
Participation and accountability in
health systems: The missing factor in
equity?

Dr Rene Loewenson
Training and Research Support Centre, Zimbabwe

1. Introduction

The EQUINET Steering committee, in its introductory paper to the conference,
notes that with the intensifying political struggle around scarce health resources,
“equity related work needs to define and build a more active role for important
stakeholders in health, including communities, health providers and funders, health
professionals and other sectors. This would need to incorporate the power and
ability people (and social groups) have to make choices over health inputs and their
capacity to use these choices towards health” (EQUINET Steering Committee
1998).

This view reinforces that expressed by UNDP in its 1999 World Development Report,
that technical knowledge has raced ahead of the governance and social systems that will
enable its application across the wide majority of social groups, particularly the poor
(UNDP 1999).

The increasing gap between current knowledge and practice has generated tension
within health systems. Health professionals have expressed dissatisfaction over services
and conditions that do not provide adequate resources to reflect their professional
capacities. Many communities have expressed dissatisfaction with the gap between what
they know to be possible (and what they see some communities accessing in preventive
and curative health) and their own health services.  Perhaps the most recent and visible
appearance of this is in the terrible inequality between north and south in access to
therapies for AIDS. It has also however been present for a much longer time in relation
to access to known therapies for many preventable diseases, or more importantly to the
water supply, sanitation or other inputs needed to prevent them.

The solution to this problem lies in part in the development of cheaper and more cost
effective technologies. But there is a bottom line to ‘low cost’ and it usually exceeds the
USd5 per capita that some populations of the region access for health, even while others
access significantly more. It must therefore also lie in the manner in which different
social groups are able to direct resources towards their health needs and to access
existing technical options.

This paper examines the features of social and governance systems that support vertical
equity in health and their current application within health systems.  It proposes
measures and mechanisms that need to be included or strengthened within health



systems if we are to enhance the relationship between citizen and state towards
enhancing vertical equity. Finally it suggests further work towards strengthening the
social dimensions of equity in health.

The paper draws from three main sources: published literature, findings of action
research work in Zimbabwe and experiences shared and conclusions from an
EQUINET/ TARSC/ WHO/ IDRC southern African regional meeting on public
participation in Health systems held in May 2000 (EQUINET/ TARSC 2000). The
part ici pat or y acti on research was carri ed out by T ARSC in consultati on wit h the
Comm uni ty Worki ng Gr oup on Heal th (CWGH) and the Minist ry of  Healt h and Chil d
Welf are in f our  di st ricts of  Zi mbabwe ( 2 r ur al and 2 ur ban council s)  invol vi ng social
gr oups from civil society,  elected l eadershi p, tradi tional  l eadershi p and healt h system s. It 
used participatory appraisal techniques to map social conditions and priority health
issues, experiences of participation and views on where and how it should be
strengthened. A participatory approach was deliberately used to enable communities to
share information during the research process, and to lay the foundation for the
enhanced forms of participation they identified. The tools, process, and their review
results are reported in more detail elsewhere (Loewenson et al 1999).

2. Social dimensions of equitable health systems

It is commonly stated that people are the centre of health systems and services (WHO
2000). People play many roles, as producers of health inputs and providers of goods and
services for health; as consumers of health and health care inputs; as contributors to the
financing of health systems, and as citizens in defining and guiding the implementation
of the norms, standards and policies that shape health systems. Despite the centrality of
this role, we live in a world where the majority of people are de jure citizens but
continue to be excluded from participation in social, political and economic life,
whether through economic deprivation, or through centralisation of political power or
bureaucratic authority. This exclusion intensifies when people lose access to health
services. Used to st rong state dr iven pol ici es and system s, when healt h syst em s decl ined in
countri es of  the r egion, m any of t he poorest  peopl e tur ned t o self -help and became
spectat ors of a coll apsing nati onal asset.   As not ed in the recent  Heal th Review
Comm ission i n Z imbabwe,  "T he system is characterised by appr ehensi on and uncert ainty
about i ts futur e among the general  publ ic and heal th workers." (Heal th Review
Comm ission 1999).

What are the dimensions of social and health systems that enable social groups to
influence policy and direct resources towards their health needs? This paper proposes
that for vertical equity, health systems need to pay attention to three major dimensions:
social networking, participation across all aspects of health systems and measures for
enhancing informed stakeholder involvement in and accountability of governance in
health.

2.1 Social networks

It has been evident for some time that social factors such as female education are critical
for health outcomes, but there is a growing body of evidence that social exclusion and
isolation is itself unhealthy In contrast social norms and networks appear to improve



household welfare and to enhance the efficiency of society by facilitating co-ordinated
public action (Putnam quoted in Meltzer 2000). Equitable forms of health financing, for
example, are based on risk pooling and solidarity, which at community level depend on
social networks. A World Bank study in Tanzania found for example that membership
in groups and networks was a key contributor to household social welfare even after
taking account of the size of the household, male schooling, female schooling,
household assets, market access and after controlling for other human, natural, physical
capital variables. Village level networking or participation in groups had a stronger
relationship with household wellbeing than female education or market access. 
Organisational and associational infrastructure appeared to be an important vehicle for
improvements in household wellbeing (World Bank 1996).  Conversely one dimension
of poverty and deprivation, as shown in the paper by McIntyre and Gilson (2000) at this
EQUINET conference, is social isolation. Similar associations between social
organisation and positive household health and welfare outcomes have been found in
other studies (Marmot 1998; Kawachi et al 1997; Wilkinson 1997).

2.2 Participation

 ‘Community  Involvement in Health’  (CIH) or ‘participation’ has been recognised as a
critical dimension of health systems for many decades. The 1976 Alma Ata declaration
made participation a central feature of primary health care. The 1987 WHO Harare
declaration endorsed direct public involvement in health systems and the reorientation
of political and health systems to support such participation.  A review of literature
indicates a number of ways in which participation has been included in health systems,
shown in Table 1 below.

Despite longstanding policy support and experience, the term ‘participation’ appears to
have many meanings, to be poorly operationalised and often ambiguously used in health
systems. For vertical equity, those forms of participation that promote health
knowledge, health seeking behaviours, inclusion of community preferences in health
systems and enhance responsiveness of health systems in low income communities
would need to be promoted. In doing this ambiguities in the use of ‘participation’ would
need to be addressed.

Firstly, there appear to be a number of elements to incorporate in analysis of
participation beyond the simple implication of a more active public role in health.
Hence for example, the definition put forward by the Regional meeting on public
participation in health systems of participation as:

“i nvolving
•  genuine and vol unt ary part nerships
•  between different stakehol ders from communit ies, health services and other sect ors; based

on
•   shared involvement in,  cont ributi on to, ownership of, control over, responsibilit y for and

benefit  from
•  agreed val ues, goals, plans,  resources and acti ons around healt h.”  ( EQUINE T/ TAR SC

2000)



TABLE  1: RO LES  OF  P ARTICIPATORY P RO CES SES  IN H EALTH  SYSTEMS 

HEALTH
PROCESS 

PARTICIPATORY ROLES

Hea lt h p ro mo t io n; 
p re ve nt i on  a n d
c ar e of  il ln e ss 

Pro mo te  pr ima ry  h ea l th  c a re , he a lt h a wa re ne s s an d  g oa ls 
Co- or di n at e h ea lt h p ro vi d er s an d  s ec t or s on  ag re e d he al t h go a ls 
I de nt if y  a nd  mo bi li s e co mmu ni ty  in pu t s in  h e al th  in te rv e nt io n s
Ove rs ee  th e a dmin is t ra ti o n of  h e al th  pr og ra mme s, in cl ud i ng  s t af fi ng , s up p li es 

