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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,
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resisting its accountability neither to the constitutional principles nor to patients. Meanwhile, the
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 health systems reect the social hierarchies and hegemonies of power that are entrenched in
the larger socio-political systems. Frontline health care workers like traditional birth attendants,
community health workers (CHW), nurses and midwives are the foundational building blocks of
the health care systems. The community functions as a critical space for the interface of citizens
(community members) and health workers. While some health care workers form the part of the
formal health care system (such as nurses) others in several countries are either are not
recognised or de-legitimised as in the case of traditional birth attendants in India. Most of those
who work in institutional and formal settings such as public or private health institutions suffer due
to job insecurity and denial of statutory minimum wages. Both these categories of health care
workers are adversely affected due to the neoliberal policies that have increased privatisation
of health care services and informalisation in the health care workforce. Some of the severe
consequences of these policies are unfolded in the violation of basic rights in conditions of
employment (wages, hours of work, job insecurity), occupational conditions (sexual and other
harassments), easy victimisation for the malpractices and misconducts of medical professionals
etc. They too get targeted and are under surveillance for joining associations or unions for
collectively demanding accountability from the employers or the State for their dignity and
rights as health care workers. More often than not, the communities and health care workers are
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made to relate to each other in hostility and antagonism, instead of solidarity, and such
fragmentation cumulatively affects the rights of both the communities and health care workers.
Sub-themes
Ÿ Informalisation of the health workforce, health care workers' challenges in the health system
and enhancing community response and solidarity
Ÿ Facilitating dialogues and collaboration between health care workers and community
Ÿ How can health care workers and community collectively confront and address systemic and
structural discrimination and exclusion?
Ÿ Struggle for patient rights and the response of health care workers
The discussions on the theme were organized through three sessions of 90 minutes each over a
period of three days
Ÿ Day 1: Locating Health Care Workers: Interface of Health System and Community
Ÿ Day 2: Stories of Change: Experiences of Strengthening Accountability
Ÿ Day 3: Way Forward: Strategic Approaches to Accountability
THEMATIC SESSION DAY 1 (OCTOBER 16, 2019): LOCATING HEALTH CARE WORKERS:
INTERFACE OF HEALTH SYSTEM AND COMMUNITY
Taking in view the objective of bringing health care workers to the centre stage of discussions on
social accountability, the rst session was devoted to mapping health care workers in a global
context. Since health care workers represent a wide canvas, the theme focused on those set of
workers who engage with the community directly on provision/facilitation/promotion of health
care.
Moderator: Kaveri Mayra, Academy for Nursing Studies and Women's Empowerment Research
Studies, (ANSWERS), India
Opening remarks: The moderator welcomed the delegates and spoke about the understanding
of location and implications on accountability while focusing on the structural locations and
positions of health care workers. She explained how posters were to be used as a modality to
follow for discussion in the session and requested the delegates to spend 10 minutes to observe
posters in the room.
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PANELISTS
Ÿ Sarah Nyirongo Ngoma, from Peoples Health Movement (PHM) Zambia spoke about

Midwife's roles and their condition in Zambia and on issues related to gender and power
imbalance. She highlighted that the picture remained the same across all continents. Women
have predominantly pursued nursing, but now men are also taking up this profession.
However, power imbalance continues as women are not involved in the decision making
processes in the profession. She stressed upon the need to elect and involve more women in
power positions.
Ÿ Neelam Jatav, Accredited Social Health Activist (ASHA), from India shared ground
experiences of initiatives and responsibilities in reducing maternal and neonatal/infant
mortality rates and population control. She shared that her work involved providing
medicines and counselling support to people and disseminate information on sterilisation etc.
She shared the challenge of providing information on male sterilisation (vasectomy). She
shared instances like men misbehaving with community health workers like her. She shared
examples of challenges like the '108' ambulance service often does not come on time and this
lead to home births. This lack of timely provision of services to take pregnant mother for
delivery is a big deterrent, she lamented. She stressed that it was signicant to understand the
gender dimensions and challenges of women health workers as most of them worked with
limited facilities and under deplorable conditions.
Ÿ Philomena, from All India Institute of Medical Sciences (AIIMS), India spoke about the

