
Several streams in the social             

accountability field are making          

headways at various levels. The    coali-

tions against corruption; practitioners 

and policy advocates pressing for state 

accountability to various declarations 

and conventions that are signed        

internationally and nationally; research 

community engaged on issues of       

accountability; along with citizens in   

general demanding accountability in 

various social sectors are a few         

examples on accountability being a    

current  buzzword. 

 

While the practitioners of accountability  

have been struggling with old questions 

and have been inching forward to get 

solutions, these new debates and     

questions are posing yet a few more new 

challenges:  

Can we have a report card like tool 

that can be universally used for  

social accountability practices? 

Can we not have methods and tools 

that can be compared for their out-

comes (across states and          

countries)? 

How can we have any comparability 

as the situations and contexts are 

so different and diverse? 

The issues themselves are so 

unique that in a given context what 

works in one issue does not work in 

the other. So what are we           

comparing? Apples and oranges? 

 

These and such other questions point to 

one such debate - ‗universal blue prints‘ 

versus ‗tiny islands‘. It would be         

appropriate for us as COPASAH to put 

this debate in perspective.  

 

The important arguments of those who 

believe in universal blueprints are 

driven by the belief that we can have 

some tools which are universally    

applicable. There is an unquestioned 

faith in and a simplistic understanding 

of tools such as citizen report cards, 

social audit reports, policy briefs, 

etc., which not infrequently is  pushed 

by funding agencies in the pretext of 

upscaling interventions. The other 

stream of arguments is that contexts 

differ and everything is contextual, and 

hence nothing is amenable to         

comparison. What works in one place 

will be not be relevant and applicable 

to the other.  

 

While a lot of intellectual conversa-

tions go on around these debates, 

what is relevant for us is the way of 

understanding these issues from the 

practitioners‘ point of view. We cannot 

be dismissive about the importance of 

such debates however, let us try to see 

its relevance to our context as           

practitioners.  

 

First and foremost, practitioners would 

very well recognise that the reality of 

communities in which accountability 

process are set is very complex,     

dynamic and sometimes volatile. 

 

Secondly, some portion of the debates 

revolve around the hyper-usefulness of 

tools which universalists seem to   

propose and the contextualists seem 

to dismiss. We use tools. However, 

tools represent  standardisation of an 

instrument within a methodological 

framework to capture the reality.  
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Tools are useful and have benefits.                 

Notwithstanding, we cannot have a formula or a 

rubric for accountability practice. The effect of 

any tool is much contingent on the power      

dynamics in any given situation. Social power 

exercised by communities (community power) 

who use these tools and the responsiveness of 

the governance system, inter alia, are some of 

the important factors. The blind believers in tools 

and the donors who vehemently promote such 

an approach need to be wary of its possible   

adverse impact on the community. The tonnes of 

data generated may lead to a much acclaimed 

paper or a report, but may not yield any fruitful 

change in the community and may in turn lead to 

the community losing faith in the processes of     

accountability itself. Hence, putting tools before 

processes of people‘s empowerment is rather an 

ominous design of accountability. Local contexts 

are quite complex and there is variability in   

different contexts. The hegemonic social,       

economic, political and cultural forces that 

shape and influence the collective psyche of 

dominant forces in communities are complex 

and unique. The counter hegemonic processes 

of empowering subalterns also significantly differ 

from each other.    

 
Both the points of view are true in what they  

argue for but are not complete without the other. 

There is a need for practitioners to find a       

balance and a middle path. Contexts are        

specific, but not so specific as to not allow any 

commonality in which case any interaction and 

relationship wouldn‘t be possible. Similarly, the 

euphoria of producing data through some      

universally applied tools needs to tempered with  

a tinge of relevance to the practice of                

accountability. We need principles and broad 

approaches and not a formula or a blue print. 

We need to understand the power dynamics in 

any context - local, national and global – and 

gauge what approach and methods to be best 

adopted in such situations. Besides, it is         

essential to put process of empowering         

communities into the centre of social             

accountability process and not use them as 

agents or consumers of researchers‘ tools.  

 

While doing so, it is important to learn from the 

experience of each to understand what         

principles emerge, what kind of approaches 

work or do not work and delineate the contexts 

where such tools are applicable or not           

applicable. Above all, people matter. Robert 

Chambers reminded development practitioners 

on ‗putting people before projects‘ and such a 

reminder may be re-worded at present as 

‗putting process of empowerment before tools 

and blue prints‘. Without empowering and    

mobilising people for accountability no expert 

tool is going to bring about accountability. The 

agency of people rather than the supremacy of 

tool is more important. From the COPASAH   

perspective, building counter-hegemonic logic 

through the empowerment of communities is at 

the heart of social accountability processes.  

 

Some of the emerging principles and            

experiences in accountability processes point 

towards the need of the external autonomous 

facilitator/s independent of the state executive, 

the agency of the community power through 

collectivisation and empowerment, adaptability 

of the tool to different situations and a creative 

engagement with the system to demand and      

enforce accountability. Important learning that 

emerges is that accountability practice can‘t be 

limited to a project demanding pre-determined 

outcomes, but has to be a process taking the 

community along.  

 

We need to learn about different approaches, 

what worked and what did not and in which 

context it worked  differently. We need insights 

on the processes of empowerment and of   

countering dominant forces to demand         

accountability. Hence, we share with each other 

our stories of success and failures in the pursuit 

of facilitating people to people solidarity across 

cultural and geographical contexts. 
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Article by: E. Premdas Pinto, South Asia Region Coordinator, COPASAH 
 
Mr. E. Premdas Pinto works as the Advocacy and Research Director at Centre for Health and Social Justice 
(CHSJ). He is facilitating the thematic area of community action for health rights with a special focus on processes 
of  community monitoring and accountability.  
 
To know more about the work done by CHSJ, please CLICK HERE 
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Background  

 

How can we encourage activism for the        

improvement of the quality of addiction       

treatment programmes among the most      

stigmatised group of citizens in Macedonia? 

How can institutions be made to accept that 

people using drugs can be constructive        

participants in the process of improving the 

quality of drug addiction treatment                

programmes? How can drug policies be freed 

from ideological models of thinking and adapt 

to current trends and the needs of those      

concerned the most? According to the literature 

describing community monitoring and advocacy 

available on the internet, an impression is 

formed that disenfranchised communities 

should have the necessary motivation and   

capacity to independently mobilise themselves 

and jointly fight issues of common interest, but 

it is hard to bring this ideal model into reality in 

which, evidently, wider social and political    

factors should be taken in consideration. In 

fact, these factors are unavoidable in the     

process of attempting to understand challenges 

that people treated for addiction in Skopje are 

facing, in the course of their efforts to achieve 

higher quality addiction treatments.  

Macedonia is in the middle of the Balkan     

Peninsula, in the southeast part of Europe. Its 

capital is Skopje. Macedonia used to be a    

federal state within the Socialist Federative 

Republic of Yugoslavia, but after the dissolution 

of Yugoslavia in 1991, it proclaimed independ-

ence and started transitioning from socialism 

into a democratic constitutional organisation, a 

process politically named ―transition‖. The   

transition turned out to be much harder than 

expected. Initially, the extant communist     

ideological models were not replaced by      

democratic ones, but rather a clash of several 

ideological concepts occurred, among which the 

―democratic‖ and ―nationalistic‖ dominate. The 

leading political parties have polarised         

Macedonian society in few fractions, ideological 

and nationally determined that raised constant 

antagonism within the society. In their mutual 

struggle for power, these strived to repress all 

models of civic activism, considered personally 

threatening and any criticism was considered a 

threat. But, on the other hand, they counter-

feited NGOs on their own, which convicted   

efforts to bond civic society initiatives for      

cooperation. Civic organisations and activists 

that really tried to promote humane and prag-

matic values were stigmatised as money     

launders and as an extended arm of the cruel 

corporate globalisation. Unfortunately, this   

process is still ongoing and has taken such 

sway in the last several years that civil          

organisations and activists fearing further    

stigmatisation become increasingly discouraged 

and passive and the intensity of new initiatives 

is decreased.  

As an example, although the assessment of the 

Macedonian Center for International Coopera-

tion regarding the trust in civil society for 2013 

concludes that the trust of citizens towards  

citizen associations has increased compared to 

previous years, a high level of stigmatisation 

can still be noticed, especially because a large 

percentage of the surveyed hold on the      

prevalent attitude that civil associations are in 

the service of foundations or political parties.  

Drug use and addic-

tion treatment possi-

bilities  

Nowadays there are 

f i f t e e n  d r u g         

addiction treatment 

programmes in ten 

different cities in 

Macedonia, out of 

wh ic h  th i r te en    

provide methadone 

assisted treatment, 

one of them         
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provides buprenorphine assisted treatment and 

one of them provides treatment without substitu-

tion, but the last one is nonoperational because 

of the popularity matter. All of them are now  

financed by the budget of the Republic of      

Macedonia, although some of them started with 

financial support from the Global Fund to Fight 

AIDS, Tuberculosis and Malaria. Six of these drug 

addiction treatment programmes, including the 

one that provides buprenorphine treatment, are 

in Skopje. Compared to the period before 2005, 

when only one drug addiction center, with three 

different programmes was operational, and it 

was located in Skopje, drug addiction treatment 

became available to bigger number of drug   

users, but there are still matters of coverage and 

quality. 