I nf or ma t io n
g at he ri n g an d 
e xc ha ng e 

Gat he r a nd  o r ga ni se  co mmu ni ty  i n fo rma ti on  f o r lo c al  g ov t  a nd  he al th  sy st e m
Rep or t t o co mmu ni ti e s an d  d if fe r en t p ro vi de r s on  he al th  po li c ie s an d  p ro g ra mmes 
I nv es ti g at e a nd  r ep o rt  o n  s pe ci f ic  h e al th  p r ob le ms

Pol ic y, pr io r it y
a nd  s ta n da rd 
s et ti ng 

Ass es s h ea lt h  a nd  h e al th  de ve lo p me nt  ne ed s
Pro po se , r ev i ew a nd  mo ni t or  p ol i cy  g o al s an d  s tr a te gi es 
I de nt if y  a nd  co mmun i ca te  he al th  sy st e m an d p ub li c  h ea lt h  p ri o ri ti es , t ar g et s, a n d
s ta nd ar d s
Rev ie w e qu it y  i mp ac t s of  he al th  st ra t eg ie s

Mob il is a ti on  of 
r es ou rc e s

Rai se  h e al th  re ve nu e  ( ca s h:  t ax e s, l e vi es , f ee s)  an d re s ou rc e s (f oo d , su p pl ie s,
l ab ou r)  fo r i nv es tme nt s i n th e h ea lt h  s ec to r 
I de nt if y  h ou s eh ol d r es ou r ce  c on t ri bu t io ns  t o  h ea l th  a nd  ex emp ti on  me ch an i sms
Mob il is e  c o- f in an ci n g an d  i n ki n d in p ut s to  ag re e d he al t h pr o gr amme s  f ro m
s ou rc es  ou ts i de  t he  pu bl i c se ct o r
Neg ot ia t e an d  p ro po s e in c en ti ve s  a nd  su bs id i es  f o r co -f i na nc i ng  i np u ts 
Cal l fo r  t en d er s fo r  s pe c if ic  a r ea s o f wo rk 

All oc at i on  o f 
r es ou rc e s

Pre pa re  he al t h de ve l op me n t an d b ud ge t  p la ns 
All oc at e  a va i la bl e h ea lt h  r es ou r ce s t o he al t h pl a ns  a nd  pr og r amme s
Mon it or  he al t h ex pe n di tu r e ag ai n st  a g re ed  a l lo ca t io ns 
Mon it or  re so u rc e al l oc at i on s in  re la t io n to  eq ui t y an d e ff ic i en cy  g o al s
Ens ur e c on tr a ct ua l s ta nd a rd s ar e  met  in  p ri v at e p ur ch as e rs 
Neg ot ia t e ag r ee me nt s  a nd  co de s o f co n du ct  wi th  h e al th  p e rs on n el 
Ens ur e a cc ou n ti ng  a n d in d ep en de n t au d it  o f f in an c es 

Mon it or i ng  q u al it y
o f ca re 

Rev ie w s er vi c e pe rf o rman c e ag ai n st  h e al th  s t an da r ds  a nd  pl an s 
Mon it or  an d r ep or t o n qu a li ty  o f  c ar e 
Rev ie w a nd  ma ke  r ec o mmen d at io ns  ba se d  o n cl i en t i np ut s, fe ed b ac k an d 
g ri ev an c es  o n  h ea lt h  s er v ic es 
Con ve ne  pu bl i c de ba t e an d  i np ut  on  h e al th  s y st em pe rf or man ce 

(S ource: L oewenson 1999)

Secondl y, there is need to be expl icit about  the var iat ion i n t he level s of par ticipati on,  as
shown below in Figur e 1. T hese changes ref lect shi ft s i n t he relat ive degr ee of   control
between comm uni ties and heal th systems in decision m aki ng and over  r esources. T his shif t
in cont rol  changes t he bal ance of di fferent spheres of aut horit y -  m edi cal , pol iti cal,
tr aditi onal,  ci vil , bur eaucr ati c and fi nanci al,  and bri ngs diff erent  types of knowledge,
experience and val ues t o bear i n decisi on making.



FIGURE 1: LEVELS AND FO RMS  O F COMMUNITY PARTICIPATIO N

De gr ee            Community  Pa rticipation                 Ex ample 
Hig h H as  control O rg anis a ti on as ks  communi ty to i denti fy the

p roblem and mak e all k ey deci si ons  on g oa ls  and
mea ns .  Wi lli ng  to help communi ty at ea ch s tep  to
a ccompli sh g oals.

H as  d elega ted  p ow er O rg anis a ti on id enti fies a nd  p res ents  a pr ob lem to
the community, defi nes  the li mi ts and  a sk s
communi ty to ma ke a  seri es of d eci si ons  w hi ch
can b e emb od i ed  i n a  p la n w hi ch it w i ll a ccept.

P la ns  jointly O rg anis a ti on pr es ents tenta ti ve plan subject to
cha ng e a nd  op en to cha ng e from those affected. 
E xp ect to cha ng e pla n at leas t s li ghtly a nd 
p er ha ps  more subs eq uently.

Advis es              Or ga ni s ation p resents a pla n and  i nvites
q uestions. P r ep ar ed  to modi fy p lan only i f
a bs olutely necess ar y.

Is cons ulted O rg anis a ti on tr ies to pr omote a  plan.  Seek s  to
d evelop  supp ort to facili ta te a ccepta nce or  gi ve
s uffi ci ent s a ncti on to p lan s o tha t a dminis tra ti ve
complia nce ca n be ex pected.

R ecei ves  i nformation O rg anis a ti on ma kes a  p la n a nd  a nnounces  i t. 
C ommuni ty is  convened for  i nfor mational
p ur poses . Complia nce i s exp ected .

L ow None C ommuni ty told nothi ng 

S ou rc e: Commu ni t y pa r ti ci pa t io n f or  h ea l th  f o r al l .  Lon d on , Commu ni t y Pa r ti ci pa t io n Gro up  o f 
t he  Uni t ed  Ki ng do m f or  Al l Ne two rk , 1 99 1

2.3 Governance

The wider definition of participation leads into the third dimension, which is the nature
of governance systems in health. This refers to the relationship between the state and
citizens, whether the latter is organised as private sector or through civil society. It
incorporates how different social groups articulate their interests, the way political,
economic and administrative authority is exercised; how social groups exercise their
rights and obligations and how power is exercised in managing the economic and social
resources for health (World Bank, UNDP cited in Meltzer 2000). Of importance to
equity it concerns both the measures that citizens use to articulate and insert their
interests in policy, the measures that the state uses to protect national interests and
public goods within a diverse range of social interests and the systems through which
these policy measures are negotiated and applied.



These elements of governance are clearly changing. In many countries, state driven
welfare systems and government sponsored associations going down to grassroots level
were used to build trust and legitimacy around policies and programmes that were
essentially developed at central level.  As liberalisation policies have widened the roles,
responsibilities and burdens of social actors outside the state, it has also led to a refocus
on the relationship between state and non-state actors in shaping and implementing
public policy. This is a response to many real pressures, including 
•  citizen dissatisfaction with erosion of basic public health rights and standards and

with quality of care
•  increased citizen access to information and education
•  a growing diversity of contributions to and channels of  service delivery
•  increased direct burdens of care on citizens due to AIDS, rising costs of care and

declining service coverage
•  a growing demand from citizens to hold bearers of public office responsible for their

performance and the results of their decisions (Cornwall et al 2000; CWGH 1998a,b,
Zi mbabwe E nvironment al Healt h P racti tioner s Associ at ion 2000; L oewenson 1999).

