1 Introduction

In recent years, and at least partly in response to an
emerging crisis in health care provision in many
countries, there has been a major shift in attitudes
to community involvement. Approaches that saw
communities primarily as passive recipients of
health care have given way to those which seek to
make more of the potential that more active com-
munity participation might offer for enhanced
accountability and improved responsiveness of ser-
vices. With this shift has come a greater emphasis
on issues of governance and, within that, on the
institutional dimensions of community participa-
tion. Recent experience in seeking to develop
workable partnership models in the health sector
lends a new dimension to debates about commu-
nity participation in health. It focuses attention
beyond the involvement of beneficiaries to rela-
tionships at the interface between communities
and service providers and managers. Changing
emphases, then, give rise to new challenges.

The IDS Participation and Health and Social
Change Groups convened a workshop in October
1999 to share experience with the use of participa-
tory approaches in enhancing accountability in the
health sector, and to explore some of these chal-
lenges. The articles in this bulletin reflect some of
the richness of experience on the ground in build-
ing effective participation, as well as some of the
many issues that arise in moving towards more
active citizen engagement with service provision.
They bring experience from current and ongoing
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work to reflect on the links between participation,
accountability and improvements in health.

The workshop explicitly aimed to reflect on experi-
ences that were moderately successful, in order to
identify potential elements that contribute to and
impede the success of efforts to build accountability
through participation. It is important to emphasise
that understanding of the complexities of this
approach is at a very early stage. The design of
interventions is complex and often highly context-
dependent. Rather than attempt to establish any
blueprint for {uture activities, the workshop sought
to explore the issues and attempt to advance the
debate. In this introduction we draw out some of
the principal themes emerging from the articles
included here, and from workshop discussions.

2 The Health Sector Context

Public health services in many low income coun-
tries perform increasingly like an unregulated mar-
ket (Leonard 1999; Bloom and Standing 1999). For
many primary health care workers, government
salaries now only provide part, and often a small
and diminishing part, of their incomes. Private
practice and drug sales, whether legal or illegal, are
both widespread and, apparently, widely accepted
(Bennett 1997). In many countries the capacity for
even basic performance monitoring is extremely
limited, and providers are often fully aware that
existing regulations are very unlikely to be effec-
tively enforced.

This de facto marketisation of public health services
Has potentially serious implications for equity and
efficiency. Health providers gain disproportionate
power in their transactions with patients and may
promote expensive forms of treatment, effectively
excluding the poor from access to care. For poorer
women, existing barriers to access are exacerbated.
Strategies are needed that improve access, particu-
larly of women and the poor, to effective health ser-
vices at an affordable price (Lucas and Nuwagaba
1999).

The decentralisation of public sector management to
cost centres, shifting authority and responsibility to
districts, was to have provided increased incentives
for district level monitoring and regulation of
providers. Yet a number of critical constraints render

this strategy problematic. District level authorities
typically have extremely limited resources, including
qualified personnel, equipment and functional trans-
port, available for monitoring activities. Health work-
ers at district level with responsibility for monitoring
performance are often themselves receiving very low
salaries and may well have little motivation to pro-
vide adequate supervision and control over their sub-
ordinates (World Bank 1997). The legal framework
for professional regulation is weak in many coun-
tries; in others, professional bodies operate mainly in
the interest of their members. And the difficulty in
replacing qualified health workers in remote loca-
tions can render them immune to disciplinary action,
even where it is considered. The implications both
for government health expenditures and for donors
who have recently become increasingly involved in
the co-funding of health care programmes are poten-
tially serious. New thinking on measures to
strengthen accountability is clearly a priority.

3 The Changing Role of
Participation in Health

There is a long history of advocacy of participation in
the health sector in international health policy.
Participatory approaches have been used for many
years in the health sector, primarily for needs assess-
ment and implementation. Rapid and participatory
appraisal methods have gained increasing popularity
over the last decade as a means through which health
service users can be consulted in the design and
evaluation of interventions (see, for example, Rifkin
1996). Engaging users through mechanisms such as
user groups and committees has generally been
regarded as a means to ensure the appropriateness of
service provision, and to enhance project efficiency.
In this context, users have been viewed as recipients
of services that are designed for their benefit. As com-
munities have come to contribute more and more, in
terms of time, labour and other resources, their roles
have begun to change. This has implications for the
ways in which ‘community participation’ is viewed,
especially in terms of where the locus of control over
resources and decision-making is situated (Cornwall
and Jewkes 1995). Rather than passive recipients,
communities have in many contexts become the
active makers and shapers of services, exercising
their preferences as consumers and their rights as cit-
izens (Loewenson 1999; Cornwall and Gaventa
1999).



