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Executive summary 

In the context of its International Grants Health Strategy 2009-2012, Comic Relief seeks to 

better understand the roles played by community and civil society groups, including the African 

Diaspora, in providing health services and in holding health services to account.  This literature 

review examines the following questions: 

 What are the most effective ways in which civil society and local communities can 

contribute to the provision of health services and programmes? 

 How can civil society organisations and communities most effectively hold health 

providers to account? 

 In areas where the health system is lacking or non-existent, what are the most effective 

approaches to community and civil society involvement establishing or scaling up 

services? 

After describing the methodology (Chapter 1), the review begins by providing an overview of 

the literature on community and civil society engagement in health (Chapter 2). This 

overview focuses on defining the concepts used in the body of the review, and explains the links 

and the differences between “community” and “civil society”, as well as some of the main 

critiques of efforts to engage communities and civil society in health.  Although civil society 

organisations should not be assumed to represent communities, they often provide a structure 

and systems that allow them to gain funding and other forms of support, and they have 

therefore become an essential part of the health systems landscape. The chapter also discusses 

the roles Diaspora individuals and organisations are playing in improving health in their 

countries of origin.  The chapter concludes that while the language of community and civil 

society involvement in global health is strong, there is a lack of good definitions and precise 

evaluations of where they make the most difference to health systems. 

Chapter 3 discusses the multiple and varied ways in which civil society organisations and 

communities are involved in the provision of health services.  It examines a range of service 

provision roles: the management of health facilities; the provision of community based clinical 

services; activities aimed at promoting health and empowering communities; as well as non-

health related activities that can have a positive influence on the determinants of health.  This 

part of the review finds that civil society organisations and communities almost always play a 

major role in the provision of different types of services, providing considerable support to 

what is considered to be the formal health system.  However, it also emerges that the efforts of 

communities and civil society are rarely planned in a systematic or strategic way or properly 

supported.  As a result, these efforts are rarely scaled up and their impact is poorly understood.  

This makes planning and funding of these efforts difficult.  Because the effectiveness of civil 

society and community health service provision is largely dependent on the context where they 

are operating and the needs that need to be addressed, the conclusions section suggests a 

number of issues that should be taken into account when planning civil society and community 

action.  It suggests that it should be possible to take a “systematic” approach to planning and 

funding many of the services typically provided by civil society organisations, an approach 

which would help ensure better quality and coverage.  Such an approach would be appropriate 

for services that are clearly defined and measurable, and especially for services that should 

adhere to health sector norms and regulations (for instance, all clinical services).  At the same 
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time, it is pointed out that over-regulating carries a risk of stifling the creativity of the 

community / civil society sector, and that a regulatory or systematic approach is probably not 

appropriate for activities or services that are community based and that aim to create healthier 

social environments. 

In Chapter 4, the review discusses community and civil society action to hold health service 

providers to account. This is an area of growing interest in the health systems literature, based 

on the understanding that “demand” from communities can provide a greater catalyst for 

improvements in health services than top-down regulations: the “beneficiaries” of services are 

well-placed to assess their performance, and their opinions can provide good incentives for 

improvements.  Research described in this chapter suggests that formal mechanisms for 

community representation, for instance through health centre governance committees, have not 

resulted in the anticipated improvements, often because the resources and skills needed to 

make them effective have not been provided.  The chapter also discusses the increasing interest 

in finding ways of making information on health service performance available to communities, 

and the positive impacts this can have.  The chapter conclusions emphasise the contextual 

factors that can hamper and support accountability efforts and the important role that external 

funding can play, in particular in supporting advocacy and accountability work that confronts 

the poor performance of national health systems. 

Chapter 5 addresses the third learning question: the roles community and civil society 

organisations can play in establishing and scaling up services.  Because to an extent all civil 

society and community action occurs in response to a gap in provision, this chapter focuses on 

various situations where services are considered to be “absent” – such as during and after 

political or natural crises; remote populations, informal settlements and slums; and the case of 

marginalised and stigmatised populations.  The best documented examples in the literature are 

those where the sector has been drafted in as a matter of policy for a whole region or country, 

either by ministries of health or foreign donors.  For instance, in a number of post-conflict 

settings, contracting health services to civil society organisations has been adopted as a strategy 

to support rapid reconstruction of the health sector – and this generally involves international 

NGOs.  There are also numerous examples of civil society organisations establishing services – 

for instance, setting up new health facilities – in situations where the state is unable or unwilling 

to do so.  Such action generally fills important gaps in the short term although facilities 

established in this way often remain outside of the health sector which can pose problems for 

sustainability – a dilemma for donors who are asked to support such efforts.  The challenge for 

civil society organisations and donors is to plan carefully for what happens after this initial 

phase – whether this means continued support for the facility as an independent entity, or 

advocacy aimed at persuading national decision makers to support it and integrate it into 

existing systems.  This suggests that support for establishing new services should be based on 

very thorough analysis of the context and discussions with key decision makers of what the 

medium to long term future of the initiative is likely to be. 

In the conclusion (Chapter 6), the literature suggests that, while civil society and community 

groups are making important contributions in all of these areas, there are few examples of them 

making contributions that result in a national level impact.  They are rarely recognised as valid 

components of national health systems.  One conclusion from this is that in most countries, civil 

society and community groups represent an important untapped resource that could, with 
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sufficient and appropriate support, make an even bigger impact in improving health in poor and 

marginalised communities. 

The review identifies a number of recommendations for further action by funders and 

researchers, and which Comic Relief should also consider as it approaches the end of its current 

health strategy: 

Recommendations for planners: 
 Plan community and civil society action into the health system  

 Put in place systems and norms to govern and further support civil society provision 

where possible and appropriate 

 Ensure the stewardship role of ministries of health 

 Address the volume and quality of informal health care provision  

 

Recommendations for funders 

 Fund community and civil society action that responds to valid, clearly identified needs 

and that takes into account their context.   

 Make longer-term funding and technical support commitments for community and civil 

society action.  

 Adhere to and support regulations and standards in health service provision 

 Enable community and civil society groups to develop and test new approaches.   

 Ensure accountability of CSOs  

 Ensure a transition plan when supporting health facilities that are usually the 

responsibility of the government 

 Explore new ways of supporting diaspora and small organisations.   

Recommendations for civil society organisations: 
 Clearly demonstrate relevance and added value  

 Work with the entire sector to demand support for comprehensive support to civil 

society action.  

 Find ways of linking service provision work with advocacy and accountability work.    

 Develop a strategy for the sector’s role at country level.   

 CSOs should hold themselves accountable to communities that they serve 

 CSOs should weigh up the potential consequences of becoming increasingly involved in 

service provision.   

 When engaging in establishing health facilities, a clear plan for transition and 

sustainability should be developed 

 

Recommendations for researchers: 
 Provide an improved body of evidence on the impact of Diaspora organisations on 

national and local health systems.  

 Identify the types of support that have made community and civil society action most 

effective.   

 Identify the impact of strong civil society and community action on state provision of 

health services.   

 Identify lessons from sectors other than health, and how they can be applied to health.  

 Strengthening the quality of civil society/community led research   
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Key relevant points for Comic Relief 
This review tackles Comic Relief’s three learning questions from a broad perspective, aiming to 

identify the most important factors for successful community and civil society engagement in 

health, as well as the potential pitfalls, and key recommendations for how to maximise 

community and civil society engagement.  As noted above, the recommendations are directed at 

planners, funders, civil society organisations and researchers.  Not all of the recommendations 

are directly relevant to Comic Relief, as a UK based funder of civil society organisations.  Key 

areas that Comic Relief may find particularly relevant in its future health funding are as follows: 

 Ensure grantees have a thorough understanding of the contexts where they intend to 

work, both in terms of local gaps in services and any national strategies or standards 

that they should adhere to.  Consider encouraging grantees to use one of the 

frameworks for contextual analysis referenced in Table 2. 

 Encourage grantees to explain how they are accountable to communities and how they 

will ensure, over the period of the grant, that they take into account of the most 

marginalised individuals in the communities where they work. 

 Encourage grantees to explain their plans for strengthening local community / civil 

society involvement in programmes, for instance by suggesting the use of one of the 

frameworks on strengthening community systems outlined in Table 4. 

 When funding health facilities encourage grantees to explain what agreements, if any, 

they have made with other partners and national health planners as to eventual 

transition away from donor funding. 

 Where grantees are seeking funding for service delivery, any of the types of service 

delivery described in Table 5 should be acceptable for funding – from facility 

management to efforts to create a better social environment for health.  Whichever type 

of delivery they are involved in, grantees should provide a convincing rationale for their 

role, based on a good analysis of gaps and an explanation of how they will link with and 

collaborate with other service providers. 

 CSOs managing health facilities or auxiliary services should be expected to adhere to 

norms and regulations, while more flexibility and innovation should be encouraged 

among those involved in broader health promotion efforts. 

 Where grantees are applying for funding for advocacy and accountability efforts, any of 

the activities described in Table 6 should be considered fundable; many of the 

descriptions found in the literature suggest that implementing a combination of the 

different activities can help ensure efforts are effective. 

 Realistic expectations of civil society efforts to demand accountability from national 

health systems.  It is often necessary for these groups to spend a long time laying the 

ground work, for instance by working to create an environment which is amenable to 

hearing the voice of communities. 

 Encourage grantees to rigorously document and if possible evaluate and disseminate the 

results of grants, particularly those which promote community engagement.  

Collaboration with research institutes in recipient countries is suggested to improve 

quality and ownership of research. 

 Review Comic Relief funding guidelines to ensure greater access for small and Diaspora 

organisations: for instance, provide technical support for the grant proposal 

development process; pair small and Diaspora groups with more established grantees 

for support during the proposal development process and perhaps also for certain grant 
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management tasks; and encourage small and Diaspora groups to apply as consortiums 

which will have a higher degree of collective “capacity” and may therefore be more likely 

to meet the eligibility criteria. 
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1. Introduction 

1.1 Context of this review 

Comic Relief is committed to reviewing the assumptions that underpin its work, and to engaging 

in debates on how best to maximise the impact of international aid funding.  As part of its 

International Grants Health Strategy 2009-2012, Comic Relief identified the following three 

learning questions, to be investigated over the course of the Strategy: 

1. What are the most effective ways in which civil society including the African Diaspora, 

can contribute to improvements in the quality of both public and private health 

services? 

2. How can communities most effectively hold health providers to account? 

3. In areas where the health system is lacking or non-existent, what are the most effective 

approaches to establishing or scaling up services? 

The aim of this literature review is to describe common findings from research and practice in 

relation to these learning questions, including success factors and challenges in addressing the 

issues, and any gaps in current research and practice, and to provide recommendations for 

possible further action by Comic Relief, as well as for other funders, practitioners and 

researchers.  The review builds on a scoping study carried out by Comic Relief in early 2011 

(Madsen 2011). 

1.2 Refining the learning questions  

Following an initial scan of the literature and based on discussions with Comic Relief’s Portfolio 

Manager for International Grants for Health, Kate Harrison, it was agreed that the three learning 

questions should be further refined for the purposes of the review.   

Firstly, it was agreed that the focus of the first question is on contributions to the provision of 

health care and other health related services, and that the focus of the second is on 

accountability, representation and community voice.  It was also agreed that the emphasis on 

“quality” of services in the first question ought to be broadened in order to reflect the fact that 

many civil society organisations are involved in direct delivery of services – hence, their 

contribution relates not just to quality but also to the scale and the scope of provision.  For both 

question 1 and 2, it was agreed that the emphasis is on improving and strengthening current 

provision, whereas for question 3 the emphasis is on situations where there is no current 

provision.   

Also, while it is important to distinguish between “civil society” (including small and Diaspora 

organisations) and “communities”, both of these have a role in each of the situations covered by 

the three learning questions.  Although learning question 3 does not directly make reference to 

community or civil society action, the intention of Comic Relief is to focus on these.  Thus, rather 

than focussing on civil society for learning question 1, and communities for learning question 2, 

the review examines both civil society (including small and Diaspora organisations) and 

community action in relation to all three learning questions.  In addition, before addressing 

these questions it was agreed that the review should provide a detailed overview of the roles of 



Comic Relief : Community, civil society and health literature review (March 2012) 10 

communities and civil society in health, the differences between them, and the main challenges 

they face. 

The revised questions addressed in this review are therefore as follows: 

1. What are the most effective ways in which civil society and local communities can 

contribute to the provision of health services and programmes? 

2. How can civil society organisations and communities most effectively hold health 

providers to account? 

3. In areas where the health system is lacking or non-existent, what are the most effective 

approaches to community and civil society involvement in establishing or scaling up 

services? 

For each of these questions, the review examines the different roles that communities and civil 

society organisations play, and the extent to which their roles overlap with other institutions, in 

particular those that make up mainstream health systems.  From here, it discusses whether 

community groups and civil society organisations have unique roles, and aims to identify the 

areas that these organisations are better placed to work on than formal health systems.  The 

extent to which community and civil society action is itself formalised or institutionalised within 

health systems, and how this influences efforts to improve health, are also discussed. 

1.3 Methods 

Close to 70 bibliographic references and a number of key websites were identified in the 

scoping study which was carried out by Comic Relief as a precursor to this literature review: 

these were therefore used as a starting point (Madsen 2011).  Additional references were 

obtained through searches of relevant websites such as the WHO training and research support 

centre (http://www.tarsc.org/WHOCSI/), ELDIS (http://www.eldis.org/), Future Health 

Systems (http://www.futurehealthsystems.org/), STEPS Centre 

(http://www.futurehealthsystems.org/) as well as through personal contacts.  In addition, a 

search was conducted on Pubmed, the database of biomedical literature from MEDLINE, life 

science journals, and online books (http://www.ncbi.nlm.nih.gov/pubmed/).  The search on 

Pubmed was based on the following terms appearing within texts of articles: “health” AND “civil 

society” OR “non government*” OR “community-based” OR “community engagement” OR 

“community involvement” OR “community participation” OR “community mobilisation” OR 

“African diaspora” OR “diaspora organisation”1.   

Priority was given to studies and reports published since 2000, except in cases where older 

documents were deemed to be of particular relevance.  In the first instance, study titles were 

reviewed in order to identify items of potential relevance; this long-list was further reduced by 

means of reviews of study abstracts and report summaries.  Priority was also given to studies 

and reports addressing low income and lower-middle income country contexts. 

Items were then classified according to their relevance to the three learning questions and to 

the concepts of community-based health and civil society involvement in health.  As items were 

                                                             

1 Searches were conducted for both UK and US spellings of “mobilisation” and “organisation”. 

http://www.tarsc.org/WHOCSI/
http://www.eldis.org/
http://www.futurehealthsystems.org/
http://www.futurehealthsystems.org/
http://www.ncbi.nlm.nih.gov/pubmed/
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reviewed, sub-themes emerged, which form the structure of the discussion in each chapter of 

the review. 

Following the initial review, broad conclusions were discussed with a number of key 

informants, listed in the Annex. 

This review is structured as follows: 

 Chapter 2: overview of the literature describing how communities and civil society 

contribute to health, key concepts, approaches and critiques emerging in the research. 

(This chapter discusses in detail the background to community and civil society 

engagement in health, since understanding these points is important to answering the 

learning questions.) 

 Chapter 3: What are the most effective ways in which civil society and communities can 

contribute to the provision of health services and programmes? 

 Chapter 4: How can civil society organisations and communities most effectively hold 

health providers to account? 

 Chapter 5: In areas where the health system is lacking or non-existent, what are the most 

effective approaches to community and civil society involvement establishing or scaling 

up services?  

 Chapter 6: Summary, conclusions and recommendations. 

1.4 Limitations of the review 

Given the breadth of the topics covered by the learning questions, and the volume of documents 

that discuss these topics, it has been necessary to be selective in terms of the documents 

included in the review.  The review provides an overview of the main themes and approaches in 

relation to each question, rather than an exhaustive assessment of the research to date.  The 

decision to focus on studies and reports published since 2000 is arbitrary; however, a large 

proportion of the articles matching the selected key words were published after this cut-off 

point, which suggests that the topics of interest for this review are well represented in the 

sample.   

