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Abstract

Background Over the years, low-and middle-income countries have adopted several policy initiatives to strengthen
community health systems as means to attain Universal Health Coverage (UHC). In this regard, Zambia passed a
Community Health Strategy in 2017 that was later halted in 2019. This paper explores the processes that led to the
halting and re-issuing of this strategy with the view of drawing lessons to inform the development of such strategies
in Zambia and other similar settings.

Methods \We employed a qualitative case study comprising 20 semi-structured interviews with key stakeholders
who had participated in either the development, halting, or re-issuing of the two strategies, respectively. These
stakeholders represented the Ministry of Health, cooperating partners and other non-government organizations.
Inductive thematic analysis approach was used for analysis.

Results The major reasons for halting and re-issuing the community health strategy included the need to realign

it with the national development framework such as the 7th National Development Plan, lack of policy ownership,
political influence, and the need to streamline the coordination of community health interventions. The policy
process inadequately addressed the key tenets of community health systems such as complexity, adaptation,
resilience and engagement of community actors resulting in shortcomings in the policy content. Furthermore, the
short implementation period, lack of dedicated staff, and inadequate engagement of stakeholders from other sectors
threatened the sustainability of the re-issued strategy.

Conclusion This study underscores the complexity of community health systems and highlights the challenges
these complexities pose to health policymaking efforts. Countries that embark on health policymaking for
community health systems must reflect on issues such as persistent fragmentation, which threaten the policy
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development process. It is crucial to ensure that these complexities are considered within similar policy engagement

processes.
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Background

Global efforts to attain Universal Health Coverage (UHC)
have emphasized the strengthening of community health
systems (CHSs), as they are at the core of addressing
local public health problems [1]. This call has resulted in
various country level investments in policies or strategies
to govern the development and evolution of CHSs [2].
According to Schneider et al., 2016, CHSs consist of a set
of local actors, relationships and processes, engaged in
producing, advocating for, and supporting health in com-
munities and households outside of, but existing in rela-
tionship to, formal health structures [3]. CHSs represent
a subset of the formal health system and exhibit tenets
such as complexity, adaptation, emergence and self-orga-
nizing [4]. Further, they form a critical foundation for
achieving positive health outcomes in many countries,
with various community actors within CHSs providing
diverse healthcare services such as comprehensive home-
based care, family planning, counselling, advocacy, legal
support, and referrals [5, 6].

The governance of CHSs requires national health poli-
cies and strategies that provide an enabling environment
for the design and management of health programmes
at the community level. The challenge, however, is how
to develop health policies or strategies that nurture and
strengthen the CHS’ capacity to respond to implemen-
tation realities that influence the scale and sustainability
of community programmes [7]. According to George et
al., 2016, developing such health policies or strategies
requires the humility to understand communities as
social systems with several elements that interact with
health policies in complex ways [8]. Like formal health
systems, CHSs are the intersection point for cross-sec-
torial efforts at the community level and are therefore
impacted by dynamics external to the health sector [9].
Understanding CHSs therefore entails the recognition
that ‘top-down’ policies and programmes always exist
in tension with ‘bottom-up’ realities. Communities are
not programmable; interventions must be adapted to
local contexts, with meaningful community engagement
that acknowledges power relations both within com-
munities and in formal health systems [4, 10]. Further, it
is important to note that most health policies targeting
CHSs tend to only focus on Community Health Work-
ers (CHWs), although health gains at the community
level involve a far greater array of community and health
system factors beyond these cadres [11]. Schneider and
Lehmann, 2016 argue for the need to holistically focus on

systems when designing policies and strategies for com-
munity health [3].