Changing roles and responsibilities in the interface
between communities and service providers, plan-
ners and managers bring with them new challenges
and new opportunities. Increasing community
involvement opens up the space for positive trans-
formations in service provision, from ensuring more
appropriate service delivery to enhancing the qual-
ity of care. Effective engagement requires not only
institutional changes, and most particularly changes
in procedures for decision-making and control over
resources, but also a focus on enhancing the capa-
bilities of communities to exercise their new rights
and responsibilities.

Mechanisms to enhance health service accountability
are not only a means to render service provision
more effective. They also offer an entry point for
more meaningful community engagement in shaping
the nature of provision and enhancing service
responsiveness to the needs communities themselves
identify (Perry et al., 1999). As the articles in this
bulletin illustrate, participatory processes might have
much to contribute to strengthening accountability
and improving health outcomes. The use of these
strategies to strengthen the capabilities of communi-
ties to respond to these new opportunities, however,
brings with it a series of questions. What kinds of
roles can community-based organisations take on,
and what might be needed to prepare them for this?
How do such organisations relate to existing health
management, local government, NGO and provider
interests ~ and what strategies might help build
closer and more equitable relationships betrween
these different actors? To what extent can community
members hold their own institutions accountable,
and how do these organisations take account of dif-
ferent ‘community’ needs?

Two articles, both based coincidentally on experi-
ence in Zimbabwe, focus on these issues as they
relate to the development of sustainable structures
for community participation within the institutional
framework of the public health system. Rene
Loewenson is concerned with the challenges faced
in moving away from a health system largely
planned and governed by technical personnel to
one that involves wider public participation and
accountability in planning, implementing and mon-
itoring health services. Set within the current envi-
ronment of real declines in access to health care, the
liberalisation of health provision and consequent

demand for informed consumers, the article
explores consumer demand for improved quality
services and ways to tackle the need to ensure that
resource use has a greater impact. Mungai Lenneiye
considers the lessons to be learned from commu-
nity involvement in feeding programmes and man-
agement of rural water supply throughout the
1980s. He argues that both started off with com-
munity interests at the centre, but gradually gave
way to the needs of the bureaucracy. The main
lessons he takes from these programmes are that
information on entitlements and obligations is a
prerequisite for successful community development
projects and that the extent of accountability to
communities is directly proportional to progress
made towards the devolution of power to democra-
tic development structures. Both articles draw
attention to the role that accountability can play in
enhancing equity and efficiency, raising wider
questions about the nature of accountability in the
health context.

4 Accountability: To Whom, By
Whom and For What?

What does ‘accountability’ mean, how is it inter-
preted in practice and what are the implications of
the various interpretations? What is the relationship
between participation and accountability? As a
composite concept, ‘accountability’ has a range of
connotations (Jabbra and Dwivedi 1988; Jenkins
and Goetz 1999).! It can be understood as ‘giving
an account’ to another party who has a stake in
what has been done. It is frequently applied in the
context of maintaining financial ‘accounts’, which
demonstrate that funds have been used appropri-
ately. It evokes a sense of taking responsibility, but
it also holds the meaning of being held responsible
by others; being ‘held to account’. In the context of
governance, it refers to holding bearers of public
office responsible for their performance and the
results of their decisions (Jalal 1999; Edwards and
Hulme 1994). As such, it encompasses a vast array
of potential power relationships.

A first step in disentangling some of the meanings
of accountability is to establish what kinds of
accountability exist: for what, by whom and to
whom. Complex patterns of accountability are
commonplace in the health sector. Public health
providers, for example, would usually describe



themselves as accountable, not to those who use
their services but to their district health service
manager (and possibly to their professional associa-
tions). The latter may technically be accountable to
users for the quality of services provided, but their
precise responsibilities and the procedures for hold-
ing them to account may be obscure. A village com-
mittee might volunteer to be accountable to the
community for the funds generated from user fees,
but object when local government officials insist
that this should also entail responsibility for the
establishment of transparent accounting procedures
and regular presentation of financial accounts.

Effective accountability would clearly seem to
require that all parties in an ‘accountability relation-
ship’ fully understand and agree their obligations
and rights, and believe that the other will act
accordingly. There is a fundamental inseparability
of accountability, transparency and trust. At least
superficially, the language of contracts might appear
useful in this context (Mills 1998). In company law,
directors are legally accountable to their sharehold-
ers. They are deemed to have a contract with those
shareholders which defines the responsibilities of
each party and entails expectations in terms of
appropriate behaviour. However, as Mackintosh
(1997) points out, contracts work best when the
services to be delivered are relatively easy to mea-
sure and monitor. They are also greatly reinforced if
there are effective penalties for default and both
parties have equal recourse to enforcement
procedures.

