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INTRODUCTION

Background
The involvement of communities in various aspects of the health system dates back to the late
1940s when Sidney Kark and others introduced the concept of Community Oriented Primary
Care based on their experiences in South Africa.2 3 Subsequently, based on the experiences of
a large number of experiments in the provision of health care like Jamkhed 4 5 6 and Mandwa 7
8
in India, and a number of examples from abroad, the World Health Organization (WHO)
incorporated the concept of Community Participation as one of the central tenets of the Alma
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Ata Declaration. Community participation was also a crucial feature of various movements like
the Women's movement and the People's health movement. Among these groups the
demand for participation has been on the basis of the Right to participate.

Two broad motivations for the interventions to involve communities at different levels may be
discerned:
 The rights approach: In this approach, participation in any system that is affecting them is
seen as the right of the community.
 The efficiency approach: In this approach participation is seen as a means to an end. Many
of the benefits of technological interventions that were meant to bring about
'development', especially in the post war period when a number of developing countries
won independence from colonial rule, never reached the people who needed them the
most. Thus it was felt that community involvement, by enlisting the voice and 'wisdom' of
the community and increasing ownership, would enable the benefits to reach all those
who needed them.

Parallel to these early trends was also the move towards decentralization at the system level.
Decentralization was also seen largely from the point of view of efficiency and taking
governance closer to the people. It was obvious that in decentralized systems people would
have more chances to participate and express their views. People's participation in health
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systems also came to be seen as crucial from the point of view of accountability of the system
to the people and the consequences for governance.9

A number of findings also increased the awareness among development experts about the
capacity of local communities to participate meaningfully. Some examples of these are:
 Successful training of a number of minimally educated and poor women to perform quite
complicated tasks as health workers and assistants at hospitals.5 8
 Work by a number of 'participatory' researchers, led most prominently by Robert
Chambers, beginning from the field of agriculture, showed that communities had the
capacity to appreciate the complexity of local issues and provide unique insights into
various problems.10 11 12 Such work has resulted in a number of uses of participatory
methods in planning and monitoring in a wide range of fields, from work in HIV/AIDS to
responses in post-disaster situations.
 The consistent and significant body of research on the management of natural pool
resources, Elinor Ostrom13 and others showed that left to themselves communities
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actually managed common pool resources as well as or better than governments and
experts.14 15

The rights approach
It has been noted that, “Participation is a crucial part of the extensive common ground shared
by health and human rights”.9 Furthermore, “The active and informed participation of people
and groups in all health-related decision making is a component of the right to the highest
attainable standard of health (CESCR General Comment 14)”. 16 The right to health places the
well-being of people, groups, communities and populations at the centre of a health system.
In the context of health systems, this includes active and informed participation in the
identification and development of health policy, as well as in its implementation and ensuring
accountability.17 Under this approach it is the duty of the government/system to create such
structures and environments as to enable the participation of all, including, and especially, the
most marginalized and poor.9 In the 2008 World Health Report titled, ‘Primary Health Care:
Now More Than Ever’, the international body details the present conceptualization of
participation as given below:
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“The PHC (Primary Health Care) values to achieve health for all require health systems
that: “Put people at the centre of health care”.4 What people consider desirable ways of
living as individuals and what they expect for their societies – i.e. what people value –
constitute important parameters for governing the health sector. PHC has remained the
benchmark for most countries’ discourse on health precisely because the PHC
movement tried to provide rational, evidence-based and anticipatory responses to
health needs and to these social expectations.5,6,7,8 Achieving this requires trade-offs
that must start by taking into account citizens’ “expectations about health and health
care” and ensuring “that [their] voice and choice decisively influence the way in which
health services are designed and operate”.9 A recent PHC review echoes this perspective
as the “right to the highest attainable level of health”, “maximizing equity and
solidarity” while being guided by “responsiveness to people’s needs”.5 Moving towards
health for all requires that health systems respond to the challenges of a changing world
and growing expectations for better performance. This involves substantial
reorientation and reform of the ways health systems operate in society today: those
reforms constitute the agenda of the renewal of PHC”18
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CONCEPTUALIZING PARTICIPATION

Common Frameworks
While participation became a catch word very soon, its implementation varied due to the
potential challenge to the status quo resulting from such participation, and the mindset of the
people responsible for implementing these programmes, who were socialized into believing
that a hierarchy existed between experts and lay people. There was also a wide variation in
the usage of the term “participation” by the different groups, in response to which attempts
were made to classify the various aspects of participation.