Over the years, many low-and middle-income coun-
tries (LMICs) have adopted several policy initiatives to
strengthen CHSs to attain UHC. In Zambia, initial com-
munity health policy efforts were primarily concentrated
on the CHWs [12]. For instance, CHWSs were central to
the National Health Strategic Plan 2006-2010 which
emphasized community-based health service delivery. In
2010, Zambia developed the National Community Health
Worker and the Community Health Assistant Strate-
gies, which aimed to reposition and expand the avail-
able cadres of frontline health workers at the community
level [13, 14]. To address the broader CHS beyond just
the CHWs, Zambia passed the first Community Health
Strategy 2017-2021 [15]. The goal of this strategy was
to contribute towards improved health service delivery
and attainment of national health priorities and goals,
through strengthened provision of preventive, promotive
and selected curative services at community level.

However, this strategy was halted in 2019, shortly after
implementation began, and a new one was re-ssued [16].
It remains unclear as to why the decision was made to
halt the 2017 CHS Strategy a little over a year of imple-
mentation. This paper explores the processes that led
to the halting and re-issuing of the Community Health
Strategy document with the view of drawing lessons to
inform the development of such strategies in Zambia and
other similar settings.

Methodology

Study design

We used a qualitative case study design to explore stake-
holder perspectives regarding factors that triggered the
development of the current Zambian National Com-
munity Health Strategy 2019-2021 within a year of
implementing the 2017-2021 strategy. A case study is
described as an in-depth exploration, from multiple per-
spectives, of the complexity and uniqueness of a particu-
lar policy, institution, program, or system in a ‘real-life’
context” [17]. Case studies are appropriate for exploring
the ‘why’ and ‘how’ questions in health policy change
studies [18, 19]. In this study, we adopted the halting
and re-issuing of the Zambian community health strat-
egy between 2017 and 2019 as our case. Specifically, we
focused on stakeholders who had either participated in
the development, halting, and re-issuing of the two strat-
egies respectively.
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Study participants and data collection

The data collection took place in March 2020. We collab-
orated with the Departments of Community Health, and
Health Promotion and Social Determinants of Health at
the Ministry of Health (MoH) to identify participants
that were involved in the development of the first and
second Community Health Strategies. We contacted 25
key informants to schedule interviews via phone calls
and emails, using information from the attendance reg-
isters of the policy stakeholder meetings obtained from
the two departments. Of the 25 participants, 20 accepted
our invitation to participate in the study and were inter-
viewed. The participants included stakeholders from the
MoH, cooperating partners and other non-government
organizations.

All the interviews were conducted in English and in-
person within the workplace of the participants by expe-
rienced qualitative data collectors. Each interview lasted
approximately 35-60 min. We collected data using a
semi-structured interview guide that comprised of broad
questions and probes on contextual factors that influ-
enced implementation, content, design, cancellation of
the 2017 strategy as well as development or re-issuing
of the 2019 Strategy. We conducted interviews until no
new data emerged in line with the principle of theoreti-
cal saturation. Additionally, we piloted and refined the
interview guides based on feedback from five civil society
stakeholders.

Data analysis

All audio recordings were transcribed verbatim and
imported to NVivo 12 Pro Software for coding and anal-
ysis. We analysed the data using thematic analysis as
described by Braun and Clarke [20]. We developed a cod-
ing structure based on initial reading of small sample of
six transcripts. All the co-authors extensively discussed
the preliminary codes and later grouped them accord-
ing to main and sub-themes. After agreeing to the cod-
ing structure, the four co-authors (AS, MPC, CM, MM)
separately coded the rest of the 14 transcripts. During
the analysis, the research team regularly met to discuss
emerging codes, update the coding structure and check
for inter-coder reliability [21].

Ethical considerations

We sought ethical approval to conduct this study from
the Excellence in Research Ethics and Science Converge
(ERES) Ethics Committee, Reference No.2019-May-033.
We further obtained permission from the National
Health Research Authority and the MoH. We sought
informed consent from all the participants before the
interviews. Participation was voluntary and non-remu-
nerable. Prior to commencement of the interviews, all
participants were assured of confidentiality. This study
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was performed in accordance with the Declaration of
Helsinki [22].