In the present context, it is evident that neither of
these conditions will usually apply. Typically, the
services involved, for example health care of a rea-
sonable quality, are difficult to specify or assess and
the parties concerned, for example service users,
service providers and local officials, are highly
unequal in terms of information, influence and
institutional support. District managers may indeed
have an ‘implicit contract’ with users, but it would
usually be extremely difficult for a user to enforce
that contract in a conflict situation. Realistically,
rather than aim for very specific ‘contractual’ agree-
ments, it may be more useful to think in terms of
mechanisms to encourage broad collaborative
arrangements between parties to attain agreed
objectives, even if this sometimes involves compro-
mises with respect to access or even quality of

services. It should not be assumed that the various
stakeholders, for example providers and users, nec-
essarily have conflicting interests. A focus on con-
tracts and incentives risks encouraging a fatalistic
belief that providers are ‘doomed by their self-inter-
est to be uncommitted’ (Tendler 1997), whereas
many certainly appear to be motivated at least as
much by a genuine desire to perform well, and be
well regarded in the community, as by financial
rewards.

Two articles in this bulletin are particularly con-
cerned with such conceptual issues, both in the
context of China. Fang Jing explores the idea of par-
ticipation and its practical implications. Her paper,
illustrated by case studies in which participatory
approaches were employed to conduct health pro-
jects, focuses on two key issues: is participation
always appropriate and, when views of stakeholders
differ strongly, whose voice is strongest and who
makes the final decision? It concludes that partici-
pation should imply the involvement of all stake-
holders at an early stage, and the sharing of
responsibilities and power openly among stake-
holders through a process of communication and
negotiation. The article by Andy Wilkes argues that
participation does not necessarily lead to account-
ability. He analyses micro-level interactions in a case
study that appears to demonstrate a ‘high degree of
community participation’. However, analysis of the
process points to the influence that different inter-
ests, different channels for voicing interests, and
unequal power relations have in determining the
outcome of decision-making processes.

5 Partnership and Participation

Partnership has become one of the new develop-
ment buzz words. Yet often there is little clarity
about what exactly is meant by the term. jalal
(1999) offers a useful lens through which to exam-
ine the ways in which the term ‘partnerships’ is
used in health. She differentiates between two ver-
sions of partnership. In the first, the primary pur-
pose is provide a way to match means and
competencies between public and private actors. In
the second, the definition moves beyond simply
providing services to embrace the notion of ‘respon-
sible partnership’, one which is based on promoting
‘a sense of co-ownership not only among the
providers but also among the service users’ (Jalal



1999:8). Gibbon (this bulletin) suggests the adop-
tion of a relatively ambitious definition that builds
on this sense of ‘responsible partnership’. She draws
on Cadbury’s definition of partnership as ‘power
being shared equally with all partners’ (1993:11)
and Fowler, who describes authentic partnerships
as ‘understood and mutually enabling, interdepen-
dent interaction with shared intentions’
(1997:117).

Seeking to achieve these kinds of interactions, as
many of the articles in this bulletin illustrate, is an
extremely complex and contested undertaking. One
of the aims of the workshop was to explore what
kinds of partnership models have been used, to
what extent and how effective they have been in
improving accountability and effectiveness in the
delivery of health services. Many of the articles pre-
sented here address this general theme, either
directly or through empirical examples of different
partnership models.

5.1 Partnerships in theory

Two papers propose new approaches to the devel-
opment of partnerships aimed at enhanced
accountability. Drawing on lessons from other sec-
tors, John Milimo identifies a particular commu-
nity-based organisation in Zambia, the Health
Neighbourhood Committees (NCs), as an institu-
tion through which effective partnerships between
health service providers and consumers might be
forged. He argues that they are already carrying out
important partnership functions and could be
developed further to articulate community con-
cerns on health and other related social issues to
other, often more powerful and better organised,
stakeholders. In collaboration with these stakehold-
ers, the NCs could ensure equitable access to qual-
ity health services and create a sense of ownership
over health facilities. Adebiyi Edun also emphasises
the potential advantages of giving greater responsi-
bility to community-based organisations. He pro-
poses that they should take a major role in project
monitoring and evaluation and, more radically, in
consequent modifications to project design. He
suggests that this could greatly assist in fostering
project ownership and hence the potential for sus-
tainability. Making clear the accountability of the
project to the intended beneficiaries in this manner
could also encourage them to ensure financial
accountability with respect to project funds.