 

There are around 10,300 opioid dependent  

people in Macedonia. Out of them, only 17% are 

currently on treatments in the ten towns that 

have operating programmes. The biggest      

problem is in the capital city, Skopje, where   

despite the four operating treatment centers, 

only 600 users are being treated, which is 16% 

of the assumed 3750 users. Except the limited 

capacity, existing treatments do not offer the 

needed quality due to various reasons. This   

creates dissatisfaction among a significant part 

of the patients. It arises out of the following  

problems:  

1. Lack of psychosocial support;  

2. Inappropriate packaging of medication;  

3. No possibility for personalised medication 

dosing in the treatment;  

4. Employees in some centers do not have 

sufficient knowledge about addiction-related 

problems and have an inappropriate       

attitude towards patients etc. 

 

On a political level, drug-related issues are left 

on the margins of the political and ethnic       

polarisation that exists in Macedonia and are 

most often treated sensationalistically, more in 

the service of daily politics than with an honest 

intention of finding appropriate solutions for  

human treatment. Whenever law makers discuss 

this issue, what can be identified are some    

values based on ideological models and the lack 

of willingness to find pragmatic solutions. It is 

difficult to understand the reasons for their   

indifference, but there are certain assumptions 

that a significant factor in this is the political 

rating they try to build among the public.        

Confirming this claim are news about the rating 

of political parties and separate politicians that 

frequently overwhelm media.  

The main problem which significantly affects the 

quality of health protection offered to drug   

users, is the small number of addiction        

treatment centers, insufficient to cater to all 

those in need of treatment. Despite the        

established commitment towards increasing the 

availability of treatment and diversifying      

treatment options in public health institutions, 

(provisions of Strategy on Drugs 2006-2012), a 

huge number of drug dependent people are 

facing the problem of realising their right to 

treatment. The situation is most concerning in 

Skopje, where most municipalities face serious 

resistance to opening new drug addiction    

treatment centers, as well as announcements 

for shutting down and dislocating existing ones, 

especially during local election campaigns.    

Discriminatory and stigmatising rhetoric used 

for drug users is an unavoidable part of the  

political campaigns on local elections. They are 

simultaneously accompanied with a negative 

campaign towards the substitution therapy, 

especially methadone, which is presented in the 

public as equal to heroin, and its treatment as 

―taking drugs financed by the state‖. All this has 

a negative effect not only on the image of drug 

treatment programmes, but also on the        

motivation of drug users and their families for 

starting a treatment. The assumptions about 

the negative effect of current socio-political   

circumstances on the motivations of drug     

addicted people to undertake more active role 

in representing their interests are fully          

confirmed when we add to this the fact that 

drug users are the least desired group of      

citizens, as identified by the Macedonian Center 

for International Cooperation in 2011. 

 

However, these are not the only de-motivating 

factors limiting people being treated for        

addiction from taking a more active role in    

advocating for improvement of the quality of 

treatment programmes. It is expected that   

people treated by substitution therapy with 

methadone and buprenorphine in Macedonia, 

the only addiction programmes financed by the 

state budget, should achieve a stable condition 

in order to be rehabilitated and re-socialised. 

But, according to the assessment made by 

HOPS – Healthy Options Project Skopje and the 

Coalition 'Sexual and Health Rights of           

Marginalised Communities' in 2012, it was 

shown that addiction programmes are not fully 

adjusted to the needs of patients and that they 

are above all medically oriented. When we add 

to this context the attitude of Zoran Milivojević, 

a psychotherapist and a writer with rich 
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experience in work with people who use drugs, 

expressed in his book ―The Games Drug Addicts 

Play‖, according to whom many drug addicted 

people live up to the predominant social idea 

about the incurability of addiction and adopt a 

passive and dependent position in community 

which then leads to a vicious circle, by making 

them too passive to independently advocate for 

the improvement of the quality of their lives. 

 

Fortunately, not all is lost. First of all, not all drug 

addicted people have accepted the societal idea 

of the incurability of drug addiction. Secondly, 

there are drug addicted people who manage to 

achieve a more stable health condition and have 

active social roles. Third, the undesirable socio-

political context for some people is an additional 

instigating factor and with the appropriate     

support these people can contribute to the    

improvement of the wider community. One such 

example is the community monitoring and     

advocacy. 

 

Community monitoring and advocacy 

 

The initiative for community monitoring and    

advocacy for improvement of the quality of drug 

addiction treatment programmes in Skopje has 

existed since 2011, but started to realise in the 

beginning of 2012. The stakeholder community 

itself should advocate for improvement of      

certain conditions, supporting its requests with 

arguments and conclusions with previously    

performed monitoring. In fact, similar initiatives 

and activities have existed in Macedonia before, 

mostly unsuccessful or only partially successful, 

but in any case, exceptionally exhausting. One of 

the biggest weaknesses was the difficulty in   

encouraging and maintaining the motivation 

among people from the community, especially 

when representatives of the community needed 

to face and act before the institutions of the  

system. That is why the main dilemma when 

planning the project was how to form a         

permanent and motivated advocacy team in 

which the people in-charge and the main      

activists would be the people on drug addictions 

treatment. On one hand, they were supposed to 

justify the trust from the community and the 

donors (Open Society Foundation from New 

York and the Foundation Open Society –       

Macedonia), without destroying the relations 

with institutions or the damage of the           

community, on the other hand. In order to     

alleviate potential risks, it was decided that 

there will be a step by step approach, i.e. only 

quick-win problems would be treated at first in 

order to increase the confidence of the        

community towards advocating for more       

significant changes. This meant to focus on 

work with service providers only and to avoid 

policy maker level because of the ideological 

matrix many times expressed in the media. The 

prevailing opinion was that there is still         

opportunity for service providers to address 

some changes independently and that it is good 

ground to start advocating. Basically, it was   

anticipated that service providers are part of the 

solution, not only of the problem, and building 

trust between them and the community will  

elevate advocacy efforts to the policy making 

level. Finally, it was decided to carry out an 

analysis of the attitudes of people treated for 

addictions regarding the quality of addiction 

treatment programmes in Skopje financed from 

the state budget.  

 

The specific activities started in December 

2011 with an analysis of the laws and other 

legal documents that regulate the problem of 

drugs in Macedonia. The legal analysis enabled 

a referent position for monitoring and defined 

the minimum standards for the quality of      

state financed drug addiction treatment       

programmes in Skopje. In accordance with the 

initial plan, the community monitoring and    

advocacy started right after the completion of 

the legal analysis, based on which questions 

were asked that were a later subject of monitor-

ing. From this point onwards, a more direct  

inclusion of the community happened.         

Community representatives were included in the 

final design of questions and in the carrying out 

of the monitoring on field (in existing drug   

treatment centers in Skopje). Still, the final 

analysis was carried out by a person that was 

not part of the community. During monitoring, 

advocacy started but on a smaller scale. This 

phase meant forming a consultative body     

comprising of representatives from competent  
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institutions, and attended by one representative 

of the community, whose function was to provide 

directions for finalising the results of the      

monitoring. Through the work of the consultative 

body, the first advocacy results appeared to be 

felt when one of the members of the consultative 

body started implementing minor changes     

regarding use of facilities in the institution under 

its competence, based on the monitoring       

findings. 

 

A bigger emphasis of advocacy was placed on 

the activities in 2013, as a response to the          

findings and recommendations from the       

community monitoring carried out the previous 

year. In the first half of 2013, training was held 

where the representatives of the community 

identified weaknesses in the addiction treatment 

programmes and priorities for advocacy that 

would lead to improved quality of these          

programmes. From a total of 19  identified         

priorities, three were set out as the easiest to 

achieve short term. These were:  

1. Patients shall be included in the decision 

making process and in the committee for 

acceptance of new patients;  

2. Saliva testing shall be used instead of urine 

testing in addiction programmes;  

3. To include psycho-social therapy in      

m e t h a d o n e  a n d  b u p r e n o r p h i n e                

programmes.  

 

For more effective action by participants of the 

training, several representatives were selected 

who formed a Coordinative Advocacy Body (CAB) 

which enabled more active inclusion in the    

community advocacy process .  Sti l l ,                 

circumstances were far from ideal, especially 

because members of the CAB do not possess 

many advocacy skills and are relatively          

dependent on project managers who help in  

negotiations with programme representatives. 

 

How did the health system react? 

 

Most of the employees and coordinators of the 

treatment centers reacted constructively and 

accepted cooperation for change of identified 

issues. A small number were not thrilled and 

started a series of criticisms and accusations 

that the report is not realistic and questioned 

HOPS and the programmes it is carrying out. 

Still, they did not terminate cooperation, but   

additional efforts were needed in order to      

overcome inter organisational clashes. 