challenges in the job. She highlighted that frontline workers like ASHA, and Auxiliary Nurse
Midwives (ANM) continue to be overloaded with work and face different challenges,
including safety concerns, lack of toilets, transport etc.
Ÿ Sneha Makkad, from SAMA, India shared a case study of contractual nurses from the state
of Punjab in North India. She highlighted conceptualisation and violation of labour rights of
the health workers. She mentioned about deskilling of health workers and the systemic
hierarchies, structured institutionalisation prevailing in the medical systems. She further
expressed that these diarchies led to social, class and caste discriminations. She concluded by
saying that there is an inadequate representation of women in medicine, and largely women
work as para-medicals.
Ÿ Martha Ghosh, an Auxiliary Nurse Midwife (ANM) from India, shared the challenges
faced by health workers while working in the community. She spoke about different
challenges like walking long distances to provide prenatal, antenatal, adolescent,
counselling services. She mentioned about lack of transport facilities, lack of toilets for
women health workers, power hierarchies existing in the work settings, overburdened
women health workers etc.
Ÿ Some practitioners shared their concerns and issues regarding the hierarchies in the health
system. Male nurses shared that male nurses are not allowed in labour rooms, whereas
male physician is allowed.
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THEMATIC SESSION DAY 2 (OCTOBER 17, 2019): STORIES OF CHANGE: EXPERIENCES OF
STRENGTHENING ACCOUNTABILITY
The session on the second day focused on possibilities of fostering constructive spaces of
accountability through different modalities, i.e. forging alliances with community,
collectivisation, creating alternatives etc. It highlighted key examples of strengthening and
demanding accountability.
Moderator: Susana Barria, Public Service International, India
Opening Remarks: The moderator welcomed the delegates and panellists and explained
about the modality of the session of sharing stories of hope.
PANELISTS
Ÿ Sunandamma Shantappa, from Jagrutha Mahila Sanghatane (JMS), India shared the

story of Dalit Women's collective- Jagrutha Mahila Sanghatane (JMS) struggle and
campaign for change and accountability. A video was played before the session, which
showed the historical milestones of the growth of JMS. Sunandamma shared that JMS is a
Dalit woman agricultural labourers collective working in the rural area of Raichur in the state
of Karnataka, India. JMS was initiated in 1999, and built over a period of time, in the process
of addressing caste-class and patriarchy-based violence, discrimination and systemic
oppression. It is a community-based organisation, owned and controlled by the community
Dalit women leaders. She highlighted that the purpose of community health intervention was
to build leadership, skills and dignity of Dalit women as health workers and to increase Dalit
Community's access to public health care services. She listed out the challenges that still exist
for women in accessing health services like the lack of availability of scanning facilities at
primary health centres, the apathy of the public health care system, lack of transport facilities
in remote areas etc.
Ÿ Fatima Lamishi Adamu, from Women for Health, DAI Global Health, Nigeria narrated

stories of mobilisation of health care workers based on the experience of the programme
Women for Health (W4H). She outlined that the programme was supporting six states, i.e.
regional governments, to involve female health workers and deploy them in Primary Health
Centers (PHCs) where they could create an impact in reducing maternal mortality. She
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explained that these states had worst social indices in the world and faced acute shortage of
frontline health workers, especially in PHCs. She added that W4H empowered the
communities to confront the challenges and develop a cadre of their health workers, including
nurses and midwives. To achieve this, dialogues were held with communities in different
aspects. Community people were engaged in addressing the barriers like cultural and
religious ideologies etc. The community members came forth to nominate women from their
families for training which decreased the reliance on the health workers from urban areas.
She added that in this manner the community get involved and is accountable for the
production of a reliable workforce which is capable of meeting the needs of local women.
She further added that the legislators (people's representative) were also sensitised and got
involved in the implementation of the initiative. Religious leaders were also involved in the
campaign to inuence the community to allow their girls to become health workers.
Ÿ Mira Sadgopal and Sandhya Gautam, Jeeva Collective, India shared a research study of