Another weakness, particularly of the searches conducted using Pubmed, is that they relied on 

keywords that are either very broad such as “community-based”, or very narrow such as “civil 

society”.  In addition these terms are often used to mean very different things by different 

authors.  Furthermore, a number of the important questions raised by this review are not 

covered in the literature through the lens of “civil society” or “community” action.  For instance, 

discussions of health care provision in urban slums often do not discuss the advantages or 

otherwise of civil society or community involvement, and it is therefore difficult to draw 

conclusions about the most appropriate role of these organisations in such situations.  These 

issues are expanded on in the discussion below. 

Finally it is important to acknowledge that this review is limited to items published in English.   
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2.  Overview of the literature on community and civil society 

engagement in health 

Chapter 2 overview 

This chapter examines the origins of community and civil society engagement in health and the ways 

in which they are applied in health programmes.  “Community” and “civil society” engagement are 

approached separately, because although they have a lot in common, they are not synonymous. 

As well as providing some common definitions for  each term, the chapter discusses: 

 The theories and principles that underpin the community and civil society engagement in 

health 

 Some of the principal approaches that have been used to engage communities and civil 

society in improving health 

 Common challenges faced in engaging communities and civil society 

 Common critiques of civil society and community engagement in the health systems literature 

 The unique role that Diaspora organisations can play in improving health 

 

2.1 Community engagement in health 

2.1.1 Community engagement and participation in health in context 

The importance of engaging communities in health care and health promotion was recognised 

in the 1978 Declaration of Alma-Ata: 

[Primary health care] … requires and promotes maximum community and individual self-

reliance and participation in the planning, organization, operation and control of primary 

health care…; and to this end develops through appropriate education the ability of 

communities to participate…  (World Health Organisation 1978) 

The consensus at Alma-Ata was inspired by experiences in a number of countries that had 

achieved impressive results by emphasising community participation in their health care 

systems (Rosato, Laverack et al. 2008).  More recent research has backed this up, showing that 

failure to engage communities further entrenches health 

inequalities (Macfarlane, Racelis et al. 2000; World Health 

Organization 2000; Mehrotra and Jarrett 2002).  However, 

despite this knowledge, global health efforts have fallen 

short of the Alma-Ata principle, and in recent years renewed 

calls have been made to meaningfully engage communities in 

health (World Health Organization 2000; The International 

Bank for Reconstruction and Development/The World Bank 

2004; Chan 2008; Lawn, Rohde et al. 2008).   

It is then, not surprising to find that a great deal of the literature on healthcare and health 

promotion makes some reference to communities: of around two million Pubmed items 

Although the principle of 

community engagement in 

health has long been 

recognised, it has not always 

been put into practice. Recent 

years have seen renewed calls 

for meaningful community 

engagement. 
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referencing “health”, over 200,000 of them also reference the term “community” and some 

20,000 reference “community-based”.  Neither necessarily implies community participation or 

engagement: in many cases they refer to service delivery (for instance in a community health 

centre rather than a hospital, or through community outreach by health professionals), rather 

than actively involving communities in improving health.  More specific searches produce 

considerably fewer health related references on Pubmed, for instance “community 

participation” (1807 references), “community involvement” (807), “community engagement” 

(255), and “community mobilisation” (285).  While this is a superficial analysis, it suggests that 

the concept of engaging communities is described and approached in a wide range of ways in 

the literature2.   

2.1.2 Examples of community engagement in health 

Community engagement has been an important feature in responding to a wide range of health 

problems.  Common examples of how community engagement has been used include: 

 Creating community groups to tackle priority health and related problems in a range of 

ways, ranging from provision of services to fostering healthier social environments.  

 Peer education and other community based health promotion.  

 The use of traditional, lay or community health workers.  (Community or lay health 

workers have been the subject of much attention, as they have helped broaden the reach 

of formal health services and have helped to remove some stresses from overburdened 

health care workers). 

 Efforts to involve community members in the governance of health services and 

monitoring health care workers’ performance.  

(Maes and Zimicki 2000; Loewenson, Rusike et al. 2004; AKHS Kenya Community Health 

Department 2005; AMREF International Training Centre 2007; Bjorkman and Svensson 

2007; Care Malawi 2007; Lehmann and Sanders 2007; Prasad and Muraleedharan 2007; 

Schurman and Mahmud 2009).   

 

The first three points relate to communities’ role in provision of services (discussed further in 

Chapter 3), while the final area of research looks at approaches aimed at improving the 

accountability of health services (discussed in Chapter 4). 

Community engagement approaches have been applied to many different health topics, 

including: 

 Infant and child mortality (Perry, Shanklin et al. 2003; Morrison, Tamang et al. 2005; 

Baqui, El-Arifeen et al. 2008; Kumar, Mohanty et al. 2008);  

 Maternal mortality (Manandhar, Osrin et al. 2004; Azad, Barnett et al. 2010; Lassi, 

Haider et al. 2010; Lewin, Munabi-Babigumira et al. 2010);  

 Family planning (Minnesota International Health Volunteers 2004);  

 Tuberculosis (Maher, Floyd et al. 2003);  

 Malaria (Minnesota International Health Volunteers 2004);  

 Home based care for HIV (Chandler, Decker et al. 2004);  

 Community based health financing (AMREF International Training Centre 2007; Castle 

2009);  

                                                             

2 All Pubmed term searches referred to in this review were conducted in August 2011. 
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 Treatment activism (Harrington 2009);  

 Diabetes (STEPS Centre 2010);  

 Cancer (Simmons, Jimenez et al. 2011);  

 Sanitation (STEPS Centre 2010);  

 Health-related research (Tindana, Singh et al. 2007; Harrington 2009); and, 

 Health in general (AKHS Kenya Community Health Department 2003; Knippenburg, 

Traore Nafo et al. 2003; Brinkerhoff, Fort et al. 2009) including in post-conflict settings 

(Slaymaker, Christiansen et al. 2005).   

Although the range of themes is broad, much of the literature on community engagement in 

health discusses responses to HIV and AIDS, with many examples also coming from maternal 

and child health work.  Much less attention has been paid to promoting community engagement 

in other areas of health, such as malaria (Atkinson, Vallely et al. 2011) and chronic illnesses 

(Lamptey, Merson et al. 2011; Rabkin and El-Sadr 2011).  This is in part related to the unique 

social nature of HIV and of the role of communities in the early days of the response to the 

pandemic; however there is an increasing recognition that many of the lessons learned from the 

community response to HIV are relevant to other areas of health. 

2.1.3 Debates and critiques of community engagement in health 

There is much discussion in the literature about why it is important to engage communities in 

health work.  From one perspective, community engagement is a means to an end, while 

opinions at the other end of the spectrum consider it to be a right and an end in itself:  

Community participation in health has traditionally been defined according to one of two 

distinct perspectives. Firstly it can be a utilitarian effort… to use community resources… on the 

other hand participation can be defined as an empowerment tool through which local 

communities take responsibility for diagnosing and working to solve their own health and 

development problems (Morgan 2001).   

These different perspectives influence the ways in which programmes approach community 

engagement: in “top-down” approaches to community participation, policy makers set priorities 

and try to convince communities to address them, whereas “bottom-up” approaches aim to 

enable communities to define their own priorities (Rosato, Laverack et al. 2008; Atkinson, 

Vallely et al. 2011).  Another way the different perspectives are reflected is that while some 

programmes focus on involving community members in direct provision of services, others 

primarily focus on strengthening the voice of communities to demand better services.  While the 

utilitarian approach expects community engagement to lead directly to increased coverage and 

provision of health services thanks to implementation by communities, the empowerment 

approach is focussed on the processes by which communities are meaningfully engaged and 

how this engagement can influence health care providers.   Both approaches ultimately aim at 

improving health outcomes, but the assumptions behind how this improvement is achieved are 

very different.  They are summarised in Table 1. 

Table 1: Different perspectives to community engagement 

Perspective Utilitarian Empowerment 

Approaches - Top-down 
- Priorities defined at policy/donor level 
- Involvement of communities in 

- Bottom-up 
- Priorities defined by communities 
- Accountability approach: communities 
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implementation and provision of 
services 

demand improved services 

Expected 
results 

- Increased coverage and impact of 
health services 

- Increased meaningful involvement of 
communities 

- Improved accountability and 
responsiveness of health services 

Impact Improved health outcomes 

 

Critiques of community engagement suggest that it is often applied in an overly simplistic way, 

leading to a number of different problems or failings.  These include: 

 “Elite capture” – in other words, that the 

community perspective can easily be 

dominated by elite groups in a community, 

and so further marginalise the 

disadvantaged.   

 The risk of perpetuating rather than 

challenging harmful beliefs and practices 

(for instance, harmful gender norms or 

entrenched societal inequalities). 

 Where community engagement approaches 

are based on material or financial 

contributions of communities to health 

systems, this can be regressive as it can 

place a greater burden on the poorest. 

 Implicit in many community engagement 

approaches is an assumption that 

communities are clearly defined, stable 

entities, rather than a complicated and changing group of individuals from different 

social, cultural and economic backgrounds with different points of view; meaning that 

the full range of needs in a given “community” may not be recognised or addressed. 

(De Berry 1999; Morgan 2001; Cornwall 2002; Standing 2004; Gaventa 2010).   

There are also a number of questions about how best to scale up community engagement, in 

particular how to avoid turning what ought to be an organic, bottom-up process into a parallel 

bureaucracy (Cornwall 2002; Snetro-Plewman, Tapia et al. 2007; Lawn, Rohde et al. 2008; 

Rosato, Laverack et al. 2008).  Community engagement efforts have often been grafted onto 

western health care models rather than building on traditional understanding of health and 

traditional health care models and this, according to some authors, undermines the value of 

engagement (Bloom and Standing 2001; Hossain, Bhuiya et al. 2004).  There is some support for 

this argument in the literature: for instance, some evaluations have shown that the most 

effective community responses can be those that are the least formal and which receive the least 

“external” support (Campbell, Nair et al. 2008).  Indeed, these authors found in their study of 

local HIV/AIDS efforts in South Africa that some of the most structured and best funded groups 

(faith based organisations, local leaders, and public and private sector agencies) sometimes 

undermined spontaneous community action on HIV.   

Health and development actors committed to promoting community engagement therefore face 

a set of important challenges: identifying and supporting spontaneous community engagement 

Community engagement has been 

defined and promoted in a range of 

different ways.  One of the main 

challenges is to ensure that 

community representatives truly 

reflect the diversity of needs, and that 

marginalised people are not 

neglected by “elite” community 

representatives.  Health and 

development actors need to find 

ways of identifying and supporting 

spontaneous community engagement 

while ensuring that the needs of all 

community members are addressed.   
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while ensuring that the diversity and needs of all community members are addressed.  Those 

supporting community engagement therefore need to also support mechanisms to ensure 

continued accountability to the broader community, and should ask the organisations they 

support to demonstrate how they will overcome the possible pitfalls described above. 

2.1.4 Promoting and optimising community engagement in health  

Despite the popularity of the concept of community engagement, there are few objective 

standards for assessing whether a programme meets the principles set out in the Alma-Ata 

declaration mentioned at the beginning of this section.  This problem is illustrated by a recent 

systematic review of community participation in communicable disease programmes: of 60 

studies identified, only four gauged the effect of community participation on disease 

transmission.  Although all four showed that community participation had a positive effect on 

outcomes, the results of the search illustrate the limits of research in this area (Atkinson, Vallely 

et al. 2011).  A separate review of a ten-year research programme on accountability and 

participation asks whether community engagement and participation efforts make a difference 

to health and other social programmes. It concludes:  

Our data responds with a resounding ‘yes’… [but] the key questions now become: ‘what is the 

quality and direction of the differences made?’ and ‘how and under what conditions are they 

attained?’” (Gaventa 2010) 

Why, then, is it so difficult to find evidence of how best to promote and achieve effective 

community engagement?  One explanation is that: 

“Community mobilisation challenges existing models of public health intervention delivery: 

mobilisation through groups is not a discrete intervention where impact is delivered linearly 

from implementers to recipients. Instead, implementers, facilitators, group members and 

community members are all in turn ‘designers’, ‘implementers’ and ‘recipients’ of learning and 

change” (Rath, Nair et al. 2010). 

There is increasing interest in improving the evidence in order to better answer these 

questions.  Again, the global response to HIV/AIDS is a catalyst for much of this work, both from 

the perspective of improving the HIV response (Rodriguez-Garcia, Bonnel et al. 2011; Tedrow, 

Zelaya et al. 2011), and in order to identify lessons from community responses to HIV/AIDS that 

can be applied to other health issues, in particular chronic diseases (Rabkin and El-Sadr 2011).  

Much more needs to be done, however, to build the evidence base on how best to engage 

communities. 

2.1.5 Current approaches to evaluating 

community engagement in health 

The success or failure of community efforts to 

improve health is highly dependent on the local 

context.  The “characteristics of communities, such as 

capacity, skills and social capital… that enable 

community members to engage in common action” 

(Rabkin, El-Sadr et al. 2009), need to be taken into 

consideration more when describing and evaluating 

A major challenge in evaluating 

community engagement efforts is 

that they are highly context-

dependent.  Research needs to 

describe not just the processes for 

engaging communities but also the 

contexts and the extent to which they 

enable or block meaningful 

engagement. 
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community engagement.  Researchers and programmers need to address the question of “how 

social environments can be changed or created so as to maximally support community 

mobilisation efforts”, recognising that “social environments are not fixed, but are often a product 

of the actions of powerful decision-makers such as donors, government agencies and politicians.”  

(Campbell and Cornish 2010).  This suggests that efforts to support community involvement at 

local level can benefit from ensuring that there are enabling policies at national level. 

A one-size-fits-all approach to community engagement is not appropriate, since it will rarely be 

“sufficiently tolerant of local diversity and supportive of local empowerment” (Campbell and 

Cornish 2010).  In other words, “[k]nowing which mechanisms are appropriate requires an in-

depth knowledge of the country as well as the local (community) setting” (Mubyazi 2003).  

Reflecting this call for a more nuanced analytical approach, a number of frameworks for 

understanding the mechanisms and contextual factors that influence the success or otherwise of 

community engagement have been proposed.  Three of these are summarised in Table 2. 

Table 2: Frameworks for understanding the role of community engagement in improving health 

Title Proposed framework 

Community engagement 
and community 
development and health 
improvement: A 
background paper for 
NICE (Popay 2006) 

Describes four pathways through which community engagement and 
participation improve health: 
1. Information flows: Identifying population needs more accurately and obtaining 

better quality information from communities on factors operating as barriers 
to service uptake.  

2. Governance and guardianship: Promoting and supporting community 
involvement in and/or co-production of a service and/or interventions.  

3. Social capital development: Community engagement approaches, particularly 
those underpinned by a community development ethos contribute to the 
development of relationships of trust, reciprocity and exchange. (Here, the 
emphasis is on the impact that community cohesion and social capital have on 
the health of a community). 

4. Empowerment: some community engagement approaches can also create the 
conditions for communities to act to change their social, material and political 
environments. 

Chasing the dragon: 
Developing indicators for 
the assessment of 
community participation 
in health programmes  
(Draper, Hewitt et al. 
2010) 

Describes five critical factors in programmes where community participation has 
contributed to or weakened a programme’s success:  
1. Leadership of the community and of the professionals introducing the 

intervention.  
2. Planning and Management forging partnerships between community and 

professionals.  
3. Women’s Involvement.  
4. External Support for Programme Development in terms of finance and 

programme design. 
5. Monitoring and Evaluation examining how intended beneficiaries are involved 

in programme activities. 

Analyzing Community 
Responses to HIV and 
AIDS: Operational 
Framework and Typology 
(Rodriguez-Garcia, Bonnel 
et al. 2011) 

Proposes six ways of characterizing community responses to HIV and AIDS, which 
can be adapted for other health themes 
1. The types of organizations and structures implementing the response. 
2. The types of activities or services implemented and the beneficiaries of these.  
3. The actors involved in and driving community responses.  
4. The contextual factors that influence community responses.  
5. The extent of community involvement in the response.  
6. The extent to which community responses involve wider partnerships and 

collaboration. 
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Although there are some overlaps between these three analytical frameworks, they illustrate 

the wide range of contextual factors that influence how community engagement can contribute 

to improving health.  No single factor emerges as being more relevant than any other, and 

perhaps the main conclusion that can be drawn is not that there is one model or approach that 

ensures success, but that community engagement efforts must be rooted in a nuanced 

understanding of the context and what is and is not feasible within that context. 

