by playing the role of brokers. 
This was done through discussing the working conditions of other volunteers such as the lack of consistent payment of incentives
to the volunteers by the Ministry of Health. Community leaders’ support of CHAs promoted legitimacy of the CHA SRH services.

Capacity for 
joint action

Procedural and institutional arrangements such as the CHA Strategy elaborated the collaborative arrangements between CHAs 
and other actors.  The CHAs used their health post position to make appointments with young people for further follow up on 
SRH issues at community level. Know-how and knowledge sharing was also used by CHAs as a negotiating tool for support from 
other actors in providing SRH services.  One of the challenges that CHAs faced in delivering SRH services was the micro-politics of 
collaboration and reporting patterns between CHAs and other actors that work with CHAs. One of the groups they struggled to 
engage with was the NHCs. CHAs had difficulties in positioning themselves in relation to the NHCs because the latter recruit CHAs 
and are also supposed to supervise them. At the same time, CHAs were taking over some of the functions (e.g. supervising 
CHWs) previously performed by NHCs. Finally, CHAs struggled to fit within their ideal work schedule which required three days of
community visits and two days working at their health post, due to inadequate staff at the health facility
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