The concept of the “Ladder of Participation” was introduced to describe the 'increasing'
participation of communities in health. Rungs on the ladder represented increasing degrees of
participation, from: non-participation or manipulation and therapy; through the tokenism of
informing, consulting and placating; to citizen power through partnership, delegated power
and citizen control.19

Murthy and Klugmann devised another framework based on a number of studies which they
used to assess the quality of community participation in various projects of the World Bank.20
This is presented below:
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Nilsen and colleagues, in a recent systematic review have developed the following
framework:21
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Newer Spaces
In the recent past there have been a number of experiments with the evolution/creation of
newer spaces for participation. These spaces are represented by the formation of various
committees at the local and regional level, some of which are formed by governments and
mandated by constitutions (as in Brazil) are termed the 'new democratic arenas' by authors
like Gaventa.23 Such literature discerns three broad streams of people's participation:
(1) The neo-liberal stream, where people are seen merely as consumers and exercise their
voice merely by making a 'choice' in the market arena.
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(2) The liberal representative model, which “puts a great deal of stress on getting the
institutions and procedures of democracy right, especially as measured through competitive,
multiparty electoral processes. In this view, the role of citizens is somewhat passive. Citizens
participate through elections, and enjoy certain rights, primarily the individual rights of
freedom from interference by the states in matters of private property, expression and
political association”22.
(3) An extension of the liberal representation view which is sometimes termed as the
'deepening democracy' approach. It sees participation as a, “process through which citizens
exercise ever-deepening control over decisions which affect their lives through a number of
forms and in a variety of arenas”. This approach believes that, “full democratic citizenship is
attained not only through the exercise of political and civic rights, but also through social
rights, which in turn may be gained through participatory processes, and it is also about the
‘right to create rights’ through struggles and demands from below”. While the role of civil
society in these spaces is seen as largely in preparing citizens for their role in democratic
institutions, and thus developing a countervailing power to the state, newer approaches talk
of citizens directly engaging with the state in a relationship of “co-governance”. These
participatory forms of governance, “seek to supplement the roles of citizens as voters or as
watchdogs through more direct forms of involvement”.

A confluence of developmental and democratization agendas have brought citizen
engagement with governance to centre stage. Common to all is the conviction that
participatory fora, that open up more effective channels of communication and negotiation
between the state and citizens, serve to enhance democracy, create new forms of citizenship
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and improve the effectiveness and equity of public policy. However, the limited studies done
on these spaces that are being opened up, have shown that while there is great potential in
these spaces, left to themselves, in their functioning they merely play out the hierarchies of
the larger society. Some of the major requirements that researchers and practitioners list for
these spaces in order to fulfil their democratic potential are, 'champions of change' from
within the system, civil society groups who can facilitate the challenging of traditional
hierarchies by people who have till now been voiceless (“schools of citizenship”). In addition,
chances/platforms for discussion and negotiation, and regular updates and support are seen
as essential.23 24

Literature on the regulation of the health sector in developing countries shows that traditional
forms of regulation like legal and self-regulation (through professional bodies) have not
worked. It has been suggested that people's participation in regulation under the concept of
“institutionalized co-production” will be the way forward.25

Our Framework
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While communities need to get involved in health systems at all levels and for all activities,
experience over the past many decades seems to be clustered around the following six broad
areas. We will be using these areas to structure the subsequent sections of the paper.
 Community Health Workers: Community members after getting short term training
provide a range of services including interventions which are curative and preventive and
promotive. Being from the community they are expected to act like bridges between the
system and the community.
 NGO delivery of information and services: Communities have been involved in the health
system through a number of civil society initiatives. In these instances the NGOs either
put forth models providing a range of services, or government contracts out various
services that the NGOs provide on its behalf.
 Community financing: This includes a number of community based financial initiatives
which have tried to improve access to, and ownership of, the health system by prepayment mechanisms.
 Community monitoring, health rights and accountability: This includes various examples of
communities actually getting involved in monitoring activities and holding the health
system accountable. Such monitoring may focus on availability of services, accessibility of
services and quality and equity.
 Participatory planning: The focus is on initiatives where communities are involved in the
actual articulation and evolution of village level health plans.
 Inter-sectoral convergence: While inter-sectoral convergence is recognized as a crucial
aspect of the comprehensive PHC approach and essential for the success of any universal
health care system, the exact mechanisms and structures need to be evolved based on
complex local realities. While departmental differences may remain a factor for service
providers and bureaucrats, for the people at the village level convergence is the rule.
There is thus great potential both for non-health work benefitting the overall health of the
community and also for communities to understand the importance of inter-sectoral
activity and take the lead in making it happen.
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THEME: COMMUNITY HEALTH WORKERS

Introduction

“Community health worker programmes have been repeatedly tried by the government
– and have repeatedly failed. The surprise is not any longer in their failure. but how,
despite the worst prognosis, they always bounce back – in one form or another”.26

The concept of Community Health Workers (CHW) has been around since the before the
Declaration at Alma-Ata. CHWs are known throughout the world by different names27 but
overall have similar features and roles. The universally accepted definition of CHW by the
WHO is “Community health workers should be members of the communities where they work,
should be selected by the communities, should be answerable to the communities for their
activities, should be supported by the health system but not necessarily a part of its
organization, and have shorter training than professional workers.” 28

As highlighted in the above definition and observed throughout the literature, CHWs are
usually from within the communities which they serve and also selected by them.28 Hence,

26
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Organization, 41

14

use of CHWs is often seen as a critical strategy to facilitate community participation in health
care delivery. CHWs have been involved in preventive, promotive and curative initiatives.29
The CHWs have been known to provide “generalist” services or “specific” services such as for
tuberculosis (TB) or act as “agents of change”.27 CHWs have been active in multifarious
activities such as prevention and awareness campaigns on communicable and noncommunicable diseases, maternal and child health (safe deliveries, breast feeding promotion,
nutrition), and inter-sectoral issues (water and sanitation, literacy, income generation).