Results

The results are organised according to three main
themes. First, we describe the context and rationale of
the Community Health Strategy 2017-2021 and explain
the reasons for halting of this strategy within a year of
enactment. Secondly, we describe the process and the
politics during the development of the 2019 strategy.
Thirdly, we discuss the implications of the 2019 strategy
development processes on implementation and the CHS
development.

Context and rationale for halting the Zambian Community
Health Strategy 2017-2021

In 2017, Zambia passed the first Community Health
Strategy whose main objective was to empower com-
munities to take responsibility for improving their health
through community-led interventions in line with prin-
ciples of primary healthcare. Specifically, the strategy
sought to revitalize community health structures as well
as define the mandates that shape relationships within,
and between community and formal health systems
structures. The MoH Department of Health Promotion
and Social Determinants spearheaded the development
of 2017 strategy in collaboration with an international
consultant while the European Union and the World
Bank funded all activities.

“I may not mention all the steps, but I remember
that this was a very consultative process. Every
couple of months, we would get an invitation from
the Health Promotion Department to say there is
this part of the strategy that needs to be discussed,
can we sit down together as partners? I think even
just at the beginning of the process there were like
needs assessments meetings where partners would
be called to indicate what the issues where when it
comes to community health” [K11, 17, NGO Staff].

Reasons for halting and revision of the 2017 CHS strategy
Limited engagement of stakeholders

The key informants who did not participate in the devel-
opment of the first strategy explained that although the
2017 strategy had set ambitious targets, it was not a
good document as it had several limitations that led the
MoH to halt it in little over a year of implementation. For
example, some of the challenges included limited engage-
ment of stakeholders and lack of clear details on how the
policy was to be implemented. One participant expressed
the various concerns with the 2017 strategy and how they
led to halting it:
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“After the first strategy was done, it was realized
that it still missed some of the critical issues that
needed to be addressed at community level. The
strategy seemed to have focused more on the struc-
tural aspect as opposed to the community. A team
of technocrats was then put together to relook at the
strategy and begin the process of halting it to address
some of the inadequacies” [K11, 3, Govermment

Staff].

Misalignment with national frameworks

One of the important factors that led to the halting of the
2017 strategy was the need to align it with the national
development framework. Immediately after the Com-
munity Health Strategy 2017-2021 strategy was passed,
the country adopted a new development framework
through the 7th National Development Plan 2017-2021
(7NDP) and the National Health Strategic Plan 2017-
2021 (NHSP). The process of developing the 7th National
Development Plan 2017-2021 (7NDP) started almost at
the same time as that of 2017 Strategy. Upon close exami-
nation, it was discovered that the 2017 strategy did not
adequately align with these two national frameworks.
The lack of aligment meant that the Strategy lacked sup-
portive implementation environment. Further, this situ-
ation made both implementation of the 2017 strategy
and sourcing for funding difficult, as one stakeholder
explained.

“It firstly started with the Community Health Unit,
we had difficulties in utilizing the strategic docu-
ment, and yes, we had problems utilizing the stra-
tegic document. As a unit, we had failed. Looking at
the health priorities that are in the NHSP they did
not fit so it was very difficult for us to implement cer-
tain activities. It was very difficult for us to unlock
certain funding [K11 14, Government Staff.

In addition, the key informants explained that the 2017
strategy had to be revised to incorporate key aspects of
the NHSP. These included embracing a multi-sectoral
approach to planning and provision of health services at
all levels and bringing healthcare closer to people in the
most affordable manner. Another informant narrated.

“We analysed the document [referring to the 2017
strategy] to say no it’s not a good document, it
needed some refinement, and it needed to be aligned
to the existing national development framework.
That is how the whole idea of revising the commu-
nity health strategy was birthed [2, KII, Government

Staff].

Page 4 of 10

To further explain why this strategy was halted, one
informant shared her views on what a good policy should
consist of, which according to her seemed to be lacking in
the 2017 strategy.

