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CONTEXT
The Community of Practitioners on Accountability and Social Action in Health (COPASAH) is a
bottom-up learning global network of community practitioners primarily from the global south,
working to strengthen the linkages between communities and health systems to provide quality
and accountable health care. Health, wellbeing, and dignity for all and the community's claim
for the human right to health are at the core of COPASAH's positioning of social accountability.
The community of practitioners of COPASAH encompasses various actors ranging from peopleoriented community leaders, organic intellectuals, and institutions committed to such an
equitable vision of society. (www.coapsah.net)
Building upon the need to bridge up the gap in the top-down and tool led accountability
discourse by focusing on bottom-up approach, forefronting citizen voices, and community-centric
focus and bringing the most marginalised within the ambit of health systems as active
participants, COPASAH organised a Global Symposium on Citizenship, Governance, and
Accountability in Health, between 15-18 October 2019 in New Delhi, India.
The Symposium facilitated interactions between nearly 500 delegates from over 40 countries,
which included practitioners in health, policymakers, academics, researchers, and other activists
on common issues of concern. This Symposium was collectively shaped by the perspectives and
inputs provided by the Steering group of COPASAH, the Global and India Organising
Committees that included over 100 leading organisations and intellectuals spearheading the
community-centred accountability processes. The Symposium organising group included the
COPASAH Steering Committee, People's Health Movement (PHM), Accountability Research
Centre (ARC) – American University (Washington DC), Global Health Justice and Governance
Programme of the Mailman School of Public Health, Columbia University (New York), Institute of
Development Studies (Sussex) and Azim Premji University (Bengaluru).
The COPASAH Global Symposium was woven around the issues of Citizenship, Governance, and
Accountability in relation to the lives and living conditions of the marginalised communities. It was
designed as a conversation and dialogue between grassroots accountability practitioners and
community-centred accountability advocates interfacing with public policy spaces, research
and academia, and those engaged with policy-making and policy implementation. Such
conversations were facilitated through formal and informal spaces. The formal spaces include
plenaries, thematic and inter-thematic sessions, accountability praxis, and assemblies endorsing
the practitioners' social accountability charter.
KEY THEMATIC AXES FOR THE COPASAH GLOBAL SYMPOSIUM
The key deliberations in the Symposium were premised around ve thematic axes which included
Theme 1- Community Action in governance and accountability for health systems strengthening;
Theme 2- Improving access to quality health services for the indigenous, excluded, vulnerable
communities and those in fragile context ; Theme 3- Moving forward the agenda for Sexual and
Reproductive Health Rights; Theme 4-Setting the framework and agenda for people-centred
accountability of private and corporate health care sectors and Theme 5-Forging alliances
between the community and the health care workers.
PERSPECTIVE BEHIND KEY THEMES OF THE SYMPOSIUM
The health systems in developing nations include the public health systems as well as a whole
array of private health care providers. The public health systems, which are constitutionally
mandated to protect and promote the wellbeing of communities, are increasingly rendered
fragile, weak, fragmented, and shrunk. Alongside this, the burgeoning private health care
system has set itself progressively on the path of commercialisation and corporatisation,
resisting its accountability neither to the constitutional principles nor to patients. Meanwhile, the
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accountability to the health and wellbeing of citizens and communities has suffered a setback
due to the State's evasion of responsibility and the overpowering yet unaccountable presence of
the non-state actors in health and health care policy and provisioning. The global and national
actors from both the health and non-health sector actors who are operating in this eld have
contributed to making accountability chains more complex. Such accountability decits and
complexities are created in the upstream and global alignments of private and non-state actors
that wield undue inuence on global health governance.
Besides, the accountability discourse itself is fret with its challenges and limitations. The
discourses of accountability have been delinked from the policy contexts and the experiences of
the community. Some of the predominant approaches are overwhelmingly expert-led and
instrumental and narrow in their outlook as a tool (ticking a box) or a digital drive for
accountability with an overemphasis on efciency and outcomes simultaneously undermining
potential transformative perspectives of equity. It also undermines the centrality of the
community and the understanding of the power imbalances that the overarching policy
processes create. Such limited, instrumental, and reductionist accountability perspectives have
further exacerbated the alienation of communities. They tend to absolve global actors of their
inuence on the continuing indignities and violations of rights that the communities are
confronted with.