2.2 Civil society and health 

2.2.1 Civil society and health in context 

Comic Relief’s International Health Strategy defines civil society as follows:  

Civil society can act as the interface between communities and health services. Civil society 

includes professional associations, unions, non-governmental, faith-based and community-

based organisations. We also recognise the distinctive contribution of Diaspora organisations 

to influencing the provision and quality of health services. (Comic Relief 2010) 

A WHO study on civil society involvement in health from 2003 focuses its definition primarily 

on the space civil society occupies within society more broadly.  According to this definition civil 

society is: 

…[the] social arena that exists between the state and citizen, and is not part of the state or the 

market (for profit sector)… an autonomous sphere of social interactions in which individuals 

and groups form many types of voluntary associations and networks to formulate and 

articulate their interests, negotiate conflict and provide and use services (Loewenson 2003) 

According to this definition, civil society organisations 

(CSOs) emerge from a broader notion of civil society, 

and importantly, civil society is not limited to formal, 

structured organisations.  While this broader 

definition captures long-standing and diverse forms of 

community organising, formal entities such as 

community-based organisations, faith-based 

organisations and NGOs (including international 

NGOs) have become the visible face of civil society 

involvement in health and other social welfare 

programmes.   

The idea of civil society as a “sector” is a fairly new one.  Cornwall’s description of the 

emergence of the civil society sector in development suggests some of the reasons for the 

interest donors and other development partners have shown in CSOs: “a consensus… emerged 

that smaller-scale organisations with relative autonomy from the state were better placed to 

operationalise ‘community participation’… That this was based on a leap of faith, rather than 

empirical evidence, has been pointed out by a number of commentators...” (Cornwall 2002).  

Although this implies that the civil society “sector” is something of a construct, Cornwall also 

argues that it opened new ways of thinking about community development and equitable 

service delivery.  The existence of civil society organisations also provides entities that can be 

legally contracted, funded and held to account.   

Although the term civil society does 

not necessarily refer to formal 

organisations, development partners 

have promoted the emergence of the 

sector so that community based 

organisations, faith based 

organisations and NGOs have in 

many countries become the visible 

face of civil society. 
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Despite the fact that civil society organisations play such a major role in efforts to improve 

health around the world, research on their specific contributions appears to be relatively 

limited.  For instance, a Pubmed search on “Health” and “civil society” produced 417 references; 

and “health” and “non government*” produced 349, with considerable overlap occurring 

between these two3.  Perhaps more to the point, of the references that focus on the role of the 

civil society sector in improving health, a large proportion discuss the topic from a conceptual 

or anecdotal point of view rather than describing the results of research.  Part of the reason for 

this apparent lack of research is that CSO involvement in health service provision may be 

included but not always explicitly mentioned in the literature on health service contracting, and 

on non-state providers of health (Bloom and Standing 2001; Mills, Brugha et al. 2003; Bennett, 

Hanson et al. 2005; Marek, O'Farrell et al. 2005).  This makes it difficult to assess how working 

with CSOs differs from working with other non state providers, such as private companies. 

2.2.2 Roles played by civil society in health 

Civil society is involved in improving health in a very wide range of ways.  Table 3 displays some 

of the categories of activities proposed by different authors. 

Table 3: Roles played by civil society organisations to improve health 

Title Roles of civil society organisations 

The potential of health 
sector non-governmental 
organizations: policy 
options (Gilson, Sen et al. 
1994) 

“Four health sector functions for CSOs 
1. Service provision 
2. Social welfare activities 
3. Support activities 
4. Research and advocacy”  

Annotated Bibliography 
on Civil Society And 
Health:  Civil society - 
state interactions in 
national health systems 
(Loewenson 2003) 

“CSOs: 
1. Act as direct service providers 
2. Organise the social mobilisation required to change or implement public 

health policies and campaigns 
3. Respond to new challenges and test new directions in health action 
4. Mobilise and contribute resources to health.” 

Policy Engagement: How 
Civil Society Can be More 
Effective (Court, 
Mendizabal et al. 2006) 

“The main CSO functions in development are: 
1. Representation (organisations that aggregate citizen voice) 
2. Advocacy (organisations that lobby on particular issues) 
3. Technical inputs (organisations that provide information and advice) 
4. Capacity building (organisations that provide support to other CSOs, including 

funding) 
5. Service delivery (organisations that implement development projects or 

provide services) 
6. Social functions (organisations that foster collective recreational activities) 

 

It is interesting to note that the first two descriptions in the table focus primarily on the role of 

CSOs in implementing and delivering services.  The third adds the dimension of representation 

and advocacy, and indeed the roles of civil society are generally understood as fitting into two 

overall categories: providing health or related social services; and advocating for the rights of 

communities and ensuring their voices are represented.  This duality of roles is well recognised 

in the literature, and is reflected in the Learning Questions covered by this review – hence 

Chapter 3 focuses on provision of services and Chapter 4 on advocacy and representation. 

                                                             

3 All Pubmed term searches referred to in this review were conducted in August 2011.  The * in search 
terms denotes a “wildcard”; in this case it ensures that both “non government” and “non governmental” 
appear in the search. 
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CSOs have played these roles in relation to a wide range of health-related topics, for instance: 

 Tobacco control (Champagne, Sebrie et al. 2010) 

 Financing health care (Molyneux, Hutchison et al. 2007) 

 “Promotive, preventive, curative and rehabilitative health services” (Loewenson 2003) 

 Activism for access to new treatments and progressive drug pricing (Harrington 2009; 

Heywood 2009) 

 Reform of laws that constitute a barrier to fulfilling the right to health (Blas, Gilson et al. 

2008; Heywood 2009) 

 Drug abuse (Obot 2004) 

 Mental health (de Silva 2000) 

 Road safety (Salvarani, Colli et al. 2009), and 

 Home-based care for people living with HIV (Rabkin, El-Sadr et al. 2009).   

In sub-saharan Africa, CSOs – particularly faith based organisations – are heavily involved in 

running health facilities and hospitals.  For instance, the Christian Health Association of Malawi 

provides 37% of the health services in the country (Walford 2009), and as of 2003, “In sub-

Saharan Africa for example, NGO hospitals provide 43% of medical work in Tanzania, 40% in 

Malawi, 34% in Ghana, and 9% in [the democratic republic of] Congo” (Loewenson 2003).  

Similarly, CSOs have played an important role in setting up and delivering health services in 

post-conflict environments, with South Sudan, Somalia, Afghanistan, Cambodia, Mozambique 

and East Timor all providing examples (Loewenson 2003; Alonso and Brugha 2006).  

However as Table 3 and the examples above indicate, CSO service provision roles go beyond 

running health facilities.  The development of mobile and outreach-based health care (including 

through community health workers), as well as community based health promotion, and the 

ability of CSOs to reach segments of the population whose needs are not being met by the formal 

health sector, have led to an increasing assumption that civil society organisations have a 

comparative advantage in implementing activities that are directly related to health but that 

take place outside of the health facility.  In this way they can play a linked but complementary 

role to health facilities, something which is further discussed in sections 3.2.2 and 3.2.3 below. 

Recent decades have seen a significant expansion in the numbers of CSOs registering, and then 

providing a health service.  Global health initiatives in general and the global response to HIV in 

particular have responded by channelling financial support to these efforts (Doyle and Patel 

2008; Kelly and Birdsall 2008; World Health Organization Maximizing Positive Synergies 

Collaborative Group 2009; Cohn, Russell et al. 2010); the Global Fund to fight AIDS, 

Tuberculosis and Malaria in particular is championing the concept of “Community Systems 

Strengthening”, as a means of recognising and consolidating community action – or perhaps 

more accurately, civil society action (The Global Fund to Fight AIDS Tuberculosis and Malaria 

2010). 

Unlike health facilities and health sector organisations, CSOs are not bound to work solely in one 

sector, and many are involved in other areas of social support and welfare that would not 

formally be considered to be part of the health sector:   
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CSOs are also less restricted to sectoral boundaries than state bureaucracies. This makes them 

responsive to the wider range of employment, production, credit, environment and service 

inputs needed by poor communities. (Loewenson 2003) 

Given that civil society organisations can play a role both within and outside health facilities 

they have the potential to have a much broader influence on the determinants of health and 

inequality.  Loewenson, in 2003, reflected on a shift in the sector’s role:  

There is evidence of a widening engagement of CSO services in poor communities, in remote 

areas and in informal and squatter settlements… Studies of pro-poor CSO interventions 

indicates that traditional religious and social value driven interventions by CSOs are now 

being matched in scale by rights based and social justice driven interventions. CSO roles in 

health are changing… CSOs provide the social mobilisation required to change or implement 

public health policies and campaigns… They are also reported to enhance the involvement of 

communities in health services and make health services more accountable to the public. 

(Loewenson 2003).  

More recently, Blas, Gilson and colleagues write that: 

Formal civil society organisations have enabled improvements to social determinants of 

health at all levels of society, through advocacy, monitoring, mobilisation of communities, 

provision of technical support and training, and 

giving a voice to the most disadvantaged 

sections of society. (Blas, Gilson et al. 2008)   

As is the case with community engagement efforts, 

the global response to HIV/AIDS is perhaps the 

area where this expansion and shift in the roles of 

CSOs is best documented, and their impact on 

improving health systems and addressing societal 

inequalities and social determinants of health is 

best understood:  

HIV scale-up has required health systems to address issues of gender norms, the legal rights of 

married women and adolescents, and the provision of care to stigmatized populations, 

including injection drug users, sex workers, men who have sex with men, prisoners, migrants, 

and others. (Rabkin, El-Sadr et al. 2009).   

Furthermore, the growing influence of CSOs in the global health arena is reflected in their 

formalised designation as community representatives in health governance bodies such as the 

UNAIDS Programme Coordinating Board, the Board of the Global Fund to fight AIDS, 

Tuberculosis and Malaria, and the Country Coordinating Mechanisms which plan and oversee 

Global Fund grants at national level.  The advocacy role of CSOs has also been noted outside of 

the health sector (Salomon, Sokowlski et al. 2003).  The specific ways in which CSOs can use 

these positions to positively influence policies and decisions are discussed in Chapter 4 on 

Accountability mechanisms and health. 

While the role of civil society 

organisations in health service 

provision within and outside of health 

facilities is considerable, they are 

rarely limited to working only in the 

health sector. They therefore have 

the potential to have a much broader 

influence on the determinants of 

health and inequality. 
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2.2.3 Critiques of civil society involvement in health 

As the role of civil society organisations in the health sector has expanded, so have critiques, 

many of which echo those relating to community engagement described above. These critiques 

are briefly outlined in this section. 

The extent to which CSOs represent their communities 

For many researchers, it is questionable whether CSOs, often dominated by elites and the 

concerns of majority groups, effectively represent their communities (De Berry 1999; 

Loewenson 2003; Doyle and Patel 2008; Sharma 2009; Aveling 2011).  For example, “with a few 

exceptions, civil society in Bangladesh replicates the structural inequalities of society at large.” 

(Schurman and Mahmud 2009).  Echoing these views, others have said that “if we are to follow 

the call of the Commission on Social Determinants of Health to tackle the inequitable distribution 

of power, money, and resources, we will have to be aware of contradicting interests and power 

relations within civil society as well as within the state” (De Ceukelaire and De Vos 2009).  There 

is also a concern that, even when CSOs do represent or improve the visibility of the poor and 

marginalised, “this has not always led to real budgetary resource shifts towards these 

communities” (Loewenson 2003).  This line of criticism echoes some of the concerns already 

described in relation to community engagement, in the previous section above. 

Difficulties in scaling up CSO action 

There are also questions about whether civil 

society groups can operate at scale and whether 

they can effectively identify and satisfy the needs of 

the populations they are supposed to serve.  In 

most countries the sector has no formal structure 

and is made up of a wide range of different types of 

organisations with different capacities, which tend 

to prioritise responding to immediate and visible 

needs (Court, Mendizabal et al. 2006).  This poses 

challenges in responding to national priorities: 

“NGOs' usefulness as models for national systems has 

been limited by their small size and peculiar 

characteristics – making replication of their 

activities on a national scale unlikely” (Gilson, Sen et 

al. 1994).  This implies that while CSOs have been 

shown to be often effective in responding to immediate needs, many governments have failed to 

find a way of building long-term, sustained civil society involvement into their health systems. 

The diversity of organisational types and values within the sector 

On the other hand, lack of understanding of the diversity in the sector is a reason for weak 

policies relating to civil society. It is also a source of conflict within the sector, for instance when 

values and interests clash (Loewenson 2003; Doyle and Patel 2008), or when international or 

professional, well-structured urban-based NGOs capture more influence and funding than 

community-based groups who are less able to make the most of these opportunities, so 

undermining grassroots organising (Kaarhus and Rebelo 2003; Menocal and Rogerson 2006).    

Some of the main critiques of civil society 

action on health have questioned: 

The degree to which CSOs really 

represent communities 

The feasibility of scaling up and 

achieving large scale coverage 

The extent to which CSO action can 

let the state off the hook 

The donor-driven nature of CSO 

action 

The degree to which CSOs are 

accountable or can adhere to quality 

standards or regulations 
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Sustainability and the risk of displacing service provision by the state 

The risk that CSO involvement in providing healthcare may undermine the state’s duties to 

provide healthcare: 

The effect of NGO service provision can operate in two ways: NGOs can raise the bar and, 

through  competition, improve government service provision; or NGO provision can become a 

substitute for government provision, thereby reducing the demand for quality government 

services, causing government services to falter, their legitimacy undermined… (Schurman and 

Mahmud 2009) 

Such concerns about CSOs being complicit in the “roll-back” of the state are common 

(Loewenson 2003; Pfeiffer 2003). CSOs can be seen as a convenient option for donors who want 

to use funds rapidly and obtain quick results, with limited attention being paid to sustainability 

(Birdsall, Ntlabati et al. 2007; Pfeiffer, Johnson et al. 2008). A related concern is that when CSOs 

get involved with service provision they are less able to speak out for rights and social justice, 

since they become part of the state mechanism and become less effective as advocates 

(Schurman and Mahmud 2009).  It is important that CSOs weigh up the potential consequences 

of becoming increasingly involved in service provision. 

Accountability 

There are also concerns about accountability, since externally-funded organisations are 

perceived as being more accountable to donors than to communities; or, in the case of health 

facilities run by faith-based organisations, they may not be required to operate according to 

standard health sector governance procedures despite receiving public funds.  Finally, there are 

some questions over the technical capacity of these organisations to provide health services 

(Loewenson 2003; Cohn, Russell et al. 2010).   

Donor-driven growth in CSO health service delivery 

The rapid growth in the number of CSOs in service delivery, while a welcome indication of 

communities’ willingness to act, is also a concern. South Africa’s CSO-driven AIDS response, for 

instance, partly reflects the availability of funding for such groups, but this funding is rarely 

accompanied by long-term commitments or effective capacity building, and may only support 

specific, constrained types of service provision (Kelly and Birdsall 2008).  Moreover, increases 

in funding for service provision has not been accompanied by the development of systems to 

effectively mobilise and support the sector (Birdsall, Ntlabati et al. 2007; Cohn, Russell et al. 

2010).  At the same time, working toward a more “systematised” approach to supporting and 

funding the sector may also bring challenges, since the over institutionalisation of the sector and 

the co-option of civil society by the state is seen as a major threat to genuine community 

organising (Seckinelgin 2003; Wells-Dang and Wells-Dang 2011).  This is something that CSOs 

must consider when deciding whether work in a more institutionalised way or not. 

--- 

These critiques do not trump the potential contributions that CSOs can make to improving 

health; however they suggest that there are considerations and consequences that need to be 

taken into account when investing in CSOs.  These are discussed further in Chapters 3, 4 and 5. 

2.2.4 The Diaspora and health 

Comic Relief has a particular interest in working with Diaspora-led organisations.  Through its 

Common Ground Initiative it aims to “strengthen their interventions in improving access to 
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primary health care in sub-Saharan Africa, in both its rural and urban contexts” (Comic Relief 

2010).  Diaspora organisations are defined by Comic Relief as: 

…organisations where the majority of the trustees define themselves as being of African 

heritage; who live in the UK and – irrespective of citizenship – retain emotional, financial and 

cultural links with their country and/or the African continent; and who share a commitment to 

tackle poverty and injustice in Africa and whose organisational aims reflect that commitment. 