“It’s a strategic document where planned activities
that may be implemented are documented with the
sole purpose of providing healthcare at the com-
munity level. It is a document where some of these
things are well spelt out and it also has an invest-
ment case” [KII, 2, Government Staff].

Lack of policy ownership

The key informants narrated that policy implemen-
tors shared a general feeling of lack of ownership of the
2017 strategy. The Department of Health Promotion and
Social Determinants that spearheaded the development
of this strategy had been restructured, giving birth to the
Community Health Unit (CHU). This restructuring and
splitting of the department seemed to have created a vac-
uum in terms of policy ownership. According to the key
informants, the new CHU had to develop a strategic doc-
ument that they could preside over and align with their
new mandate. Lack of ownership was also worsened by
the engagement of an international consultant during the
development of the first strategy. Some key informants
who did not participate in the development of the 2017
strategy felt that the consultant lacked a full understand-
ing of the Zambian context and CHS, failing to capture
and reflect all stakeholder perspectives as one key infor-
mant expressed.

“Because that strategy didn’t really have any own-
ership within the Ministry of Health. It was sought
of siting with Department of Health Promotion and
Social Determinants at the time it was developed.
Once there was the Community Health Unit, I think
people were quick to realize that this strategy wasn’t
really fit for people in the community health unit” [
K112, MoH Staff].

Furthermore, some key informants reflected on and com-
pared the leadership provided during the development of
the 2017 strategy to the re-issuing of the 2019 strategy.
They indicated that changes in leadership at the MoH
after the development of the 2017 strategy may have
contributed to its failure. For example, they stated that
when a particular leader was transferred to a different
department or government ministry, it left a leadership
vacuum, which often affected the continuity of agendas
as aptly put by a key informant.
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“Within the directorate of Public Health, the Depart-
ment of Health Promotion was split with the Com-
munity Health Unit. During this, time the director
in health promotion who had participated in the
development of the first strategy had already moved
and that is when the problem started. This also may
have affected how other members of the department
explained the intention and aspiration of the first
strategy.” [KII, 7, Government Staff].

Persistent fragmentation and coordination challenges of
community health interventions

According to the key informants, another major reason
for the revision of the 2017 strategy was the inadequate
response to the fragmentation of community health ser-
vices. They explained that community volunteers con-
tinued to be trained and remunerated differently across
programmes. Similarly, there was no standardised pro-
cedure for implementing of the various community
programmes. This negatively affected service provision
at community level, as volunteers prioritized paid pro-
grammes over unpaid ones. In addition, the 2017 strategy
did not address fragmentation in the funding of com-
munity-based health interventions that were driven by
international partners. It was unclear how partners were
required to engage with the communities and coordi-
nate in areas with multiple partners. One key informant
recounted.

“l think the major thing is that there were inad-
equate guiding principles with the partners on how
they should engage with the community. Each part-
ner came with their own way of doing things. There
was no clarity about harmonizing of volunteers; har-
monization of payment .... that is where the birth
of the revised strategy come from, to ensure that we
guide all partners on how to go about implement-
ing interventions in the community.” [K11, 13, NGO

Staff].

Additionally, the strategy had to be revised to provide
for the cordination of community organizations. In some
cases, the MoH was unaware of certain organizations
providing services in the community, and only discov-
ered them when a problem arose. Thus, the halting of
the 2017 strategy sought to provide a better framework
for the coordination of partners working within the CHS
space by streamlining partner interest with community
priorities.

“Then the other challenge is partner co-ordination;
you know there are a lot of partners that are imple-
menting community activities. Sometimes we do
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not even know the partners; we tend to know about
them when there is a problem” [K11, 5, Government

Staff].

Re-issuing of the Community Health Strategy 2019-2021

Despite the shortcomings of the 2017 strategy, all the key
informants emphasized the necessity and significance of
implementing a functional and well-aligned strategy. This
led to the re-issuance of the Community Health Strategy
2019-2021. In the following section we outline some of
the factors that facilitated the re-issuance of this strategy.