Equi ty pol icies im pl y m any choi ces, and part icular ly pr o-poor choi ces. There is evidence
that  in the absence of an open,  part ici pat or y syst em  wi th pr ocedur es and m echanism s for 
reaching col lective resoluti on,  it  can be the m ore powerful medical int erest  gr oups,  or  the
weal thi er ur ban el it es,  who exact concessi ons, som et imes at the cost  of  the poorer , less
or ganised rural  heal th wor kers,  or  t he urban and r ur al poor (Van Rensburg and F our ie
1994; Bennet t et al 1995).  T his is part icularly the case dur ing peri ods of   pol icy r eform.  
Ri si ng dem and by bet ter  of f sector s for  medi cal  technol ogy can pot entially crowd out  less
ef fecti vel y voi ced demand by poorer sections for t he healt h inputs t hey need.  Hence in
addi tion t o enhancing t he evidence base for equity poli cies,  at tenti on needs to be given t o
the system s of procedur al justi ce through cl aim s wit hin poli cy ref or ms are j udged
(Kal umba 1997; Laf ond 199l ; Storey 1989).

3. Current issues in social networking, participation and
governance

As noted in the previous section, in a context of significant new threats, such as high
HIV/AIDS related illness and poverty,  ensuring that health systems that meet priority
health needs in a time of scarce resources demands choices: Choices on how national
resources are to be shared and the weighting given to health, choices within health
systems on where and how to spend public resources, choices on how to motivate and
direct private health spending and choices on how household contributions will be
balanced against state contributions.  Social networking influences the ability of people
and households to make and act on their choices, levels of participation influence their
interaction with public services while the system of governance influence the way
societal resources are distributed to support those choices. How have social networking,
participation and governance systems affected health equity in southern Africa?



3.1 Social networking

In the Zimbabwe research, participants mapped their areas and features that impact on
health. Many of these were social and economic infrastructures, such as clinics,
transport routes, water points, schools, dip tanks, informal trading sites and business
centres. Vulnerable social groups with greatest health needs were noted to have least
access to these infrastructures and to health services (See Table 2 below). From civil
society mapping these groups were also least organised into civil associations and social
networks (Loewenson et al 1999).

TABLE 2: SOCIAL GROUP FEATURES, ZIMBABWE ACTION RESEARCH,
1999

ALL DISTRICTS

Most vulnerable
groups:

Unemployed, elderly, female youth, children under five
years, disabled people, squatters, street children

Gap between
need for and
access to health
services widest
in:

Elderly, children under five years, female youth, squatters,
Disabled people, youth

This is despite the fact that equity in health, or directing public health inputs towards
those with greatest needs has been a policy in Zimbabwe for almost two decade. The
research highlighted the need to explicitly examine how the most marginal social groups
are given a voice in and greater access to health inputs, including through their own
social networks. Communities participating in the research felt that this could be best
done through extending the reach of existing community based structures, such as
churches, women’s groups and residents associations, as they had greatest access to
vulnerable groups. "They live in our community and are part of us".  This issue of
strengthening horizontal links between vulnerable groups and the wider social networks
in the communities they live in has been poorly addressed in more segmented and
targeted poverty reduction approaches.

The research highlighted the many existing social networks in both rural and urban
areas, as well as the inadequate direct investment being made towards using these
networks for achieving health goals.

In all areas there were a range of civic groups and community institutions that were or
could be acting on health, some specifically dealing with health related issues. These
included burial societies; traditional institutions; church groups; non government service
organisations; membership based civic groups, such as womens groups, farmer groups;
disabled persons groups; residents associations; and local development groups. Many of
these groups were poorly linked to the health services, or even to each other. Where



links existed these were often through community health workers and environmental
health technicians, or through local government councilors (Loewenson et al 1999).

The Zimbabwe research would thus seem to signal that 
•  social networking and access to infrastructures is weakest in the most vulnerable

groups
•  horizontal links between vulnerable groups and community networks are perceived

as important vehicles for enhancing service outreach but
•  existing community networks are themselves underutilised for health and often

depend on links through people with least authority in health systems, and
•  national civic networks and local government systems are underutilised as vehicles

for enhancing social networking and health access in vulnerable groups.

This should not be read to imply that health services have not organised communities.
Across the region communities have been organised into community health groups,
water user groups, community home based care initiatives and so on.  Many such social
networking initiatives have been carried out through Non government organisations
(NGOs), particularly in relation to specific vulnerable groups in remote areas and often
through participatory approaches (WHO 1997; Robinson and White 1997; WHO,Govt
Ireland 1997)

Paradoxically, states have often built stronger collaboration with such NGO service
organisations, including  international NGO providers, than with their own membership
based civic organisations, such as womens groups or trade unions.  This has weakened
the involvement and capacity development of these institutions in health sector work. In
contrast to well-funded international NGOs, many national civic and grassroots
organisations struggle around issues of
•  how to access their own national public resources
•  their capacities to manage and sustain programmes
•  negative attitudes from and non participation of health workers
•  poverty and pressures on communities from other social problems
•  difficulties in combining and balancing the roles of  heal th provi der s, tr adi tional,

ci vi c and el ect ed leaders 
•  how to build strong and active links with their own members
amongst other problems (Loewenson 2000, Myezwa et al 2000). 

It  was also not ed in the r egional meeti ng that healt h m ay not always be the best ent ry poi nt 
for enhancing soci al  networking. Where pover ty is a greater pri ori ty, or where healt h
issues are diff icult  to separat e f rom povert y r elated i ssues, t hen broader  work on poverty
may be a bet ter  entr y point.  Communi ties m ay want to address pr ior it y i ssues ar ound
poverty before deali ng wit h health service i ssues.  T his dr aws attent ion to t he manner i n
which t he healt h sector  works t hrough other sector s to enhance social networ king f or 
heal th  (E QUINE T/T ARSC 2000) .

3.2 Participation

The resear ch in Zi mbabwe i ndicated t hat  heal th ser vi ce per sonnel, el ect ed leaders and
comm uni ties fel t t hat t hey curr ent ly parti ci pat ed at  a rel at ively low l evel acr oss m any ar eas
of  heal th system f uncti oni ng. T he wheel  char t i n F igure 2 hi ghl ights the gaps between t he



reported cur rent and desir ed level  of part icipation aggregat ed for  all groups and ar eas in t he
st udy. Disaggregat ed data is avail able in the r esear ch repor ts (Loewenson et  al  1999).

FIGURE 2: WH EEL CH ART OF PERCEP TIO NS  OF  CURRENT AND DES IRED
LEVELS OF PARTICIP ATION, ZIMBABWE ACTIO N RES EARCH 1999

A H

B G

    C F

D E

A=In for matio n exch an ge B=pr evention C=carin g f or  th e ill
D=raising resou rces E=decid ing  h ow res ou rces are us ed F=mo nitoring  qu ality 

-- -- --- --- -- - = cu rr ent levels -- -- --- --- -- --- --- --  = des ir ed lev els

Part ici pat ion was repor ted t o be higher  in i mpl ement ing heal th act ions,  (prevention,  care
and inf orm at ion shar ing), and m ore i n cari ng activit ies than in pr event ion. Public
part ici pat ion i n r esour ce mobil isati on was noted t o be low i n r ural areas and higher  in
ur ban areas.   Comm uniti es were fel t to have lit tle or no cur rent r ol e i n decidi ng on how
budgets ar e used or in monit ori ng healt h ser vice qualit y. Low l evels of  part ici pat ion were
at tr ibuted t o t he lack of or ganised preventi on and cari ng activiti es; l ack of i nform ati on
shar ing wi th communi ties; negat ive publ ic at tit udes towards taking r esponsibili ty for
heal th;  weak input s from com muniti es to heal th,  weak consult ati on wi th com munit ies on
heal th ser vi ces and ineffect ive functioning of war d and di st rict l evel mechanisms for
di al ogue, consultati on and i nformati on flow bet ween com munit y m ember s and inter est 
groups councilors and health services (Loewenson et al 1999)



Comm uni ties stated a pr eference for rai sing problems through meeti ngs. Many local
st ructures such as heal th centr e com mit tees and ward healt h com mit tees had however 
become non f unctional over  t ime, wit h weak access to resources and l ow par ti cipati on by
heal th per sonnel. This was seen to weaken the effect ive channel ling and resolut ion of
heal th ser vi ce issues comi ng fr om the comm unity (and vi ce versa) ( Loewenson et al 1999) .