COPASAH has positioned health, wellbeing, and dignity for all and the community's claim for the
human right to health at the core of social accountability discourse. Such a discourse is also
located in the overarching framework of citizenship, governance, and accountability in health. In
the same vein, the understanding of health itself is broadened to include wellbeing, dignity, and
social justice, within which health care forms a signicant part. It is driven by the belief in and
engagement with the transformative potential of the community's power in demanding
accountability from the state and non-state actors and for realising such a right. Such an
understanding of accountability is a process of changing power equations of communities with
various actors and national-global policy processes, most importantly the state which is vested
with the constitutional obligation to ensure condition for communities be healthy. Realising that
such a process of social accountability is only possible in a strong bond of community to global
solidarity, the community of practitioners of COPASAH encompasses various actors ranging
from people-oriented community leaders, organic intellectuals, and institutions committed to
such an equitable vision of society.

CONCEPT AND ORGANISATION OF THE THEMATIC DISCUSSIONS
The 1978 Alma Ata Declaration of Health for All by 2000 set the discourse in the health sector to

3

understand how democracy is promoted using these practice. The session aimed to have
discussions to enable participants to reect on their practice of accountability and governance
and reect whether these practices deepen exercises of democracy. Reecting on how
practitioners are affected by other institutions like SDGs, Universal health coverage pushing for
accountability and locating community action within an accountability framework to arrive at a
common understanding of social accountability was the aim of the session.
PANELISTS
Anuradha Joshi from Institute of Develoment Studies (IDS), United Kingdom, spoke about
the strategic approaches to social accountability versus tool-based approach to accountability.
She spoke about how accountability has become a tool based short term project focusing on
narrow outcomes around health/service delivery or citizen report cards etc. Social
accountability has to be a long term engagement she emphasised, and strategic reection is
required about social accountability. She added that strategic accountability is a long term
iterative engagement around social accountability that work with existing context and is not just
a cookie cutter from some other context.
Whereas actionable accountability is necessary with ongoing applied learning and shifting
strategies to adaptive learning, it is also about building movements and coalitions to improve
and challenge power relationships. Social accountability efforts are happening at the local, sub
national, national and international levels in the world, and there are many existing
accountability ecosystems in the public sector without involving social accountability. Further
democracy and accountability exists within democracy as people vote politicians into power
and they inuence policymakers who change policies (ideally); however, in the current global
scenario this is not working; therefore she proposed three ways in which social accountability
might happen within existing accountability ecosystemsŸ Multilevel accountability- by linking bottom up and top down
Ÿ Multi-pronged approach- that generally works with heath-care providers or grassroots
workers who work horizontally within all levels.
Ÿ Building coalitions- with people who are like-minded within the state institutions; one could
explore allies within legislatures, ombudsman etc.
Ÿ Sandwich strategy – that has reformists putting pressure from above and advocates putting
pressure from below demanding accountability. This means that local groups would have to
make alliances and link up with groups that are working at different levels.
Diunugalage Lalith Senarathna from Rajarata University, Sri Lanka spoke about an
innovative method of using foreign theatre methodology - Theatre of oppressed. He spoke
about how theatre is bilateral and interactive way of understanding health issues and
addressing them; specically, he spoke about the methodology of threatening of the oppressed
where audience is not spectators but are considered “Spectactors” as the audience is asked to
replace the characters that are oppressed; this generates rich discussions and ignites dialogue.
He gave the example of using the principles of foreign theatre; many women were in tears when
they were spectators to the drama about teenage pregnancy as they felt that the villages are
insulted and started blaming the few girls who (got pregnant) tarnished the honour of the
village. This kind of victim blaming can be addressed through theatre. Many times oppressors in
the audience may not want to come up with ideas because they are unwilling to challenge ideas;
however, facilitation by trained people help people gain insights.