Jeeva conducted in different states of India including Himachal Pradesh, Jharkhand,
Karnataka and Maharashtra. They outlined that the study was conducted from 2011 to 2015
to understand the existing situation of midwives (Dais) in their environment in the communities.
In Maharashtra in high hilly areas, male dais also exists, they informed. Sandhya shared
stories from the case studies and outlined that for Dais “hands are their biggest tools”. “We do
not value their experience, and we just want to give them training,” she said. They have years
of experience of handling different childbirths situations and have the experience of
witnessing and taking difcult decisions while handling childbirth at home or while referring
to hospitals, she expressed. She highlighted that in the research, it was found that the Dais
have strong local knowledge and their knowledge resonates with Indian traditional system of
medicines like Ayurveda. She added that communities value Dais as they are accessible, and
they do the postpartum work and also provide care to the new mothers. She emphasised that
the experiences of the study suggested that “Birth is a human and not a medical event.”
Ÿ Samir Garg, Chhattisgarh State Health Resource Centre, India spoke about the Mitanin

program which started in 2002 in India and is engaging 70,000 Community health workers
(CWHs) called 'Mitanin' who are all women. He explained about the Mitanins engagement in
accountability processes. He elaborated that at the village level the Mitanins act as leaders
of Village Health committees (VHCs), they monitor access to local services, organise local
collective action to demand improvements in services like food security, drinking water and
healthcare. They also record deaths and community-reported causes of deaths, discuss
maternal deaths, child deaths or deaths involving fever, diarrhoea and TB and also plan for
averting deaths in the future. They conduct community audits of maternal and child deaths. At
the facility level, they accompany patients to the health facilities, raise issues on patients'
behalf if services are denied to them and sometimes register complaints on department
helplines. He added that Mitanins are also involved in collecting information on facility-level
gaps, and they also document cases of denial of services. At block/district level, they
organise an annual 'Public dialogue' event in each block here they raise issues of gaps in
services related to health and social determinants. In the dialogues, 300-2000 Mitanins and
VHCs demanded accountability from government ofcials of various departments including
health. He put forth some propositions for reections and these include:
ü Community health workers can simultaneously act as service providers and agents of
public accountability
ü Community health workers can set agendas for advocacy on issues of accountability by
building virtuous cycles of action and learning
ü Community health workers can build countervailing power at multiple levels
ü Community health workers can demand both rights for communities, and better working
conditions for themselves
Ÿ Wilson Damien Asibu, from Country Minders for Peoples Development (CMPD) ,
Malawi shared about the economic, health and social justice advocacy initiatives of the
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Country Minders for people's development (CMPD), a non- governmental organisation
based in Malawi. He explained that CMPD is involved in empowering communities both in
inuencing government decisions affecting their lives and in achieving their civil, economic
and health rights at local, national and international levels. He shared about the threetiered structure of health system in Malawi. He outlined that in Malawi, primary care is
delivered through community initiatives, health posts, village health clinics, dispensaries,
health centres, and community hospitals, mostly in rural areas where 86 per cent of the
population resides. He added that despite Malawi's progress in recent years to improve
community health, challenges remain like 70 per cent of child deaths in Malawi happen
due to malaria, diarrhoea, pneumonia, anaemia, malnutrition, and neonatal
complications which can be effectively prevented and treated at the community level. He
outlined the signicance of Community health workers (CHWs) in extending access to
health services, especially in underserved and hard-to-reach areas. He shared some of
the challenges faced by CHWs in Malawi like:
ü Despite their critical and pivotal role in the Malawi health system and Primary Health
Care (PHC), community health workers are not adequately trained; their specic
competencies are rarely formally recognised, training is often short term and follows- up
qualication / mentoring / support sporadic or completely missing,
ü Job security is non-existent. Many (mostly almost female) CHCW “disappearing” after a
few years of work into private life (often into marriage and family) or continue further
qualication for more formal jobs (formal nursing or medicine) and leave communities for
professional settings (Hospitals, clinics,) or even moving abroad to earn better salaries
(Health workforce migration).
ü Movement within communities due to lack of transportation; Lack of adequate training
and medication; Lack of motivation for their important work; Lack of unity and a platform
for engagements; Lack of formal recognition in the Malawi health system.
DISCUSSION AND REFLECTIONS
The participants deliberated on different aspects of health care workers post the presentation.
The pointers that emerged out as reections include:
· The difference between the curriculum of training of health care works and mainstream
health workers training was reected
· It was discussed that as the number of Dais is dwindling in India, can steps be taken to
mainstream them, in institutions? It was indicated that prejudice against dais was
pervasive. It was proposed to sensitise systems to value the traditional healers
· A concern was mooted that is there an attempt to shift responsibilities on frontline
health workers, rather than holding the state responsible
THEMATIC SESSION DAY 3 (OCTOBER 18, 2019): WAY FORWARD: STRATEGIC
APPROACHES TO ACCOUNTABILITY
This session deliberated on the concrete steps for future actions in the theme.
Moderator: Arima Mishra, Azim Premji University, India
Opening Remarks: The moderator welcomed the delegates and panellists and with a brief
recap of the previous two days sessions invited the panellists to make presentations.
PANELISTS
Ÿ Leanne Brady, from University of Cape Town, South Africa shared about art-based