Outcomes and Impact

It has been widely reported that the implementation of programmes with CHWs as an integral
part, have significantly benefitted the health of communities.27 28 30 31 32 33 A reason for this is
that CHWs form a link between the communities and the larger health system and social
system, thus they are better able to connect community needs and health system initiatives.
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In areas with underserved populations, their impact is highly visible especially for certain
health conditions.30 During our literature review, we came across several outcomes and
impact measures which have been used to assess the impact of CHW initiatives. Varied levels
of improvements have been noted in different aspects of health outcomes such as knowledge,
health care utilization and behaviour.34 Use of CHW has improved immunization coverage.35
Interventions with CHWs have resulted in a decrease in maternal and child mortality and have
been crucial in reducing the burden of disease of TB and Malaria.28 There have been reported
improvements in health and screening related behaviours.36 Although very few publications
actually associate equity and the role of CHW in achieving it; the use of CHW in some cases
has resulted in improvements in equity in access to health services, ensuring that the poor get
access..37 It is also reported that interventions using CHW appear to be more cost effective
than those without the CHW component; for example when a BRAC run CHW programme was
compared to a government run programme without CHW, the former turned out to be more
cost effective.38 But such cost effectiveness studies are rare and they do not account for other
factors which come into play when considering community participation.
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Lewin, S. et al., 2010. Lay health workers in primary and community health care for maternal and child health and the
management of infectious diseases. Cochrane Database of Systematic Reviews (Online), (3), CD004015.
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Issues and Challenges

Some key issues in the roll out of CHW initiatives, which are critical in determining the success
of these initiatives have been identified and listed in a paper by Hermann as “ Selection and
Motivation; Initial Training; Simple Guidelines and Standardized protocols; Supervision,
Support and relationship with the formal health services; Adequate remuneration/career
structure; Political support and a regulatory framework; Alignment with broader health
system strengthening; Flexibility and dynamism”.32 A paper by Haines39 also lists determinants
of success of such programmes and he links the success of CHW initiatives to four
interconnected factors – national socioeconomic and political factors, community factors,
health system factors and international factors.

The importance of appropriate selection and training of CHWs has also been stressed
consistently.28 Lack of standardized mechanisms for selection and training has been seen as a
deterrent to success of the CHW initiatives. Education level and the provision of continual
training sessions have an impact on the retention as well as effectiveness of CHW. Educated
CHWs appear to have better ability to enhance their skills and perform their tasks but are
more likely to leave by getting alternative jobs40. Continual training is also seen as imperative
to maintain the quality of the CHWs.

39

Haines, A. et al., 2007. Achieving child survival goals: potential contribution of community health workers. The Lancet,
369(9579), 2121–2131.
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Several other challenges hamper the success of CHW initiatives such as their fragmented role,
the lack of incentives,,lack of integration with existing systems and weak support systems.41
All this and more result in high rates of attrition (3.2% to 77%) in CHW programmes.27
Attrition results in higher overall costs for the system as all the processes need to be
repeated.

Integral to the success of the programme is understanding the extent and scope of work of
the CHW. Over-burdening them is a matter of concern as more often than not their
involvement is voluntary and one must consider the associated opportunity costs. This raises
the question of the appropriate number of people who should be under the coverage of one
CHW. Literature points to the obvious fact that the smaller the population the more far
reaching is the impact of the CHW.38 However, despite this, several CHW programmes are
plagued by low utilization.28

The issue of incentives is debated extensively in the literature. Considering the opportunity
costs of CHW, it is only understandable that some incentive should be provided to keep them
motivated. Many questions arise on this issue – financial versus non-financial incentive? Who
is responsible for paying the CHW?27 An interesting incentive being discussed in literature is of
possible career prospects for the CHW.

41

Friedman, I., 2003. Community based health workers. Published by the Health Systems Trust 2002, 161.
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Scalability and sustainability of CHW initiatives are also challenges as these initiatives are
resource and time intensive and slow to show their results.29 Thus it is crucial to have a high
level of political commitment to strengthen the health system in order to ensure that long
term benefits are reaped.

Another challenge that faces these programmes regularly is the balance between the “service
provision” dimension and the “agent of change” dimension of a CHWs work. Linked to this is
the issue of acting as a bridge, is it a one way or a two way bridge? Does it only allow the CHW
to present government’s views and programmes to the community, or can the community’s
views and needs also be conveyed back to the government, and influence policy]?

THEME: NGO DELIVERY OF INFORMATION AND SERVICES

Introduction

Non-governmental organizations (NGOs) and community based organizations (CBOs) such as
self help groups are increasingly becoming important players in health service and
information dissemination. One reason is the easy acceptance of the NGO’s work by the
community as most of them are based in, or near, the community. 42 43 This feature of NGOs

42

DeJong, J., World Bank. Population, H. & Division, N., 1991. Nongovernmental organizations and health delivery in subSaharan Africa, World Bank.
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has been recognized by governments which need help in provisioning services. Sometimes
these NGOs include, or are formed by, the community members themselves. Frequently NGOs
are active in areas of reproductive and child health services, primary care services and
prevention campaigns, and in some non-health related areas such as micro-finance.