The Zim babwe Healt h Review Comm ission (2000)  endor sed these findings, noti ng that
despite part ici pat ion havi ng been accepted i n poli cy for som e t ime, it had not been realised,
part icular ly in relation t o par ticipati on in decision m aki ng. Constr aints included:
* poor  healt h wor ker  appr eci at ion of  t he val ue of  part ici pat ion
* poor  healt h wor ker  skil ls in facil it ati ng communit y involvem ent 
* weak methods for r e- ori ent ing heal th workers towar ds communi ty invol vem ent 
* weak polit ical com mi tment towar ds communit y invol vement
* lack of st able planning st ructures f or joint  pl anning between comm uniti es and heal th

services ( Dhlakama quot ed in EQUINET /TARSC 2000).

These often poorly structured and somewhat ad hoc relations signal a deeper problem of
how participation is viewed and structured within health systems.

Publ ic healt h planni ng has hist ori cally tended to be a top-down pr ocess, based on exper t
identif icati on of pr ior iti es and t he st rat egies to addr ess t hem .  This is intensif ied by cur ati ve
medi cal  syst ems that  ar e hierar chi cal, mysti fied and pater nalistic t o client s, that have been
buil t on t radit ions of cli ni cal  autonom y i n decisi on making and that  ar e poorly pr epared t o
take on ot her i nterests in deci sion making. Mor e r ecent ly management  and f inancial 
cont rol  in heal th systems has become a mor e import ant i nfl uence in deci sion making,
sometim es exercised thr ough int ernat ional donor s, somet imes ali enati ng bot h health
workers and com munit ies.

Comm uni ties on their  si de of ten lack the 'language',  infor mation, cohesion, organi sational 
st ructures and capaciti es for effect ively engaging i n t hese com pet ing spheres of aut hor ity,
and can become disem powered and di st rustful in the process.

These problems were noted to a greater or lesser extent in the regional meeting. Despite
this, many positive case studies exist of participation in health, leading the meeting to
propose that a compilation of  such case studies would enable the horizontal
dissemination of promising practices (EQUINET/ TARSC 2000). Many of the case
studies are however also ad hoc, strongly linked to NGOs, weakly rooted within health
systems, and appear to lack the institutional framework and sustained investment to
scale them up or support them in the longer term.  The Zimbabwe meeting also  noted
the need for a minimum standard and level of health service provision to get the
community  ‘buy in’ for their motivation for and inputs to participation. Public
participation is not a substitute for poor health services (EQUINET/TARSC 2000).

The par ticipati on ‘gap’  has per haps become m ost  vi si ble as r esource scarci ti es have grown, 
and mor e att ent ion has been focused on the m obi lisat ion and all ocati on of publi c and
pr ivate resources for heal th. Market  refor ms across the regi on have increased t he costs of 
care and r educed t ax based spending on healt h r elati ve to individual  out of pocket 



spending,  not onl y increasi ng inequity in heal th fi nancing,  but also shif ti ng col lecti ve
form s of payment t o indivi dual for ms, weakening soli dar ity and social networ ks. 
Underfunded health services have looked to clients to ‘take more responsibility’  for
health, including contributing more funds towards health systems.  This has led to a
variety of initiatives to lever greater community contributions.  In the 1990s, many
countries introduced or intensified ‘cost recovery’ measures, primarily through user
fees.  These measures claimed a number of positive health system outcomes, such as
- incr easing r evenues thr ough charges on ser vi ces
- im pr ovi ng cover age and quali ty of care thr ough appl ying increased r evenue t o

service im pr ovements
- enhanci ng equit y t hr ough t ar get ed spending on t he poor
- improving service utilisation patterns and the referral system by controlling

frivolous demand and directing choice through prices and levels of provision
- increasing efficiency by making providers cost conscious and encouraging cost

effective techniques of providing care (Equinet  Steering committee 1998).

In practice, they led to a range of negative outcomes on access and equity in health
services, mainly because of
- poor functioning of exemption mechanisms (leakage of non exempt groups into

free care and groups meriting exemptions not accessing them) due to lack of
information, excessive bureaucracy, lack of formal proof of earnings etc);

- reduced use of care in the poorest groups, associated in some cases with an
increase in damaging health behaviour and negative health outcomes;

- depletion of household assets to meet health costs, increasing expenditure on
future health risk;

- little improvement in quality of care at primary care levels, or of increased
budget allocations to or retention by these levels;

- insignificant additional revenue generated
- weak or temporary impacts on the use of the referal system without

corresponding changes in quality of care (Equinet Steering committee 1998;
Muti zwa-Mangisa 1997; CWGH 1998a; Kaseke et al  1993;  Hongoro and
Chandiwana  1994). 

In Zimbabwe,  for exampl e, national  cost  recover y rat es rem ai ned low,  parti cular ly in the
poorest areas. Central hospi tal s also continued to have a very poor cost r ecovery performance,
al though t hey served in the mai n a higher incom e urban com munit y ( See T abl e 3 below) .

TABLE 3: COS T RECO VERY PERFO RMANCE BY F ACILITY LEVEL,
ZIMBABWE

Level/T ype Cost  recover y r ati o
1989/90

Cost  recover y r ati o
1993/94

Cent ral  hospitals 7. 0 7. 0

Pr ovincial  hospitals 11.0 16.0

Di st rict hospit als 1. 1 1. 4

Mi ssion hospitals 1. 2 1. 2



Muni cipali ti es 12.7 15.0

Sour ce:Hongor o and Chandiwana 1994

More im por tantl y f or  this paper , weak consul tat ion, fal ling qualit y ser vice del ivery and
incr eased pr ice st ress for  consumers made fee m easur es unpopular and even made the
di scussion of cont ri but ions to social heal th insur ance pol it ically sensiti ve, delayi ng fur ther
resource m obili sat ion strategies. The cr edibi lit y of cost recovery measures was reduced by
the ineffect ive desi gn and i mpl ement ati on of  exempti on pol icies, due to the dif ficul ties
noted earl ier.  Incr eased fees wer e cri ticised for  not bei ng associated wi th im proved qual it y
or  r eli abi li ty of servi ces, par ticul arl y when people were charged equal ly for services
whet her  dr ugs or other facil iti es were present or not ( Muti zwa-Mangiza 1997; DAG 1997; 
Loewenson et  al  1999). The i mposit ion of f ees without adequatel y str engtheni ng ser vi ce
deli ver y at pri mar y car e l evel in fact exacerbated t he flow of pat ients past  t he pr imary care
level direct  to di st rict l evel,  as people calculat ed the cost effect iveness of transpor t and fee
cost s i n t er ms of servi ce quali ty retur ns. 

Comm uni ties cri ticised the l ack of  consult at ion in deci ding on cost recovery policies and
levels.  Local author iti es al so cr it ici sed  central government imposed fee l evels that make it
both di ffi cult to fi nance servi ces, and negotiate appropri at e r evenue strategies wit h t hei r
own com munit ies. A  m ini str y of healt h study observed the weakness of  't hinki ng for  t he
people instead of thinking with the people' (Zi gora et al  1996) . 