(Comic Relief 2009) 

Comic Relief’s strategy paper for its Common Ground Initiative, which is focussed on working 

with small and Diaspora organisations, makes the case for investing in this type of group: 

Diaspora organisations frequently bring their intellectual, political, social and cultural skills 

and resources to bear on the development initiatives they support, while small organisations 

often have a development ‘niche’ that gives their work clarity of focus and expertise. Both small 

and Diaspora groups tend to develop relationships with high levels of trust, flexibility and 

empowering processes that provide good quality support to local organisations and good value 

for money.   Some Diaspora organisations may also bring a paradigm of development that is 

different from ‘mainstream’ NGOs, bringing fresh perspectives and ways of working that draw 

on the unique bridge that Diaspora organisations form between UK and countries of origin. 

(Comic Relief 2009) 

There are relatively few references to Diaspora organisations and their role in improving health 

care in the peer-reviewed public health literature, and many of the references that do exist refer 

to programmes implemented with Diaspora individuals in host countries, rather than 

programmes developed by Diaspora individuals in their countries of origin.  In addition, many 

articles focus on the links between health workforce shortages and out-migration of skilled 

health care workers, rather than on the potential 

contributions that these workers can contribute to 

their communities of origin.  Little if any of the 

research on the topics covered in this review 

makes specific reference to the involvement of 

Diaspora organisations. 

However, despite the lack of clear data on the scale 

and impact of Diaspora-led efforts to improve 

health in sub-Saharan Africa, it is clear that 

Diaspora organisations, Diaspora individuals and their networks have helped to strengthen the 

case for working with this sector in development and health.  For instance, there have been a 

number of initiatives to encourage migrant health workers to get involved in civil society groups 

and professional member associations linked to countries of origin, and partnerships with the 

countries of origin to share expertise not only in health care provision but also in analysis, 

planning and developing health systems (Blanchet, Keith et al. 2006; Lyons, Classen et al. 2006; 

Midwifery Journal 2006; Davies, Mosca et al. 2010).   

Initiatives have also aimed to set up regular volunteer exchange programmes so that overseas-

based health care workers can return to their country of origin for short but regular periods to 

work in the health system (Giorgis and Terrazas 2011).  One well documented example is the 

Although members of Diaspora 

communities – acting as individuals or 

through formal organisations – are known 

to make a major contribution to 

supporting development and health work 

in the countries they come from, the types 

and extent of this support have not yet 

been well documented in the literature. 
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initiative supported by the International Organization for Migration, the Finnish official 

development agency, Somali health authorities and Somali-origin health care professionals in 

Finland.  Through this initiative which is currently in its second 3-year phase, Somali health care 

workers have provided training and advice to hundreds of health care workers and have 

provided direct services to thousands of patients.  The fact that these professionals are 

originally from Somalia and can integrate rapidly with the context is seen as being key to the 

success of the initiative; at the same time the structure and ongoing commitment to the project 

means that their contribution is focussed and maximised (Weiss 2009; Lisk 2011). 

Working in collaboration and agreement with national health authorities also emerges as an 

important strategy for groups interested in a longer term engagement with their origin 

countries.  Sierra Leone Adventists Abroad Association (SLAA) is currently around 5 years into a 

20 year agreement with the health ministry to rehabilitate and provide skills transfer to a large 

district hospital.  The agreement ensures that the hospital remains part of the national health 

system and adheres to national policy, as well as enabling SLAA to mobilise support for the 

partnership from donors. 

An example of a Diaspora-led project to build a hospital in Senegal, through which the Diaspora-

led organisation convinced the government to commit additional financial resources to the 

location, illustrates how dynamic the sector is.  However, the description of this project also 

argues that it was, “by nature uneven and sporadic, reflect[ing] particular historical conjunctures” 

and that such an approach cannot necessarily be considered a model for solving the failures of 

states to address needs (Foley and Babou 2011).  A review conducted by AFFORD4, a leading 

Diaspora organisation network in the UK, raises some salient problems faced by development 

efforts that a Diaspora organisation-led approach might help to resolve: 

There are many success stories but obstacles abound… agencies in the UK need to give thought 

to how to help facilitate the communication, relationship-building and maintenance process 

between diaspora communities and communities in Africa. “Development” has now become a 

top-down, professionalised and impersonal service that concentrates too much power in the 

hands of various agencies in the developed northern countries, including the UK. This paradigm 

needs to shift to working with diaspora groups – based on their network of relations, trust and 

commitment – to empower local communities in Africa to make decisions about their own 

development. (Ndofor-Tah 2000) 

Analyses of the role of the Diaspora increasingly recognise that supporting Diaspora-led 

development efforts requires holistic recognition and support of Diaspora communities.  A 2004 

review therefore points out that as well as encouraging migrants to participate in development 

work in their home countries, national policies need to be supportive of the rights of migrants, 

should cut costs of transferring financial remittances, and should enable Diaspora communities 

to participate in development and aid policy debates, giving their efforts the recognition that 

they merit within the development community (Van Hear, Pieke et al. 2004). 

A literature review on Diaspora organisations conducted for Comic Relief emphasises that it is 

“not only formal Diaspora organisations who are involved in development”, and that the term 

                                                             

4 http://www.afford-uk.org/ 

http://www.afford-uk.org/
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Diaspora itself may not be one that many people of African origin who are contributing to 

development identify with (Binaisa and Oeppen 2011).  Diaspora individuals are also influential 

through direct contacts with the countries they originate from, and make diverse contributions 

including funding, and volunteering both at community level and at policy level.  As such, the 

support provided by Diaspora individuals or organisations is not only directed at community or 

civil society groups but can also benefit public sector institutions or even ministries.  In 

addition, many mainstream (i.e. non-Diaspora) development organisations rely on the skills and 

contributions of staff and board members who have Diaspora origins. 

In addition, much of the identified literature deals with the contribution of Diaspora 

organisations from the perspective of various types of support being “sent back” to originating 

countries, whereas little analysis is provided from the perspective of national health systems in 

these countries, and what they might do to recognise and make the most of contributions from 

their Diaspora populations.  As a result this review found very little information from a national 

health systems perspective on the impact or added value of Diaspora contributions: this is a 

significant gap in the literature. 

The review concludes that diversity and breadth of what is 

called the “Diaspora” need to be better understood in order to 

provide more effective support to their efforts.  It points out 

the heterogeneous and even contradictory nature of the 

individuals and entities that make up the “Diaspora”, and 

argues that efforts to support Diaspora engagement in 

development needs to do so based on a comprehensive 

assessment of the motivations and abilities of different Diaspora organisations.  To this end it 

proposes a “capabilities framework” to assess the social, economic, political and cultural factors 

that affect the contribution that Diaspora groups can make, and therefore to understand how 

best to identify and support these efforts and identify “the factors that lead to successful or 

unsuccessful outcomes for diaspora development initiatives and activities”.  Understanding of 

these factors remains limited at present, according to the review. 

Comic Relief is one of few funding organisations that aims specifically to support small and 

Diaspora organisations to do development work in origin or recipient countries.  However there 

remains a sense that many of these organisations still lack the capacity to develop proposals and 

manage funds according to the standards expected by Comic Relief.  The review cited above 

suggests that bringing together small and Diaspora organisations with Comic Relief’s traditional 

grant holders may help to bridge this gap (Binaisa and Oeppen 2011).  On the same subject one 

key informant suggested that funders need to adapt so as to be able to support smaller groups, 

or indeed consortiums of small groups working together, or they risk marginalising them. 

At a more strategic level, it is also important to understand the contribution of the Diaspora 

from the perspective of recipient or origin countries.  Obtaining more information from 

“recipient” countries about the volume and type of support their health systems receive from 

Diaspora organisations and groups is an important first step to finding out how to maximise 

support for these important resources.  Comic Relief could cooperate with research institutes 

based in countries of origin to privilege a South perspective on these interventions. 

The diversity and breadth of 

Diaspora contributions need 

to be better understood in 

order to enable donors to 

better support them. 
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2.2.5 The future of civil society engagement in health 

Notwithstanding the wide range of critiques of civil society’s role, the WHO’s 2007 Framework 

for Action suggests a commitment to strengthening and improving civil society engagement in 

health: 

“Government ministers are also looking for ways of doing more with existing resources. They 

are seeking innovative ways of harnessing and focusing the energies of communities, non-

governmental organizations (NGOs) and the private sector”. (World Health Organization 

2007) 

At the service delivery end of the spectrum of civil society action, many recommendations focus 

on the relationship between civil society and the state, recognising that governments have the 

ultimate duty to guarantee the right to health and to act as stewards of health systems, and that 

civil society organisations may have comparative advantages in delivering services in given 

contexts (Gilson, Sen et al. 1994; Solar and Irwin 2006).  Consequently, government and civil 

society need to consider how they can best work together : “the state is understood to have 

authorities and obligations in meeting population health and health care needs. This makes CSO-

state relations potentially as important as CSO-community relations” (Loewenson 2003).  There 

are some important ways that the state can help civil society, including: 

 Providing a suitable legal and policy framework. 

 Developing quality standards (if not for all activities at least for those that are 

recognised as scalable). 

 Promoting evidence-based approaches. 

 Coordination and capacity building for the sector. 

(Poverty Eradication Network 2007) 

 

However, productive relationships between civil society, public and private health providers are 

perhaps even more crucial at local level since, from the perspective of recipients of health care 

and other social services, the dividing lines between sectors may be largely irrelevant.   

Building the state’s capacity to provide this sort of leadership and support for civil society 

involvement in service delivery is a priority (Chopra and Ford 2005).  It is also essential to 

improve understanding of how different types of civil society organisations work and what they 

can do. This will help to improve support for civil society to provide services, advocacy and 

community mobilisation.  The needs of local, community based groups are different from those 

of regional or national NGOs, and there is a growing recognition that dependence on 

international NGOs for supporting national civil society needs to be addressed (Solar and Irwin 

2006; Ingelstam and Karlstedt 2007; Molyneux, Hutchison et al. 2007; Kelly and Birdsall 2008). 

A number of frameworks aimed at outlining principles for CSO involvement, and strengthening 

research and programming for civil society action on health have been proposed.  Some of these 

are summarised in Table 4. 

Table 4: Frameworks for strengthening civil society action on health 

Title Criteria for involving civil society organisations in health programmes, and codes of 
conduct 

The potential of 
health sector non-

NGO involvement in health care should only be promoted where: 
1. They have a long-term and sustained comparative advantage both in provision (in 
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governmental 
organizations: 
policy options 
(Gilson, Sen et al. 
1994) 

terms of better performance relative to standards) and in financing (i.e. long-term 
access to resources not available to  

2. They will use an untapped potential (e.g. health promotion or community 
mobilization through their congregations/members) 

3. In every case the role of the government must also be strengthened 

Connecting 
Communities with 
Their Health 
Systems 
(AMREF 
International 
Training Centre 
2007) 

“[An] agreed code of conduct for CSOs developed by the CSOs themselves would be an 
important first step towards self-regulation. Such a code of conduct should demand that 
CSOs explain their rules of engagement with communities and the communities hold 
CSOs accountable… Issues identified as needing further research include: 
1. How governments can best work in partnership with community institutions such as 

community health committees to monitor the quality of services, and fit CSOs into 
district planning 

2. Legal frameworks that enable CSOs to participate more fully in health systems 
3. How governments could enhance their stewardship role in CSO-led interventions 
4. How poor, nomadic/mobile communities can best be organised to form functional 

CSOs 
5. How CSO umbrella organisations can be created to effectively coordinate action 
6. How CSOs can be encouraged to be less donor-dependent and make use of 

innovative ways of financing themselves, for example through self financing 
arrangements 

(NGO Code of 
Conduct for Health 
Systems 
Strengthening 
Initiative 2008) 

1. “NGOs will engage in hiring practices that ensure long-term health system 
sustainability. 

2. NGOs will enact employee compensation practices that strengthen the public sector. 
3. NGOs pledge to create and maintain human resources training and support systems 

that are good for the countries where they work. 
4. NGOs will minimize the NGO management burden for ministries. 
5. NGOs will support Ministries of Health as they engage with communities. 
6. NGOs will advocate for policies that promote and support the public sector” 

Title Frameworks for strengthening civil society involvement in health 

Guidelines for 
Support to Civil 
Society (Ingelstam 
and Karlstedt 
2007) 

These guidelines are aimed at donors supporting civil society organisations primarily 
involved in advocacy in Tanzania. They deal with the importance of CSO-led (rather than 
donor-led) planning, long term funding commitments and core funding, capacity 
building for institutional development and growth, coordination and transparency, 
among other issues. 

Funding for Civil 
Society Responses 
to HIV/AIDS in 
Tanzania: Status, 
Problems, 
Possibilities (Kelly 
and Birdsall 2008) 
 

“An agenda for future development of civil society engagement in the response to HIV 
includes:  
1. Clarifying the role and value of civil society 
2. A viable economy of HIV/AIDS responses (It was noted above that the net effect of 

development aid management is that civil society is tapped into, but not really 
invested in.) 

3. An asset-based support and funding approach 
4. An organisation development approach 
5. Building on the natural assets of civil society  
6. Resource, training and development centres 
7. Research on civil society 
8. Civil society friendly funding mechanisms” 

Addressing social 
determinants of 
health inequities: 
what can the state 
and civil society 
do? (Blas, Gilson et 
al. 2008) 

 

Discusses “the role of government in setting regulatory frameworks for civil society : 
1. Recognition of the political legitimacy of civil society and a community’s voice 
2. Involvement of civil society in all its forms in policy development, implementation, 

and monitoring 
3. Ratification and implementation of legal protection for civil society organisations 
4. Design of policies that transfer real power to people 
5. Resourcing of policy implementation to support community empowerment 
6. Reform of professional education to give greater status to lay and indigenous 

knowledge.” 

Community The goal of Community systems strengthening (CSS) is to develop the roles of key 
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Systems 
Strengthening 
Framework (The 
Global Fund to 
Fight AIDS 
Tuberculosis and 
Malaria 2010)  

affected populations and communities, community organisations and networks, and 
public or private sector actors that work in partnership with civil society at community 
level, in the design, delivery, monitoring and evaluation of services and activities aimed 
at improving health outcomes. 
1. Enabling environments and advocacy – including community engagement and 

advocacy for improving the policy, legal and governance environments, and affecting 
the social determinants of health. 

2. Community networks, linkages, partnerships and coordination – enabling effective 
activities, service delivery and advocacy, maximising resources and impacts, and 
coordinated, collaborative working. 

3. Resources and capacity building – including human resources with appropriate 
personal, technical & organisational capacities, financing (including operational and 
core funding) and material resources (infrastructure, information and essential 
medical & other commodities & technologies). 

4. Community activities and service delivery – accessible to all who need them, 
evidence‐informed and based on community assessment of resources and needs. 

5. Organisational and leadership strengthening including management, accountability 
and leadership for organisations and community systems. 

6. Monitoring & evaluation and planning including M&E systems, situation assessment, 
evidence building and research, learning, planning and knowledge management. 

International 
Framework for CSO 
Development 
Effectiveness 
(Open Forum for 
CSO Development 
Effectiveness 2011) 

“The framework sets out guidance for interpreting and aligning CSO practices… in 
diverse local and sectoral settings.” 

 

There are some common threads in these frameworks, such as how civil society relates to 

government; filling gaps in service provision; the importance of partnership and 

complementary action with the government and other health care providers; and the 

integration of civil society within the health sector.  Many of the frameworks also emphasise the 

need to invest in civil society and to enable civil society and community involvement in 

developing programmes rather than just using civil society to implement activities; the 

importance of government recognition of civil society and through that, the creation of a legal 

and political environment that is conducive to civil society action. 

As the table suggests, efforts to improve civil society action – including improving the 

environment for civil society action – come from various sources, including health systems 

researchers, funding agencies and civil society organisations themselves.  These examples show 

an increasing recognition of the role of civil society organisations.  However, as the following 

chapters show, precisely defining the roles of community and civil society in health service 

provision and in strengthening accountability, and the balance between these two, remains 

challenging.  Yet it is important to address these challenges in order to ensure that support for 

the community sector is effectively planned without stifling the independence and creativity 

which is its hallmark. 