 

Seen as a whole, advocacy began slowly, but 

with different intensity in different addiction   

programmes. There are a total of four             

programmes for addiction treatment in Skopje 

which are financed from the state budget. With 

three of these programmes an initial cooperation 

was established and the proposal for participa-

tion of patients in making decisions in             

programmes was adopted. Only in one                

programme difficulties were encountered, mostly 

because of the lack of willfulness for                  

cooperation by the manager, but we expect to 

resolve this positively. The initiative for sputum 

instead of urine testing has been temporarily 

stalled because of the fear that this might cause 

anger among those few patients who misuse 

pharmacotherapy, but who are sufficiently influ-

ential to de-stabilise advocacy efforts. It was 

proven that advocacy for psychosocial support is 

harder to achieve and that this does not depend 

only on the treatment programmes but on other 

institutional barriers as well, as for instance bu-

reaucracy and cronyism. Namely, the coordinator 

of one of the methadone centers cannot make a 

single decision without an approval and a signa-

ture from the head of the institution, who, again   

depends on the government's employment    

policy. When it comes to employing new staff in 

these centers like social workers and psycholo-

gist in this case, it is not enough to have just an 

approval from the director of the institution. The 

consent from the Ministry of Health is necessary 

for the institution's human resource policy. Still, 

members of the Coordinative Advocacy Body are 

already working on developing ideas for activities 

that will avoid bureaucracy and lead to provision 

of psychosocial support. 

 

Especially worth pointing out is that some of the 

members of the CAB have started independent 

initiatives for workshops, debates and wider  
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community involvement and have achieved a 

members are actively involved in planning     

activities for 2014, thereby fully meeting the 

community monitoring and advocacy methodol-

ogy. significant improvement in the cooperation 

with programmes for treatment of addictions, 

thus encouraging other CAB members to start 

acting more intensively. Individual initiatives 

have strengthened enthusiasm at the CAB and 

its for 2014, thereby fully meeting the           

community monitoring and advocacy                

methodology.  

 
Drug addiction treated people and decision   

makers at the same table  

 

The most significant benefit from this process 

was the final recognition and acceptance of  

people treated for addiction as the key factor in 

negotiations with decision makers. The presence 

of a representative of the community in the 

counseling body together with decision makers 

and policy makers is a significant step towards 

representing their rights. This practice continues 

in the development of a system for regular  

meetings among representatives of the          

community and the responsible persons from 

the treatment centers. At these meetings,    

benefits and deficiencies of treatment            

programmes are discussed, as well as the    

problems faced by the  patients. The purpose is 

to improve the quality of the treatment            

programme in accordance with the needs of the 

patients, and for that we need joint activities and 

a dialogue among patients and employees in the 

programmes. This achievement may be common 

for other communities and not worth pointing 

out, but having in mind the context described 

earlier, it can be considered a significant 

achievement. 

 

Still, despite the progress so far, capacities for 

independent advocacy by the community are far 

from ideal. Members of the CAB are in discord 

between the wish for positive changes, the non-

beneficial position with regard to authorities in 

addiction programmes and the resistance from a 

small group of members of the same community 

and employees in programmes that can disrupt 

advocacy efforts. When all these circumstances 

are added to the previously described socio-

political context in Macedonia, it is evident that 

the CAB is facing a big challenge and it needs a 

major support, for strengthening its own            

capacities. This is a process that demands great 

patience and does not allow posing too big    

responsibilities to representatives of the            

community, at least not at the beginning. But, 

one thing is certain, NOTHING CAN BE DONE FOR 

THE COMMUNITY, WITHOUT INCLUDING THE 

COMMUNITY.  

Article by: Vlatko Dekov, Irena Cvetkovic,  Vanja Dimitrievski  
 
Vlatko Dekov works as a manager at the Center for Education, Documentation and Research (CEDR), a     
department of Healthy Options Project Skopje (HOPS). 
Irena Cvetkovic works as a project coordinator at the Coalition Sexual and Health Rights of Marginalised      
Communities. She is working on the research for her PhD thesis on the topics related to the marginalised  
communities i.e. sex workers, drug users and people living with HIV. 
Vanja Dimitrievski works as a Programme Assistant for Research in the Center for Education, Documentation 
and Research (CEDR), a department of Healthy Options Project Skopje (HOPS)  

 
To learn more about Healthy Options Project Skopje (HOPS), please CLICK HERE. 
To learn more about findings from the first cycle of community monitoring in 2012, please CLICK HERE.  

The purpose is to 

improve the quality 

of the treatment            

programme in 

accordance with 

the needs of the 

patients, and for 

that we need joint 

activities and a 

dialogue among 

patients and 

employees in the 

programmes. 

http://www.hops.org.mk
http://www.hops.org.mk/biblioteka.htm


Page 8 COPASAH Communique 

Uganda National Health Users‘/Consumers‘        

Organisation (UNHCO) is implementing a three year 

project to ―Assess the Extent to which Resources 

Allocated to the Health Facilities Affect Access to 

Essential Medicines in Uganda.‖ The project is   

implemented in the south-western Bushenyi district. 

 

In the first two years of implementation, the      

Quantitative Service Delivery Survey (QSDS) and 

citizen report card methodologies were applied in 

the districts. Both reports of the studies can be   

accessed at www.unhco.or.ug. In the current year 

(3rd year), UNHCO is applying the community score 

card (CSC). The CSC targets 400 community     

members within a radius of five kms of the health 

centers, and health workers of the four selected 

target health facilities are primarily involved in the 

community score card exercise.  

 

Summary of key achievements during the six month 

implementation include: 

 

1. Increased involvement of district and national 

level duty bearers in the advocacy points     

generated in the CSC through various          

committees at sub-county, district and national 

levels. At the district level, transactions        

involving redistribution of medicines between 

health centers were found to be abused and 

one such case of alleged pilferage of medicines 

and supplies was forwarded to the security  

authorities by the District Health Team (DHT) in 

Bushenyi district. The DHT is now pro-actively 

leading the excess medicine and health       

supplies redistribution with 

proper documentation as 

provided for in the policy 

guidelines. 

2. There is increased 

knowledge of rights and 

responsibilities of health 

service users and HUMC 

roles through the monthly 

community sensitisation 

meetings. This has  resulted 

in positive relationships 

between health workers, 

health unit management       

committee members and 

community members with 

each understanding their roles at the health 

centre. 

3. Creation of platforms at the health centre level 

through the CSC and the radio talk-shows at 

district level for participation and engagement 

between communities and duty bearers. 

4. Improved security at one of the health centers 

called Swazi Health Centre II: In response to the 

action plan drawn during the previous CSC, the 

community mobilised themselves to provide 

free labour and poles for the construction of the 

fence at the health centre. They also requested 

the HUMC and health workers to apportion part 

of the Primary Health Care (PHC) funds for   

purchasing barbed-wire. This fencing has now 

been completed, thus improving security at the 

health centre. 

5. Placenta pit was constructed at Swazi HCII in 

Bushenyi district through efforts of the         

community and the area Member of Parliament. 

During the CSC, it was noted that at level II, 

Swazi HC was one of the exceptions to be    

handling deliveries but unfortunately, it lacked 

a placenta pit. The community once again    

mobilised themselves though the community 

monitors to dig-up a pit and also requested for 

assistance from their MP to give the pit an   

appropriate cement finishing. This is also now 

in place. 

6. The community voluntarily made proper      

pathways and signs in the compounds of the 

health centres to help patients locate the areas 

to visit. This was done in response to patient 

complaints from the suggestion boxes over lack 

of directions at the health centres. 

7. The number of patients, as reflected by          

out-patient attendance (OPD) at the target 

health centres has increased. The health    

workers have attributed this to the improved 

relationship between them and the community.  

8. Regular (quarterly) meetings of HUMCs are now 

held without fail. The HUMC members some of 

whom are also community monitors have made 

it a point to review all notes from the suggestion 

box and include all emerging issues in their 

meeting agendas. Thereafter, the responses to 

complaints and suggestions are displayed at 

the notice-boards. Before the project, the feed-

back mechanism was adhoc and unsystematic. 

I Participate in Improving Healthcare 

It’s My Responsibility and Yours Too!! – A story from Africa 

Article by: Frederick Okwi  
 

Frederick Okwi is a Programme Officer at Uganda National Health Users’/Consumers’ Organisation (UNHCO).  
 

To know more about the work of UNHCO, please CLICK HERE 
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SAHAYOG organised a seminar entitled 

„Community Based Monitoring and Social        

Accountability for Health‟ on 4th June, 2013 in 

Lucknow.  Split in two sessions, the seminar    

began with presentations by SAHAYOG‘s commu-

nity based organisation (CBO) partners and    

leaders of a grassroots women‘s forum named 

‗Mahila Swasthya Adhikar Manch‘ (MSAM1) on 

various monitoring techniques employed by them. 

MSAM leaders and CBOs from the four districts of 

Uttar Pradesh, namely Mirzapur, Chandauli, 

Azamgarh and Muzaffarnagar, presented       

snapshots of their monitoring efforts, which     

include - monitoring the provisioning of Supple-

mentary Nutrition Programme of the Integrated 

Child    Development Services (ICDS) scheme and 

the Public Distribution System (PDS), untied fund, 

compliance of sub centres to the Indian Public 

Health Standards (IPHS) and the provisioning of 

‗free‘ health services under the Janani Shishu 

Suraksha Karyakram (JSSK). Using simple       

pictorial tools and monitoring formats, MSAM 

leaders were able to place before district and 

state level officials compelling grassroot evidence, 

that in several cases led to an improvement in the 

quality of health services, establishment of new 

anganwadi centres and improvement in the    

frequency and quality of supplementary nutrition 

distribution. MSAM leaders and CBO partners also 

enumerated the challenges that they faced during 

this process. They shared that health officials at 

the district level did not appreciate being       

monitored by ‗illiterate‘ and marginalised women. 

Another challenge that emerged was that related 

to frequent transfers - advocacy with district level 

health officials is very difficult due to constant 

change of officials.  