Similarly, for the issues of a community intervention on alcoholism in the village, there are many
determinants to be addressed, and it becomes a sensitive issue as oppressors, and oppressed
are in audience; however, through theatre, they realise that the oppressor is also the oppressed
many times. At times the village leaders are also alcoholic, so the issue becomes political as well,
and critical reection and careful handling are needed at such junctures. The adaptation of
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reclaim health as a fundamental human right and strongly argued for comprehensive primary
health care as the pathway to achieve health for all. Community participation was proposed as
a fundamental principle for achieving Health for All with the underlying understanding that
health care could not be a 'technical x' but needed to be adapted and made appropriate,
affordable and accessible to the people. More recently, there have been some efforts to ensure
a level of continuity in the discourses around health care for the poor through a focus on
approaches like Universal Health Coverage, Universal Access to Health Care, MDGs and SDGs.
However, despite these advances, alienation of communities has continued, and governments
with their eye on commercial interests have pursued policies that are undermining the gains of
the Alma Ata. Further, States have failed to ensure citizens participation in planning, budgeting,
implementation and oversight of the health services resulting in real needs and priorities of
citizens, especially poor and vulnerable communities being left out.
In health systems, social accountability implies that political and governmental actors, including
public service providers, are held to account for their actions and decisions by citizens. The
notions of transparency, participation and accountability are closely linked to the idea and
processes of social accountability emphasised by different approaches to accountability.
However, these approaches do not take into account the fact that accountability decits
experienced in the community, are often created in the global alignments of private and nonstate actors who wield undue inuence on global health governance.
In the Symposium this theme sought to take a step forward by emphasising on the transformative
potential of the power of the communities rather than seeing social accountability as merely a
process that ensures 'participation of the community.'
The discussions on the theme were organized through three sessions of 90 minutes each over a
period of three days
Ÿ Day 1: Setting the Stage: Locating Community Action within an Accountability Framework
Ÿ Day 2: Community action in governance and accountability for health systems strengthening
Ÿ Day 3: Rethinking Strategies for Social Accountability
THEMATIC SESSSION DAY 1 (OCTOBER 16, 2019): SETTING THE STAGE: LOCATING
COMMUNITY ACTION WITHIN AN ACCOUNTABILITY FRAMEWORK
Moderator: Y K Sandhya, SAHAYOG, India
Y K Sandhya, outlined that the session located practices within larger populations, especially to
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ritual theatre is signicant as it starts with '18 demon dances'; 18 masks of devils representing
various diseases are used along with the role of patient and healer in ritual theatre. 'Kolum' is
another form of ritual theatre that uses humour where even the head of the village, police and
other gures of authority can be criticised through humour. He emphasised how rituals are
opportunities to add more qualities to create a new theatre model that incorporates both
foreign and local ritual theatre. This can, therefore, be used to deliver sensitive health messages
and generate discussion within communities about these issues.
Kabanda David from Centre for Heath, Human Rights and Development (CEHURD), Uganda
spoke about the 'Sandwich Approach' to mainstream hybrid accountability to hold duty
bearers accountable. This intervention combined both social accountability and legal
empowerment, and it was specically used for survivors of gender based violence and sexual
violence. These survivors required time barred medical care which they were not receiving and
grievance mechanism was also not working in Uganda. Therefore by creating safe spaces and
training survivors in legal methods along with working through local leaders, was an approach
that helped get justice and accountability. He cited a case of a rape victim who used the local
health team support and got the perpetrator caught. Although many other girls complained, this
particular girl used the legal route and achieved some justice. In this process, the state attorneys,
magistrate and judges were involved in handling the case. Interestingly the perpetrator who was
arrested never got the point; and according to him, it was just a one-time thing, and he offered to
give money after selling his motorcycle. However, the government stood up for the community,
and the perpetrator's logic was not accepted. The spill-over effect of this case was that the
mother of the victim became an advocate and started using the legal system to address more
cases, including neglect of children. Kabanda also emphasised how social accountability is a
critical tool for improved health service delivery for primary and secondary beneciaries and
along with legal empowerment it improves communication between providers and community.
Smita Bajpai from Chetna, India spoke regarding the advocacy efforts for maternal health.
She spoke about the experiences of opening gramsabha (statutory village meetings) to local
self-governance by women which amplied women's voices, thereby increasing access to
services for more than two decades. This was to prevent the death of young women from poor
families dying during deliveries. Active engagement with women enhanced their awareness
leading to action at the community level. She spoke about how, during this process, women
shared the life stories of their efforts/struggles when they went to public health systems to access
services. This inspired her organisation to create spaces where women could air their concerns
and make the government accountable.