2.3 Chapter summary 

The purpose of this chapter is to expand on definitions of the terms used in the remainder of 

this Review.  It shows that there is a wealth of evidence that action by communities and civil 

society organisations can and does make a positive contribution to health.  However, the precise 
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mechanisms by which this happens are difficult to identify, and the key lesson from the review 

is that the relevance of community and civil society action is largely dependent on a range of 

contextual factors.   

The discussion in this chapter shows that although community and civil society involvement in 

health are closely related, they differ in important ways.  While the efforts of civil society 

organisations often emerge from spontaneous community action or are responsive to 

community needs, this is not always the case, and marginalised sections of the population may 

be just as excluded from civil society efforts as they are from public or private sector ones.  At 

the same time, community engagement does not necessarily require the support or action of a 

civil society organisation.   

Nonetheless, civil society organisations are a promising avenue for delivering health services in 

contexts where the mainstream health sector is failing to do so.  In many contexts they have a 

comparative advantage in delivering certain types of service outside of health facilities, and in 

linking health efforts to other social support and justice movements.  Organisations also provide 

a structure that governments and donors can more easily support, and a more efficient 

mechanism for planning and monitoring programmes. 

Both community and civil society movements have also led the way in demanding 

accountability from governments and providers of services, and although many CSOs play both 

roles, the capacities for doing so and the mechanisms by which they are supported to do so are 

very different.  These are explored further in the Chapter 3 discussion on civil society 

involvement in provision of services and Chapter 4 on accountability work. 

Finally, an important component of community and civil society action on health is the role 

played by Diaspora communities and individuals.  There are many examples of the ways in 

which Diaspora communities contribute either at individual level, through developing and 

funding health initiatives, and through the work of Diaspora-led organisations.  However, there 

is as yet a limited understanding of the extent of these contributions and how they fit into 

national health frameworks or address the most critical gaps in health care provision. 
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3. What are the most effective ways in which civil society and 

communities can contribute to the provision of health services and 

programmes? 

Chapter 3 overview 

This chapter focuses on the roles communities and civil society play in providing services that 

improve health.  A range of types of service provision is discussed, from the provision of clinical 

services and management of health facilities, to community based services in support of clinical 

services, to the ways in which communities and CSOs help address the broader social determinants 

of health. 

The chapter concludes by discussing : 

 Why civil society and community action can be considered an essential component of health 

systems 

 Criteria for deciding when and how to involve civil society and communities 

 The types of support needed to make sure civil society and communities can contribute 

effectively 

 

 

3.1 Categories of community and civil society involvement in service 

provision for health 

As the previous chapter shows, communities and civil society organisations are involved in 

providing services that improve health in a range of ways, on a continuum that includes at one 

end running health facilities, and at the other end the delivery of programmes in sectors other 

than health that contribute to improved health5.  This chapter examines this continuum 

according to the four categories shown in Table 5.  The categories are used to facilitate analysis, 

even though there are considerable overlaps between them.   

Table 5: Categories of community and civil society involvement in health service provision  

Category Types of service/intervention included 

1. Facility-based 
services 

Civil society organisations run health facilities for various reasons: 
- In many countries, faith-based organisations (FBOs) run health facilities.  
- CSOs run health facilities under contract from the government or donors. 
- CSOs set up facilities in response to needs or crises, for instance in under-served 

areas or after disasters. 
Community members can be involved in running facilities, for instance by 
contributing to upkeep and maintenance, or through participation in governance 
(governance is discussed in more detail in Chapter 4).   

2. Auxiliary health Activities or services that are directly related to improving the delivery of health care 

                                                             

5 NB this chapter focuses on the role of communities and civil society in providing services while Chapter 
4 discusses their role in advocacy and representation to improve accountability and health service 
provision. 

epidreamiology1
Highlight



Comic Relief : Community, civil society and health literature review (March 2012) 32 

services  and facility-based services.  They help to augment the reach of health care workers 
and access to facilities, or provide alternatives.   

3. Health promotion 
and empowerment 

Services or activities that help communities stay healthy but which are not typically 
provided within health facilities and which health care workers may not be best-
placed to provide.   

4. Addressing social 
and environmental 
determinants 

Services or interventions which are not considered to be part of the health “sector” 
but which address environmental and social determinants of health. 

 

The categories discussed here focus on examples of community or civil society engagement or 

involvement.  The different types of involvement may not always be formally planned or 

organised: many of the examples above are of traditional forms of healthcare and social support, 

or action taken by communities in response to a crisis.  Also, in each category, community 

involvement can happen independently of civil society organisations.  Section 3.2 analyses 

community and civil society action in each of the four areas described above.  Finally, 

conclusions and best practices for involving communities and civil society in health service 

provision are found in Section 3.3. 

3.2 Examples of community and civil society health care provision 

3.2.1 Running and managing health care facilities 

CSO-run facilities 

In many countries in sub-saharan Africa, FBOs (and sometimes other types of CSO) are a major 

provider of facility-based health care: while figures vary considerably, in countries like Ghana, 

Kenya and Zimbabwe, as many as 40% of all facilities are of this type (Court, Mendizabal et al. 

2006).  CSOs are involved in running facilities for a number of reasons such as historical 

involvement, responding to market demand, or as part of a planned health sector policy.  CSOs 

also develop health care provision in response to natural disasters, demographic crises or other 

critical gaps in provision: Haiti is one well-documented 

example where an NGO built a hospital to serve a large 

displaced population, as well as rehabilitating and 

strengthening primary health care facilities and 

developing new models of community outreach 

(Farmer 2011). 

Although new CSO-run facilities are still being created, 

in many cases there are historical roots to this mode of 

provision which predate the creation of formal health 

systems.  FBO-run facilities can be private, or fully or 

partially publicly-funded; however, publicly funded 

FBO-run facilities are not always subject to the same 

governance and regulatory frameworks as purely public 

facilities.  While FBO-led facilities are often known for 

providing high quality services, this is not universally the case, their independence can pose 

challenges for accountability, and also means they may not always provide services that are 

available at other facilities, in particular those related to reproductive health, due to ideological 

concerns. 

In many countries, civil society 

organisations – particularly faith-

based organisations – are major 

providers of clinical health care.  In 

addition, most countries have 

traditional forms of health care 

provision.  Although many cases 

there are historical roots to this, in 

recent times donors and 

governments have shown increased 

interest in contracting civil society 

actors to deliver health care or run 

facilities. 
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Much of the research on provision of healthcare by CSOs is subsumed within the literature on 

non-state actors, and therefore includes private sector providers.  However, in a number of 

countries CSOs specifically are contracted to provide health care services, under the overall 

stewardship of the Ministry of Health.  One of the best documented examples of this is 

Cambodia, where CSOs were contracted either to manage existing public facilities or to set up 

and manage their own facilities.  Studies showed that CSO-run facilities under both models 

outperformed services managed by the public sector on a number of indicators related to 

coverage of services and reaching the poorest. Contracting primary health care services to CSOs 

has also been shown to be cost-effective in Bangladesh (Bhushan, Keller et al. 2002; Walford 

2009).   

However, the evidence on quality and cost-effectiveness is not unequivocally in favour of 

contracting CSOs for primary health care delivery, and researchers have started to outline some 

of the design and implementation factors that need to be considered before adopting this 

strategy (Walford 2009).  These include tailoring plans to involve CSOs to the country context 

and to the capacities of the CSO sector; ensuring that the need to reach communities equitably is 

factored into the design; and close monitoring that enables adaptation and improvement over 

time.  These recommendations imply that getting the most out of CSO involvement probably 

requires donors to engage with a national strategic approach to involving CSOs, rather than 

each donor providing direct support to a small number of grantees operating without regard to 

these contextual factors. 

Contracting-out to CSOs has been a feature of policy in countries that are reconstructing health 

services after long periods of instability or conflict.  Examples include Afghanistan, Mozambique 

and East Timor.  In these cases the intention has not always been to adopt contracting as a 

permanent feature of the health system: rather, CSO provision is seen as a temporary step 

towards rebuilding the system.  Discussions of these cases emphasise the importance of 

properly planning the transition back to the public sector (Pfeiffer 2003; Alonso and Brugha 

2006).  While the examples given above illustrate contracting of entire health facilities and 

primary health care delivery, it is also common for CSOs to be contracted to deliver specific 

clinical services, such as HIV testing, or tuberculosis care.  In these cases there are particular 

challenges in ensuring adequate linkages and referrals with other services and facilities, which 

are required to ensure comprehensive care (Joshi and Moore 2002; Maher, Floyd et al. 2003).   

Other forms of community/civil society involvement in health care provision 

Community groups and CSOs provide clinical services in a number of different ways to those 

discussed above.  Many of the early antiretroviral treatment programmes for HIV were 

implemented by NGOs, either directly or through direct support to public health facilities – this 

particular service would not have been provided had it not been for NGO intervention.  Some of 

the best-known examples described in the literature come from South Africa (Medecins sans 

Frontieres South Africa, Dept of Public Health at the 

University of Cape Town et al. 2003; Heywood 2009) and 

Mexico (Barnes 2008).  Such “crisis” provision, while 

essential for responding to needs and demonstrating 

feasibility, is rarely designed with eventual scale-up and 

coverage in mind, and as the Mexico article illustrates, can 

pose problems once the health system begins to recognise 

CSOs have often provided 

health services in response to 

crises in health care provision.  

However, moving from “crisis” 

mode to a more sustainable 

approach can be challenging. 

epidreamiology1
Highlight

epidreamiology1
Highlight



Comic Relief : Community, civil society and health literature review (March 2012) 34 

and attempt to deal with the gaps. 

A second example of community involvement in provision is through participation in the 

governance and management of health systems.  Several models exist, including management 

committees and advisory boards, which are discussed further in the chapter 4 of this review.  

As shown in Table 5, there are also many traditional or independent private operators involved 

in providing health services, such as medicine sellers, healers, and traditional birth attendants.  

Although these are not always thought of as “community” or “civil society”, in some contexts 

there is a case for including them in this category – and indeed Comic Relief’s health strategy 

does so.   Their existence represents an important opportunity for reaching people with health 

services, as well as a challenge since they rarely operate to evidence-based standards and may 

not be able to deal with complicated cases.  Because of the high risks involved in unregulated 

and indeed illegal medicine sales, recent work has investigated possible ways to formally 

include them in health policy, as a practical way of ensuring quality and good practice in this 

sector (Oladepo, Salami et al. 2007; Okonkwo and Okonkwo 2010).  Given the widespread 

presence of informal health sector providers, supporting efforts to improve their quality and 

effectiveness and to reduce risks is a strategic priority for health ministries in many countries. 

3.2.2 Auxiliary health services 

For the purposes of this review, “auxiliary” health services include home-based care, community 

health workers, community transport for emergency treatment, and volunteers working in 

facilities to support patients (e.g. the “expert patient” model).  Community health insurance 

schemes and equity funds can also be classified as “auxiliary” services. 

These auxiliary services might be provided spontaneously by community members, or can be 

more formalised and implemented by local CSOs.  They can be an integral part of the work of 

health facilities (e.g. a health facility providing outreach services through community volunteers 

or community health workers), or may be added on through partnerships between facilities and 

local communities.  The type of approach can help improve the effectiveness of the services.  For 

instance, building community outreach into health facilities can help to reach more clients with 

a wider range of services, and can help ensure effective referrals to other providers are made.  

Moreover, auxiliary services that are developed from community organisations are more likely 

to address a wider range of psycho-social and welfare needs – in other words the sorts of 

activities described in categories 3 (health promotion and empowerment) and 4 (addressing 

social and environmental determinants) of Table 5 (AKHS Kenya Community Health 

Department 2003; Chandler, Decker et al. 2004), and so have the potential to have a greater 

impact. 

A large volume of research has been conducted on community health workers, both in relation 

to general health care and to specific disease programmes.  It is well established that 

community health workers (CHWs) can have a considerable impact on increasing access to 

health care and improving outcomes, whether they are recruited directly by the health sector or 

by CSOs.   

The literature points to important lessons about how to make the most of community health 

workers as defined in this review, irrespective of how they are designed or managed.  While 
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these studies focus on CHWs, the lessons are likely to be relevant to the planning of other 

“auxiliary” type services.   

Firstly, because CHWs are rarely part of the health professional cadre, remuneration systems, 

training, equipment and supervision are often weak, to the detriment of quality and 

commitment of the CHWs (Rosato, Laverack et al. 2008).  In addition, the role of CHW rarely 

offers career progression, which reduces motivation (Jerome and Ivers 2010; Scott and Shanker 

2010), or worse can lead to CHWs being essentially used as a form of cheap labour rather than 

recognised health care workers (Lawn, Rohde et al. 2008).  It is tempting to conclude that CHWs 

should therefore be regularised within health policy, although policies should be backed by 

resources, as such schemes can quickly lose momentum if funding is not sustained. Moreover, 

part of the value of CHWs is their close link with communities and their ability to facilitate 

change within communities, something which may be lost if a more formal approach is adopted 

(Lehmann and Sanders 2007; Rosato, Laverack et al. 2008).   

The second important lesson is that CHWs should not be seen as a panacea for fixing weak 

health systems.  While they can help extend the reach of health systems and reduce the 

workload of health care workers, to be effective they need those health care workers and 

facilities to be available and of a high quality.  Moreover, it is essential that CHWs be properly 

linked with these workers and facilities, and that effective 

referral paths exist (Maher, Floyd et al. 2003; AMREF 

International Training Centre 2007; Scott and Shanker 

2010).   

Another fairly-well researched topic is that of community-

based health financing.  Molyneux, Hutchison et al describe 

ways in which CSOs can systematise local forms of social 

support, to help people deal with unexpected and 

catastrophic health expenses, for instance through 

emergency funds or savings schemes.  In countries where access to health care is dependent on 

having health insurance or on ability to pay for services, community-based health insurance 

schemes (CBHI) can help improve access for poor or marginalised groups (Molyneux, Hutchison 

et al. 2007).  A more detailed review, carried out in 2002, found that very few evaluations of 

community health funding schemes reported conclusive data on improved health status – 

largely because the design of most studies was not adequate to draw such conclusions (Baeza 

2002).  Schemes aimed at promoting CBHI should be well documented and evaluated in order to 

contribute to the pool of knowledge in this area. 

3.2.3 Health promotion and empowerment  

This section looks at services and interventions that do not require medical personnel, and 

which communities and CSOs are better placed than health care professionals to deliver.  This is 

almost certainly the category under which the biggest volume of community and civil society 

activity directly related to health falls.  They include health education (including peer 

education), and promotion and distribution of disease prevention methods such as mosquito 

nets, condoms and water purification. 

It is essential that “auxiliary” 

support from communities and 

civil society, for instance 

community health workers, be 

properly supported and 

trained and linked with the 

formal health system. 
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The range of activities that can be included is very broad and is not limited by standard “health 

systems” logic.  A programme in Indonesia aimed at reducing infant and maternal mortality, 

typifies this multi-pronged approach:   

“[The programme]… employs a continuous community  empowerment cycle in which the role of 

government is to facilitate the process by which the community organizing itself to use its own 

resources and capacities in a spirit of mutual support and togetherness to prevent and 

overcome its own health problems, medical emergencies, and disasters… It aimed to increase 

community alertness and readiness to recognize dangers and take non-clinical action quickly to 

respond to maternal and neonatal emergencies through the establishment of alert systems 

covering notification, availability of emergency transportation/communication, a “walking 

blood bank” of villagers of known blood type ready to donate when needed, community funding, 

and a family planning information post.” (Fachry and Sofiarini 2010) 

Also included in this category are approaches aimed at mobilising and empowering 

communities, for instance women’s groups focussed on health issues, tackling negative social 

norms and helping ensure that the community can react to health crises.  There is evidence that 

CSOs have a comparative advantage in delivering some types of service: “CSO contributions are 

reported to be more effective in areas of health intervention that demand social action, public 

advocacy, or innovative and community-based responses to health problems.”(Loewenson 2003).  