 

The second session of the seminar brought     

together three presentations by Dr. Abhijit Das 

and Dr. Abhay Shukla, Members of the Advisory 

Group on Community Action (AGCA) and a       

presentation of findings by SAHAYOG of their    

project, which used Information Communication 

Technology (ICT) for monitoring informal payments 

made by women to access ‗free‘ maternal health      

services in two districts of Uttar Pradesh. In his 

presentation titled ‗Community Monitoring:     

National Perspectives and Experiences of the 

Pilot Phase‟, Dr Abhijit Das explained that       

community based monitoring (CBM) was          

visualised as an important component of the 

NRHM which would enable the community and 

CBOs to become equal partners in the planning 

process and which would increase community 

involvement and participation. CBM, it was 

thought would also provide regular and              

systematic information about community needs, 

provide feedback on fulfillment of entitlements, 

functioning of various levels of public health         

system and service providers, identify gaps and 

deficiencies in services and measure the level of 

community satisfaction. Thus, CBM was visualised 

as a process of feedback and action, wherein        

feedback and reports from various levels would 

lead to appropriate action and intervention aimed 

at improving the quality of service provisioning by 

the public health system and ensuring that it 

reached the poorest and most marginalised rural 

population.  

 

Dr. Abhijit mentioned that in the pilot phase CBM 

was introduced in nine states of India (Rajasthan, 

Madhya Pradesh, Chattisgarh, Odisha, Jharkhand, 

Assam, Maharashtra, Karnataka and Tamil Nadu) 

and covered 1620 villages. The issues that were 

taken up for CBM at the village level were        

maternal health, Janani Suraksha Yojana (JSY), 

child health, disease surveillance, curative care, 

untied funds utilisation, quality of care, commu-

nity participation and accredited social health 

activist (ASHA) functioning. At the level of the 

PHCs, the issue of infrastructure and personnel, 

equipment and supplies, service availability,   

unofficial charges, quality of care and functioning 

of rogi kalian samiti 

(RKS) which are the   

hospital management 

committees, were moni-

tored. The mechanisms 

used varied and included 

group discussion with 

women and the commu-

nity, interviews with 

ASHAs and with women 

who had an infant under 

three months of age, 

interviews with medical 

officers, exit interviews 

and facility visits. Data  

India 

Seminar on Community Based Monitoring and  

Social Accountability for Health 

4th June 2013 in Lucknow (Uttar Pradesh)  
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1 The MSAM is a unique organisation of 12,000 poor rural women spread across 10 districts of Uttar Pradesh that is committed to advocacy and monitoring 
of women’s right to health. Since its formation in 2006, the MSAM has enabled rural women to recognise their own entitlements as ‘rights holders’.  
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was recorded through report cards, which      

provided a graphical analysis of grassroots    

reality, being pictorial in nature, these report 

cards could be easily and effectively used by 

rural populations.   

 

Dr Das then presented the results from the state 

of Maharashtra and Karnataka after the        

introduction of CBM. The results clearly         

demonstrated that services had improved     

significantly after the implementation of CBM.  

He held that some of the major gains of CBM 

was that it resulted in an active engagement 

between the community and the health          

department, as the community became a      

significant stakeholder. The process of CBM 

gave voice to marginalised groups and created a 

sense of accountability and responsiveness 

within the health department that resulted in an 

increase in availability and utilisation of services. 

Further the process led to empowerment of the 

village health sanitation and nutrition            

committees (VHSNC). Dr Das concluded by    

recommending that the process of CBM should 

continue and there needs to be greater         

ownership of the process at the state level, with 

more time and budgetary support to ensure its 

continued success. He felt that the process 

should be anchored within a larger process of 

community planning and action and should be 

linked to village, block and district level health 

planning. He further recommended that the 

AGCA and the national secretariat should       

continue supporting the process and upscale it 

to include all the states in the country, and in 

order to maintain its effectiveness, NGOs should 

continue to facilitate the process but leadership 

should remain with the community. 

 

The second presentation was made by Dr Abhay 

Shukla, titled ―The „Public‟ is reclaiming and   

improving the public health system”. Dr Shukla 

began his presentation with a powerful sentence 

―When those with power lack motivation,  

then those with motivation must become       

empowered”. Presenting the experience of     

implementing CBM in Maharashtra, Dr Shukla 

enumerated the steps employed during the   

process which included creating community 

awareness through hamlet and village meetings 

and the use of posters; capacity building of   

village health committees and community based 

monitoring committees (CBMP committees) 

members through trainings; monitoring by     

committee members through data gathering and 

filling report cards at the level of the village, PHC 

and rural hospitals; dialogue with health       

functionaries in the form of public hearings and 

organising state level conventions. CBMP      

committees were composed of panchayat    

members, CBO/NGO representatives, public 

health officials and community members who 

participated in RKS meetings to suggest               

community health priorities for facility based    

planning. They also help develop annual block 

level Programme Implementation Plan (PIP)     

proposals which has led to an improvement of 

services in primary health centres (PHCs) and 

community health centres (CHCs). A major role is 

being played by sarpanches and panchayat samiti 

members in CBMP committees who are making 

surprise visits and ensuring that action is taken to 

improve the situation. The media has also played 

an important role publishing over 200 articles 

related to CBM. State review and culmination 

workshops were held once a year wherein        

common, persistent and systemic issues raised 

from various districts are sorted out. These work-

shops have further increased the participation of 

panchayat members and elected representatives 

including member of legislative assemblies.     

Enumerating the results of CBM in Maharashtra, 

Dr Shukla shared that the practice of PHCs     

prescribing medicine from private shops has 

largely stopped, illegal charging and private         

practice by medical officers has now been 

checked, frequency of visits of ANM and multi 

purpose workers in villages has led to improved 

health services in many villages, immunisation 

coverage had improved and some non-functional             

sub-centres, mobile units and lab facilities now 

started functioning. Analysing trends over time,   

Dr Shukla pointed out that with each year of CBM 

in place, more improvements were apparent in 

the health system and a comparison of the        

performance of a CBM area in one district with a 

non CBM area in the same district, showed            

significant differences. For instance, the number 

of institutional deliveries was more than twice in 

PHCs in areas under CBM as against PHCs in non 

CBM areas. The miracle that CBM has produced 

was that people were returning to the public 

health system and in many areas  private facilities 

were forced to shut down in the face of this stiff 

competition.   
 

Dr Shukla shared some of the learnings from the 

process of CBM in Maharashtra, which include 

the following: 

External accountability can trigger, complement 

and strengthen internal accountability         

processes. 

CBMP can expand the sphere of representative 

democracy (e.g. monitoring and planning      

committees), while also activating elected     

representatives. 

Public hearings are a critical forum for            

accountability and health system change. 

VHSNC do not automatically become active, 

rather clear roles and status of members needs  
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      to be created and regular mentoring is required. 

CBM is not automatically followed by community 

planning; this needs dedicated capacity building, 

ensuring space and role for CSOs in planning 

processes. 

The role of rights oriented CSOs in facilitating the 

entire CBMP process is absolutely crucial. 

Orientation of providers and officials at various 

levels is essential for the process to develop in a 

healthy manner. 

State level events with simultaneous presence of 

officials from all levels enables effective action. 

Regular inter-linkage and follow up across local, 

district and state levels enables corrective      

actions. 

State level ownership and continuous mentoring 

of the process is extremely important. 

Regular and adequate availability of funds is key 

to proper implementation of activities. 

 

Concluding his presentation, Dr Shukla stated that 

public systems could get transformed when the  

people take initiative to reclaim and change the 

system. 

 

The third and final presentation of the day was 

made by Ms YK Sandhya, who presented the       

findings of SAHAYOG‘s Mera Swasthya Meri Aawaz 

(My Health My Voice), a pilot project that used ICT to 

collect data on informal payments for ‗free‘          

maternal health services. The pilot project was        

implemented by SAHAYOG in the districts of 

Azamgarh and Mirzapur through CBO partners. To 

enable poor rural women who are largely illiterate, 

to use the system, it     integrated a toll free number 

with an interactive voice response (IVR) system. By 

using this system, women could register complaints 

through a toll-free helpline, which were recorded on 

a ‗live‘ website. The website mapped the complaints 

onto the location of each health facility which can be 

viewed at http://meraswasthya  meriaawaz.org/

main. Ms Sandhya held that the Mera Swasthya 

Meri Aawaz project helped to dispel the myth that 

rural women could not use modern technology.  

Further the maps generated by the project provided 

compelling visual evidence of the practice of infor-

mal payments. The project also demonstrated the 

importance of the pres-

ence of an empowered 

and active user group. It 

also brought out that 

where this data had been 

used by health   managers 

as a tool to monitor health 

facilities‘ performance, it 

had led to effective 

change. 

 

Following the three pres-

entations, government 

officials were invited to 

share their observations 

and thoughts. The General Manager- Community 

Monitoring, State Programme Management Unit 

(SPMU), Lucknow, Dr Rajesh Jha mentioned that 

the Government of Uttar Pradesh (UP) had           

recognised the need for establishing the process 

of CBM in the state on an urgent basis. He stated 

that he was heartened to observe the positive 

changes that had resulted due to CBM in         

Maharashtra and was especially impressed by the 

report card and the village health calendar. Dr Jha 

mentioned that the CBM model that was presently 

being contemplated for UP was a mix of the Ma-

harashtra and Jharkhand model. He stated that 

the Government of UP was keen to include CBM 

in the supplementary PIP and would operational-

ised it at the earliest.  

