Key Activities of the CSC Process HEALTH FACILITIES
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General Observations on the Community Score Card
Process in Gambia

4 There was strong support for the CSC methodology
and an expressed indication for the tool to be
nurtured for fostering community empowerment and
participation at the local level

4 The CSC process succeeded in extracting community
grievances about the quality and adequacy of health
and education services at the community level

+ The process created a great deal of awareness on the
relevance of CRC and, empowered the community to
appreciate the implementation of the community
score card. Approximately 3,500 stakeholders
participated in the process at the community
level alone including teachers, pupils, health
workers and the community.

4 The pilot project revealed that both service providers

and the community were adequately informed about

the nature of and scope of their education and health
needs

Lessons Learned and Corresponding Recommendations

Community Empowerment

Perhaps the most important lesson learned in
the implementation of the CSC was
community empowerment through: interface
meeting between service users and providers
for immediate feedback and mutually
developed action plans.

Community Participation

The CSC Process enabled maximum
participation of a wide range of stakeholders
from various towns and villages. More than
55 development practitioners took part in the
national refresher training and about 3,500
participants were involved in the CSC
process at the community level.

Self-help spirit:

The CSC process revived self-help spirit
among communities expressed largely
through instant individual voluntary financial
contributions, and the emphasis on
community roles in addressing majority of
the problems confronting facilities in the
community.

Awareness Creation

Community members were enlightened
about expected quantity and quality of
selected services in the their communities

The Scope of the CSC Process

The CSC project was ambitious in terms of
coverage. Though a pilot program, it
expanded across the entire country involving
59 education facilities and 15 health services.

The CSC Focus

Performance indicators were focused more
on measuring quantity and less on quality
and output of the facilities

Data Management and Analysis

Data management and analysis posed
challenge for the CSC resulting in some
delays in producing survey results.
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This not withstanding, an evaluation of
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appropriate.
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Making adequate provision for capacity
and resource needs for data
management and analysis would greatly
enhance the CSC process. Quality
training at the beginning of exercise
and close supervision throughout the
CSC exercise ought to be considered
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