5.2 Partnerships in practice

For many years international donors have stressed
the need to ‘involve the community’ in health pro-
jects, though such involvement has usually had
strict limitations. Aijaz Ali Khuwaja describes com-
munity involvement as practised in the World
Bank-funded Family Health Project in Pakistan.
With the stated objectives of improving utilisation
of outreach services and accountability of service
providers, Village Health Committees were formed
and trained to understand the basic concepts of the
project, identify factors which affected the health of
the community, and suggest local methods for com-
bating these problems.

Similarly, there have been many examples of links
between international NGOs and community
groups aimed at improving their health situation
through increased participation. Marion Gibbon
describes partnerships between women's groups
and the Women's Empowerment Support Team
(WEST) in Eastern Nepal. Through the use of an
empowering approach called the health analysis
and action cycle, WEST attempted to enable
women to analyse their local environment, identify
their problems and identify solutions to improve
their health situation. This led to the planning and
implementation of activities and small projects
intended to encourage improvements in both health
and social capital. Florence Musembi and Christine
Kilalo examine a model piloted by World
Neighbours in the Mukuyuni Health Centre in
Kenya. Their article explores the extent to which
communities can effectively influence the type and
quality of services that are offered, or improve
access 1o those services, where they have no control
over management, staffing or supplies. They con-
sider whether improved institutional arrangements
can of themselves spur the energy of a community
to influence health service delivery.

Two articles take the NGO-community partnership
model one stage further, to consider community-
based management and financing of health services.
Gopal Nakarmi describes the activities of the
Baudha Bahunipati Family Welfare Project, which
was set up by the Family Planning Association of
Nepal to distribute contraceptives and provide a
basic medical service. The project set in motion a
process of initiating bottom-up planning, handing
over responsibility to locally formed organisations



and creating a sustainable programme of local activ-
ities. It describes in detail the experiences of one
such organisation that became financially self-sup-
porting through charging for medicines and ser-
vices. Mok Samoeun documents the experience of
Catholic Relief Services, through its Community-
Based Primary Health Care Programme in
Cambodia, in the development of structures and
systems of community and health centre co-man-
agement and co-financing. The article discusses the
role of community health structures in the develop-
ment of these systems and the relationship between
health centre quality of service and community
financing.

5.3 New partnership models?

As indicated above there is currently a growing
interest in the development of new partnership
approaches 10 community involvement in health
care. Innovative interventions have been under-
taken by donors, NGOs and national governments.
Three examples are provided in the present bul-
letin. Sam Unom reviews the development of com-
munity participation and accountability under the
auspices of a DFID basic health services project in
Nigeria, which adopted a social action fund
approach. The Benue Health Fund provided sup-
port for health-related projects proposed by local
community groups. It was in part a donor response
to the challenge of operating in an extremely diffi-
cult environment. This involved an unstable and
often unsupportive policy regime; a bureaucratic
system not given to devolution and decentralisa-
tion; managers with limited capacity to support a
process of accountability through participation; and
a virtual breakdown in relations between the people
and the state. The project developed specific mech-
anisms to strengthen participation in this situation
that may offer lessons for practice elsewhere.

Lisa Howard-Grabman reviews work by Save the
Children and Johns Hopkins University in two
USAID-funded pilot projects, which attempt to
facilitate effective provider-community partner-
ships. In Peru, a Ministry of Health-led project is
facilitating dialogue and action to define and
improve the quality of health care. In Bolivia, com-
munities and service providers have developed and
are using a community health information system
that provides them with data upon which they can
jointly make decisions, set priorities, plan activities

and monitor their progress. Finally, a related
approach, which seeks to engage a broader partner-
ship between health service providers, managers
and users, is described by Kate Butcher. It combines
core components from the Client Oriented Provider
Efficient process (COPE), which has been proved
an effective tool to improve the quality of reproduc-
tive health services, with Participatory Learning and
Action (PLA) methods. Preliminary results are said
to indicate that including all stakeholders in such a
process can work, as long as the exercises are acces-
sible to all, but the need for effective follow up to
maintain levels of enthusiasm and quality is seen as
a crucial issue.