NGOs are active in both urban and rural areas. The involvement of different NGOs vary and
include health service delivery, capacity building (training) initiatives, health financing and
advocacy. However, the most common form of NGO involvement has been in health service
delivery, especially through contracting. There are several reasons for this including more
focused and targeted interventions (hence faster observable results) and the existence of
competition among NGOs resulting in efficiency. This leaves the government to focus on
aspects of health care other than provisioning.44 Many countries such as India, Gautemala,
Bangladesh, Haiti, Cambodia, Pakistan and Thailand are using the approach of delivering
health services through NGOs.

NGOs are into service provisioning in various ways.
 Setting up facilities in areas where there are no public facilities.45

43

Gilson, L. et al., 1994. The potential of health sector non-governmental organizations: policy options. Health Policy and
Planning, 9(1), 14 -24.
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Loevinsohn, B. & Harding, A., 2005. Buying results? Contracting for health service delivery in developing countries. The
Lancet, 366(9486), 676-681.
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Sepehri, A. & Pettigrew, J., 1996. Primary health care, community participation and community-financing: experiences
of two middle hill villages in Nepal. Health Policy and Planning, 11(1), 93-100.
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 Contracts to NGOs by government to run the government facilities.42 46
 As facilitators.47
 Helping in capacity building.48 49
 Prevention-promotion campaigns.50
 The spillover effects of other non-health programmes of NGOs.51

Outcomes and Impact

Several outcomes have been used to measure the impact of NGO provisioning of health
services. These include health indicators, access, service utilization, quality of care, efficiency,

46

Bloom, E. & Institution, B., 2006. Contracting for health: evidence from Cambodia, Brookings Institution.

47

Björkman M, Svensson J., Power to the People: Evidence from a Randomized Field Experiment on Community-Based
Monitoring in Uganda*. Quarterly Journal of Economics. [doi: 10.1162/qjec.2009.124.2.735]. 2009
2009/05/01;124(2):735-69

48

Chowdhury, A.M.R., Aminul Alam, M. & Ahmed, J., 2006. Development knowledge and experience--from Bangladesh to
Afghanistan and beyond. Bulletin of the World Health Organization, 84(8), 677-681.

49

Mercer, A. et al., 2004. Effectiveness of an NGO primary health care programme in rural Bangladesh: evidence from the
management information system. Health Policy and Planning, 19(4), 187-198.

50

Benotsch, E.G. et al., 2004. HIV prevention in Africa: programs and populations served by non-governmental
organizations. Journal of Community Health, 29(4), 319–336.

51

Amin, R. & Li, Y., 1997. NGO-promoted women's credit program, immunization coverage, and child mortality in rural
Bangladesh. Women & Health, 25(1), 71-87.
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cost of delivery of services and cost effectiveness.52 Improvement in health indicators such as
maternal mortality,47 neo-natal mortality,53 and child mortality have been observed in most
places where NGO provisioning of services happens.43 47 In a TB care programme based in
Hyderabad (India), the NGO arm of the programme was better at diagnosing TB cases than a
similar programme managed by government.54 One of the biggest impacts of NGO
provisioning has been better access, especially among the poor.47 Equity is another outcome
of interest while measuring the impact of NGO provisioning; a study in a district of India,
reported equitable health care utilization after NGO provisioning.55 This is attributed to better
development of aids for capacity building activities, monitoring and supervision by NGOs.

The authors also found that contracting out was substantially more expensive for the
government compared to traditional public service provision, but it substantially reduced the
level of client household out-of-pocket expenditures on health care services. Sometimes the
observed benefits of NGO provisioning are a result of simultaneous development programmes
implemented by NGOs.47

Issues and Challenges

52
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Questions regarding cost effectiveness, scalability and sustainability arise when one looks into
NGO service provisioning. Studies have stated that provisioning through contracting out
entails equal or greater expenditure than government provisioning of health services.44
Sometimes the same problems which plague government services are also faced by NGO-run
services.41

In Bangladesh, implementation of a nutrition programme by NGOs has revealed less efficiency
in delivery when one uses cost per person-days of services as a measure of efficiency.45 A fear
associated with contracting out health provisioning to NGOs is that instead of strengthening
the health system it will result in further fragmentation of the system in the future.50 Also,
sustainability of projects initiated by NGOs is dependent largely on external support.56 Thus
the choice is either further government support or termination of the programmes as the
funding ceases.

NGO success is based on a collaborative effort of NGO activities, community participation and
empowerment.57 Hence, a project which is successful in one location will not necessarily
achieve equal success in another. We assume that the proximity of NGOs with communities
will facilitate active community participation and focus on community needs, but this might
not always be true.39

56

Solomon, Y. et al., 2008. The dynamics of community and NGO partnership: primary health care experiences in rural
Mali. Promotion & Education, 15(4), 32-37.
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Wallerstein, N., 2006. What is the evidence on effectiveness of empowerment to improve health. Health Evidence
Network Report, 1–37
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THEME: COMMUNITY FINANCING

Introduction

This section looks at the issue of health care financing by the community as a means of
bringing about reforms in the health sector in low and middle income countries. In these
countries there was an urgent need to adopt an alternative financing mechanism to make
health care more accessible to the poor and destitute in remote, rural regions.

Community health insurance (CHI) can be broadly defined as any scheme that has three
essential features: community control, voluntary membership and pre-payment for health
care by community members. It is a non-profit health financing scheme aimed primarily at
individuals working in the informal sector.