 

The seminar ended with Ms Jashodhara           

Dasgupta, Coordinator SAHAYOG, observing that 

increased collaborations between the              

government of UP, grassroots community groups 

and civil society, would make it possible for 

women to realise their entitlements, utilise free, 

life-saving maternal health services and           

accelerate the reduction of maternal mortality in 

rural areas of UP through the implementation of 

CBM to promote social accountability for health in 

the state. 

  

The seminar brought together 80 people from 

diverse backgrounds including high level state 

health officials, development partners, social  

activists, grassroots workers, MSAM women, 

NGOs and the media. 

Article by: Y.K. Sandhya 
 
Dr Y.K. Sandhya is the Programme Manager for the women’s health and rights team, SAHAYOG, India. Dr. 
Sandhya holds a doctorate in public health and gender. She  oversees and assists the team as well as is engaged 
in research. She also coordinates a national network called the National Alliance for Maternal Health and Human 
Rights (NAMHHR) that advocates for improved quality of maternal rights for the marginalised women in India. She 
was the recipient of the Indian Council of Social Science Research Doctoral Fellowship from 2000 and the UGC – 
DSA scholarship awarded from 1994 - 1996. 
 
To know more about the work done by SAHAYOG, please CLICK HERE 
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Rural indigenous citizens in Guatemala are not 

able to access health care services on an equal 

footing with wealthier urban populations. Despite a 

national constitution which allows for public     

participation in health care decisions, indigenous 

people face barriers to doing so. Walter Flores, 

Ismael Gomez and David Zakus explain how, 

through an action research project, citizens have 

become empowered to monitor public health policy 

and resource allocation effectively.  

 

Guatemala is a country of contrasts. It is a middle-

income country with a strong agro-export sector 

and is among the top five world exporters of coffee 

and sugar. Yet, is has some of the worst health and 

social indicators in the Latin American region.   

Guatemala‘s indigenous population experiences 

high avoidable infant, child and maternal mortality 

and extreme poverty.  

 

These contrasts are explained by two historical 

factors. First, the economic model concentrates 

most income in a small percentage of the        

population with little investment in public services 

and human development. Secondly, indigenous 

people, particularly those living in rural areas, are 

systematically excluded. In addition, the country 

experienced a 36 year civil war (1960-1996)    

characterised by dictatorial governments, brutal 

repression and gross violations of human rights, 

especially of the indigenous populations, who   

continue to suffer from structural inequities.  

 

Since the beginning of the democratic era in 1989 

and more after the signing of the peace accords in 

1996, the country has been implementing social 

reforms. However, it is still the better-off          

populations and those in large urban areas who 

benefit the most. Advantages for rural populations 

(about 60 % of the total population) are still very 

limited.  

  

Participation in theory  

The country has implemented some progressive 

laws that recognise the right to health and promote 

the participation of citizens in the development, 

implementation and evaluation of public policy. 

Although this legal framework is a major step    

forward, the effective participation of citizens,    

particularly those affected by inequity and social 

exclusion, is very limited. Barriers include distance, 

transport costs and travel time, having less formal 

education and speaking languages other than the 

official language of mainstream business 

(Spanish). These barriers prevent indigenous citi-

zens from actively engaging in the deliberation of 

public policy and influencing the allocation of public 

funding  towards services that can benefit them.  

 

One of the most acute problems to advancing the 

right to health and improving equity is the           

imbalance of power. Private provision of basic 

health services (including by NGOs), although 

needed in many rural areas, does not address this 

power imbalance.  

 

It also probably eases the responsibility of the    

Guatemalan State to fulfill and guarantee the      

provision of health services (as required by the   

constitution).  

 
Changing power relations  

A civil society coalition (community based            

organisations, local health care workers and       

researchers), with the financial support of the     

International Development Research Center (IDRC) 

in Canada, designed and implemented a             

participatory action research project to change 

power relations at the municipal level. The main 

idea was that empowered rural citizens could     

affect the power balance in public decision-making 

and lead to pro-equity public policy and resource 

allocation.  

 

The action research project started in 2007. Since 

then, we have been working in six rural municipali-

ties, with a majority of indigenous people with poor 

health and social indicators. From the very          

beginning, we partnered with community based  

organisations.  

 
Baseline study  

In phase one, we carried-out a baseline study that 

involved in-depth analysis of local conditions. This 

included collecting key indicators about equity in 

accessing health services and of resource            

allocation. We also applied rapid ethnographic   

techniques (social mapping, document analysis, 

participant observation and in-depth interviews to 

key social actors) to analyse and understand power 

relations and social determinants of health. We 

were also interested in the perceptions of key social 

actors of the barriers to participation in public     

policy, dialogue and debate: the community leaders, 

local health authorities and representatives from 

the municipal government. 

 

Capacity building  

Based on the findings of the baseline study, we   

Guatemala 

Indigenous Citizens and Public Health:  

How Empowerment Can Make a Difference? 

… The effective 

participation of 

citizens,    

particularly those 

affected by 

inequity and social 

exclusion, is very 

limited. Barriers 

include distance, 

transport costs 

and travel time, 

having less formal 

education and 

speaking 

languages other 

than the official 

language of 

mainstream 

business 

(Spanish). These 

barriers prevent 

indigenous 

citizens from 

actively engaging 

in the deliberation 

of public policy 

and influencing 

the allocation of 

public funding  

towards services 

that can benefit 

them.  



Page 13 Issue 4, October 2013 

designed and implemented a capacity building  

process. This included training workshops in which 

community representatives and some local authori-

ties acquired knowledge and skills around the legal 

framework for health and social participation in 

Guatemala, participatory planning, monitoring and 

evaluation, advocacy and negotiation strategies. 

These workshops, based on popular education and 

adult learning techniques, resulted in an action plan 

for each of the six municipalities. Common problems 

to all the plans were identified and discussed. From 

this analysis, the most common problem was: 

‗families seeking health care services frequently do 

not receive them due to lack of drugs, equipment 

and other medical supplies or absence of medical 

personnel‘. Phase three involved designing, field 

testing and implementing a participatory system to 

monitor whether public polices and resources at the 

municipal level were addressing and resolving the 

access to health care problems.  

 

For monitoring the activities, we developed two   

instruments: a) health care facility surveys to assess 

availability of essential drugs, medical equipment/

supplies and availability of human resources; and b) 

a questionnaire for families who had faced a health 

care problem, had gone to a public health care   

facility but did not receive adequate care. The     

purpose of adding family interviews was to         

demonstrate that the inability of public health care 

facilities to solve the basic health care needs of 

families has a negative impact on their survival. 

They had to use scarce resources to pay for      

medicines, transport to a central hospital, and also 

endure working days lost to illness. Community lead-

ers were trained to apply the instruments and to 

carry out the analysis of collected data.  

 

Community leaders demand right to health  

Community leaders then presented the analysis to 

local health and municipal government authorities. 

They accompanied the presentation with specific 

demands to improve the situation. Although the 

process is still in its early stages, there have already 

been achievements. Municipal governments have 

increased their funding to buy petrol for the local 

ambulance during emergency transport (families 

were paying before). Two sub-contracted providers 

for immunisation and other basic health services 

had their contracts terminated due to corruption 

(revealed by the monitoring work of communities). 

The working hours of health facilities have been          

extended, and complaints by 

indigenous families that they 

had received disrespectful 

treatment by medical doctors 

have been taken seriously. 

 

The above achievements 

have resulted in a tremen-

dous boost in the self-

confidence and motivation of 

community leaders. ―I feel 

this is an awakening for all of 

us; we know now that it is 

possible to demand our right 

to health and we have seen 

that change is possible,‖ one 

leader stated, during a recent project evaluation.  

 

Another female community leader said, “Through 

the training and monitoring system we are now 

capable of discussing with the doctors and       

municipal authorities the problems with medicines 

and personnel in the health centre and health 

posts. Before that, we had to accept that services 

were almost never there and we thought nothing 

could be done about it.” 

 

After three years of implementation, the project is 

concluding and a follow-up project is currently  

being planned in which we will monitor and     

evaluate whether the empowerment process is 

leading to improved equity of access and a          

pro-equity allocation of resources. In addition,   

community leaders from these six municipalities 

will be the facilitators to transfer skills and     

knowledge to new municipalities that have learned 

about our work and would like to replicate the  

process.  

 

Lessons  

We believe that this partnership of rural citizens, 

health care workers and researchers demonstrates 

two important lessons:  

1. Through a participatory action research      

approach, citizens affected by inequity in 

health can become research partners and 

actively participate in the monitoring of public 

policies;  

2. Demanding actions from local governments, 

parliament and the executive branch is a valid 

and reasonable intervention to promote health 

care equity.  

Article by:  Walter Flores and Ismael Gomez, Centro de Estudios para la Equidad y Gobernanza en Sistemas de Salud 
(Center for the Study of Equity and Governance in Health Systems) Guatemala and David Zakus, International Development 
Research Center, Ottawa, Canada.  
 