As with many other areas discussed in this review, the most prominent examples of 

communities and CSOs acting in this role come from the global response to HIV.  The World 

Bank’s Multisectoral AIDS Programme invested considerable sums in this area (World Bank 

2004; Harman 2009).  Many researchers have shown that community or CSO based efforts have 

been essential for reaching marginalised communities and for linking health issues with 

broader questions of social justice and human rights (Harrington 2009; Heywood 2009; AMFAR 

2010; Rabkin and El-Sadr 2011).  A recent modelling exercise developed to calculate the 

resources needed for the global AIDS response reiterated the importance of community 

mobilisation activities as critical to an effective response (Schwartländer, Stover et al. 2011).   

However, issues of quality, scale and sustainability remain.  Moreover, quantifying the 

contribution of this type of intervention to improvements in health remains elusive (Sherr 

2009; World Bank and Department for International Development 2011).  The relevance of this 

type of intervention is not in doubt, but designing and planning interventions under this 

category in a rational way remains a major challenge since there are very few guidelines or tools 

that make it possible to know how much of each auxiliary service is needed in a given context.  

Once again, perhaps the most important recommendation is to ensure any activities under this 

category are designed and implemented based on a detailed, up to date understanding of the 

local context.  

3.2.4 Improving the environment for health 

The fourth category is not discussed in detail since it theoretically includes any or even all 

development or relief work that takes place outside of the health sector, and is therefore too 

broad to cover in this review. Nonetheless, the influence of communities and civil society on 

health goes far beyond what are recognised as traditional health sector activities.  The activities 

which most obviously fall under this category include sanitation and improved infrastructure, 

access to education and social welfare, projects that tackle exclusion and reduce vulnerability to 
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or risk of illness, and poverty reduction programmes; they are largely not planned within health 

sectors since they are not primarily part of the health sector or aimed at improving health.   

3.3 Conclusions: community and civil society involvement in service 

provision 

3.3.1 The added value of community and civil society involvement in service provision 

In most cases there is evidence that community and CSOs can make a positive contribution to 

service provision; however this is not to say that they are always better placed than other types 

of provider.  There is nothing in the literature that points to areas of provision where CSOs are 

categorically the better or the worse option.  The assumption that community groups and CSOs 

are closer to communities, are more likely to reach poor people, and are more sustainable and 

cost-effective – should not be uncritically accepted.  But nor should the principal critiques of 

CSO and community provision – such as that they are of poor quality, and that they cannot be 

easily taken to scale.   

Thus, planning for civil society and 

community involvement in health care 

provision should focus not on whether or not 

they are more or less effective than other 

modes for a given type of service provision, 

but on identifying the circumstances where 

they are most appropriate, and the conditions 

under which they can be made most effective.  

An important element of this involves 

understanding the gaps in provision in a 

given context and assessing whether civil 

society and communities are best placed to fill 

the gaps, taking into account questions 

related to sustainability, quality, the role of 

public health systems, and the potential of 

civil society or community groups to do a 

better job than public or private sector 

providers.  In addition, national, local (and in 

some cases also regional) dimensions need to be taken into consideration, since national 

policies enabling CSO and community action on health may not respond to the specific needs of 

every local community.  Finally, planning should take into account how civil society or 

community actors will interact with other types of provider to work in a collaborative way, and 

it should identify the types of support that will enable communities and civil society to act 

effectively.  

3.3.2 Contextual factors for involving communities and civil society in service provision 

Studies on the involvement of CSOs in health provision tend to focus on testing the effectiveness 

of specific interventions and funding mechanisms but largely ignore other important factors :  

“There are a rather large number of studies at national level with a limited focus on contracting 

arrangements. These do not address the spectrum of legal, institutional, procedural and social 

Effective planning for civil society and 

community involvement needs to be based on 

a good understanding of: 

The gaps in provision of services 

Whether community/CSOs are best 

placed to fill the gaps 

Considering whether community/CSO 

provision can be easily sustained 

The impact that involving 

communities/CSOs might have on the 

role of public providers 

National policies and frameworks which 

might facilitate or block effective 

community/civil society action 

How effective links and referrals to other 

providers will be made 
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issues that need to be explored to build sustainable, mutually beneficial and productive CSO- 

state relations in health.” (Loewenson 2003) 

While evidence about the comparative advantage of communities and CSOs in providing a 

service is important, it is also essential to take into account the “operational realities of systems” 

(Nair, Tripathy et al. 2010).   

Also discussed is the importance of strong partnerships between state and non-state actors.  

Loewenson argues that analysis of this is largely missing from most research, but suggests that 

there is a greater impact on health when CSOs and the state work together, rather than in 

parallel (Loewenson 2003).  Another review on non-state provision of services suggests that for 

collaboration to work, there needs to be a strong dialogue between state and non-state actors 

and systems to support and strengthen them so that they can provide effective services (Moran 

and Batley 2004).  Such partnerships are important not just to facilitate the flow of funds and 

the coordination of programmes, but also to ensure effective referrals and linkages between the 

different providers (Birdsall, Ntlabati et al. 2007). 

3.3.3 Options and best practice for involving communities and civil society in provision 

The literature on CSO contracting, for management and delivery of clinical services, or for 

services and activities outside the formal health system, provides important lessons and 

suggests that contracting is more appropriate for some types of service than others.  Contracting 

is most effective where the services and outputs are easy to specify and monitor: contracting 

health facility management and delivery of commodities (Bhushan, Keller et al. 2002).  The 

capacity of contractors to deliver – which includes organisational capacity and strong 

accountability mechanisms – also emerges as an important factor (Walford 2009).  Similarly, an 

effective contracting approach requires good relationships between the civil society sector and 

whoever is contracting the service, so the importance of 

building the capacity of contractors should not be 

neglected (Loewenson 2003; Birdsall, Ntlabati et al. 2007).   

If these conditions are in place, contracting may be a 

productive way of optimising CSO and community delivery 

of certain types of service: facility management, and any 

other services that can be clearly defined, costed and 

monitored.  Such an approach provides an opportunity to 

plan for optimal coverage of services, and to introduce norms and quality standards across a 

broader range of services.  It is likely that many of the interventions that CSOs and communities 

are particularly well-placed to deliver – those in categories 2 and 3 of Table 5 – can be 

supported in this way.  There are clearly also situations where contracting civil society 

organisations to deliver health facility services may be a necessity, for instance when there are 

critical failures in provision. These cases are discussed in more detail in Chapter 5.  

There are many examples of systems to support expanded community and civil society action 

on health.  The Malawi Social Action Fund (Kamwendo 2005) and Tanzania’s Rapid Funding 

Envelope (Tanzania Rapid Funding Envelope) are two national schemes aimed at providing 

quick disbursements to community-managed projects.  Although they have had some degree of 

success in terms of disbursements, they have had to evolve toward longer-term forms of 

support, and have had to respond to technical and organisational weaknesses in recipient 

A formalised contractual 

approach can be a productive 

way of optimising CSO and 

community delivery of services 

that can be clearly defined, costed 

and monitored 
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organisations.  The key lesson from these and other similar models is that closely linking 

funding, coordination, supervision and capacity building is essential to obtaining maximum 

impact.  This implies that supporting CSO action requires donors to provide not just funding, but 

also to ensure that all of these other types of support are provided as well.  

The Global Fund’s Community Systems Strengthening framework is another initiative aimed at 

providing more comprehensive support to CSO efforts on AIDS, tuberculosis and malaria 

programmes, using six building blocks (see Table 4).  Since the framework is fairly new, its 

impact on community systems has not yet been evaluated; however, proposals in recent rounds 

have begun to increasingly integrate activities from the framework.  Experiences to date 

confirm that building effective support for community systems requires capacity building not 

just for community actors, but also for those working for the state or national NGOs who are 

responsible for administering the support.  The development of systems for supporting 

community action is increasingly recognised as a complex, multi-layered task that involves 

more than simply channelling funds to local level. 

3.3.4 Preserving the unique nature of community and civil society involvement in 

service provision 

Many CSO and community activities are specific to their contexts and situations.   While there 

may be benefits to applying contracting approaches and to regulating the health services that 

CSOs and communities deliver, it is also important to recognise that doing so creates 

accountability “upwards” (toward the donor or funding agency) and may therefore impair 

accountability “downwards” to the community (da Silva Souza 2001; Moran and Batley 2004).  

Another concern is that over-specifying and regulating what CSOs can and can’t do may stifle 

their creativity and overburden them administratively, something which has repeatedly been 

reported among CSOs responding to HIV: 

“…in important respects the new modalities limit the unique contribution that CSOs can make 

to national HIV/AIDS responses. It is also shown that the drive to rapidly intensify the scale of 

HIV/AIDS responses has involved using community organisations as service providers for 

externally formulated programmes. We discuss this as a strong threat to the development of 

sustainable civil-society economies as well as to CSOs' diversity and responsiveness.” (Kelly and 

Birdsall 2010) 

This concern is particularly relevant in the case of interventions that have been placed in 

categories 3 (health promotion and empowerment) and 4 (addressing social and environmental 

determinants of health) for the purposes of this review, since they are closely linked to social 

and developmental contexts.  New models and approaches are constantly being developed by 

the sector, and this should continue to be encouraged.  On 

the other hand many of the health care services that CSOs 

and community groups are involved in within categories 

1 (facility-based services) and 2 (auxiliary services) may 

lend themselves to standardisation, and those that 

involve any form of medicine or clinical care should be 

subject to regulation.  In other words, CSOs managing 

health facilities or auxiliary services should be expected 

to adhere to norms and regulations, while more flexibility 

Not all of the contributions CSOs 

and communities make lend 

themselves to standardisation 

and contracting.  Funding should 

also be available for piloting new 

ideas and approaches that do not 

fit into a contracting model. 
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and innovation should be encouraged among those involved in broader health promotion 

efforts. 

The challenge is to provide support to community and civil society health provision where it is 

needed, that is closely linked with other services, and that comes with the financial and 

technical support required to ensure services are of a high quality and reach those most in need, 

while allowing for innovation.  One possible way to approach civil society and community 

provision could be to approach each type of service according to how well-standardised it can 

or should be, and to create norms for the delivery and quality control of services that lend 

themselves to standardisation.  At the same time, funding should continue to be available for 

piloting new ideas and approaches. 
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4. How can civil society organisations and communities most 

effectively hold health providers to account? 

Chapter 4 overview 

This chapter discusses different ways that community and civil society organisations can hold health 

providers to account.  It discusses different mechanisms for accountability, including formal 

involvement of community representatives in planning governance of health systems, and “bottom-

up” community action to demand improvements in health systems.  Finally, it discusses the 

contextual factors and the types of support that community and civil society actors require to 

support their efforts to demand accountability. 

 

4.1 Accountability mechanisms in health 

4.1.1 Accountability and health 

Accountability refers to the extent to which those responsible for ensuring peoples’ health are 

held to account.  The World Health Organisation considers accountability to be a core 

component of leadership and governance – one of the six building blocks of health systems 

(World Health Organization 2007).  The 2004 World Development Report, which is focussed on 

improving access to services to the poor, places a great deal of emphasis on the role 

accountability can play, also emphasising the importance of empowering poor people to 

demand greater accountability (The International Bank for Reconstruction and 

Development/The World Bank 2004). 

Accountability is often described according to who is being held accountable. A number of 

authors use the phrases ‘long route’ and ‘short route’ accountability. ‘Long’ refers to citizens 

holding central government to account, because there is often significant difficulty in reaching 

government, both geographically, bureaucratically, and politically.  ‘Short route’ refers to local 

health providers (Moran and Batley 2004; Standing 2004; The International Bank for 

Reconstruction and Development/The World Bank 2004).   Citizens holding authorities 

accountable for supportive health policy and health services are likely to find it simpler to take 

the short route to local providers. Meaningful long route accountability (in relation to health) is 

often seen as difficult to achieve, not least because health is only one of many things citizens 

expect the state to guarantee.   

Consequently much of the literature on civil society and 

community involvement in improving accountability for 

health focuses on the short route.  However, experience 

has also shown that there are often links between the two 

routes, and there are many examples of long route 

engagements with policy makers which have resulted in 

important changes.  Both are discussed in this chapter. 

Much of the literature on 

accountability focuses on 

mechanisms for demanding 

accountability from service 

providers – often called “short-

route” accountability. 
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4.1.2 Mechanisms for improving accountability for health  

There is little evidence on the effectiveness of different accountability mechanisms (Lopez-

Levers, Magweva et al. 2007; Berlan and Shiffman 2011).  The concept itself can be divided 

between accountability and empowerment approaches either framed as an issue of consumer 

choice – something like a market-based approach – or framed as an approach to promoting and 

fulfilling human rights and social justice (Standing 2004). 

A number of mechanisms for improving accountability for health emerge from the literature. 

Many deal with community involvement in managing and monitoring local health services and 

the development of tools and incentives that can help communities to influence how service 

providers work – “short route” accountability.  While some countries have formalised such 

systems, there are also examples of communities and civil society organisations mobilising and 

taking action themselves.  These types of involvement fall along a continuum from formalised or 

institutionalised action to spontaneous action.  For analytical purposes they can be divided into 

three main categories (categories 1-3 in Table 6 below).  In addition, community and civil 

society actors can engage with research, to generate information that informs service providers, 

as well as policy makers.  Each of these different strategies has advantages and disadvantages, 

and their effectiveness depends not only on the context but also on the nature of the health 

problem being addressed.   The strategies are not mutually exclusive – indeed it is likely that 

combining the different strategies can help to increase their effectiveness. 

Table 6: Categories of community and civil society involvement in promoting accountability 

Category Types of service/intervention included 

1. Governance and 
management of 
health services 

Includes community participation in local or district health committees, and 
community or civil society participation in health planning or governance bodies at 
local, district or national level (at local level this is a short-route mechanism whereas 
at national level it would be a long-route mechanism). 

2. Monitoring of 
health services 

At local level includes community monitoring initiatives, for instance monitoring 
through use of local reports or scorecards; national level monitoring can include civil 
society or community involvement in health oversight mechanisms. 

3. Mobilising to 
demand 
accountability 

Community or civil society movements emerging to critique health care provision 
and to demand better services (short or long route). 

4. Involvement in 
research 

Includes both communities/CSOs directly carrying out their own research, and 
influencing or getting involved in research projects. 

 

 

4.2 Examples of community and civil society action to hold health services 

to account 

4.2.1 Governance and management of health services 

In a review of district health systems in eastern and southern Africa, Lopez-Levers and 

colleagues point out that all of the six countries reviewed (Botswana, Lesotho, Namibia, 

Rwanda, Swaziland and Tanzania) had policies establishing the importance of community 

participation and consultation mechanisms within health systems (Lopez-Levers, Magweva et 

al. 2007).   

At local level, a common example of this system is the village or community health committee, 

made up not only of local officials but also of (often elected) community members, with one 
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committee supervising each local health facility.  In 

some countries, there is also community participation 

in the management of dispensaries through 

committees, and similar structures exist at the level of 

health districts.  Versions of the same approach have 

also appeared in the response to individual health 

problems, most notably HIV/AIDS which in many 

countries led to the establishment of multi-sectoral 

national, district, and local AIDS action committees.  

These are all examples of short-route accountability 

mechanisms.  In terms of long-route approaches, civil society involvement in these structures 

has been notable at national level, for instance in national strategic planning for health and in 

the development and oversight of national funding proposals to the Global Fund to fight AIDS, 

Tuberculosis and Malaria.  Indeed the Global Fund has always insisted on broad representation 

in national country coordinating mechanisms as a condition of funding, and over time it has 

increasingly emphasised that the most affected populations should be represented in these 

structures (The Global Fund to Fight AIDS Tuberculosis and Malaria 2011).  The emphasis on 

involving affected people almost certainly has its origins in the emergence of strong movements 

of people living with HIV and AIDS and their efforts to fight stigma through various means 

including public representation.  Infections like malaria, and indeed many other major causes of 

ill health and death, do not necessarily suffer from the same stigma as HIV and AIDS and so 

achieving their representation in such forums raises a different set of challenges. 

Despite the relative paucity of good evaluation data, some researchers have found positive 

impacts of the local health committee model.  Loewenson and Rusike’s study on health centre 

committees (HCCs) in Zimbabwe showed that clinics with HCCs had more staff, greater funding 

allocations from the central health budget, and better drug availability than clinics without 

(Loewenson, Rusike et al. 2004).  More importantly they also boasted better health outcomes 

against a number of common primary health care indicators.  Improved health outcomes for 

clinics with community committees have also been reported elsewhere (Macwan’gi and 

Ngwengwe 2004; Training and Research Support Centre and EQUINET 2005). 