In cont rast,  t he act ion r esear ch indicated t hat people no longer accepted poli tical messages
of  'free health services' when their  servi ces were coll apsing, wer e wil ling to make fai r
cont ributi ons t owards publ ic healt h system s,  and wer e i n m any places taking on input s t hat 
they themsel ves pl anned and controll ed.  In Nyava ward, Bi ndura, f or  example, after people
identif ied t hei r pri ori ties thr ough the PRA process,  they decided to im plement act ions
towards addr essing t hem , such as t he const ructi on of  a wai ti ng mot hers shelt er at the clinic,
and contri buted both funds ( $20 / househol d)  and bri cks towards it s constr uction. The
cont ributi on level s and managem ent  syst ems were defi ned by t he com munit ies t hem sel ves
 ( Loewenson et al 1999) .

Such initi at ive has exi sted at an ad hoc level for  some ti me, and is wi despr ead across the
regi on.  Three i ssues em erge,  however :

Fi rstly, t here is al most no assessment of the r eal  l evel of contri bution f rom comm uniti es
inputs  to heal th,  whet her  directl y to healt h services or in communi ty / household based
acti vit ies. One study of  home based care estim at ed Z$539- $824 spent over a three m ont h
peri od,  wi th 2, 5-3,5 hours a day spent by care- giver s cari ng for pat ients,  but thi s was noted
to be an underesti mate of full costs as it  excl uded costs to extended f ami li es and
opportunit y costs of  it ems f oregone due to diversi on of  funds t o car ing (Hansen et  al 1998). 
Wi thout  this infor mation, it  is di ff icult for negoti ati ons on complementar y inputs t o heal th
to adequat el y r ecognise and plan f or  the i nputs comi ng from househol d l evel. 

Secondl y, localising community level decisions on fee levels and management systems
needs to take the additional step of ensuring that local level decision making is not
simply dominated by local elites  or that budget resources earmarked for community



level are not  swallowed up by spending in curative priorities of health personnel at
district level (Loewenson 2000).

Thir dly, r esour ces need to f low to give substance to authori ty.  Wher e cent ral cont rol over 
resources does not  m atch l ocal planning part ici pat ion i s underm ined and di scour aged.  Cost
recover y i s not  a subst itute for budget  pr ocesses that enabl e some l ocal aut hor ity over 
budget all ocati on towar ds defined needs.

3.4 Governance and decentralisation

The discussi on on parti cipat ion in r elation to resources f or  healt h leads to wi der  concerns
ar ound the governance syst em s within which poli cy refor ms ar e defi ned and shaped. The
most  si gni fi cant shi ft in gover nance wi thi n health syst ems i n t he past decade has been
ar ound decentr ali sation.  I t has gener ated signif icant  publ ic expectat ion of shif ts in
authori ty and r esponsibili ty, i ncl uding wi dening par ticipati on in gover nance in heal th.  
Decentr ali sation  policies have al so cl aim ed potenti al out comes of   improvem ent s i n
qual ity and access ,  and r educed expenditure (even t hough it  would appear that som e of
these are mutually i ncompati ble (Mogedal  and Hodne St een 1995)) .

In f act , t here is weak evi dence of  prom ised benefit s  in account abi lit y or in increased
publ ic par ti cipati on (Gi lson et al  1994,  Gaventa and Robinson 1998) .  These seem  to r elate
to a number of   unaddressed constr ai nts:

•  local l evel planni ng being l inked wi th centr all y i mposed budget s, wi th lit tl e r oom  f or 
local discretion ( Gi lson et al  1994) .

•  inadequate i ncl usi on of  specifi c m easur es to enhance account abi lit y,  communi ty
part ici pat ion or intersectoral co-ordination (Lauglo and Molutsi  1995).

•  weak support  of  measures f or  local  publ ic healt h sur vei llance and pl anning based on
populat ion i ndi cat or s, leadi ng to gr eat er bureaucr at ic input s t o decisi on making

•  poor  communi cat ion on or understandi ng of the cont ent or i mplicati ons of
decentr ali sation ( CWGH 1997) . 

•  cent ral  governm ent  appoint ed boards wit h l it tle account abi li ty to the publ ic, or
delegat ed few r esponsibili ti es in pr act ice, par ticul arl y over r evenue r aising and
retenti on,  f inanci al   cont rols and staf fing,  weakeni ng their  abili ty to make si gni fi cant
im pacts on hospital per for mance (Bennet et al  1995;  Sm it hson et al 1997) 

Decentr ali sation has in many si tuati ons taken place in a poorly defi ned legal f ram ework,
wi th inadequate resources,  qual ifi ed personnel,  tr ansport and other inputs f or planning and
moni tor ing heal th activiti es. Under- resourced healt h wor ker s i n thi s sit uat ion are likel y t o
regard publi c demands f or accountabi lit y and gr eat er  contr ol  as  a burden rather than an
asset.

It would appear that  it is not sufficient to provide for structures for planning and
managing health systems, but that attention needs to be given to who is involved in
them, and the processes and procedures that take place within them.



In Zimbabwe, there are  many planning structures in policy, but  field research indicated
that these faced a number of problems in practice, undermining their role in health
systems, particularly in raising the priorities of low income communities. These
problems included top down nomination of members; lack of regular elections; lack of
direct participation of many civic and traditional leaders; ambiguities in authority and
roles; lack of control of any meaningful level of resources at lower levels; limited
powers for raising local revenue; weak capacity for planning; dominance of technical
over elected personnel, low levels of beneficiary participation and feedback; weak
relationship between district / provincial plans and sectoral budget allocations;
disinterest in these structures by health staff who do not see themselves as accountable
to these structures;  lack of meaningful feedback to communities; lack of incentives or
reimbursement for local committee members (Stewart et al 1994; Mutizwa-Mangiza
1990; Loewenson et al 1999a).

The regional  meeti ng on part ici pat ion endorsed the need to i nvest more att ention t o
desi gni ng gover nance systems in heal th.  Uneven power  relat ions in the i nteracti ons
between heal th ser vi ces and var ious fracti ons of t he communi ty wer e observed to im pact
on t he par tnership i mpl ied i n part icipator y system s.  Technical power  of ten over -ri des
el ected power, and heal th workers may use their  knowledge,  t echnical  st atus or budget
cont rol s t o over-r ide comm unity inputs.  Poli tical authorit y may marginalise civic input .
The meeting observed the need f or st ructur es, processes and tools that enabl e diff er ent 
form s of aut hor ity t o i nteract producti vel y (EQUINET /TARSC 2000).

4. Enhancing the social dimensions of equity

The literature, field work,  and regional exchange indicate a co-existence of initiative
and promising practice with significant institutional weaknesses in the structuring of the
social  dimensions of equity. What measures can be taken within the region to
strengthen these dimensions?

4. 1 Us e and enhance  social networ ks for health

Ther e are a range of  exist ing soci al  networks such as neighbour hood com mit tees,  womens
gr oups,  reli gious gr oups,  f arm ers groups that can be t apped and str engthened t o:
•  transform public understanding, information and attitudes and promote healthy

public choices
•  inform health systems on community perceptions, preferences and actions and

enhancing the social and cultural appropriateness of health actions
•  extend the outreach of health systems to underserved groups
•  build more effective interactions between health services and clients at individual

and collective level
•  extend the continuum of health management and outreach into the community
•  enhance community control over and commitment to health interventions.
Health sector work with such networks strengthen the networks and health outreach, and
represent a ‘win-win’ situation.

For ver tical  equit y,  focus woul d need t o be given to how do t he poorest  gr oups,  who are
often least organised, obtain a voice and representation in health and social processes.