For more information, please  CLICK HERE 
 

This article was published in Health Exchange News, Summer 2010 
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Something important happened in Zimbabwe in 

October 2013. While we could be referring to    

discussions in the parliament related to the health 

budget; or preparations for a regional heads of 

state meeting where leaders will be talking about 

the major challenges facing our region in the    

coming year; or equally as relevant to issues of 

health— the fact that the first summer rains began, 

heralding the start of the planting season, but this 

is not what this article is about. 

 

In this case, we are talking about a meeting that 

took place in Chengeta, 70kms north of Harare, 

where 30 people, representing 18 organisations 

from 6 countries in the east and southern African 

region, met for 4 days to discuss and deepen our 

understanding on ways to strengthen primary 

health care through improving public involvement 

and ensuring health service accountability.   

 

This training was organised by the Training and 

Research Support Centre (TARSC) in Zimbabwe, 

through COPASAH and the Regional Network for 

Equity in Health in east and southern Africa 

(EQUINET) with support from the Open Society 

Foundation. Using existing EQUINET training      

materials, methodologies and capacities on      

Participatory Reflection and Action (PRA) and    

COPASAH materials and capacities on community 

monitoring and social accountability, this partner-

ship brought together processes of social account-

ability being explored in COPASAH with EQUINET‘s 

focus on strengthening health systems at the    

community and primary care level as important for 

increased  equity.  The meeting was facilitated by 

TARSC (Barbara Kaim), UNHCO (Robinah         

Kaitiritimba) and Lusaka District Health            

Management Team (Clara 

Mbwili and Adah Zulu). It 

brought together community 

health activists, civil society 

organisations, health work-

ers, academics and research-

ers from Kenya, South Africa, 

South Sudan, Tanzania, 

Uganda, Zambia and          

Zimbabwe, all of whom had a 

range of experiences in           

participatory approaches and 

social  accountability in 

health.  

 

The meeting aimed to explore how PRA          

approaches could be used to raise community 

voice in strengthening the functioning and     

resourcing of primary health care (PHC) systems 

in the region. This proved to be quite a task, 

challenging us to move out of our familiar ‗silos‘ 

to engage with new approaches and terminology 

(for some, words such as ‗rights holder‘ and 

‗duty bearer‘ were quite new; for others, it was 

the first time they were being introduced to   

concepts of the PRA approach), as well as new 

ways of interacting with community, with the way 

we build and use knowledge, and how this all 

relates to our ideas of change.  

 

We began our discussions by reflecting on the 

extent to which our health systems are people-

centred and how this, in turn, impacts on issues 

of accountability. Taking the example of a     

teenage girl in her 3rd trimester coming to the 

clinic for the first time, we developed a ‗human 

sculpture‘ of how we think the health services in 

our countries would currently respond. How 

would she be treated at the clinic? How would 

the family and community support her? What we 

saw was that the pregnant teenager was power-

less in ensuring that her health needs were met. 

Resources to support the local health workers 

were far away, with decisions coming from the 

capital of the city or from boardrooms of        

international agencies such as the IMF or World 

Bank. Figure 1 shows the actors in the human 

sculpture pointing to whom they thought they 

were accountable. The young girl is isolated. 

 

When we moved the human sculpture around to 

reflect what we thought a people-centred health 

system should look like (Figure 2), we saw that 

the teenager was now at the centre of a caring 

community, with the health workers linked to 

and listening to her needs, and with resources 

flowing from the finance and health ministries to 

the local clinic. There was a much greater sense 

of accountability – both in terms of service    

delivery and in the allocation of resources - from 

the top echelons of the system down to the clinic 

to meet the needs of the young girl. 

 

This activity vividly pointed to the fact that    

building a people-centred health system is not 

simply a technical question,  but needs to build 

 

Accountability and Participation: 

Report on a training on PRA and Social Accountability in East 

and Southern Africa, 6th – 11th October 2013 
―People need to be 

empowered, we must 

know our rights and 

claim them. We must 

not sit back and take 

things lying down, 

we need to take 

ownership of our 

facilities and of our 

health. If I know that 

the clinic is open 

from 7.30am – 4pm, 

I should not have to 

wake up at 4am and 

risk my life to get a 

place in the queue. 

The duty bearers 

take advantage of 

the fact that most 

people who make 

use of primary care 

facilities are poor 

and uneducated, so 

they do whatever 

they like.‖  

- A Workshop Participant 

Figure 1 
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on the power of individuals, communities, health 

workers and others to create the changes needed to 

ensure people‘s right to health. This is especially 

true in a region where, despite encouraging signs of 

overall progress in health, there are still wide      

inequalities between social groups and between 

countries, with poorer households and especially 

women and children being the most negatively   

affected (EQUINET Regional Equity Watch 20122). 

 

It is here that the intersection between building  

people‘s power and increased social accountability 

becomes clear. 

 

To explore this further, we looked at how learning 

and change takes place. Reviewing the Spiral Model 

as a tool to understanding PRA (Figure 3), we saw 

that the starting point of any empowering process is 

people‘s own knowledge and experiences, leading 

to a group analysis of these experiences, identifying 

new information and skills, and then planning for 

action. The PRA process is like a spiral with regular 

cycles of reflection and action, whereby               

communities can learn from their successes and 

continue to find better solutions to their difficulties, 

thus moving closer each time to achieving positive 

change in their lives. 

 

When reflecting on the Spiral Model, we              

acknowledged that: 

Without the involvement of those who need health 

services, services may not meet specific needs; 

People cannot demand services and                

accountability if they have not explored what they 

want and what they are entitled to; 

This process needs to be cognisant of power   

dynamics and power inequities at local level in 

order to ensure the participation of disadvantaged 

groups; 

Active community participation in the functioning 

of health services can offer greater                 

accountability and improved responsiveness of 

services; 

Accountability mechanisms can support and  

improve interactions between communities and 

frontline service providers and can lead to     

alliances that negotiate with higher level        

authorities for improvement; and 

Ultimately, accountability processes should   

impact on improved service delivery and greater 

access to resources (such as medicines,        

personnel, transport) at primary care level. 

 

Based on this understanding, participants went on 

to review a number of PRA tools to deepen their 

understanding of how to strengthen community 

and health worker voice, level of organisation and 

demand for improved resourcing and functioning of 

the primary health care system. The programme 

took us through skills training on how to develop a 

social map as a way to draw on people‘s            

understanding of their environment, ways of identi-

fying and prioritising health needs (Figure 4) and 

the causes underlying health problems, how to      

improve relations between health workers and 

community (Figure 5), as well as sharing            

experiences and challenges on how rights holders 

and duty bearers can ensure people‘s rights are 

met.  We also spent time looking at how to identify 

gaps in health service resourcing and delivery, 

moving toward action planning in overcoming 

these barriers. As we moved toward the final     

sessions of the training, we looked at a number of 

accountability and monitoring tools, including the 

community score card, wheel chart and progress 

markers.  

―I mentor health 

committees, when 

they have 

meetings I attend, 

and it’s always the 

same format, it 

was getting 

monotonous. 

Attending the 

workshop is the 

best that’s 

happened to me, 

the meetings will 

soon be 

interesting, thanks 

to PRA methods‖  

- A Workshop Participant 

2 See http://www.equinetafrica.org/bibl/docs/Regional%20EW%202012%20Part%201w.pdf  

Figure 2 

Figure 3 

http://www.equinetafrica.org/bibl/docs/Regional%20EW%202012%20Part%201w.pdf
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Through our discussions, we reinforced our under-

standing that whatever tool we choose to use, we 

need to remain aware that they work best when 

they are part of a larger process of empowerment 

which encourages collective problem solving and 

joint action planning. 

 

Where do we go from here?  Following this training, 

participants have been invited to submit proposals 

to COPASAH for follow-up work and technical    

support in the use of PRA on strengthening       

community roles and action in improving           

accountability processes for resourcing and      

functioning of health care at primary level. We 

hope these community experiences will further 

deepen our collective learning on how to organ-

ise local knowledge and action for social                 

accountability. 

 

As for our time in Chengeta: in addition to all our 

hard work, we went for morning walks in the 

bush, interacted with elephants and giraffes, and 

even saw the lions being fed. It was an African 

experience, in more ways than one! 

Article by:  Barbara Kaim with input from Robinah Kaitiritimba and Frederick Okwi from UNHCO. 
 
Barbara Kaim is working as Programme Manager at Training and Research Support Centre (TARSC), Zimbabwe.  
To know more about TARSC please CLICK HERE 
 
This article was authored by Barbara Kaim, with input from Robinah Kaitiritimba and Frederick Okwi from UNHCO. 

With thanks to facilitators and all participants who attended the training for your enthusiasm, hard work and 

amazing insights drawn from such a wide range of experiences. 

― It has 

contributed 

tremendously 

towards my 

morale, I am now 

confident about 

my job. I feel 

ignited to do more, 

because I know 

more‖  

-A Workshop Participant 

 

 

―The workshop has 

given me hope. I 

really was battling 

with how I mentor 

the committees, 

after the workshop 

I got home and 

drafted a 

mentoring 

programme, which 

I was struggling 

with before‖  

- A Workshop Participant Figure 4 

http://www.tarsc.org/
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The COPASAH- South Asia region workshop on 

social accountability in health was held  in Delhi 

(India) from 21st—25th September, 2013. A total 

44 practitioners comprising of 18 women and 26 

men from Bangladesh and 11 states of India  

participated in the workshop. The participants had 

a background of social accountability practice in 

various issues of human rights and dignity and 

provided a unique occasion to strengthen their 

social accountability framework promoted and 

facilitated through COPASAH. The five day training 

workshop was designed on adult and participatory 

learning principles and was held with the partici-

pation of practitioners. The important themes that 

contributed to the development of social          

accountability framework included the following: 

  

1.      Foundational concepts on health and health 

rights: The lens of power and equity was used to 

discuss the perspectives of social accountability 

in health. Health itself was set within the larger 

framework of human right to health and health 

as socially and politically determined. The frame-

work of social accountability was sharpened  

pitching it within the social, political, economic 

and cultural contexts of determining the                 

marginalisation of communities. 