The role of political actors in driving the process

The key informants narrated that the revision of the 2017
strategy was championed by the then Minister of Health
in 2018 who not only identified community health as the
backbone of public health services but also as a criti-
cal driver toward the attainment of UHC. The Minister
thus provided both technical and political will from the
government to facilitate the halting and re-issuing of the
strategy with the view to strengthen CHS in Zambia. A
key informant had this to say.

The technical support more especially from our
Minister, you know our Minister is health inclined.
He realized that community health is the backbone
for of all health services. We got really a lot of sup-
port, he put us at speed to ensure that the document
was finalized in good time and knowing we only had
limited time. I am sure; due to his influence, people
have attached seriousness to the document. [K115,
Government]”.

“I think the most important thing that led to the
development of this new strategy is the political
will. I think political will facilitated the process of
developing and ensuring that there is a revised and
updated community health strategy” [KII, 2, Gov-
ernment Staff].

Stakeholder engagement during the community health
strategy 2019-2021 development process

Similar to the 2017 strategy, several stakeholders
reported playing different roles during the development
of the Community Health Strategy 2019-2021. Most of
the key informants who participated felt that there was
adequate engagement of stakeholders during the situ-
ational analysis, consultative meetings, reviewing and
launching of the strategy. One key informant described:

“So, what we did as a unit, we had to bring together
partners. We had to start with a situation analysis,
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that was the first step we did. We looked at what was
prevailing on the ground and felt there was a need to
revise the strategy. Then the second step, we had con-
sultative meetings with various stakeholders” [K1I
11, Government Staff].

While some partners were responsible for financing the
process, others provided technical support by shaping
and refining the content of the re-issued strategy to align
with the aspirations of the government in the 7NDP and
NHSP. Specifically, some key informants working under
the MoH reported holding consultative meetings with
various stakeholders in community health. Interviews
were also conducted with people at different levels of
government, including political figures and healthcare
providers.

“Some partners, of course, some supported finan-
cially, some provided us with technical support dur-
ing the development of the strategy. For example,
Amref Health Africa did provide financial support
and technical support, and then there was CIDRZ,
JHPIEGO and JICA which that provided technical
support. I think most of them its technical support,
but Amref Health Africa and the Ministry of Health;
I think provided financial support also came in. [KII,
14, Government Staff].

The key informants representing international partners
classified the policy process as consultative. They partici-
pated in the meetings and drafting of the strategy and its
content as one of them recounted.

“The development of this strategy was participatory
by all partners. We had supporting partner meet-
ings, and after that, the draft was sent to all partici-
pants. We put our input, and we sent it back, and
when it come back to us, we had another workshop
where we had to refine it. Another meeting was
called to look at how we harmonize some thematic
areas, looking at how all strategic documents run
concurrently with the ministry of health plans”
[KIL 10, NGO Staff].

However, other key informants, particularly the com-
munity representatives reported that their involvement
was limited to attending MoH-driven meetings, which
did not provide a platform to adequately inputs into the
document.

“I think we were part of the meetings to develop the
strategy. We were invited for several meetings. How-
ever, this process seemed to have been mostly for
other professional health workers. I do not think I
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remember anytime that we were asked to add spe-
cific issues to the document during these meetings”
[K11, 16, Community Health Worker].

The key informants who were only involved in the devel-
opment of the 2017 strategy were displeased with the
stakeholder engagement during its revision. They felt that
this process prioritized the involvement of funding orga-
nizations at the expense of community actors and some
departments in the MoH, including the Department of
Health Promotion and Social Determinants of Health
that spearhead the development of the 2017 strategy. The
failure to consult such departments was attributed to
a lack of consensus among respective department lead-
ers regarding the content of the re-issued strategy. There
was also fear that some individuals involved in develop-
ing the 2017 strategy would opt to retain the initial con-
tent by resisting certain amendments. Furthermore, the
Community Health Unit, which led the 2019 strategy,
faced challenges in bringing together various stakehold-
ers because it was recently formed and had not yet estab-
lished relationships with many of them. A key informant
from one of the departments that was not invited stated.