6 Accountability Through
Participation

In moving from a system of health provision that is
run along clearly hierarchical lines to the vastly
more complex configurations of stakeholders that
these new partnership models involve, broader
issues of governance emerge as a key focus. Not
only does this require a clearer specification of
roles, responsibilities and terms of engagement
between different parties. It also raises a series of
issues regarding relations between and across the
different levels involved in the management and co-
ordination of health services. Workshop discussions
focused on unpacking some of the complexities
involved. '

6.1 Partnerships for accountability
Exploring the potential linkages between partner-
ship and accountability, workshop discussions
focused on mechanisms for enhancing partnerships
and the implications of different configurations of
actors and interests in current partnership models.
A series of criteria that enhance partnerships were
suggested. These include:

agreement on a shared vision
transparency of information and resources
agreed roles and responsibilities

all interests represented

agreed mechanisms for conlflict resolution

Issues of transparency emerged as a crucial factor in
determining the potential responsiveness in dyadic
partnerships in which there is a considerable imbal-
ance in power, such as between government and



community. One conclusion that emerged from
these discussions was the promise that multilateral
partnerships, despite their potential complexity,
might hold for maintaining accountability and
enhancing the effectiveness of service provision. In
this and in supporting partnerships between organ-
ised civil society and communities, donors were felt
to be able to play an important role in facilitating
transparency.

6.2 Enhancing genuine community control
Technical approaches aimed at enabling communi-
ties to manage health resources through training in
management and financial systems often fail to
recognise the importance of community organisation
and mobilisation. Control cannot simply be given
away: it needs to be claimed and gained by commu-
nities in order for them to play a meaningful role in
the management of local health services.
Decentralisation may have opened spaces for com-
munity engagement, but decentralisation of respon-
sibility without corresponding changes in political,
management and financial authority can easily lead
"1o a ‘democracy of disempowerment’. Handing over
more control to communities should not imply that
communities are charged with the sole responsibility
for implementing health programmes and raising the
resources to fund them. Unless the locus of decision-
making and control over resources is shifted, what
amounts to ‘pseudo control’ can lead to further atom-
isation that marginalises poorer communities.

Political as well as technical elements form the basis
for community control, and these elements operate
on both internal and external levels. Communities
must be able to negotiate and manage internal polit-
ical, organisational and financial issues. This
involves ensuring that the process of priority set-
ting, resource allocation and decision-making takes
place in a democratic manner with the participation
of more vulnerable groups. Communities must also
be able to negotiate externally: with other commu-
nities, various levels of government, private compa-
nies, banks, donor agencies and other relevant
institutions. Such negotiations are needed, for
example, to maintain functioning referral services
to tertiary care, to achieve economies of scale in
terms of purchasing drug and other supplies, to
access national and international resources, and to
ensure participation in larger governance structures.
These internal and external forms of community

negotiating power reinforce one another and are
both necessary if community ‘control’ is to include
control over required resources.

6.3 Participation and accountability in
disabling environments

Realities on the ground are rarely conducive to
increased participation of service users in efforts to
strengthen accountability. A major focus for work-
shop discussions was exploring the ways in which
disabling environments affected both participation
and accountability, and what might be done to
address these constraints. Three areas were identi-
fied: constraints within health structures; within the
wider social, political and cultural environment;
and within communities.

The absence of mechanisms for regulation and co-
ordination within health system structures limits
the potential engagement of users. A lack of aware-
ness among users of their rights and responsibili-
ties, coupled with resistance at higher levels, can
make any attempt to introduce mechanisms for
accountability ineffectual. The emergence of alter-
native market mechanisms within the health system
adds a further layer of complexity. Two avenues for
intervention were suggested. The first would seek
to establish legal mechanisms and procedures that
could give users a more effective basis for involve-
ment in decision-making and control. The second
would focus on the horizontal expansion of
accountability mechanisms at the local level, creat-
ing a critical mass to sensitise management at dif-
ferent levels and promote a culture of
accountability.

Where social, political and human rights cannot be
exercised, the prospects for enhancing accountability
may be limited. If the penalties associated with par-
ticipation ourweigh potential benefits, peopleclearly
would be deterred from active engagement.
Discussion on the possible ways forward in this con-
text focused on the need to allow spaces to be estab-
lished where negotiation could take place and
priorities might be agreed. It was, however, pointed
our that, even in countries where legal frameworks
for participation exist, local governments, for exam-
ple, typically refuse to enter into this kind of process.

The absence of democratic fora, limited access to
information, lack or denial of rights, participation



models created from above and inability of users to
influence decisions all act to constrain participation
at the local level. A series of strategies to overcome
this were discussed: building alliances, improving
user capacity in both management and negotiation,
establishing mechanisms for the dissemination of
information and improving access to information
about entitlements. These last two points are taken
up in more detail below. It was suggested that by
active promotion of informed participation in the
health system and opening up various alternative
accountability mechanisms, for example using local
media, some of these constraints might begin to be
addressed.