As a part of this process, public dialogues were held where duty bearers and women came
together, and the women spoke about their issues. It was understood that women were not willing
to le a complaint as they feared a backlash; therefore the solution was to talk directly to
service providers; the other option was to be present at the gram sabha. Instead of creating a
separate space the engagement with existing spaces to demand accountability was found
feasible. However, the challenge was that it was difcult for women to participate in front of
men openly; therefore women needed a special space to allow an open platform without the
need to deal with 'covering head' etc. Thus the Mahila gram sabha was born that mobilised
women, worked with families, and has so far worked with women to hold the system accountable
in 49 gram sabhas.
“I have a much better understanding of human rights, specically the patients' rights. I know all
the local leaders and their responsibilities now. Before the training, I thought health workers had
the liberty to decide for patients' treatment and did not expect patients to question the
decision”- Mahila Gram Sabha Member
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DISCUSSION AND REFLECTIONS
Ÿ A health worker from Uganda opined, that, people feel that at the local level there is a lack
of interaction between stake holders and the community and building public awareness
would be one of the strategies to nd like-minded people to organise mass movement and
protests including using social media.
Ÿ In addition to the monitoring tools to monitor services like the community score cards, the need
for complaint boxes and suggestion box was suggested.
Ÿ At the district level, the signicance of building coalitions and as well as of taking initiatives to
focus on spreading information and thereby raise awareness was also discussed. For the state
level building, cross sectoral coalitions by forging strategic alliances was suggested. It was
proposed that unions of Anganwadi workers (AWW)and ASHA's can be brought to work
together. Suggestions also came forth for engaging trained paralegals across different
districts to create action plans
Ÿ Strategies like conducting surveys and public assemblies, holding press conferences and
initiatives of working with children and mothers to raise awareness and enhance the capacity
of people to document were discussed.
Ÿ It was discussed that at the National level, accountability can be sought through social media.
Examples were shared from different countries like in Uganda, photographs of misuse of
public ambulances were highlighted through social media and the national requirement of
public vehicles to be parked at night and tracked was also started. In Kenya, the process to
introduce techniques for questioning budgets was introduced.
Ÿ At the Global level, the signicance of building cross-sectoral coalition was suggested to
bridge the gap in understanding accountability issues between state and civil society actors.
Ÿ At the end of the session, there was a unanimous agreement that much action is taking place
and raising awareness was the key to all the strategies. It was stressed that there was a need
for linking the work at different levels through multi-pronged strategies and also to address
the issues at the systemic level.
THEMATIC SESSION DAY 2: (OCTOBER 17, 2019): COMMUNITY ACTION IN
GOVERNANCE AND ACCOUNTABILITY FOR HEALTH SYSTEMS STRENGTHEING
Moderator: Renu Khanna, Society for Health Alternatives (SAHAJ), India
Renu Khanna introduced the methodology for the session and set the tone for the session. She
outlined that the session would entail the sharing of stories illustrating these principles of social
and hybrid accountability.
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The premise on which the session focused included:
Ÿ What is the social accountability practice you have used and why did you use this?
Ÿ What was the context of your work, and how did it shape your strategies?
PANELISTS
Nitin Jadhav from Support for Advocay and Training in Health Initiatives (SATHI), India
introduced the two monitoring systems used in Maharashtra – external and internal (MIS and
monthly review meetings and local data reviewed). He emphasised that community people from
the marginalised communities are best to do the monitoring. His organisation has engaged with
various civil society organisation, and it is a state government initiative collaboration. Through
active forums like Jan Swathya Abhiyan (JSA) it was decided that there are two or three ways to
engage with government, through protests, provide the services, engage critically with the
government and try to give ultimatum plan. In this manner, space has been created for public
health and community accountability. He spelled out the challenges that at State and National
level many times there is a limited engagement, therefore to a large extent, only Maharashtra
has continued with critical engagement with government. From experience of community
monitoring and seeking accountability he believes that there has to be a difference between the
implementation and monitoring, at the same time it is important to understand the community and
the nature of engagement to get feedback from them.