“However, other stakeholders were not invited...
I think we also have the agriculture extension offi-
cers these are also found in the community yes, tra-
ditional leaders and chiefs, ward councillors pub-
lic health specialists, nurses” [KIl 14, Government

Staff].

Implications of the community health strategy 2019-2021
on CHS development in Zambia

Short implementation period affecting programmatic
learning and evaluation

The key informants narrated that although the 2019 strat-
egy had addressed gaps identified in the 2017 strategy,
there was insufficient time left to implement it to achieve
the intended policy outcomes. They complained that the
short implementation period (2019-2021) limited the
acquisition of sufficient evidence and lessons to inform
the development of a more integrated CHS strategy. Fur-
ther, most key informants noted that this limited time-
frame could hinder evaluating the effectiveness of the
strategy in addressing key challenges to the CHS such as
selection, training, and supervision of CHWs. Moreover,
there was also inadequate time to effectively communi-
cate the policy changes to the frontline health providers
and community actors responsible for implementing the
revised strategy as one key informant lamented.

“Some of these strategic documents are usually
planned for 5 years, 2017-2021, but with this re-
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issued strategy, it is 2020-2021. So, you are looking
at the time constraint of which to implement these
activities is too short. For example, most of these
other policies within health have started reviewing
their activities, whilst this is just starting. Honestly,
if you look at the community health strategy, we do
not really have time. You know after a document like
that has been done, you need time to implement the
activities that you have spelt out” [KII, 8, Govern-
ment Staff].

Lack of dedicated human resources to implement the
strategy

Some key informants felt that even with the 2019 strat-
egy, the Community Health Unit still lacked dedicated
staff at the provincial, district, and health facility lev-
els to implement all activities in the re-issued strategy.
They questioned the lack of clarity concerning the roles
of healthcare staff beyond CHWs. Further, they felt that
there was a need to clarify how this new strategy would
be implemented and map out related frontline staff and
volunteers. This, they said, would address potential
implementation gaps and requisite skills for provision of
community health services.

“I think one of the things that is strange about this
strategy is that we don’t even know how much it may
require to implement it. So, because once you have
the cost implementation it allows to engage in dif-
ferent discussions on what kind of human resources
do we need. Remember also that Community Health
Unit does not have structure across the various
governance levels. Then also, what kind of human
resources are we to rely on? With what kind of com-
petencies if we are to achieve some of the strategic
targets” [K11 4, NGO Staff].

Engagement of other CHS stakeholders in other sectors

There was a general acknowledgement among the key
informants on the need to engage all community health
stakeholders in various capacities, particularly about
funding and technical support during the re-issued strat-
egy’s implementation period. Those stakeholders with
established community structures such as the Ministry of
Community Development and Social Welfare, the Minis-
try of Agriculture (MoA) and the Ministry of Chiefs and
Traditional Affairs were considered essential to the suc-
cess of this CHS policy. Some of them had been left out
during the development of the re-issued strategy. Conse-
quently, this could lead to more time spent on training,
lobbying and creating buy-in, a challenging task given the
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limited implementation timeframe of the re-issued strat-
egy. Two key informant informants explained:

“The Ministry of Health should lead the implemen-
tation of the strategy, but we also have other players.
Apart from them, we have other donors that support
the health sector in Zambia; we have implementing
partners, ie., local, and international NGOs, faith-
based organizations and then also the community
itself; the community structures, the churches at
community level you know, traditional leaders as
well... they can’t be left out. So those are some of the
stakeholders that should be involved. [KII6, MoH].

“I think I also mentioned like from Ministry of Agri-
culture we have the agriculture extension officers.
Those in some areas help a lot in nutrition activi-
ties. In addition, we also have the chiefs, those from
the Ministry of Traditional Affairs. I know it cannot
apply in urban areas but in the communities. You
know Zambia has got a lot of rural parts, so I think
in the rural areas, those are key. The people from
Ministry of Chiefs and Traditional Affairs should
be play a role if this strategy must succeed. [KII 17,
Government Staff].