6.4 Improving transparency

Unpacking the need for transparency and exploring
the kinds of information and processes that might
be involved at different levels, workshop discus-
sions highlighted the complexities of establishing
mechanisms to improve accountability. As Jenkins
and Goetz (1999) argue, transparency does not
automatically result in accountability; it serves as a
tool to begin to open officials and other responsible
parties up to wider scrutiny. Much depends on what
information is sought, by whom and for what pur-
pose. A first step, then, is to distinguish between the
purposes to which information might be put which
will determine what information is sought. Several
types of purpose were identified: to increase aware-
ness (of the situation, rights, alternative priorities
etc.), judge (is the situation ‘good’ or ‘bad’), identify
problems, provide evidence, locate responsible per-
sons and make decisions. Each of these purposes
might call for different types of information.
Similarly, different categories of stakeholder — users,
providers, officials, donors ~ might require different
forms of information flow.

Principles to inform the development of informa-
tion systems for transparency were suggested:

o there should be a clearly specified right of
public access to information

e information should be available at each level
where there are interested stakeholders

e information should be available at each level at
which relevant decisions are made

e the burden of information collection should be
at the level of information use

o there should be agreement on the domain and

burden of information collection

e indigenous information/knowledge is at least as
valuable as that from other sources

e there should be a right to present and a respon-
sibility to feed back information

e those presenting information must be mandated
by those whom they claim to represent

The working group went on to develop a checklist
that took into account some of the complex layers,
levels and procedures that need to be considered
when determining how best to enhance trans-
parency for improved accountability (see Box 1).

6.5 Enhancing accountability through
participation

Drawing together workshop discussions on the
issues of accountability and transparency, different
models of partnership and the relationship between
participation, accountability and health improve-
ment, workshop participants developed a checklist
of factors to be taken into account (see Box 2). This
checklist highlighted a series of key themes includ-
ing: the centrality of mechanisms for the inclusion
of diverse stakeholders, for the provision of appro-
priate information at each level and for different
purposes, for establishing and enforcing agreements
between diflerent parties, and for decision-making,
monitoring and ensuring transparency.

7 Directions for the Future: Linking
Participation, Accountability and
Partnerships for Health
Improvement

Participation offers the promise of enhancing
accountability, and with it improving the effective-
ness, scope and impact of health provision. But
there are clearly many complex challenges involved
in putting participatory mechanisms and structures
into practice. In conclusion, we would like to
explore some of these priorities and, in doing so,
draw attention to issues that need to be addressed
to fulfil the promise of participation.

As the examples in this bulletin illustrate, exciting
and innovative work is taking place to turn the
rhetoric of participation into workable models for
health improvement. There is a need for systematic
documentation and sharing of existing experiences in
order to understand the processes and relationships



Box 1: Transparency for accountability
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that have supported effective and accountable part-
nerships in health, as well as learning from those
that have not.? More work is needed to explore the
complexities of accountability in the health sector
and the relationship between different forms of
accountability and participation, to focus our
understanding of the term as its popular use
increases. Equally, research is needed to explore fur-
ther the implications of different types of partner-
ship, as set within different political and cultural
environments.

An analysis of good practice could lead to further

innovation with models and implementation
strategies in other contexts. However, as discussions
on disabling environments and the contextual par-
ticularities of the contributions to this bulletin
show, identifying ‘good practice’ should not be
taken as a recipe for use in every context. Rather,
greater understanding is needed of the broader
contextual factors that condition the effectiveness of
attempts to introduce new models, systems or pro-
cedures. While the articles in this bulletin focus
largely on positive experiences, there is much to be
learnt from the failures that litter the development
landscape.



Box 2: Enhancing accountability through participation: a checklist

Stakeholders

Partnerships

Common relationship

Community control

Transparency

{ Mechanisms for
ldealing with disabling

environments

Are all stakeholders
involved?

Representative leader-
ship diversity of voice

f R
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Is there information at
the level where the
interests are?

Potential for contracts
between relevant

stakeholders
[

Fulfilled promises

Is there transparency
regarding all aspects of
partnership?

Mobilisation of
resources

Monitoring ~ collective
level: co-ordination
mechanisms in place
and in use

Are roles and responsi-
bilities clearly defined
for all stakeholders?

Ability to: make deci-
sions, identify
problems, acticulate
solutions, derive

| consensus, take action,
| set budget priorities

Is there information at
{

i the level at which deci-
sions are made?

i
Potential for enforce-
ment of contracts

Burden of information

collection should be at
the level of information
use

|

I Diverse spaces for dis-

i

jcussion and negotiation

Availability of quality
services

Is there common
understanding of goals
and plan of activities?