CHI has been applied in different contexts to improve access and reduce the financial
obligations which might prevent the target individuals from accessing good health care
facilities. CHI relies on the ability of the community to pool resources and utilize them
efficiently to fulfil its unmet needs. The success of a scheme depends on the technical design,
management, organizational and institutional characteristics.58 Thus, the community’s ability
to collect revenue, subsidize premiums negotiate rates with providers, ensure population
coverage and provision of good quality care are necessary for the success of the scheme .
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Outcomes and Impact

CHI schemes have been shown to reduce the out of pocket expenditure in communities that
have adopted them. They have also reduced catastrophic health expenditure to a significant
extent. Studies in India, for example, showed that on average such schemes reduced out of
pocket expenditure and catastrophic expenditure by 3% and 52 - 57% respectively.59 CHI also
increases access to health care as seen by the increase in the utilization rate.60

Communities who are covered by CHI schemes also seem to have an increased voice.59 61
When used in the agent-partner or linked model, the NGO which acts as the intermediary
between the community and the formal insurance company is able to negotiate specific types
of payments that are priorities for the community,.Furthermore, by negotiating Preferred
Provider System contracts with private providers they are empowered with certain means of
ensuring basic quality.62
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Issues and Challenges

Revenue collection appears to be more successful when the contribution scheme takes into
account the nature of revenues of the membership population. When the contribution
collection period is synchronized with the cash earning period, the ability of the schemes to
raise resources goes up significantly.57 The Bwamanda Hospital Insurance Scheme has a
community rated system of premium collection during the crop selling season. 63 Also in
Central and West Africa, most of the Mutual Health Organizations (MHOs) designed their
collection time during the cash endowment period.64

Generating resources from in-kind contributions should also be considered in the case of
people who were unable to pay the premium.57 In the Philippines, under the Health
community scheme, they were allowed to convert livestock such as chickens into cash in the
hospital and were able to pay for health care.65 In India, pre-payments in the form of rice and
sorghum are accepted. This scheme employs a community health worker to collect the
produce during harvest time and sell it on the open market. These measures are used to
ensure that the poor people are not excluded from the pool. 66
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Subsidizing part or all of the premiums of the poor can be carried out as in Mutelles de Santé
in Rwanda, where a system for the identification of the extremely poor was used. The
government subsidized a part of the premium for these persons and channeled the Global
Fund money through the CHI. In Ghana, the government cross-subsidized resources, by
transferring money from the contributions of formal sector workers to enrollees from the
informal sector.

As CHIs are voluntary and charge a flat premium, wrong selection of participants is a key issue
which might lead to risk pooling problems. To maximize the risk pooling potential, schemes
can join forces as in Mali, where mandatory health insurance was introduced among
government and formal sector employees together with social assistance for the extreme
poor.67 68. Or, CHI can be made mandatory, as in Ghana and Rwanda, so that potential
defaulters are covered by others.

Purchasing and Resource allocation: The WHO report 2000 mentions the importance of
Strategic purchasing. It emphasizes the role of the CHI scheme in providing good quality
health care to all members. In the Self Employed Women’s Association (SEWA), the Preferred
Provider system (PPS) is practiced, which facilitates access by making payment to members
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prior to their discharge from hospital thereby shifting the burden of compiling the claim from
the member to scheme staff. Providers for individual cases are selected based on the
assessment of a list of structural quality indicators in a set of hospitals used by the SEWA
members.

Scheme Flexibility: in areas where the necessary treatment coverage is not available an
alternate service structure should be arranged to increase access. For example, in Nongon,
where there was unavailability of a minimal package of services, an ambulance service for
those in need of referral care as well as screening and therapy for tuberculosis were
arranged.69

The CHI scheme in Cambodia monitors patient satisfaction and follows up on feedback
received at the village and provider levels. This has helped in improving the quality of care and
utilization of services. Community participation and decision making helps in empowering the
vulnerable and destitute. Evidence from women in Nongon and Ahmedabad, to poor city
dwellers in Nouakchott and Pune suggests that CHI can have a positive transformative impact.
SKY, Cambodia negotiated a range of initiatives to upgrade the quality of care. It worked
exclusively with public providers and used a capitation system for health centres and first
referral hospitals and a third payer system at provincial and national hospitals.70
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The contractual relationship that Mutual Health Insurance schemes in Senegal’s Theis region
negotiated with St. Jean Hospital enabled the members to get up to 50% reduction for
treatment. They negotiated preferential and acceptable contribution rates with the hospital,
which in turn offered considerable benefits. This makes the scheme very attractive and
acceptable to the population and has led to a high penetration rate among the target group.63

The SKY and CAAFW scheme in Cambodia established contractual relationships with 55 health
centres, 10 first referral hospitals and five provincial or national hospitals. The terms of the
contract covered compliance with intervention protocols, essential drug stocks, opening
hours, staff presence and an established referral system.69

THEME: COMMUNITY MONITORING, HEALTH RIGHTS AND ACCOUNTABILITY

Introduction

Community monitoring (CM) is a form of public oversight, ideally driven by local information
needs and community values, to increase the accountability and quality of social services. The
push toward community monitoring of public services in development projects is based on
the notion that local oversight raises the social accountability of public service providers.71
Within the CM framework, members of a community targetted by a social programme
generate demands, suggestions, critiques, and data that they provide to the organization
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implementing the programme. It aims to strengthen local decision-making, public education,
community capacity, and effective public participation in local government. CM is a tool to
facilitate greater inclusivity on issues deemed important to the community at large.