Discussion

This paper explored the process that led to the halt-
ing and re-issuing of the Community Health Strategy in
Zambia. Several factors contributed to halting the 2017
strategy and re-issuing the 2019 strategy, including the
need to align this strategy with existing broader policies
like the National Development Plans and the influence
from the highest office in the health sector at the time.
However, inadequate stakeholder engagement in both the
2017 and 2019 strategies, lack of consultation with the
community, changes in actor involvement during revision
of the 2017 strategy and revising this strategy a little over
a year after its implementation hindered the meaning-
ful implementation and evaluation of the re-issued 2019
strategy. Additionally, this policy process inadequately
considered the key tenets of community health systems.
In the following, we discuss the halting and re-issuing of
the CHS strategy and reflect on how these events may
affect community health systems in Zambia.

The halting of the 2017 strategy to realign it with the
strategic national development framework such as the
7th National Development Plan which had come into
effect slightly after this strategy, underscored the piv-
otal role assigned to community health within the
broader national development agenda [23]. Addition-
ally, the establishment of a separate Community Health
Unit within the MoH highlights the recognition of the
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importance of CHSs. However, the short time of exis-
tence of this unit may have made it challenging to gal-
vanize all policy stakeholders and garner the required
consensus to revise and successfully deploy the re-issued
2019 strategy. This unit reportedly operated only at the
national level, where it was not fully functional and
lacked structures at lower levels of the health system.
This implies that implementing the 2019 CHS strategy
may be a challenge due to the lack of supportive organi-
zational structures, including personnel. These findings
underscore the importance of not only situating CHS
development within the national context but also estab-
lishing appropriate supportive structures such as person-
nel and finance, to facilitate strategy implementation and
the attainment of goals [16, 24].

The limited involvement of community actors raises
doubts about whether the halting of the 2017 strategy
and the re-issuing of the 2019 strategy fully embraced
the complex-adaptive nature of CHSs. Communities
are seldom considered in most bureaucratic, top-down
approaches to community health policy engagement [25].
Top-down health policy processes often fail to address
the problem of accessibility of health services for under-
served communities [26-28]. In this study, we found
indications of a predominantly top-down policy revision
process. Although CHWs were invited to the consulta-
tive meetings, they were not given a platform to have
their views incorporated in the 2019 strategy. Recogniz-
ing and ensuring that health policy processes respond
to local realities and contexts, while acknowledging the
multi-layered dynamics of power, is crucial in building
resilient CHSs [29, 30]. The inclusion of CHWSs in con-
sultative meetings with more powerful stakeholders may
have hindered their ability to participate and contribute
effectively to the content of the 2019 strategy. Commu-
nity actors must have their perspectives captured if the
policy process has to effectively address CHS issues [8].
Moreover, strengthening CHS involves leveraging exist-
ing formal and informal networks within communi-
ties, including CHWs, religious, traditional, government
and private sector leaders, to bridge gaps in community
health services [30]. Policy development processes ought
to embrace strategies that enable CHS actors to mobilize,
collaborate, and collectively act on health issues [8, 31].