Imelda Namagga from Uganda Debt Network (UDN), Uganda, emphasised how community
based monitoring and evaluation system was a community driven approach that aimed to
involve everyone in the community a monitor. She said that they start with visits where they tell
community leaders about their intentions and hold community meeting where the selection of
monitors are carried out. Selection of people with integrity and basic reading and writing skills is
essential; however, they also go through a training programme on rights and various government
programs. Immediately after training the monitors starts actual monitoring, compile reports and
organise a community dialogue and invite community members and service providers. She spoke
about the early 90s, where there was a high level of corruption in the health sector and only 65
% of the services reached the people. There was limited participation of citizens and limited
knowledge about government programs and rights of citizens. UDN realised that citizens need
to be empowered along with the government ofcials who did not have appropriate knowledge
of budget, although information was available in the public domain. It was interesting to
understand that in the beginning UDN staff were arrested and they were asked- 'Who are you
to ask about our money?' However, things have changed, and today citizens are aware of their
rights and can put pressure which has led to confessions and items returned publicly. Signicantly
each time a community monitor stands for election, there are higher chances of them winning as
they can be trusted with money, and now the government has also realised that citizens are now
empowered.
Carlos Osvaldo from CEGSS Guatemala said that the demands for accountability come from
the users. He further added that it is fundamental to empower them with the law as it becomes
easier for them to engage. Through legal empowerment, the users go to health facilities, survey
what is happening and document it, and this is signicant because users are demanding
accountability. The users themselves identify the needs and communities understand about their
right to health and participation. Some of the methods used by CEGSS are community
assemblies, monthly and quarterly meetings in communities and with authorities and congress
men. The goal is that information reaches the public and pressure can be mounted on the
authorities; it is in their experience that making things public leads to changes due to the pressure
built as an accountability approach. He said that in Guatemala, only 1% of the national budget
is allocated to health. Historically racism has played a key role in the marginalisation of people.
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To add to the woes, the government thinks health is a business, and they are trying to privatise it.
CEGSS works in 5 out of 22 regions that are inhabited predominantly by the indigenous people.
Although the legal framework theoretically allows for all the population to benet, this is not
accomplished because of historical and structural discriminations. He emphasised that the key to
accountability work is participation, and it is important to work with community leaders who then
open the doors for activists to speak up and tell how they have been abused. This has started the
process of ensuring participation to engage with authorities to improve health services; although
they have not achieved the overall goal, communities can go to health authorities and talk about
the problems they are facing in health facilities.
Anna Mmolai Chalmers, from The Lesbians, Gays & Bisexuals of Botswana (LEGABIBO),
Botswana, spoke about her work with LGBTIQ+ (Lesbian, Gay, Bisexuals, Transgender,
Intersex, Queer) community which is a highly discriminated and vulnerable group. She spoke
about how they realised that since LGBTIQ+ cannot access public care, they need to engage
with the legislators. To address the challenges around health, they decided to engage with clinics
and donors and asked to help train the people to take a history from diverse people. Since
persons from the LGBTIQ+ community don't generally go to clinics alone, so community health
workers would accompany them to visit the specic nurses. Further, with the support of these
health workers, members from the LGBTIQ+ community started accessing healthcare at the
CHW stalls and clinics that talk about lubricants and dental dams. She expressed “Does our
work with the LGBTIQ+ health access t into SDGs? Maybe not! Do we use community score
cards? No! But does it work? Absolutely Yes!” Health is not highly funded in Botswana, education
has a higher budget and then health, however, the high HIV burden led to increase in the budget
in the 80s which was very specic to HIV and was not paying any attention to sexual
reproductive health needs. She further spoke about how generalised health policies meant many
marginalised populations were not targeted, or not even mentioned like not paying enough
attention to women's health etc. Apart from that even the advocacy efforts excluded women
identifying themselves as lesbian, transwoman, hence their issues were also neglected. At
LEGABIBO, they also realised that they would continue to demand attention to LGBTIQ+ policy
change but also need to focus on basic community health services. Their organisation was even
refused registration, and they spent three years in court challenging the refusal for registration.