It is not sufficient to concentrate on supply driven mechanisms alone in efforts to improve
service delivery. There is also the need to build capacity on the ‘demand’ side. by ensuring
that users of social services are informed of their rights and obligations and are enabled to
exercise their rights by holding the government and service providers accountable.72 There are
a number of monitoring methods to enable public oversight in service delivery, ranging from
Community Score Cards, Citizens’ Report Cards, Public Expenditure Tracking Surveys (PETS),
Social Audits and the Right to Information..Monitoring without indicators (used for internal
monitoring of project success by organizations) and Monitoring to global standards (which
monitors and brings civil society organization representatives closer to international
institutions) are community monitoring initiatives conducted at a relatively higher level.

Outcomes and Impact

Community based monitoring programmes have been seen to lead to open dialogue with
local service providers and provide an evidence base to lobby the local government
authorities. Such initiatives improve public awareness and demonstrate significant
improvement in user satisfaction with services.73 Another study showed that subsequent to
dialogue based on people’s perceptions and monitoring, there was a rise in immunization

72

Sundet G., Public expenditure and service delivery monitoring in Tanzania: Some international best practices and a
discussion of present and planned Tanzanian initiatives. HakiElimu Working paper series2004.

73

Larrauri H.P., Community monitoring : Report for the Open Society Institute's Public health watch. 2009.

30

rates, fall in child mortality rates by 33% and reduction in absenteeism among care
providers.74

Such monitoring and social accountability mechanisms also brought about significant systemic
change. A study in Africa showed that such processes increased the regularity in salary
payments, improved interaction between users, health staff and administrators and led to a
20% increase in the allocation for local budgeting and monitoring.75

These programmes are seen as useful to government departments to complement their
oversight actions.The community monitoring programme was seen to be highly beneficial for
the Phillipines’ Commission on Audits (for example), as it provided a new dimension of
capacity, providing ‘value for money’ audits, as well as enabling corrective actions in the
implementation of public works projects, in addition to the post-audits traditionally
performed by the Commission.76 77
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Issues and Challenges

Please see the following boxes:

Community Monitoring is not a Panacea



Participation is complex: establishing indicators in a participatory way takes time and it is difficult to
ensure the participation of all stakeholders. Participation of women is particularly low. Hence it is
difficult to disaggregate data based on gender to assess the differential impact of services on men and
women.



Local ownership is crucial: involving local stakeholders is essential as it will greatly increase the
chances of the monitoring being more useful and sustainable. There is a need to invest in a dialogue
prior to data collection to foster a common understanding and to ensure transparency. Lack of literacy
and numeracy in the community are also major inhibitors and the information needs to be presented in
a way in which it can be understood.



Dissemination and use of monitoring data: monitoring should be aligned with the national policy making
processes to influence policy change. It should focus on national goals and be timed to synchronize
with, and thus contribute to national planning.



Monitoring is a political process: NGOs are better placed to monitor but risk political clashes when they
release unwanted results. Hence, to gain legitimacy, monitoring processes should be supported by
local leaders, The presence of a local ‘champion’ to drive social accountability is critical to generate
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support and participation.


Capacity constraints: these exist in terms of access to resources, information and the availability of
appropriately skilled individuals. The facilitation of ‘public meetings’ also requires training and
investment.78

Making monitoring more efficient


Reporting verbally through group meetings will allow participation regardless of literacy levels.



Phasing in interventions slowly during training, enabling volunteers to assimilate the information and
use it immediately in their work.



Multiple strategies for individual and group learning reinforcement ensure that volunteers are well
prepared to serve the families on their blocks.



Rewards can function as motivators as well as for recognition and group identification.



Quarterly surveys can be used to verify the data collected by the volunteers.



Information sharing and relationship building between the community and the Ministry of Health are
essential to build local ownership of the project.



Group meetings will function as venues for problem solving, peer counseling and social and
educational activities. They will also help as venues for training and testing.
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When group leadership and decision making power has been systematically built, responsibilities can
be successfully transferred from paid staff to community members.79

A number of lessons may be derived from the ‘best practices’ presented above. The
generation of data, whether on finances or user satisfaction, is an essential component of
ensuring accountability in the delivery of services. This needs to be in the public domain and
to be presented in a fashion that is comprehensible to the users of services. In addition,
partnerships between government and civil society or user groups can significantly enhance
the capacity of government to perform its oversight function.71
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THEME: PARTICIPATORY PLANNING

Introduction
A literature review by Victoria Saint forms the basis of this review.80 It identifies certain
programmes implemented in different parts of the world which have community participation
and planning as integral components. It attempts to assess the impacts and issues arising due
to these components. Covered by this literature review are programmes with the Women’s
Group for Maternal and Child Health (the WARMI project, Bolivia); the Law of Popular
Participation (Bolivia); the MIRA trial (Makwanpur, Nepal); SUS, People’s Health Councils and
Conferences (Brazil); the EKJUT trial (Jharkhand and Orissa); the FRHS project (Husur,
Karnataka); a randomized controlled trial (RCT) involving Health Watch Committees
(Bangladesh) and Nijero Kori, NGO in rural Bangladesh.