The role of CSOs in supporting community participation in these structures has also been 

discussed, with one study on Bangladesh describing how CSO efforts helped community 

members to participate more effectively (Schurman and Mahmud 2009).  On the other hand, a 

description of the system in Rwanda, which describes the system as one of “state-driven 

participation”, suggests that while the model has had good results, CSOs are included as 

participants rather than as drivers of the process; their engagement as independent actors is 

limited (Brinkerhoff, Fort et al. 2009).  The contrast between these two examples may be 

explained by the difference in capacity of the civil society sector in these two countries, since 

Schurman and Mahmud emphasise the quality of the technical contribution made by CSOs 

whereas Brinkerhoff and colleagues, writing about Rwanda, emphasise the need to build the 

technical understanding of CSOs in order to help them participate more effectively. 

Many of the reports included in this review provide critiques of community involvement in 

committee-type structures.  A common criticism is that they are often defined at a policy level, 

but insufficiently implemented or supported, meaning that at best they are ineffectual and at 

Formal mechanisms for involving 

communities in governance of 

health exist at local level (for 

instance through participation in 

health centre management 

committees) and at national level 

(for instance in national AIDS 

control commissions). 
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worst non-existent (Macwan’gi and Ngwengwe 2004; Lopez-Levers, Magweva et al. 2007).  The 

same review points out that many communities do not have the capacity required to effectively 

play such a role, and consequently health sector managers end up doing a lot of the work 

anyway.  An further issue is that the membership of such committees often reflects power 

within the community, therefore making it less likely that they will identify and deal with equity 

issues faced by marginalised people who do not participate, or running the risk of them being 

dominated by local political agendas (Loewenson, Rusike et al. 2004; AKHS Kenya Community 

Health Department 2005). 

Furthermore, there is some evidence that although committees can help generate better health 

outcomes, they often make little contribution to resolving management challenges or to 

improving accountability (Loewenson, Rusike et al. 2004). In many cases it has been found that 

committees do not have “real” power, for instance, in relation to disciplining poorly performing 

health care workers.  According to a study on Kenya, difficult decisions related to human 

resources still need to be taken by the district health management officials, suggesting that 

there are limits to the extent to which committees can truly demand accountability (AKHS 

Kenya Community Health Department 2005; Training 

and Research Support Centre and EQUINET 2005).  It is 

possible that committees prioritise improving the 

situation in respect of the genuine “felt” needs of their 

communities, rather than on abstract issues such as 

strategy or management.  No study examining this 

question was identified. 

Other limits to the model include the risk that such 

committees are often judged on their ability to 

positively influence indicators that are considered 

important to national decision makers or even external donors.  This concern is particularly 

important for committees that have a role in planning health services, since it may provide a 

disincentive to allocate resources to local priorities (O'Meara, Tsofa et al. 2011).   

As CSOs are increasingly expected to participate in governance structures at national level, it is 

also important to question their effectiveness.  Very little research on this particular issue was 

identified, although one qualitative analysis of the role of CSOs in national HIV governance 

discusses some of the challenges.  The study, from Gambia, points out that the small number of 

civil society sector “representatives” involved in national governance found it difficult to 

represent the breadth of views of their constituency.  Organisations (or even civil society 

“individuals”) that felt excluded or whose influence was contested sought other allies, the 

example in this case being the support of some CSOs for the Gambian president’s claimed HIV 

“cure” programme (Cassidy 2011).  Although this example does not negate the value of CSO 

involvement in national processes, it does illustrate that “civil society” is not a single, 

homogenous voice, but rather that it is made up of a range of views and motivations that can 

come into conflict with each other.  Ensuring CSOs or community representatives are 

accountable to their constituencies should therefore be a precondition for involving them in 

policy and governance processes. 

One important limit of the 

community health committee 

model is that they are often 

judged based on improvements in 

areas that national decision 

makers or donors have decided 

are important, even if these do 

not reflect the primary felt needs 

of the community. 
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4.2.2 Monitoring of health services 

There is increasing interest in using improved information on health services as a tool for 

strengthening the ability of communities to either demand improvements in poor quality 

services, or to seek better services from other providers.  Indeed, the 2004 World Development 

Report argued that improved information was the most powerful means to increase citizen 

voice.  A number of research projects have investigated whether improved information is more 

effective at improving the quality of services than top-down supervision. 

“Report cards” are a popular approach to achieving short-route accountability.  Report card 

techniques have been used in a number of different settings, and for a range of purposes 

including providing information to district health managers, providing feedback to providers, 

and empowering users (Care Malawi 2007).  In Rwanda, citizen report cards were used to gauge 

the satisfaction of users with different types of health service, in the context of a large initiative 

to improve quality of provision.  A review of the initiative suggests the report cards themselves 

helped to further improve quality of service delivery, though the lack of control site data makes 

it difficult to substantiate the claim, or to differentiate the impact of the report cards from the 

other interventions of the programme  

(Brinkerhoff, Fort et al. 2009).  In northern Ghana, 

community-based monitoring was used to 

improve disease surveillance, although the 

emphasis was on feeding information to decision 

makers rather than on the communities 

themselves using information to demand change 

from providers (Maes and Zimicki 2000).  A 

detailed discussion of the range of report card 

approaches, and of design options for such 

approaches, is provided by McNamara 

(McNamara 2006), and further discussion of the 

development of feedback on services to 

communities is provided by the NGO Performance 

website (Jacobs 2011).  

Perhaps the best illustration of the role of report cards in improving health system performance 

is Bjorkman and Svensson’s evaluation of an initiative in Uganda which compared communities 

that were randomized to either an intervention (report card) or control group (Bjorkman and 

Svensson 2007).  Report cards provided information on the status of health service delivery, 

including comparisons with other facilities and with the government standard.  The evaluation 

focussed on child mortality outcomes, finding significant improvements in the intervention 

communities after just one year, quite likely attributable to increased and improved efforts of 

health service personnel. 

Civil society monitoring of health systems is also expanding at national level; and once again the 

response to HIV provides some of the best documented examples of this long-route approach to 

accountability. Member states have committed to reporting regularly on their progress on HIV 

to the UN as part of the UNGASS process, and civil society organisations have become central to 

this process, in particular to the analysis of policies and structural barriers to national HIV 

One popular approach for empowering 

communities to demand better services is 

to make information on health systems 

performance available to them.  “Report 

card” approaches, for instance, allow 

communities to judge and express their 

satisfaction with health services, which in 

turn creates an incentive for these services 

to improve.  A recent experimental study in 

Uganda showed that this approach led to 

significant improvements in health 

outcomes. 
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responses.  The official UNGASS reporting system includes space for civil society participation 

(Collins, Coates et al. 2008; Peersman, Ferguson et al. 2009). 

The challenge for community or civil society monitoring of health services, whether at local or 

national level, is that information in the health sector is notoriously imperfect: it can be difficult 

for a service user to gauge precisely how effective or satisfactory a given service is.  This is even 

more problematic when aggregated data are concerned (whether at local or national level) 

since, as the authors of the landmark Uganda study state, peoples’ concern is often related to 

their own direct experience:  

Although people know whether their own child died or not, and whether the health workers did 

anything to help them, they typically do not have any information on aggregate outcomes, such 

as how many children in their community did not survive beyond the age of 5 or where citizens, 

on average, seek care... (Bjorkman and Svensson 2007).   

Nonetheless the success of many local reporting and monitoring initiatives suggests that it is 

possible to identify indicators that are both accurate and that speak to the concerns and needs 

of people.  Designing scorecards for outcomes that are not as immediate or as easy to measure 

as child illness and mortality, may be more complicated, and it may be necessary in these cases 

to focus on clients’ experience of a service rather than the outcomes themselves. 

Finally, for community monitoring to work, it is essential for the health system to have the 

conditions that enable it to respond to this new set of community-driven incentives. Describing 

a major initiative on primary health care in West Africa, Knippenburg and colleagues show that 

improving essential drug supplies and building community involvement in facility management 

(as discussed in the previous section) can enhance the impact of community monitoring efforts  

considerably (Knippenburg, Traore Nafo et al. 2003).  Efforts to improve the flow of information 

so as to enable communities to effectively monitor health services, should be accompanied by 

ensuring that resources are available to remedy the problems identified by communities. 

4.2.3 Mobilising to demand accountability 

Most of the examples in the two previous sections are of mechanisms developed with the 

explicit support of the health system.  However, by definition this can limit independence, so it 

is also important that communities and civil society have the ability to demand accountability 

outside of the framework of formal, agreed mechanisms, since some health sector problems 

may be the result of denial or negligence on the part of the authorities.   

One of the best known examples in recent years of communities contesting state policies was 

the fight by the Treatment Access Campaign (TAC) for access to antiretroviral drugs for people 

living with HIV in South Africa (Heywood 2009).  TAC employed a broad grassroots strategy of 

social mobilisation to increase peoples’ awareness of the existence of treatment, alongside a 

legal campaign positioning treatment as vital to fulfilling the right to health, to turn around the 

government’s position.  The fact that TAC continues to work at local level to monitor and resolve 

drug stock outs and to support the provision of care and adherence support is a good example 

of the way civil society organisations can engage both in advocacy and service provision.  The 

TAC movement is an example of how community efforts can demand accountability 

simultaneously through the short and the long route. 
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Still in relation to AIDS, CSOs have also reacted to exclusion from the global UNGASS reporting 

mechanism described in the previous section by submitting “shadow reports”, when they have 

felt their views or certain specific issues were not appropriately taken into account in the formal 

process (Peersman, Ferguson et al. 2009).  Civil society mobilisation for accountability has also 

been credited with success of the national AIDS response in Brazil, among many other countries 

(Parker 2009). 

The major challenge for effective mobilisation is the capacity of civil society organisations.  A 

review for the Overseas Development Institute that goes beyond the health sector, explains that 

the human capacity, funding constraints, lack of understanding of and access to policy 

processes, all limit the impact of CSO action in this area.  However it also concludes that to 

effectively influence policy, civil society and community mobilisation for change does not 

necessarily need to be confrontational, since in the right circumstances their inputs to policy – 

often based on real knowledge and experience of working with communities – can be welcomed 

by decision-makers (Court, Mendizabal et al. 2006). 

It is important for different community actors to engage with each other in order to clearly 

define their roles and work jointly on areas of common interest (Chopra and Ford 2005).   The 

ability of communities and CSOs to make the most of the spaces they are given by governments 

and donors, despite the fact they are often constrained by procedures and systems, also needs 

to be recognised.  For instance, sex workers in India have formed the types of organisation that 

partners are able to finance for HIV projects, and have in addition been able to use these 

resources and opportunities to publicise the links between HIV and human rights and to 

advocate with other actors on these broader issues (Cornish, Shukla et al. 2011).  In other 

words, community and civil society groups are often resilient and able to adapt to changes and 

challenges, and donors should understand that their priorities do not always coincide with 

those of the communities they seek to support.  

4.2.4 Involvement in research 

Research is a central pillar of public health work, whether in relation to development of new 

medical technologies, identification of the best ways to implement services, or evaluation or 

monitoring of programmes.  Actively participating in research is another way that communities 

and CSOs can make health systems more accountable. 

Communities and CSOs have shown that they can play important roles here.  In a 2004 WHO 

Bulletin, the roles of civil society in research on global health problems were summarised as:  

1) Influencing commissioning and priority setting;  

2) Becoming involved in review process and in conducting research;  

3) Through formal partnerships between communities and universities  

(Sanders, Labonte et al. 2004).  

 

The review emphasises the role communities 

can play in ensuring the social determinants of 

health are addressed in research, as well as 

other issues such as equity and the 

performance of health systems.  One of the 

main challenges, identified in the same review, 

Research by CSOs, and other forms of 

knowledge generated by communities, are 

often ignored.  Greater partnerships 

between civil society and academic 

institutions should be prioritised.  
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is that civil society research is often ignored because it is not seen as sufficiently rigorous; it 

suggests therefore that greater partnership between civil society and academic institutions 

should be prioritised, so as to improve the quality and widen the dissemination of research.   

Community and civil society groups have an important role to play in making sure that research 

ethics are followed and in protecting the interests of research subjects.  There are numerous 

examples of civil society groups successfully campaigning for research to focus on the 

development of new technologies, or technologies that are appropriate to low-income contexts. 

Similarly, civil society groups have helped promote the uptake of research results and 

campaigned for policy changes to be based on research (Bhan, Singh et al. 2007).  The global 

campaigns on HIV/AIDS once again provide some of the best-documented examples of 

community involvement in research, with people living with HIV successfully campaigning to be 

included in research programmes, and the design and oversight of clinical trials.  This 

involvement is acknowledged to have been instrumental in accelerating the development and 

eventual implementation of new forms of treatment (Harrington 2009). 

Some researchers appear to consider community or civil society groups to be "gatekeepers” 

rather than true partners.  In this case, involving them is a matter of necessity and requires 

negotiation, rather than a partnership that can help to improve research outcomes, with 

community concerns being dismissed as all but irrelevant and even potentially threatening to 

research (Bhan, Singh et al. 2007; Tindana, Singh et al. 2007).  The fact that researchers on the 

one hand and communities on the other do not always perceive themselves as having mutual 

interests is a particular challenge; it is another illustration of the importance of building 

stronger links between the two. 

Community and civil society involvement in research activities is not limited to research on 

health technologies and systems.  Community health initiatives often involve local assessment 

and data collection.  Participatory community assessment techniques make it possible to 

identify specific issues and priorities that are unique to each community, while also ensuring 

that communities take the lead in resolving problems.  Such processes are vital, since 

aggregated national data on the coverage and performance of services hide the diversity of local 

situations (Bhuiya, Hanifi et al. 2009).  Despite this, local-level participatory research tends to 

be the exception rather than the rule, and is often dismissed as non-scientific and not as reliable 

as top-down, academic research. It is another example of a promising community intervention 

that has as yet failed to be implemented at scale or in a sustainable way (Lopez-Levers, 

Magweva et al. 2007; Bhuiya, Hanifi et al. 2009). 

 

4.3 Conclusions: community and civil society action to hold health services 

to account 

4.3.1 The added value of community and civil society action on accountability 

There are many examples of community and civil society action to hold health services and 

providers to account, a number of which have been shown to improve not only service 

provision but also health outcomes.  A major conundrum remains, however: approaches which 

have been implemented at scale and institutionalised as part of health systems have often failed 

to achieve their potential, while innovative and promising approaches have rarely been tested 
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at scale – perhaps because scaling often 

requires a certain amount of simplification and 

standardisation.  The available research 

suggests that attempts to improve the 

effectiveness of health services through 

community and civil society mechanisms can 

have an impact on health outcomes, but they 

need considerable support: in particular 

funding and support for the development of 

monitoring systems.  Merely legislating for 

community participation is rarely enough to 

enable communities – particularly the poorest 

and most marginalised – to genuinely influence 

services.  However, when the indicators being 

monitored can be reliably measured and reflect 

genuine concerns of communities, community 

monitoring has been shown to be a powerful 

approach. 

At the same time some of the best known examples of communities achieving change have 

emerged from grassroots movements facing up to severe opposition from policy makers, rather 

than from formal, institutionalised mechanisms.  It is also notable that many effective 

community advocacy campaigns have involved individuals and organisations involved in 

service provision.  This suggests that although the functions of service provision and advocacy 

are quite different, non-governmental organisations involved in service provision may have a 

more powerful platform from which to argue for change in the state sector. 

4.3.2 Contextual factors for community and civil society action on accountability 

A supportive or hostile context may influence the success of accountability work. Initiatives 

have not necessarily been most successful in places where there is support for a formal system 

of community governance of health facilities or systems.  Some of the most eye-catching results 

have occurred in situations where policies were 

hostile to change and where the approach was 

more confrontational.   

When it comes to protecting the rights of 

marginalised groups, a 2001 review argues, a 

combination of confrontation or protest with 

more constructive engagement may be the most effective approach.  The review suggests a 

number of conditions for ensuring communities can effectively have their voice heard: formal 

recognition and ongoing involvement of civil society or community observers, access to relevant 

information, and the right to dissent from the views of official reports and to seek redress  

(Goetz, Gaventa et al. 2001).  Other authors point out that to make a difference, community 

initiatives focussed on improving local service delivery through increased accountability are 

highly dependent on the presence of resources and parallel efforts to develop the primary care 

system (Loewenson, Rusike et al. 2004; Macwan’gi and Ngwengwe 2004).  The health system 

Research suggests that attempts to improve 

the effectiveness of health services through 

community and civil society accountability 

mechanisms can have an impact on 

outcomes, but they require considerable 

support.  