Thei r prim ar y preoccupations gener al ly lie outside heal th,  and rel at e m ore t o survival
issues  of  empl oym ent, incom es and access to insf rastruct ures.  Obtaini ng sustained
repr esentati on from and networking i n such gr oups  is diff icult , part icularly given t heir
li mi ted resources.  S pecial  i nterest groups t hat  have gr eat er  focus on heal th may have m ore
resources for part icipation,  but m ay al so be far less representative of the r eal  voices of the
poor  or  of  constit uents general ly.  Sustained networking in the most marginalised groups
demands specific measures,  such as giving resource and institutional support to special
interest groups that give a higher profile for their interests.  There is a risk of co-option
when health services take on this role, and other comm uni ty or  local  governm ent
intermediari es may bett er networki ng in vulnerable groups.  Hence, for exam pl e, the
Community Working Group on Health in Zimbabwe networks about twenty-five
membership based groups in Zimbabwe covering private and public formal sector
workers, small scale farmers, informal  sector workers, youth, residents, women,
churches, human rights, disabled persons, people with AIDS, traditional /rural
environmentalists and consumers. The group enables weaker groups and stronger to
develop a combined voice on health policies,  for solidarity to grow across groups, such
as across rural and urban areas, in relation to people with disability or HIV/AIDS or
across gender, and to use such networks to strengthen informed participation in local
health planning ( Loewenson 1999).

Social networking calls for specific investments in supporting these networks, perhaps
not only in what  they do around health, but around the employment, social, income and
other concerns that they have. Adolescent reproductive health programmes that work
through youth groups have for example increasingly taken  on issues of vocational
training and job creation to sustain health outreach.

Social networks are also reinforced by processes that do not dominate them, but that
seek to draw out, recognise, use and add to their experiences and skills.  Participatory
approaches are recognised for their effectiveness in doing this as they explicitly aim,
whether through processes  of research, education or action, at  social transformation.
The process follows a cycle (or spiral) of steps that are important for social
consciousness and transformation, viz:
•  listening to and drawing out local community experiences and views
•  systematising individual experiences and perceptions into  collective forms and

subjecting it to collective validation
•  identifying the problems that need to be addressed (problematising)
•  collecting and organising information relevant to identified problems
•  recovery of popular knowledge, use of other  sources of knowledge and creation of

new knowledge,
•  identification of actions,
•  implementation of actions and
•  reflection on actions. 

Innovation that supports social networking has also taken place, for example, through
the establishment of social funds that are bottom up, demand driven and that incorporate
some level of community control. They are a pool of funds, sometimes earmarked for
specific sectors or specific areas of high incidence of poverty,  that are used by
communities to support local infrastructural and programme investments. These funds
have been used in the main to finance small public works projects, attracting primarily



donor fund support. In health, they have been applied in areas such as water supplies
and sanitation, nutrition, HIV/AIDS prevention and management, health centre
development, waste management, food hygiene and school health. Use of the social
fund is triggered by project requests coming from communities, and require some form
of matching community contribution  (labour, material, cash).

These innovations represent an important opportunity to locate control over resources at
the level of affected communities. They imply however that  the poorest communities 
will be able to network to exercise effective demand over these funds, and will
effectively negotiate their own interests with powerful bureaucracies and  service
providers.  This is probably not a fair assumption, without either the state or civil
society contributing to the community networking and capacities needed to identify
needs and programmes, make organised demands on the funds or monitor their use.
When state  and civil society actors take on these roles, they need to do so without
usurping the role of the community (Firgenti et al 1998).

EQUINEt could usefully map the civic groups that can support work in enhancing
social networking for health. Equally, research is needed to identify ways of measuring
social isolation and networking as a factor in resource allocation mechanisms and in
studies of health equity.

4. 2 Inte grate he alth into  w ide r dev elopment or  pove rty  r eduction
pr ogrammes 

As noted ear lier, healt h m ay not be the only, or even t he best ent ry point  i nto comm uni ties
for enhancing soci al  networking or  addr essing comm unity pr iorit ies. Linking the heal th
sect or to mult isectoral acti ons around pover ty and econom ic devel opm ent call s for  st ronger
ar ti cul ati on of  heal th- pover ty links, and measures f or incor por ati ng healt h int erventions
into economi c poli ci es and poverty r educti on st rat egies. T he regional m eet ing suggested
that  communi ties know and under stand that healt h i s linked t o other dim ensions of
development/ povert y – but bureaucr at ic systems miss the point!

It  woul d be useful  f or EQUINET in it s f uture work to devel op further  the conceptual
underst anding of t hese healt h-development- pover ty li nks, and how t hey can be
oper ati onali sed wi thin healt h syst em s and economic m easures. 

4. 3 Build s tructure s and pr oce ss es for  participation

Interactions between services and citizens call for stable, transparent structures and
processes. These exist at various levels of health systems, and need to be revitalised and
consolidated in a more systematic manner.  It is suggested that they should be inclusive
of elected, civil, traditional and health sector representatives, and that measures be put  in
pl ace t o ensure that  such  comm it tees are regul ar ly reviewed, t rained and support ed wit h
information for  thei r r oles.  It  is not clear  whether  putti ng healt h ser vices under  t he local 
authori ty or  in a paral lel  syst em works bett er,  but in bot h cases the i ncl usion of  comm uni ty
repr esentati ves on heal th boards, parti cul ar ly those fr om low i ncome gr oups,  enhance
account abi li ty and ownership of  services ( EQUINET7TARSC 2000).



The literature documents problems when there is inadequate structural support, weak
information access, limited authority and vague roles.  Community - service interactions
are weaker when there are too many poor ly co- or di nat ed,  poor ly resourced issue specifi c
forums;  wi th weak abili ties and pr ocedures f or resol ving confli ct;  poor ly supported by
information,  and wit h weak l egi tim acy. They are undermi ned when  manangers and
service pr oviders have weak incent ives to respond to di recti ons gi ven by par ticipatory
st ructures and are r esi stant  to or  poor ly pr epared f or changes in authorit y or for  using non
medi cal  inputs.  Equally weakened cit izen i nt erest,  paternali sti c cul tur es,  il lt eracy and weak
ci vi l capaci ties also underm ine these i nteracti ons  (Kahassy et  al 1997; Kahassy and Baum 
1996; Bennett et al 1995; Gilson et al 1994).  Such structures thus need to be given clear
roles and mandates, supported by information and evidence, by legal authority over
resources and by responsive health services (further discussed below).

Hospital boards are,  for example, a particular form of participation in the management
of services that have suffered from ambiguity between their powers and responsibilities.
Bennett et al (1995) noted that the power and roles allotted to the Board and degree of
autonomy  from the ministry of health were an important factor in their success. Where
boards have had little influence over capital investment, financial and personnel policy,
they have had limited impact on efficiency or service provision.  Given that referral
hospitals provide public services, central governments clearly need to continue to
exercise some control over their performance. It would however appear that the best
balance between arms length measures providing legal and performance standards and
incentives and the more direct forms of control has generally not yet been found
(Bennett et al 1995).

In part this relates to the capacity and willingness of the state to move from direct to
indirect ways of ensuring national goals, such as equity. The state has a number of tools
at its disposal  to ensure consistency with public health priorities and goals in activities
by non state actors. National priorities and essential public health measures can be built
into social contracts through legal mandates, tax incentives, subsidies and grants for 
prioritised areas, matching grants, directing complementary state resources towards
particular outcomes or setting up performance contracts and building in budget rewards
and penalties for particular outputs. The state may also use its powers of supervision
and inspection to monitor public health practice and standards of such work.  The
demand from stakeholders for use of such indirect approaches comes at a time when the
state has weak resources for defining and implementing them. This may lead to
imposition of measures that should in fact be negotiated, and that are thus poorly
compiled with.  It may also lead to weak state use of  the tools it has for equity goals,
widening inequity in the public-private mix.  It may be useful to disseminate
information on such tools and support capacity for their development and use.