Furthermore, involving various actors builds trust and
legitimizes the policy process, as CHS are complex adap-
tive systems with multiple interactions and feedback
mechanisms [4, 32, 33]. In the Zambian context, these
may include stakeholders beyond the health sector whose
decisions shape community health and well-being such
as Ministries of Community Development and Social
Welfare, Agriculture and Chiefs and Traditional Affairs
who are key to the CHS but were left out during the re-
issuing of the 2019 strategy. Although most stakeholders
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described the revised 2019 strategy as having been con-
sultative and inclusive, a key department within the MoH
that spearheaded the earlier 2017 strategy did not par-
ticipate. This selective involvement, often determined
by authority figures, may have excluded relevant or con-
troversial actors, affecting the development of a com-
prehensive 2019 strategy that could effectively address
challenges in CHSs, such as fragmentation and coordi-
nation of interventions. Moreover, such exclusions can
undermine the re-issued 2019 strategy ownership, reduce
buy-in, and strain relationships among policymakers,
negatively impacting its implementation and steward-
ship. Addressing these issues demands a policy process
that negotiates disagreements, communication and lead-
ership challenges among key actors [34, 35]. Promoting
inclusiveness, transparency, and accountability among
policy actors positively impacts health systems change
[36, 37]. Indeed, policies implemented without adequate
stakeholder participation may fail to gain legitimacy or
retain their original intent during implementation [38].

Most of the key informants acknowledged the sig-
nificant influence of the leadership and political power,
exemplified by the then Minister of Health’s drive to
expeditiously halt the 2017 strategy and re-issue the 2019
strategy. Cultivating political will, particularly from polit-
ical leadership, can greatly facilitate health policy pro-
cesses. Understanding the role of such key policy actors
and how they wield power may be crucial for aligning
policy content with the needs of the CHS [39, 40]. How-
ever, negotiating policy content with higher-level officials
presents a formidable challenge for lower rank officials
who are mostly the ones sent to represent their depart-
ments during the policy consultative meetings. Addition-
ally, support from certain leaders has the potential to
compromise the independence of actors in negotiating
policy positions for fear of going against higher authori-
ties’ interests and agenda. Interestingly, none of the stake-
holders in this study highlighted these power differentials
and their potential negative effects on the policy process.

Lastly, the major challenge with both strategies was the
limited time available to implement and learn from both.
The participants expressed concerns about the need for
sufficient time for actors to glean insights for effective
programing, amid existing weak monitoring and evalu-
ation systems of CHW programs and other community
health activities. This lack of learning time could impede
the gathering of critical evidence to inform the develop-
ment of future comprehensive CHS strategies that effec-
tively contribute to attainment of UHC in Zambia and
similar LMIC settings [41].

Strengths and limitations
To enhance the credibility of our findings several key
actors in both CHS strategies (2017 and 2019) were
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interviewed to get their perspectives on the policy pro-
cess [42]. This facilitated triangulation of perspectives
among participants, enabling us to distinguish between
mere opinions and actual occurrences during this policy
process. Further, the team comprised of seasoned senior
qualitative researchers and experienced policy analysts
that oversaw the data collection and analysis process.
Four team members conducted the data analysis, which
ensured an iterative process of developing and modifying
the identified thematic areas. The use of the case study
also provided a platform to explore the policy process
and context in detail. A major issue with a retrospective
policy analysis is the recall bias, in that people views on
2017 strategy are bound to be forgotten after the lapse
in time. However, we also believe that this study draws
lessons that could potentially shape the development of
such CHS strategies in Zambia and other similar settings.
Lastly, the implementation of the halted strategy was rel-
atively brief, posing a challenge to comprehensively doc-
ument efforts and practices contributing to governance
issues within the policy.

Conclusion

The study reflects on the intricate nature of CHS, high-
lighting the challenge of capturing this complexity in
health policy development efforts. Nevertheless, it’s
evident that policies addressing CHS are influenced
by global and national agendas, as well as institutional
power dynamics within the policy process. Countries
engaging in health policymaking for CHS must consider
these complexities including ongoing fragmentation and
ensure their incorporation into policy agenda setting and
engagement processes.

Several reasons were cited for halting and re-issuing the
community health strategy in Zambia. However, whether
the re-issued CHS policy effectively addresses the funda-
mental principles of community health systems remains
uncertain. Therefore, we recommend that future research
endeavors to evaluate the impact of such drastic health
policy changes on the overall performance of CHS. Addi-
tionally, future studies should explore why the implemen-
tation period for the revised strategy (2019-2021) was
short and whether it achieved the intended impact.
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