Therefore they realised that working directly with healthcare workers had better and easier
access; they also believed that key populations are experts on their health and the dynamics
have changed now, and the LGBTIQ+ community are experts of their health.
Businge Richard from World Vision, Uganda spoke about the use of citizens' voice and action
through a community led methodology that brought together a sensitised community. He spoke
about the focus on marginalised communities and how they tried to identify retired civil servants
and take their help to translate policies to simpler language so that the policies are unpacked for
communities to engage. The communities visit the service delivery points and understand what is
in policies versus what is being delivered. Further, as a community, they can go through root cause
analysis, and they score based on how they see the quality of services. They also engage with
duty bearers and score the quality of a task to deliver services and the two parties interact. It
was interesting to note that World Vision has made attempts to empower communities by
demystifying the policies and document put at national levels which do not trickle down. The
common person does not get to look at it, and the community gets left out, and they don't
understand the implications. Therefore efforts are made for the community to understand and
then make changes in the system. At the local level, it was important to unpack the policies as
well, and the communities appreciated this, and this has a direct link to advocacy at the national
level. If issues cannot be handled at district level, then it moves to a national level, and this is done
as communities have challenged and engaged with duty bearers and they are using evidence
documents to hold them accountable.
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DISCUSSION AND REFLECTIONS
Following the presentations, rich discussions ensued among the participants around the
communities being capacitated to take up monitoring and demand accountability.
Ÿ There was discussion around how advocacy work is not adequately funded and the
marginalised end up doing paid work for no money; however, it is vital to use bottom up
approach and vertical approach in monitoring, otherwise there is a high risk of political
hijacking.
Ÿ It was emphasised that using score cards for monitoring was essential, but it was also
necessary to keep an eye on the policies that government come up with that many times
encroach on space available and do not increase provisions. While there is good will with
people who help, they might also be there to take political mileage, and they end up
changing their career and may get elected, and we hope we have an ally; however, they may
also change/turn themselves into the other party and tries to 'enjoy' the opportunities that
infringe existing spaces.
Ÿ It was also discussed that advocacy around the budget is challenging and to ensure that the
community at grassroots can become the pressure group and does not misappropriate the
funds is a challenge.
Ÿ In the discussions about the media, it was stated that in Kenya, the media does not do any
accountability work in health. Therefore it is essential to create relationships with
independent journalists and try to use social media so we can reduce expenditures and reach
out to more people.
Ÿ There was discussion around reduced funding for advocacy work, and it was highlighted that
it is often a challenge to convince donors to provide support for accountability work.
Therefore the involvement of the community and enabling them to understand the nuances of
policy and budget was emphasised further. Signicance of specic strategies like training
community monitors on how to talk to duty bearers, the session on budget information
simplied before monitoring etc. were also suggested.
Ÿ Examples of engaging media were also suggested like, for example in Northern Uganda
media came in to amplify the voice of people with emergency diseases and MPs took interest
and in a couple of months money was allocated to nodding disease syndrome. It was also
discussed that while working on social accountability, there can be rejection, backlash, safety
and security issues, and sometimes media does good work, but it can become the enemy as
well. Therefore sustainability depends on how people take the process and civil society
organisations need to give regular facilitation as it is a long term process.
THEMATIC SESSION DAY 3 (OCTOBER 18, 2019): RETHINKING STRATEGIES FOR SOCIAL
ACCOUNTABILITY
Renu Khanna from SAHAJ, India opened the session on the last day. She reected on the need
to evaluate social accountability efforts as a group of practitioners, and collectively deliberate
on the way forward. She also highlighted the methodology for the session of working through
three world cafes to reect on strategies and principles discussed and suggest recommendations
that would be the guiding principles for work in social accountability.
Ÿ The discussion in the cafes was around principles of social accountability and how the
affected groups lead the process in terms of identifying the issue and recognising the
centrality of the community lived experience in framing the issues.
Ÿ The importance of generating evidence and using evidence in negotiating power that should
lead to enhancing citizenship and engagement with the public system was also discussed.
Ÿ The issue of governance was discussed. It was highlighted that governance is a complex issue,
and it cannot be dealt with at the local level because the solution will be inadequate. It was
pointed that a multilevel approach is required as social accountability includes answerability
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and redressal along with diversity in voices, partners, levels, tactics, strategies, and evidence.