4. 4 Enhance  information exc hange  be twe en communitie s and he alth
sy stems  and integr ate c ommunity  information in planning

Information flow bet ween t he publi c and heal th systems is the circul atory system of
enhanced governance.  Infor mation f low has in the past been l argely l imi ted t o
di ssemi nat ion of health pr om oti on infor mat ion, but  communi ties t oday also need system s
information,  such as on resources for heal th that they can access and how to access them.



Some of  the vehicl es for i nf orm ati on fl ow between healt h system s and communi ties are
outl ined i n Table 4 bel ow. 

TABLE  4: MECHANIS MS  FO R INF ORMATION FLOW BETWEEN HEALTH
SYSTEMS  AND THE PUBLIC

INFORMATION FLOW ME CHANI SMS 

Mechani sms f or gat hering
information on publi c needs
and prefer ences

Surveys, Opi nion sur veys, ideas competi tions, key infor mant
input, use of print and el ectronic m edi a, PRA appr oaches,
Part ici pat or y heal th appraisals

Mechani sms f or
comm uni cat ing  inf or mat ion
to t he publi c on health
pr of iles, policies /  activit ies

Whit e papers; char ts and poster s i n health and publi c
faci lit ies, discussi on docum ent s, mass publi cit y programmes, 
pr ovidi ng for citi zen access to of fi cial i nf orm ati on, agenda's
and minutes;  publi c audience on budget discussi ons;
pr ovidi ng accessible policy/ budget  summ ari es to ci ti zen
gr oups;  meet ings, lectures, discussi on sessi ons, j oi nt
comm itt ees, use of  print and el ect ronic medi a

Mechani sms f or  publ ic
feedback t o health planner s

Adverti sing decisi ons with - procedur es for  people to lodge
objecti ons; public i nquiri es; publ ic heari ngs; hol di ng publi c
meet ings, lectures and discussi on sessi ons;

Sour ce:  Loewenson 1999

Health systems need themselves  to be more systematic and transparent in how evidence
is used in decision making if wider stakeholders are to be involved, which is positive in
itself. Hence for example, the Tanzania Essential Health Interventions Project, has
strengthened the use of health systems evidence (disease burden, cost effectiveness of
available interventions) , thus  enabling the health system to take on community
preferences and priorities in a more transparent manner (Reid and Kasale 2000). 
Evidence on public opinion can be included in health planning through opinion surveys
(as has been done in Zambia), anonymous postal surveys, focus groups, PRA tools and
citizens juries. This is often done as a parallel process to the budgeting or decision 
making process, as a means of ensuring that decisions are in line with public values.
More direct integration of community preferences with health system information is an
area where methods are  weak. There is still room for innovation that EQUINET can
support.

One of the m ost  im portant ar eas to addr ess i s t he building of a 'com mon language' between
heal th professi onals and civil society groups. PRA appr oaches enable this by syst ematising
comm uni ty knowl edge,  as do civi c or ganisati ons who act  as i ntermedi ari es and blend
publ ic views wi th avail abl e dat a and technical inf or mat ion. Health services can or ganise
heal th inf or mat ion t hrough vari ous f orm s of mapping and char ts to vi sually r epr esent 
tr ends and di st ribusi ons. Medical ter mi nol ogy can be si mpl y put . I t is  import ant t o
recogni se and t ake acti ve measures t o over come the prof ound di sempower ment obser ved

h i i j i i t th t h i l di i f di l f i l d



bureaucrat s.  For consti tuent  gr oups that r epresent  l ow incom e comm uniti es,  part ici pating
in stat e/civil int er act ions may demand par al lel  pr ocesses to ‘prepar e f or partnershi ps’ ,
wher e groups can f rame their  issues,  under st and more about  heal th infor mat ion and speci fy
cl ear posi ti ons and inputs t o j oint agendas.  For health service pr oviders it  im pli es
pr esent ing heal th infor mat ion and choices in publi cl y accessibl e f or ms and buil ding
comm uni cat ion and negot iat ion skil ls. The work of the Health Systems Trust in South 
Africa to support parliamentarians as key actors in the budget process to measure
progress towards equity gives evidence of how information on budgets and health
equity measures can be demystified to facilitate the role of representative structures in
resource allocation in a manner that supports equity goals (Health Systems Trust  1998).

4. 5 Link re pre se ntativ e structure s w ith author ity  ov er  re sourc es

The tension around decision making over resource allocation and mobilisation  signal
that there is a need to revisit these processes within health systems. Fiscal
decentralisation, or devolution of authority over revenue or expenditure decisions to
lower levels of government or health systems is one option for strengthening local
participation, and making systems more accountable to local communities. As noted
earlier, however, this only happens if done in a manner that specifically provides for
participation of all groups and protects the interests of vulnerable groups. Hence for
example measures are needed that make localised revenue control more transparent and
accountable and for ensuring that expenditures  match wider public priorities (Litvak et
al 2000).

Revenue raising st rategies need to pay att ention t o consul tation wit h and owner shi p by
af fected com muniti es, value placed on both cash and in kind contri butions,  l ocal control of
revenue and mat eri al s coll ected, t he vi sible im pact on quali ty and r eli abi li ty of servi ce
inputs,  and the measures f or  pr otect ing equi ty.  They al so need to work thr ough str uctur es
that  invol ve communi ty representat ives. 

At  cent ral  l evel promising practice is found an evidence based resource allocat ion crit er ia
that  enabl e greater transpar ency and equit y in distr ict  al locat ions,  wi th pr ovi sion for  wi der
publ ic inf or mat ion, input and debate on budget all ocati ons t o and wi thi n health. I n
Tanzani a and South Afri ca,  f or example,  br eaking budget  pr ocesses into stages and
al lowing f or  publi c input between st ages enhances accountabi lit y. Where pl anning i s
evidence l ed (eg T EHI P T anzania,  t his is noted t o enhance public account abili ty. 
Account abi li ty is further noted to be enhanced where fundi ng benchmarks ar e expressed as
per capita i nformati on,  and where healt h f inancing i s r elated t o pol ici es and programmes
through nati onal health account s system s. Further examples exist of budget  m oni tor ing i n
relation t o chi ldr en, gender  issues,  (eg: the womens budget South Af rica)  that may be
informative for  budget monit ori ng for heal th (Kl ugman and McI ntyre 2000) .

Di st rict and sector wide f unds do pr esent an im por tant oppor tunity f or mor e innovati ve
appr oaches t owards l inking comm uni ty pl anning and input s wit h accessibl e r esour ces.
Anal ysi s of the perf orm ance of the f irst t wo years of t hese funds in Zi mbabwe i ndi cated
pr oblem s of slow upt ake due to uncer tai nty about procedures for  thei r use;  vari abl e levels
of  f ee col lecti on;  weak appl ication of al locat ive guideli nes, par ti cul arl y in ter ms of 
comm uni ty based interventi ons, str ong demand  fr om  large hospitals and weak comm unity



knowledge of  the f unds (Loewenson 2000) . S uch problems not ed earli er  indicat e t hat  t hey
need to
•  more cl ear ly earmark, encour age and monitor the shar e of the funds for com munit y

pr ogram mes, preventi ve input s and cl ini c level input s; . Exampl es fr om Zam bi a of  
earm arking of basket  funds were however  found t o have posi ti ve impact  on al locati ons
to comm uni ty level  ( EQUINE T/ TARSC.  2000)

•  pr ovide cl ear guidel ines f or  and act ively infor m all  relevant comm unity level, rur al 
council , non gover nm ent  gr oups on how t o access the funds,  part icularly through
demand dri ven processes that  demonst rat e and respond to comm uni ty initi ati ve;

•  provide intermediary support  to comm uni ties to ident ify needs and pr ogr amm es through
local struct ures t hat can be support ed by such fundi ng. 