 

2.       Socio-political contexts of accountability in 

health: The discussion of social accountability 

chain in its vertical, horizontal and hybrid forms 

was applied to health situations of participants. It 

was reinforced that the understanding and     

processes of social accountability in health was 

related to the situation of health systems which in 

turn gets shaped and leveraged by democratic 

spaces available within particular political       

contexts. Different participants mapped the South 

Asian democracies in the range of highly          

authoritarian and undemocratic states to slightly 

liberal states. 

 

3.       Methods and processes of social account-

ability – learning from experiences:  On the third 

day, focus was on learning from the practices of 

accountability from number of fields -  community 

based monitoring and monitoring under the 

framework of National Rural Health Mission 

(NRHM), Maternal Health Report Card, use of  

Interactive Voice Recording System (IVRS) for 

tracking maternal death and working with hospital 

management committees to bring about transpar-

ency and accountability, using accountability   

approach and strategies in organising manual 

scavengers, etc., provided rich practices in      

accountability. Along with this, a show and tell 

session named ‗accountability haat‘ (haat, in local 

language means a people‘s market) gave        

opportunity to various practitioners to talk about 

their practices on the themes of marginalised 

communities, health services, women and dignity 

and children-adolescent- youth issues. 

 

4.       Promoting evidence based accountability 

processes – generating community data: Some 

important methods were discussed and worked 

upon in small groups on the theme of generating 

community based and community related        

evidence – using participatory group discussion, 

conducting a fact-finding study or  recording a 

case-study, reviewing secondary data. This was 

followed by a practical session on participants 

collecting data using appropriate tools on the 

themes of training workshop, food-                   

accommodation for the training and on the Delhi 

transport experiences. 

 

5.       Dissemination, advocacy for change and 

review of the process:  The day began with the 

presentation of tools, methods and the report 

card on the three themes. Drawing from the  

South Asia 

COPASAH South Asia Region Workshop on Social 

Accountability in Health, 21st — 25th September 2013 

―The workshop was 

a great experience  

in many ways. At 

one hand it 

provided 

opportunity to 

social 

accountability 

practitioners to 

come across a 

range of social 

accountability 

processes being 

taken up by a range 

of the groups 

across the country. 

On the other hand 

it was a platform to 

share those 

experiences at a 

larger level where 

people not only in 

India but from 

other countries can 

also learn the 

lessons from it. 

This process was 

inevitably helpful 

(especially for me) 

to provide the 

theoretical 

grounding such as 

health rights and 

social 

accountability, of 

the real life 

experiences being 

exercised by the 

communities.‖ 

- Juned Kamal 
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sessions, the discussion and inputs continued on 

the advocacy for change and the evaluation proc-

esses to assess how we are making a difference. 

 

Experiences and inputs from the practitioners: The 

participants contributed richly to the workshop as 

many of them were experienced and some             

represented leading campaigns and social             

movements in the country such as – women‘s 

rights groups, adivasi (indigenous people)              

movements, dalit community (discriminated on the 

basis of caste), strong people‘s organisations/ 

movements and community based organisations. 

The  thematic fields of children, adolescents and 

youth, community entitlement/ rights movement, 

dignity and identity (dalits), sexual minority rights, 

women‘s rights, maternal health rights and the 

community development and health rights issues 

represented by participants made the workshop 

and the discussion on accountability quite         

enriching. Most of them were using accountability 

strategies and methods in empowering             

communities. 

 

Experiences of some of the practitioners have been 

captured through video-recording. Community 

based monitoring in the community of manual 

scavengers (Karnataka state – India), empowering 

women for rights (Maharashtra state – India),   

Hospital Management Committee (Bangladesh) are 

a few of the stories captured. 

 

Bonding and overcoming key challenge of         

language barriers in South Asia: The                   

participatory methodology practiced in the           

workshop comprising of activity based learning,       

break-out sessions into groups helped in overcom-

ing the greatest language barrier that we had. 

Some of the participants from Bangladesh and 

South India did not know Hindi (spoken by majority 

of the participants). Without having formal       

translations the challenge was met by bi-lingual 

and sometimes even tri-lingual (Hindi, English and 

Bangla) facilitation by the facilitators.  A cultural 

evening showcased diverse cultural richness 

from participants and helped in forging a great 

bonding between all the practitioners. Songs and 

short performances in different languages 

marked the fun. 

 

Facilitation: The Steering Committee members of 

South Asia COPASAH played the key role in facili-

tation of sessions. Dr Abhay Shukla, Ms Renu 

Khanna, Ms Jashodhara Dasgupta and Dr Abhijit 

Das were the key resource persons. Ms Y. K. 

Sandhya, Mr E. Premdas Pinto also facilitated 

sessions at different occasions. Besides, Mr K. 

B. Obalesh (Dalit human rights activist), Mr 

Juned Kamal (community health), Mr Rakesh 

Sahu and  Mr Hemraj Subhash Patil (community 

monitoring), Ms Shubhada Deshmukh, Ms 

Sandhya and Mr Dhan Singh Rathore were co-

facilitators with their vast experience in the field. 

The COPASAH information team introduced to 

the participants various communication tools 

devised to energise and strengthen COPASAH. 

These include, among others, website, resource 

pack (newly formed virtual learning platform to 

support practitioners), blog, facebook, listserv.    

 

Follow-up and looking beyond workshop:  

Practitioners‟ forum in India: During the 

course of the workshop, the need and     

possibility for an independent youth/ 

younger generation practitioners‘ forum was 

informally discussed by participants and it 

was discussed at a considerable length on 

the last day. Most of the practitioners 

agreed with the felt need for such a platform 

and about seven members volunteered to 

facilitate the process to take this conversa-

tion forward amongst themselves and have 

requested COPASAH to play a handholding 

In my experience this 

is the first platform for 

sharing different 

levels of experiences 

at one forum and this 

is very innovative for 

me. This provides me 

a chance to ask 

COPASAH what type 

of advocacy we can 

do from this platform, 

how can we bring 

changes in 

government policies, 

programmess, how 

can we make the 

State more 

accountable, how 

marginalised 

communities can be 

ensured their 

constitutional rights. 

Social accountability 

and community 

monitoring is very 

large and  important 

in the present social 

context and I like the 

COPASAH approach, 

and I want to learn 

more from COPASAH. 

K.B. Obalesh 
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role. If this takes shape it would be the first 

autonomous group of social accountability 

practitioners in India. This is apart from the 

plans that participants from particular states 

are making for themselves and taking     

forward as a resource team in their own 

jurisdiction. The youth forum has been    

holding discussions and sharing experiences 

among themselves and they have already 

held a skype meeting once. 

 

Continued learning - Facilitation of coming 

together and sharing:  The practitioners 

have expressed the need to come together 

physically to share their experiences, 

strengthen their learning and the network, 

at least once or twice a year. It has been 

decided in the South Asia COPASAH steering 

committee meeting to support the continued 

learning through the facilitated learning  

exchange programme of COPASAH. 

·Resource material in various languages:  A 

need is also felt in developing a few of these 

sessions and reading materials in various 

Indian and other South Asian      languages. 

  

Richness of experiences, variety in issues of 

practice and similarity in the social accountability 

perspectives were the highlights of this         

workshop. The workshop had diverse learning 

and experience sharing sessions such as group 

activities, ‗accountability haat‘, group exercise on 

monitoring and was enriched by a lively cultural 

evening.  The whole workshop was ably and  

efficiently supported by the organising,             

administrative and finance team of CHSJ, the 

South Asia regional secretariat of COPASAH. Mr 

E. Premdas Pinto, South Asia COPASAH coordina-

tor and Dr Bharti from CHSJ anchored the        

process of the workshop.   

Article by:  COPASAH – South Asia secretariat team 
The CHSJ team working on Community Action and Health Rights supports the overall coordination and             
organisation of activities in the South Asia region, maintaining and updating the COPASAH web platform and  
publication of the newsletter. It is supported by the South Asia region steering committee."  
 