Outcomes and Impact
Several outcomes and limitations have been highlighted in this review, some of which are
presented below:
Positive Outcomes

80

Negative Outcomes/Limitations

Saint, V., 2010. Community participation and planning in health: An exploratory literature review. Chennai: Community
Health Cell Extension Unit.
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Improved health outcomes



Changes in health behaviour and socioenvironmental risk factors




Strengthened social capital and networks



Empowerment



Better accountability



Pro-poor policies



Efficiency gains and rational administration



Local needs are considered



Utilization of health services



Inter-sectoral action



Exclusion and lack of genuine
representation
Differing levels of success of
implementation of these strategies/
Ambiguity in success of scaling up



Further fragmentation and increased
inequities



Difficulty in measuring and evaluating the
impact



Lack of mechanisms for participation and
planning

Improvements in health outcomes such as perinatal mortality rates,81 neonatal mortality
rates,82 83 and the infant mortality rate84 have been well documented in literature. Changes
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in health behaviour (nutrition, sanitation, home care practices, utilization of maternal health
services) have also been noted.85 86 In the municipality of Vallegrande, Bolivia, participatory
planning has resulted in increased life expectancy along with reduced levels of poverty.87
Gains in efficiency which come about from community planning and participatory budgeting
include increased attendance at assemblies and better implementation of projects.88

Empowerment arising from enhanced community involvement increases the confidence level
of individuals, enabling them to identify and tackle negative issues affecting their lives.89 90 91
The municipal health councils in Porto Alegre, Brazil, have seen the rise of inter-sectoral
actions for health as communities realize that their needs are not just for curative services,
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and this has resulted in better water and sanitation services and higher school enrollment 87
Capacity building services provided by NGOs also have far reaching effects; Nijera Kori’s
involvement has resulted in improvements at the household level in the nutrition, child
immunization and access to latrines.88

Issues and Challenges
Despite the reported positive impacts, involving communities in planning is not that simple.
The biggest problem is that representation of communities is sometimes just in name. There
are various barriers to successful participation such as time constraints, lack of money and
lack of skills and capacities.92. Skill/capacities are required to be able to identify and prioritize
the different issues and design solutions to address them. Inequities are reported to have
increased with the adoption of community participation and planning.93 High levels of
accountability have not been achieved especially in holding officials to account.94 Additionally,
disadvantaged populations still risk being excluded from participatory planning perhaps
because they themselves do not see themselves as part of such a process.83 86 95
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Although the perceived benefits of community involvement have been highlighted here, these
benefits are seen only after a long time and the whole process of community mobilization is a
resource and time intensive exercise. Despite world-wide acknowledgement of the success of
the Brazilian and Bolivian models, their scalability has been questioned due to lack of uniform
results from all areas.86 87 92 87 88 93 Similar problems were faced when attempting to scale up
projects in Bangladesh, Nepal (MIRA trial and India (EKJUT).81 82 96

Some key requirements imperative for the successful enhancement of the role of
communities and for integrating communities into the planning process, as identified by this
literature review, are listed below:
 Conducive political environment
 Strong civil society
 Resources and investment
 Institutional mechanisms for participation and planning
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THEME: INTER-SECTORAL CONVERGENCE

Introduction
The concept of inter-sectoral action for health has been around since the Alma Ata
Declaration in 1978. It has been defined by WHO as “actions affecting health outcomes
undertaken by sectors outside the health sector, possibly, but not necessarily, in collaboration
with the health sector.” This concept arose from the understanding that diverse factors affect
health; many of which may not be directly related to it.97

Over the years, the inter-sectoral approach to health has been initiated by players both in the
health as well as non-health sectors. Important stakeholders include government (national
and local), civil societies, institutions/organizations and the community. Participation by the
community has been reported to be integral for success in any such approach, especially in
the context of disadvantaged populations.98 Also, due to the involvement of non-health
players, not all initiatives are targeted at health or health outcomes directly but have
indirectly resulted in health benefits.
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The inter-sectoral approach can be either top-down or bottom-up.99 Bottom-up implies that
the initiator is at the community or local level while in the top-down approach, initiatives are
started by the government. Several studies cited in this review acknowledge the use of both
approaches. As mentioned earlier, the community has a key role to play in both approaches.
During the process of this literature review, we identified a review by the Public Health
Agency of Canada for the Health Systems Knowledge Network and the Regional Network for
Equity in Health in East and Southern Africa (EQUINET). This review looks into various aspects
of inter-sectoral action for health.100 The synthesis report “Health equity through
intersectoral action – an analysis of 18 country case studies”99 tries to answer the questions
arising from the aforementioned literature review. From the 18 case studies, we focused
primarily on those dealing with primary health care/community level interventions and
participation/empowerment. Besides these two documents, any other study relevant to the
topic has been included in our review.

From our survey of the literature, we identified that education, sanitation, income generating
activities and empowerment strategies have had a positive impact on health. In the following
section we illustrate this with examples.

Outcomes and Impact
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The literature shows two things, first that work on non-health, but health related/social sector
related issues can lead to positive health impact; and second, that working with communities
can lead to the operationalization of inter-sectoral linkages.