•  ensure low i ncome gr oup repr esentati on on healt h and hospi tal boar ds and on
comm itt ees t hat  manage healt h f unds; 

•  enhance managem ent  capacit ies at health cent re level  to decentr ali se managem ent  of 
earm arked shares of  funds t o t his l evel.

Work is needed to integrat e health evidence on depri vat ion and com munit y prefer ences
into resource allocation f or mul ae and m easur es.  Ther e i s also scope for  wi der r egi onal
exchange of experi ence on the perf or mance of   distri ct  funds, par ticul arl y i n rel ati on to
vert ical equity.

4. 6 Stre ngthen primary  health care ser vices 

It  has alr eady been not ed that eff ective par ticipati on cannot substi tut e f or  and can best be
levered by a mi nim um  level  of heal th servi ce pr ovi si on.  In t he Zimbabwe research,
comm uni ty,  l ocal government and heal th wor kers fel t that com munity i nputs to pr event ion
and promot ion coul d be doubl ed if: 
* people could access in a sustai ned and rel iable manner the r ight bal ance of

technical and m ateri al resources t o mat ch their  own eff ort s and halt  the decline i n
these i nputs;

* people could access adequate infor mation, and heal th servi ces recognise and use
people's knowledge t o a gr eater  extent; 

* heal th ser vi ces paid more at tention to preventi on,  t o t ransport  for out reach work
and increased t he level  and suppor t of com munit y based/  fi el d personnel 
(L oewenson et al 1999). 

There are further also challenges for health systems in moving from ' supply' to
‘demand' driven health programmes. Compromise and flexibility is needed. Health
systems need to accommodate and work with community perceptions that may not be
shared by health workers, to take the time to develop shared perceptions. Community
based health workers are critical to the interface, and their provision, skills, outreach
resources should not be left to ad hoc or donor allocations.

Health workers themselves need supportive inputs to facilitate more productive
interactions with their clients. At minimum community interactions should not be a
matter for only  personal reward, but one that is reinforced through institutional reward
and through signals and incentives sent from policy and planning levels of health
systems. Health workers need themselves to be supported to manage change. In South
Africa, the Health Workers for Change (HWFC) programme, facilitated through the



Womens Health Project, a University based NGO, used a change management
methodology  aimed at building health worker morale and positive attitudes towards
health system functioning. Health workers are supported to identify health system
problems,  identifying causes and impacts of gender inequality on health systems, to
identify problems in health worker-client interactions and to solve these problems
collectively (Klugman and McIntyre 2000). In Zimbabwe,  the Essentials Drug
Programme has built on its training of health workers in more 'client friendly'
approaches by linking with the civil society based Community Working Group on
Health to generate joint health worker-client dialogue on ways of improving health
services for both clients and health workers.

4.7 Provide for community roles in enhancing the responsiveness of
health systems

Quality of care is an issue that has preoccupied people as 'consumers' of health services,
and led to campaigns such as that of Consumers International to profile patient rights  as
a means of drawing attention to deviations from acceptable standards of care, as
perceived by the public. The patient rights charter provides a 'rights based' approach, but
often one that depends on individual willingness to take legal or other remedies. This is
weaker in poorer groups, who may fear being victimised if they take up disputes with
health services.  It also often targets attention on individual services or health workers,
when the problems raised may relate back to decisions on health systems and resource
allocations that are taken at much higher levels.     

Hence while the patient rights charters are a necessary intervention, they are often not
sufficient, and more proactive and collective approaches are needed to ensure quality of
care and responsive health systems. Surveys can raise issues that reflect community
/client satisfaction with health services, and used these in joint health-civil-local
government committees or meetings to discuss the measures that  should be put in place
to enhance health service performance in these areas. In Zambia, for example, surveys
of perceived quality have used to partly link user charges to  health service performance
as perceived by communities. Zambian health reforms structure partnerships between
health services/workers, communities and NGOs through legislated neighbourhood
health committees, health centre committees, district health management boards and the
national Central board of health. A survey of the performance of health reforms 
indicated that communities felt that  their fee contributions to health services should be
matched by quality improvements in areas that they prioritised more highly, including
drug availability,  food for patients, patient comfort and staff attitudes.  To respond to
the community issues raised,  guidelines now stipulate that increases in user  fees must
be associated with demonstrable improvements to at least one attribute of community
perceptions of quality of care at local level decided at the local health facility in
consultation with community representatives (Ngulube 2000).

It would be useful to develop and disseminate the protocols for such surveys, ensure
that their application includes vulnerable groups, and possibly incorporate measures of
community satisfaction, participation and access in more regular sentinel site
surveillance that links to planning systems.

4. 8 Build c apacitie s for  enhancing the  s ocial dimensions  of equity



Introducing change to support the social dimensions of equity call for capacities within
health systems, such as information management and communications skills, legal
capacities, negotiation skills,  or the facilitation skills needed for participating in wider
social mobilisation. The regional meeting on participation prioritised team  building,
comm uni cat ion, facil itation,  pl anning and management , i ncl uding fi nanci al management ,
use of inf or mat ion /  evidence f or pl anning and pri or iti sat ion and skill s and under st anding
for intersectoral coll aboration. 

Equally, com munity, elected and ci vi l l eader s need r ange of capaci ti es to pl ay a
meaningful   rol e. Some of these ar e shown in Tabl e  5 bel ow. 

TABLE 5: CAP ACITIES FOR CIVIC ROLES IN HEALTH

ROLE CAPACIT Y

Information exchange Access to infor mat ion, lit er acy of  m embers, capaci ti es for 
obtaini ng and dissem inating inf orm at ion, i nt ernal democracy
and com municati on wi th mem bership

St andar d set ting, regul ati on
and enf orcem ent 

Legi tim acy, capaci ty to or ganise i nt erests and mandates for
negotiation of right s and st andards,  pr ocedures for
adjudicati on, compli ance and enfor cement

Heal th int er vention,  servi ce
deli ver y

Technical and m anagerial capaci ty,  human, fi nancial and
capi tal  resource base, financial accounting,  ef ficiency and
audi t, abi li ties t o obt ain and incor por ate consumer issues,
networking and co- or dinati on wi th ot her  pr oviders

Audi t, monit ori ng Access to infor mat ion, capaciti es to obtai n,  or ganise and
coll ect  information rel evant  to member int er est s, capaciti es for
obtaini ng,  anal ysi ng and dissem inating inf orm at ion

Resource mobi lisati on,
al locat ion, pur chaser r ole

Capacit ies t o mobi lise contri but ions,  pursue ent it lem ent s, 
negotiate wi th provi der s, ensur e eff ici ency,  quali ty, equi ty and
account abi li ty

The regional  meeti ng pr oposed t hat  comm uni ty gr oups also need basi c ski lls i n comm unity
or ganisati on, how to hold meeti ngs, lit eracy, survival ski ll s and mobil isati on and advocacy
skil ls.  It  was obser ved that  al l of these capaciti es exist  within the r egi on, and that what is
needed are t he exchanges, tools, m at eri als and insti tut ional  networking for wider capacity
development. 

Finally,

This  paper highlights three social dimensions of equity that need greater policy and
programme attention, if vertical equity and pro-poor policies are to be achieved. It



proposes the principles that can inform measures for addressing these dimensions.
These are drawn not only from technical review, but also from communities within the
region. It also highlights the fact that there is promising practice within the region and
capacities on which to build. It is a social investment well within our grasp, and to quote
from one civil society programme in Asia:

 “In a world best by vicious cycles and downward ecological, economic and political
spirals, we can use some virtuous cycles and upward spirals in which the ‘poor  get
richer’”  (Brown and Ashram 1996).
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