methods in socially engaged research praxis. She shared about the incidents of assaults on
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paramedics and health care workers through a movie Red Zone Paramedics, which was
showcased in the session. She highlighted the signicance and power of storytelling. She said
that traditionally stories had been used in the health sector to educate the public, but it is not
just about educating people; it also about instilling questions in them. She suggested about
the different possibilities of employing art methods as different modalities in health systems.
Ÿ Leila Elizabeth Caleb Varkey, Centre for Catalysing Change (C3), India spoke about the
different medical hierarchies and power imbalances existing in the health systems
Ÿ Lindsay Barnes, from Jan Chetna Manch Bokaro, India presented experiences of Jan
Chetna Manch (JCMB) from the state of Jharkhand in India. She described the main activities
of the organisation, which include women's empowerment and ensuring quality health care
and access to health services by women. JCMB has trained village women as primary health
care providers, called Swathya Sakhis. The village women have been trained in midwifery.
The organisation has also provided support in establishing health centres which provide 24X7
emergency services. She added that women group members are a valuable resource in this
model, as they offer rural maternal health and are equipped in complication management
during childbirth.
Ÿ Devaki Nambiar from The George Health Institute, India opined that the case studies

presented by the panellists reected exceptional examples of establishing connections with
the community. She then asked the participants to deliberate on the question of how to
connect to the larger agenda? Some of the suggestions that came forth were:
The government should regulate corruption in health services
ü
Examples
of best practices can be emulated, and the best practices can be replicated on
ü
a larger scale
COPASAH can use collective power to work within institutions recognised in the public
ü
system.
The
need to create a more extensive understanding of labour rights was also
ü
emphasized.
CONCLUSION
The COPASAH Symposium provided a platform for health care workers to amplify their
voices and to share their experiences in the provision of quality health services, governance
and accountability of the health systems. Spaces will be made available for interactions and
dialogue between health care workers and community will provide for mutually sharing of
views and challenges faced by them. The symposium will aim at identifying and leveraging
collaborative spaces between the two, for strengthening community-centred health systems
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