Access to information
for all

Agreement on domain
and burden of informa-
tion collection

I

|Established rights to
information on rights
and obligations

Well informed ¢ Are there functioning | History of working Right to represent and | Potential mechanisms
partnerships at.all together responsibility to feed  :for informed participa-
levels? back ition in health system

Sustainability Are there mechanisms | Ability to resolve con- | Representation/man- Consumer options

Lo ensure representa-

tion of different
| interests?

flicts, negotiate

|

i date within account-
able structures

Effective mechanisms

Are there clear
processes for decision
making?

Is there a clear process
for monitoring adher-
ence 1o agreements?

Demonstrated aware-
ness, reflection,
learning

¢

Right of public access
to all information
Parity of different kinds
of information/knowl-
edge) medical/non-
medical)
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{Potential for targeted
empowerment
Potential climate for
recognition of client
rights

{Potential for capacity
creation

Extent of shared
visions at each level
Alternative mechanisms
for accountability




The capability of institutions to respond to this new
agenda raises further questions. How might capac-
ity for partnership be enhanced? What is needed to
enable the values of participation and partnership
to be internalised even in highly bureaucratic
systems? What are the relative costs and benefits to
different actors of establishing and operating the
mechanisms necessary for participation and part-
nership? Whose interests do ‘community organisa-
tions’ represent and how can the voices of the less
powerful within the community be strengthened
within them?

One key requirement, in order to progress from the
mode of local experimentation to that of influenc-
ing national health policies, will be to explore the
attitudes of central and local government and those
working in the existing public health sector. Will
governments accept innovations which may have
radical implications for this sector? They would
clearly have to be persuaded both that there is at
least a real potential for improving access to services
of reasonable quality and that their own policies
and programmes will not be undermined. In addi-
tion, many governments have limited control over
the performance of health providers, even those in
the public sector, and have to negotiate changes.
Health workers would also have to feel that their
reasonable aspirations could be met within this new
environment where, for example, they may be
required to enter for the first time into serious
negotiations with users.

While none of these questions are in themselves
new, they remain important for those working in
the health sector to address in more depth than has
been hitherto the case. There is much that can be
learnt from existing practice in other spheres, most
notably in natural resource management where
there has been considerable experience with com-
munity-based management.> What has become
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evident from this work is the need to go beyond
assumptions about an homogeneous ‘community’
to consider the contested dynamics of intra-com-
munity relations, especially in terms of gender
(Guijt and Kaul Shah 1998; Cornwall 1998). In
focusing on the interface between communities and
providers, issues of difference within communities
can be all too easily overlooked. Questions remain
about issues of equity at the local level, and mecha-
nisms that might promote more equitable engage-
ment with ‘community-based’ initiatives. Without
explicit attention to issues of difference, increasing
‘community’ control over priority setting and
resource management can all too easily further
entrench the exclusion of marginal groups, and
with it their particular health needs.

These initiatives are set in the broader context of a
crisis in health care provision in many countries,
particularly in Sub-Saharan Africa (Bloom and
Lucas 1999). Where resources are desperately con-
strained and state capacity to regulate health ser-
vices is minimal, community involvement in health
care may be not simply a desirable objective in its
own right, but an essential component of any plau-
sible strategy to maintain access to basic health care.
However, even in countries where health services
do not operate in such a severe economic environ-
ment, it seems apparent that the ‘technical fix’
approach has singularly failed to meet the health
needs of large sections of their populations. In gen-
eral, poor households in most countries still have
serious problems in gaining access to basic health
care of a reasonable quality. The lack of effective
accountability mechanisms may be one of the key
factors in explaining this failure and in a period of
rapid social change and increasing demands for
community participation in other areas, its applica-
tion to the task of strengthening accountability in
the health sector may provide one clue on the way
towards finding solutions.



Notes

1 As workshop participants pointed out, in other
languages it is often hard to find a word that ade-

quately  captures and conveys these
meanings.
2 One outcome of this workshop was a

commitment to take further the sharing of expe-
rience that the workshop facilitated, through
networking and research activities at the
national and regional level and continued
exchange of experiences through web-based net-
working.

3 For example, there are important lessons from

experience in natural resource management
(Shepherd 1995; Pretty and Scoones 1995; Pratt
et al. 1998), and public sector management and
governance (Andrews 1999; Jabbra and Dwivedi
1988; Paul 1994; Edwards and Hulme 1994;
Songco 1997; Gaventa and Valderrama 1999;
Jenkins and Goetz 1999).

References

Armstrong, J., 1999, ‘The learning partnership: a lit-
erature review’, Canada: IDRC.