Education of mothers has a beneficial effect on child health and survival.101 The basic needs
development programme (BNDP) in 12 countries in the WHO Eastern Mediterranean region is
an example of inter-sectoral approach to health. A study on BNDP states that “the literacy and
vocational training centres for women contribute to improvements in maternal care, family
planning, and immunization coverage for children”.102

The relationship between health and economic development is a known fact.103 Participation
of women in self help groups and credit programmes has been seen to have a positive impact
on the health status of the women.104 A study in Bangladesh finds that members of the microcredit group were more likely to have lower child mortality and better immunization
coverage.51 Community based organizations may directly or indirectly facilitate the access of
people to treatment either by providing finances or transport, or by building health facilities
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and carrying out capacity building initiatives.105 The Self Employed Women’s Association
(SEWA) in India has been using the inter-sectoral approach and has expanded its activities
from those which are merely economic to include health and social issues.106

An empowerment strategy is to make women financially independent. The implementation of
an income generation programme for women in rural China led to the community demanding
the services of barefoot doctors, demonstrating how a non-health initiative can eventually
lead to a health related one.107 The authors noted that once basic needs are met, women
(communities) look for improvements in health.

The government of Iran has taken up the inter-sectoral approach for health and incorporated
community involvement in planning and setting priorities. This is done by setting up village
development committees which consist of elected cluster representatives from the villages,
and by conducting community needs assessments. In Brazil, due to the presence of
participatory municipal committees, sectors indirectly related to health such as water services
and sewage have seen improvements.106
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Sometimes, health related initiatives spread to areas like education. In Sonagachi, India;
attempts to reduce transmission of STDs to sex workers resulted in effects beyond health.
During the project tenure it was realized that to have an overall impact on health, there was
the need to diversify to non-health related areas. This led to the development of a literacy
programme for the sex workers. Further, with the aid of the supporting organizations
occupational protection and financial security initiatives were also started.

Issues and Challenges
Although benefits have been observed for this approach, convergence is not necessarily a
panacea. Such initiatives have been noted to be resource intensive and results are not
immediate100. Also coordination between various sectors might not always be seamless.
Largely the success of these initiatives depends on the extent to which communities
participate.

EMERGING LESSONS

The review above presents a wide range of evidence for the significant contribution to health
system strengthening and positive impacts on health brought about by community
participation. As mentioned in the early sections of this paper, however, participation is a
right and it is the responsibility of the state to ensure conditions conducive for participation.
Today there is rich experience in diverse settings and with respect to different approaches
with regard to community participation. Among the critical debates are those on how to
actualize citizen involvement and ownership, how to deepen democracy and how to
transform systems (especially those in low and middle income countries), to make them not
only more effective, but also more responsive to people's needs and equitable in their
functioning. This section presents the major learnings emerging from the literature.

 Citizen and community participation at all stages and levels of health planning, including
planning, implementation, monitoring and evaluation has been recognized as a
fundamental right of citizens and communities.
 Citizen participation and NGO involvement have been seen to contribute very positively to
a number of outcomes including awareness, availability, accessibility, quality and equity of
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services. Citizens and communities have also been seen to contribute not only to curative
but also to preventive and promotive interventions.
 Major issues include training capacity to empower and enable community members to
play these constructive roles, sensitization of the whole system to go beyond the
expert/lay person hierarchy and to see community participation as a useful and essential
aspect of all health systems.
 Spaces created for these purposes do not become 'democratic' simply by virtue of their
creation and objectives. These spaces invariably reproduce the hierarchy and power
relationships present in the larger society. Thus to make them truly democratic we need a
process of active contestation and debate.
 There is a significant move from seeing civil society as a 'countervailing' force to the state
to giving it the role of “co-governance”, where there is direct and active involvement of
the citizens in the activities of governance.
 It is obvious that a complex set of facilitating factors are necessary for community
participation to bring about impacts and lead to social change. Some of the factors that
emerge from the literature include the need for: strong political will, 'champions for
change' from within the system, a legal mechanism and spaces and mechanisms for such
engagement, and “schools of citizenship', where people, especially the poor and
marginalized 'learn' to overcome traditional hierarchies and occupy these spaces as
equals. Such 'schools' usually refer to various social movements.

A NOTE ON CIVIL SOCIETY
Civil society consists of a wide range of organizations ranging from those which are for–profit,
to those which are not-for-profit, from those which are funded to those which are non-funded
and function on the basis of membership and contribution.

The role civil society plays in such a situation is important to analyze. Some of the important
advantages civil society groups have over government line departments are the closeness to
people and flexibility in functioning. Civil society groups also play important roles in
awareness building, empowering communities and people, facilitating the voice of the
voiceless to be heard, and in research and advocacy. The other role that has been described
for civil society groups is that of schools of citizenship – where they help in empowering
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individuals and communities to go beyond traditional hierarchies and occupy the higher
spaces as equals.

Care needs to be taken, however, that civil society engagement does not lead to either
duplication of services or the erosion of the state’s capacity to provide services. Where the
state withdraws its provisioning role, it can no longer play the crucial role of being one of the
important 'competitors' in today's market of health care. This could easily to increasing
privatization and the state left with little bargaining power or regulatory power.
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