To know more about COPASAH, please CLICK HERE 

―We got an 

opportunity to 

understand the 

various processes 

of community 

monitoring and 

accountability and 

thereby we will be 

able to strengthen 

these overall.‖ 

- Rakesh Sahu 

http://www.copasah.net
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Africa  

Action Group for Health, Human Rights and HIV/AIDs- AGHA 

Aidspan 

Africa Youth Leadership Development and Health Initiative-AYLDH 

Anti Corruption Coalition Uganda-ACCU 

Budget and Expenditure Monitoring Forum 

Centre for Economic Governance and AIDS in Africa- CEGAA 

Civil Society Legislative Advocacy Centre 

Community and Family Aid Foundation 

Community Working Group on Health- CWGH 

Daraja Development 

DBL- Centre for Health Research and Development 

Health Promotion Tanzania-HDT 

Health Rights Advocacy Forum 

Jesus Cares Ministries- JCM 

KAPLET 

Management Systems and Economic Consultants Ltd 

Media and Training Centre for Health 

National Taxpayers Association - NTA 

Naretu Girls and Women Empowerment Program 

Lusaka District Health Management Team - LDHMT 

RAIN- Uganda 

Reach the Youth Uganda 

Shelter and Settlements Alternatives: Uganda Human Settle-

ments Network-SSA:UHSNET 

Tonata PLWHA Network 

Training and Research Support Centre- TARSC 

The Institute of Social Accountability- TISA 

Treatment Action Campaign- TAC 

Uganda Debt Network 

Uganda National Health Users/ Consumers Organisation 

Uganda Network on Law, Ethics and HIV/AIDS-UGANET 

Uganda National Association of Community and Occupational 

Health-UNACOH 

Volnteer Youth League 

Young Women's Knowledge and Leadership Institute Burundi-

YOWLI 

Zimbabwe National Network of PLHIV-ZNNP+ 

 

Europe 

Immpact, University of Aberdeen 

Health Education and Research Association - HERA 

Healthy Options Project Skopje - HOPS 

KHAM Delcevo 

SHARP Project, Royal Tropical Institute 

 

Latin America 

Centro de Estudios para la Equidad y Gobernanza en los Siste-

mas de Salud- CEGSS 

Foro Salud- Foro de la Sociedad Civil en Salud 

Universidade Federal do Rio Grande do Sul 

 

South Asia 

Agragami 

Amhi Amachya Arogyasathi 

Aneka 

Baba Ramkaran Das Gramin Vikas Samiti 

Beyond Beijing Committee 

Bureau of Rural Economical & Agricultural-BREAD Development 

Brij Jan Jagaran Samiti 

Centre for Health and Social Justice-CHSJ 

Centre for Health Education & Entrepreneurship Reform-CHEER 

Child in Need Institute- CINI 

Community Network for Empowerment-CoNE 

Deepak Foundation 

Dharti Gramotthan Evam Shabhagi Gramin Vikas Samiti 

Gram Sudhar Samiti-GSS  

Grameen Vikas Sansthan 

Gramin Punarnirman Sansthan 

Holistic Action Research and Development-HARD 

Human Rights Council 

ICDDR,B 

International Center for Research for Women (ICRW) 

Jatan Sansthan 

Jawahar Jyoti Bal Vikas Kendra 

Jeevan Jyoti Jan Kalyan Kendra 

Kashtakari Sanghatana 

Krishi Gram Vikas Kendra 

Public Affairs Foundation 

Maa Durga Rural Women's Udyog 

Manavok 

Manjari 

Marathwada Gramin Vikas Sanstha 

Naripokkho 

Nav Bharathi Nirmana Sangham 

Neharu Yuva Samajik Samarasata Sewa Samiti 

Society for Health Alternatives-SAHAJ 

Sahara Aids Control Society  

SAHAYOG 

SAHAYOG, Odisha 

Samagra Vikas Samiti 

Sangini 

Sankalp Sanskritik Samiti 

Social Action for Rural & Tribal In-Habitants of India-SARTHI 

Support for Training and Advocacy to Health Initiatives-SATHI 

Satyakam Jankalyan Samiti 

Shaheen Women's Resource & Welfare Association 

Sharda Sewa Sansthan 

Shikhar Prashikshan Sansthan 

Shikshit Rojgar Kendra Prabandhak Samiti 

Sisu Vikas Samiti 

Social Empowerment Welfare Association  

Society for Community Health Awareness Research and Action- 

SOCHARA 

Sri Sachchidanand Sikshan Sansthan 

Synergy Sansthan 

Tarun Chetna Sansthan 

The YP Foundation 

Tribhuvandas Foundation 

VARUN 

Village Health Committee - Sahiyya Resource Centre 
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http://www.copasah.net/child-in-need-institute.html
http://www.copasah.net/community-network-for-empowerment.html
http://www.copasah.net/deepak-foundation.html
http://www.copasah.net/dharti-gramotthan-evam-shabhagi-gramin-vikas-samiti.html
http://www.copasah.net/gram-sudhar-samiti.html
http://www.copasah.net/grameen-vikas-sansthan.html
http://www.copasah.net/gramin-punarnirman-sansthan.html
http://www.copasah.net/holistic-action-research-and-development.html
http://www.copasah.net/human-rights-council.html
http://www.copasah.net/icddrb.html
http://www.copasah.net/international-center-for-research-for-women.html
http://www.copasah.net/jatan-sansthan.html
http://www.copasah.net/jawahar-jyoti-bal-vikas-kendra.html
http://www.copasah.net/jeevan-jyoti-jan-kalyan-kendra.html
http://www.copasah.net/kashtakari-sanghatana.html
http://www.copasah.net/krishi-gram-vikas-kendra.html
http://www.copasah.net/public-affairs-foundation.html
http://www.copasah.net/maa-durga-rural-womens-udyog.html
http://www.copasah.net/manavlok.html
http://www.copasah.net/manjari.html
http://www.copasah.net/marathwada-gramin-vikas-sanstha.html
http://www.copasah.net/naripokkho.html
http://www.copasah.net/nav-bharathi-nirmana-sangham.html
http://www.copasah.net/neharu-yuva-samajik-samarasata-sewa-samiti.html
http://www.copasah.net/sahaj--society-for-health-alternatives.html
http://www.copasah.net/sahara-aids-control-society.html
http://www.copasah.net/sahayog.html
http://www.copasah.net/sahayog-odisha.html
http://www.copasah.net/samagra-vikas-samiti.html
http://www.copasah.net/sangini.html
http://www.copasah.net/sankalp-sanskritik-samiti.html
http://www.copasah.net/sarthi---social-action-for-rural--tribal-in-habitants-of-india.html
http://www.copasah.net/sathi---support-for-advocacy-and-training-to-health-initiatives.html
http://www.copasah.net/satyakam-jankalyan-samiti.html
http://www.copasah.net/shaheen-womens-resource--welfare-association.html
http://www.copasah.net/sharda-sewa-sansthan.html
http://www.copasah.net/shikhar-prashikshan-sansthan.html
http://www.copasah.net/shikshit-rojgar-kendra-prabandhak-samiti.html
http://www.copasah.net/sisu-vikas-samiti.html
http://www.copasah.net/social-empowerment-welfare-association.html
http://www.copasah.net/society-for-community-health-awareness-research-and-action---sochara.html
http://www.copasah.net/society-for-community-health-awareness-research-and-action---sochara.html
http://www.copasah.net/sri-sachchidanand-sikshan-sansthan.html
http://www.copasah.net/synergy-sansthan.html
http://www.copasah.net/tarun-chetna-sansthan.html
http://www.copasah.net/the-yp-foundation.html
http://www.copasah.net/tribhuvandas-foundation.html
http://www.copasah.net/varun---voluntary-association-for-rural-upliftment--networking.html
http://www.copasah.net/village-health-committee-ndash-sahiyya-resource-centre.html


Growing list of members of COPASAH—Individual 

Africa 

Abbas Kigozi 

Anteneh Asefa 

Dr. Ashiru Adamu Abubakar 

Baholinirina Rakotomalala 

Caroline Othim 

David Musoke 

Deiya Mpaze 

Elinami Lowassa Mungure 

Gladys Nairuba 

Jane Liberaty Macha 

Jitihada Baraka  

Josphine Nyambura Kinyanjui 

Kanya Mdaka 

Kibirige James 

Lilian Mkusa 

Lisa Woods 

Lulamile Timbiliti 

Manka Martin Kway 

Martin Napisa 

Masuma Mamdani 

Metasebia Admasssu Joffe 

Milkah Chege 

Munkombwe Barzlar 

Najjunju Julie 

Opio Geoffrey Atim 

Peter N. Ngure 

Ramiro Paulino Mudalava 

Razafinimanana Riana Henintsoa Heri-

navalona 

Serunjogi Francis 

Tatenda Nhapi 

Therese Boulle 

Tinashe Njanji 

Tsegaye Tewelde 

Vincent Lengwe  

Wallace Mawire 

Zingisa Sofayiya 

www.copasah.net 

South Asia 

Brajeshwar Prasad Mishra 

Deepa Jha 

Jasvinder Kaur 

Juned Kamal 

Kerry Scott 

Mohammad Azam 

Naresh Kumar 

Neeraj Juneja 

Neetu Singh 

Navneet Ranjan 

P. Chandra 

Pravesh Verma 

Pradeep Kumar Mishra 

Rakesh Sahu 

Sadhu Sharan Chauhan 

Saurabh Raj 

Shahidul Hoque 

Sohail Amir Ali Bawani 

Soumya Kanta Mishra 

Sunita Singh 

T. Sharanya 

Tahera Ahmad 

Tarun Kumar 

 

 

Others 

 

Deyan Kolev— Bulgaria 

Dr. Roy Tjiong - Indonesia 

Nguyen Nhat Anh—Vietnam 

Vanja Dimitrievski—Macedonia 

 

 

 

 

For more details about the members, 

please CLICK HERE 

http://copasah.wordpress.com/
http://www.copasah.net
http://www.facebook.com/pages/Community-of-Practitioners-on-Accountability-and-Social-Action-in-Health/226700847451158
http://www.copasah.net/individual-members.html