The need for seeking synergy at multi-level independent policy monitoring and advocacy,
along with using tactics and strategies, was suggested.
Discussion around two approaches of social accountability:
Ÿ Tactical social accountability approach involves bounded interventions that are limited to
society-side voice, and it assumes that information provision alone will inspire collective action
with sufcient power to inuence public sector performance.
Ÿ Strategic social accountability approach involves multiple coordinated tactics that create
enabling environments for collective action to reduce perceived risks. Citizen's voice is
coordinated with governmental reforms that bolster public sector responsiveness (voice Plus
teeth) along with scaling up (vertically) and across (horizontally). It is an iterative, contested
and therefore an uneven process involving sandwich strategy, opening from above that
meets mobilisation from below.
Towards the latter part of the session, the world cafe groups examined and reected on specic
questions, including:
1. How do you examine/reect upon or evaluate tactical approaches to social
accountability?
Ÿ It was discussed using a tactical approach was a challenge in generating conversations. It was
stressed that social accountability is an intensive engagement, it takes time to understand at
how we are examining, and it is challenging to separate examination from implementation.
Participation is one parameter of understanding this approach as a critical number is
essential; therefore an external evaluation is a strategy for reection and evaluation to see
progress
Ÿ Further team discussion and community discussions is a way of reecting on what works and
examining accountability as a continuum. It was emphasised that focus needs not to be only on
the tangible change as many times means and ends are not very clear; since enhancing
capacity may also be both means and the end at the same time. However, it is important to
capture incremental shifts even if the desired goal is not reached.
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2. What have you done to strengthen your strategic approaches to social accountability and
what are the lessons learnt?
It was discussed that there is a need to validate that tactics are appropriate at most times and
acknowledge that all strategies are bundles of tactics. This also means that there is a need to
evolve and strategise more for demanding accountability. Most strategies start with building
community groups, collectives, getting people to identify and prioritise issues as the core. It is
understood that some are advocating at the level of providers, and others are using a range of
tactics. This also means that the focus is on multiple instruments and not just working on one thing;
these include data collections, public hearing and creating community hubs as a way of
mediating. Some experiences might have missed out on key actors and had to start working with
them, and at other places, people got stuck for example in responding to mental illness; a lot of
data collection on drug unavailability is being carried out, but progress at the district level is
very slow. Media engagement is also important in this area that has been used.
3. How do you look at monitoring and evaluation of social accountability?
The focus for monitoring and evaluation is on evidence creation; however, it also needs to be
examined, how to create evidence. Communities must ask the questions rather than getting
answers from the community. We are often desperate to make sense of 'data' for funders, and
forget that communities need to come up with the questions most relevant to them. Therefore, it is
signicant to remember that it is not just the creation of information, but how it is validated that
has to be examined. Further, the challenge is that focusing on the reaction of the authorities and
the government during advocacy- there may be certain responses at one time, which may
change at another, the need to reconcile and understand this is difcult. How much power does
the community need? And how should the power be facilitated? Where are the allies? How does
the community identify them? -These are some tough questions that are difcult to answer;
therefore it is important that the Community Based Organisations (CBOs) and Civil Society
Organisations (CSOs) need to take a back seat and take the role of a facilitator and enable
communities to set the agenda. Therefore community input should be used as an opportunity to
learn where the advocacy should be initiated and input to be used strategically. It is important
to develop good relationships with government agencies and focus on incremental changes
rather than goals. It was also discussed that Strategic Social Accountability approaches involve
Citizen Voices coordinated with governmental reforms that bolster public sector responsiveness.
It was stressed that it is signicant to recognise the centrality of the community lived experience
in framing the issues of social accountability.
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CONCLUSION
Although cross-cutting in nature, this theme provided a unique platform and opportunity for
learning, exchange and knowledge building highlighting multi-level practice, multi-level efforts
and multi-sectoral efforts for changing policies in favour of people to realise Health for All. This
theme positioned communities and civil society at large as central to the governance and
accountability of health systems (both public and private), as well as on community
empowerment and transformation of the power relations between the community and health
system and not merely a foot-note in the policy processes.
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