Bennett, Sara and Barbara McPake (eds.), 1997,
Private Health Providers in Developing Countries:
Serving the Public Interest?, London and New York:
Zed Books.

Bloom, Gerry and Hilary Standing, 1999, ‘Pluralism
and marketisation in the health sector’, unplub-
lished paper prepared for the conference on Social
Policy in the 21st Century, Brighton: IDS.

Bloom, Gerry and Henry Lucas, 1999, ‘Health and
poverty’, background paper for the IDS Workshop
for the 1999 World Bank Africa Poverty Status
Report, 4-5 March.

Cornwall, A. and ]J. Gaventa, 1999, ‘Repositioning
participation in social policy’, background paper
for the IDS Conference on The Future of Social
Policy, October 28-29th.

Cornwall, A. and R. Jewkes, 1995, ‘What is participa-
tory research?” Social Science and Medicine, Vol. 41,
No. 12:1667-1676.

Cadbury, R, 1993, ‘The partnership challenge: the
need for public partnership in urban regeneration’,
Public Policy Review, 1(3): 11-12.

Edwards, M. and D. Hulme, 1994, Beyond the Magic
Bullet: NGO Performance and Accountability in the
Post Cold War World, West Hartford,
SCF/Kumarian Press.

Fowler, A, 1997, Striking a Balance: A Guide to
Enhancing the Effectiveness of Non-Governmental
Organisations in International Development,
London: Earthscan.

Gaventa, J. and C. Valderrama, 1999, ‘Participation,
citizenship and local governance’, background

12

paper for the workshop on ‘Strengthening
Participation in Local Governance’, Brighton: IDS,
June 21-24.

Jabbra J.G. and O.P Dwivedi, 1988, Public Service
Accountability: A Comparative Perspective, West
Hartford: Kumarian Press,

Jalal, J. 1999, ‘Democratic decentralisation in urban
governance: a comparative study of two Indian
cities’, mimeo, Brighton: 1DS.

Jenkins, Rob and Anne-Marie Goetz, 1999, ‘Accounts
and accountability: theoretical implications of the
right-to-information movement in India’, Third
World Quarterly, Vol. 20, No. 3:603-22.

Leonard, D. K., (ed.), 1999, Africa's Changing
Markets for Human and Animal Health Services:
The New Institutional Issues, Macmillan, UK.

Loewenson, Rene, 1999, ‘Public participation in
health: making people matter’, IDS Working Paper
84, Brighton: IDS.

Lucas, Henry and Augustus Nuwagaba, 1999,
‘Household coping strategies in response to the
introduction of user charges for social services: a
case study on health in Uganda’, IDS Working
Paper 86, Brighton: IDS.

Mackintosh, Maureen, 1997, ‘Managing public sector
reform : the case of health care’, Development Policy
and Practice Research Working Paper No. 37,
Milton Keynes: Open University.

Mills, Anne, 1998, “To contract or not to contract?
issues for low and middle-income countries’,
Health Policy and Planning, 13(1):32-40.

Paul, S. 1994, Strengthening Public Accountability:
New Approaches and Mechanisms, Bangalore:
Public Affairs Centre.



Perry, H. et al., 1999, ‘Attaining health for all through
community partnerships: principles of the census-
based, impact oriented (CBIO) approach to primary
health care developed in Bolivia, South America’,
Social Science and Medicine, 48:1503-1067.

Pratt, G., M. Pimbert and V. Bainbridge, 1998,
‘Transforming bureaucracies: intitutionalisin partici-
patory approaches and processes for natural
resources management — an  annotated
bibliography’, London/Brighton: IIED/IDS.

Pretty, J.N. and 1. Scoones 1995, ‘Institutionalising
adaptive planning and local-level concerns: looking
to the future’, in N. Nelson and S. Wright (eds.),
Power and Participatory Development: Theory and
Practice, Llondon: Intermediate Technology
Development Group.

13

Rifkin, S., 1996, ‘Rapid rural appraisal: its use and
value for health planners and managers’, Public
Administration, Vol. 74, No. 3:509-26.

Shepherd, A., 1995, ‘Participatory environmental
management: contradiction of process, project and
bureaucracy in the Himalayan foothills’, Public
Administration and Development, 15:465-479.

Songco, D.A., 1997, ‘Strategic partnerships through
people's participation in local governance’,
Governance and Local Democracy Project (GOLD),
Manila.

Tendler, Judith, 1997, Good Government in the
Tropics, Baltimore: Johns Hopkins University Press.

World Bank, 1997, World Development Report, 1997,
New York: Oxford University Press.