Although the functions of service provision 

and advocacy are quite different, non-

governmental organisations involved in 

service provision may have a more powerful 

platform from which to argue for change in 

the state sector. 

Some of the most eye-catching results of 

initiatives to demand better accountability 

have occurred in situations where policies 

were hostile to change and where the 

approach was confrontational.   
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needs to have the resources and the capacity to respond to community demands for 

improvement. 

4.3.3 Civil society and community capacity 

Because of the sometimes confrontational or political nature of this area of work, CSOs often 

require additional support and the reassurance of commitment from donor partners that they 

will not be abandoned.  Donors interested in supporting work to hold governments to account 

need to be aware that the change being sought may be slow to come, and that progress is rarely 

linear.  By the same token, donors should be realistic in what they expect of civil society 

partners: before expecting accountability, it may be necessary to lay the ground work for 

creating an environment which is amenable to hearing the voice of communities to begin with 

(Tembo, Wells et al. 2007; Campbell and Cornish 2010).  Good awareness of the socio-political 

context, and a commitment to supporting initiatives that match the context, is therefore 

essential. 

4.3.4 Accountability of CSOs 

Although most analyses focus on accountability of services provided by the public sector, the 

literature also discusses the issue of accountability of CSOs – particularly those involved in 

service provision themselves.  Health facilities run by faith-based organisations often enjoy a 

degree of independence from formal health sector governance even when they are publicly 

funded, and many community-level outreach services are difficult to link to concrete outcomes 

(Goetz, Gaventa et al. 2001).  And yet, as representatives of communities, or providers of 

services, CSOs should be accountable not only to the donors that fund them but to the 

communities they serve (Sharma 2009).  Indeed it is argued that CSOs need to be even more 

accountable than state providers, since CSOs are less accountable through the indirect “long 

route” of democratic elections (Moran and Batley 2004). Although it is often assumed that CSOs 

are accountable to their communities, the nature of funding is such that the aims and focus of 

their work can be directed by the policies and aims of donors.  Equally important is the need to 

develop mechanisms to hold other non-state providers of services to account: accountability 

mechanisms should address the performance of all health service providers, not just providers 

in the public sector (Kaarhus and Rebelo 2003). 
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5. In areas where the health system is lacking or non-existent, what 

are the most effective approaches to community and civil society 

involvement in establishing or scaling up services? 

Chapter 5 overview 

This chapter begins by discussing how a “lack” or “absence” of health systems can be identified, and 

by providing examples of situations that fit these definitions. 

It goes on to discuss examples from the literature of community and civil society involvement in 

establishing or scaling up services where they are lacking in each of these situations, and provides 

some suggestions for how best to involve communities and civil society in these situations. 

 

5.1 Lacking or non-existent health systems 

5.1.1 Defining a lack or absence of health systems 

Because primary health care is a fairly well-defined concept, there are some basic ways of 

identifying populations that are not served, for instance by using WHO recommended standards 

for the approximate number of trained physicians or nurses required to serve a given 

population size, or the maximum distance that people should need to travel to reach a health 

facility.  Although such standards are simplistic, they at least provide a starting point for 

assessing health care coverage. If health outcomes are poor 

despite these standards being met, it suggests that there may 

be other failings in the system, for instance in relation to 

resources or quality of services.  

Less easy to identify are gaps in the availability of other 

types of health service – such as the non-facility based 

services that CSOs and communities often provide, discussed 

in detail in Chapter 3.  Identifying these gaps is less straightforward because there are so few 

standards related to what a minimum or even “optimum” level of service provision is for these 

activities.  Ideally, CSO and community action should emerge in response to clearly identified 

needs, for instance in relation to a specific health problem.  However, this is not always the case 

since the nature of health problems in a community and the reasons for them can take time to 

be identified.  

The previous chapters show that much civil society or community action in relation to health 

can be understood as being a response to gaps in health systems – this is particularly true for 

CSO involvement in managing health facilities, or indeed any civil society or community 

advocacy to demand better health services.  This chapter therefore focuses on a small number of 

cases that illustrate issues not yet addressed in the previous chapters; however, the conclusion 

draws on discussions not just from the current chapter but also from the previous ones.   

Much civil society or 

community action in relation to 

health can be understood as 

being a response to gaps in 

health systems.   
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5.1.2 Situations where health systems are lacking 

Deficiencies in health care provision can happen in many different situations.  This review 

examines three broad categories: 

 Firstly, chronic political instability, conflict or natural disasters often disable or destroy 

existing services, and state authorities are commonly in no position to resolve these 

problems.  Large displaced populations with no provision for new settlements are 

included in this category.   

 Secondly, this section looks at refugee camps and urban slums.  The challenge in these 

situations is that governments are often reluctant to provide any services or support 

that might legitimise these populations or indeed encourage them to grow.   

 The third category considers population groups who are discriminated against in access 

to health services and who may have particular needs different from the rest of the 

population.  Migrant workers and people with disabilities are examples; and in many 

countries HIV has hit already stigmatised and marginalised groups very hard, such as 

men who have sex with men, sex workers and drug users.  Moreover, people living with 

HIV themselves often face discrimination and a lack of specialised services, not just in 

relation to HIV but in relation to a host of health and other social needs. 

 

Although these situations are each very different, originate 

from different causes, and require different solutions, they 

also share some common characteristics.  In each case, lack 

of health care provision is usually not the only problem 

being faced by the communities, since it sits alongside 

insecurity, poor living conditions, and poor access to other 

amenities such as education, water and sanitation or other 

services that they have a specific need for.  As such, the 

health outcomes faced by these communities has as much to 

do with the overall environment they live in as with the 

availability of health services. 

5.2 Establishing or scaling up services where they are lacking 

5.2.1 Post-crisis reconstruction efforts 

There is a considerable volume of literature dealing with the immediate response to natural 

disasters or emergencies.  This section, however, focuses on efforts to rebuild health systems 

after the initial emergency response stage.  It also focuses on the role of civil society 

organisations and communities in these situations. 

Efforts to rebuild health systems in the aftermath of conflict or of the creation of new states 

have often involved NGOs in a formal way, through contractual approaches, as discussed in 

more detail in Chapter 2.  This approach has often shown positive results in terms of healthcare 

provision and health outcomes.  It needn’t necessarily be a country-wide approach, since 

examples exist of external donors supporting initiatives in specific geographic areas such as 

ceasefire zones, or on specific health issues such as maternal mortality (Walford 2009).  On the 

other hand, because it often involves international NGOs as service providers, health systems 

researchers have asked questions about how best to ensure a transition back to government-led 

Communities who lack health 

care provision normally face a 

range of other problems 

related to insecurity, living 

conditions, and access to other 

amenities, all of which 

contribute to poor health 

status. 
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provision.  Studies on East Timor and Mozambique discuss the problems of phase-out, and in 

particular the reluctance of some NGOs to accept a gradual reduction in their role (Pfeiffer 

2003; Alonso and Brugha 2006).  Donors, implementers and health planners should have a clear 

strategy outlining if and how they plan to phase out support or transition to the public health 

system over time, so as to move from crisis response to a sustainable health system approach. 

What stands out in some of the examples of health service provision in post-conflict or post-

disaster environments is that while NGOs are often involved, the role of communities or 

community based organisations is seldom discussed.  The St Sauveur hospital in Cange, Haiti, 

where international and local NGOs joined forces to ensure provision of good quality health 

services to a large population that had been displaced after the construction of a major water 

project is an example that is documented.  As well as working closely with the existing health 

system to rehabilitate community health facilities, the Partners in Health/Zanmi Lasante project 

maintained close links with communities, developing for instance the “accompaniment” 

approach to ensure links between the facility and community-based care (Walton, Farmer et al. 

2004; Farmer 2011).  This project began in the early 1980s, so while it illustrates that health 

system reconstruction can be achieved with meaningful community involvement, it also points 

to the high level and duration of investment required when donors become involved in building 

and financing the ongoing costs of health facilities, particularly in unstable environments. 

5.2.2 Informal settlements and slums 

UN-Habitat’s 2010 review of the state of African cities provides the sobering information that 

between 1990-2010, the numbers of people living in slums in Sub-Saharan Africa doubled, but 

little progress was made in improving their quality of life (UN-Habitat 2010).  As urbanisation 

continues, the slum population is not expected to go down.  In some cities, such as Nairobi, UN-

Habitat reports that some 60-70% of inhabitants live in slums. 

The poor health status of people living in informal settlements and urban slums is well 

documented, as is the link between health and the “poor housing conditions, poor social 

services, poor basic amenities… insecurity, and unstable incomes and livelihoods” that 

characterize most urban slums (Zulu, Beguy et al. 2011).  Health services there tend to be of 

poor quality, if available at all, with heavy reliance on unregulated and poorly equipped health 

care. 

CSOs and communities clearly play a major role in responding to the needs of slum dwellers 

(Loewenson 2003).  However, the literature identified does not provide a great deal of evidence 

for this, since it focuses more on interventions for specific health problems, and modes of 

delivery, than on the types of organisation providing the service.  Examples of health care in 

slums examined for this review included projects on 

antiretroviral treatment for HIV (Unge, Johansson et al. 

2008), smoking cessation (Arora, Tewari et al. 2010), 

development of community health workers (Alcock, More 

et al. 2009), oral rehydration for diarrhoea (Pahwa, Kumar 

et al. 2010), and reducing alcohol consumption and HIV 

risk (Pelto and Singh 2010).  More integrated approaches 

to improving living conditions in slums, that tackle the 

range of problems mentioned above, have also been 

Where the state is failing to 

provide services to a segment of 

the population, often because it 

does not wish to regularise 

informal living arrangements, 

most responses are likely to 

originate in civil society. 
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tested, although they are less likely to appear in the public health literature since they take a 

wider perspective on development. 

Nonetheless it is clear that in situations where the state is failing to provide services to a 

segment of the population, often because it does not wish to regularise informal settlements, 

most responses are likely to originate with civil society.  One example where NGOs were 

contracted by external donors to provide services in poor urban areas comes from Bangladesh: 

this is of particular interest since the government eventually decided to continue contracting 

out services in poor areas (Schurman and Mahmud 2009; Walford 2009).  This illustrates that 

governments can be willing to fund civil society organisations to deliver services that they do 

not want to deliver themselves.  Where this is the case, government funded CSO delivery may be 

a long-term, sustainable approach. 

5.2.3 Services for specific population groups 

Many of the relevant examples of lack of service provision for specific groups are covered in the 

previous chapters, so will not be discussed at length here.   

Where population groups are systematically excluded from existing health care, either because 

they are discriminated against or because existing services are not adapted to meet their 

specific needs, there is a case for community or civil society groups to play a role either in 

mediating change, or in providing missing services.  This may be more because they are the only 

option, than because they are technically the most able to provide services (Walford 2009). 

In many cases this can be a risky approach: in particular if governments or donors have policies 

that oppose such work being carried out.  For instance, the relative neglect of sex workers, men 

who have sex with men and sex workers in HIV programmes is almost certainly in large part 

due to a reluctance of decision makers to be seen to condone those behaviours.  However, 

government agencies may also adopt non-state service provision as a strategy to ensure 

services are provided without being obviously associated with them.  HIV once again provides 

some striking examples, with externally funded community and civil society action having been, 

for many marginalised groups, their only source of support (AMFAR 2010).  The haphazard and 

short-term nature of funding for these initiatives, however, has resulted in a situation where the 

most affected groups are still, in most countries, the most underserved by the response to HIV. 

Over time it is important that initiatives like these find ways of becoming integrated into 

national systems in order to ensure they are sustained. 

5.3 Conclusions: best practice for community and civil society involvement 

5.3.1  Establishing services where they are absent 

As noted in the introduction to this chapter, many of the discussions and conclusions in 

Chapters 3 and 4 are relevant to this learning question since they all deal with situations where 

a gap in health services has been identified.  Whereas the 

examples in Chapters 3 and 4 are primarily of situations 

where a specific component or area of health is under-

addressed, those provided in this chapter are of gaps at a 

bigger scale, for instance when large areas or entire 

populations are lacking any sort of health service.  Despite 

these differences, some of the conclusions are essentially 

Building capacity, and regulating 

services, are equally important 

whether CSOs and communities 

are providing one auxiliary 

service or running entire health 

facilities. 
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the same: building capacity, and regulating service provision to the extent possible, are equally 

important whether CSOs and communities are providing one auxiliary service or running entire 

health facilities.   

One important difference in situations where there is a complete absence of services is that 

whether or not governments are committed to resolving the situation, doing so invariably 

requires external funding support.  Involving CSOs as providers of services may be a question of 

necessity in such cases, and indeed the fact that some countries where CSOs have run facilities 

as part of the effort to rebuild health systems have subsequently decided to transition back to 

state-run systems suggests this is the case.  Willingness on the part of the state to take over after 

a period of time is essential to this happening; as is willingness of CSOs and donors to align their 

work closely with national guidelines and policies, so that the transition is technically feasible. 

On the other hand, the findings in the previous Chapters suggest that in some of the situations 

where services are failing or absent, civil society and community involvement may be more than 

just a temporary solution to a crisis.  Many of the situations described in this chapter are of 

environments where there is a lack not only of health services, but also of other services and of 

safe living environments.  As Chapter 3 shows, one of the strengths of community groups and 

CSO groups is that they are rarely limited to working only on health, and they therefore have the 

ability to identify and act on the bigger picture.  Where the lack of services is positioned as an 

issue of social justice and human rights, communities with a strong voice can be the key to 

effecting the necessary change. 

5.3.2 Scaling up services 

Once again drawing on analyses from the previous chapters as well as the present one, there are 

various conclusions that can be drawn in relation to the role of communities and CSOs in scaling 

up health services.  Scaling up assumes, of course, that services already exist – albeit at an 

insufficient scale – rather than that they are missing altogether.  In this case, there are examples 

that suggest that communities and CSOs can make a unique contribution.  The category of 

“auxiliary” services described in Chapter 3, whereby communities and CSOs can help spread the 

reach and effectiveness of health care providers, are one of the most visible examples; and 

indeed the notion of “task shifting” in health systems can include shifting not only between 

health care professionals but also to lay or community health workers.   

The literature on community voice and accountability also suggests CSOs and communities, by 

documenting situations and campaigning for change, can persuade governments and donors to 

pay more attention to specific health problems or to health services in general.   

5.3.3 Civil society and community advocacy for the establishment of services where 

they are lacking 

This chapter has focussed on situations where civil society organisations are involved in 

establishing or delivery services themselves, in response to gaps that governments can not or 

will not fill.  Civil society organisations can also attempt to address these gaps through advocacy 

aimed at decision makers.  This approach is not very well documented in the literature, though 

the example of the South African Treatment Action Campaign described in section 4.2.3 shows 

how campaigns can combine small-scale direct service provision aimed at demonstrating the 

feasibility of a service with advocacy aimed at convincing decision makers to scale it up.   
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6. Conclusions and recommendations 

6.1 Key findings 

This review shows how communities and civil society groups contribute to improving health in 

a variety of ways.  These include: 

 Direct provision of health services  

 Provision of associated services  

 Acting to improve the social contexts and 

environments in which people live and which 

contribute to their health  

 Representing the needs of poor and marginalised 

populations and demanding that governments 

protect and fulfil the right to health.   

One of the major strengths of community and civil 

society groups is their ability to identify and address 

determinants of health outside of the confines of what is 

commonly understood to be the health sector. 

In terms of Comic Relief’s first Learning Question, “What are the most effective ways in which 

civil society and local communities can contribute to the provision of health services and 

programmes?”, the review also shows that community action, and involvement of CSOs, should 

not be seen as a panacea for improving health.  The achievements of the “community sector” 

depend on the context.  Those that have contributed the most are those with sufficient capacity 

and which have received adequate support to carry out their roles.  Community and civil society 

provision of health related services is most effective not when it substitutes for formal health 

services but when it complements them.  This suggests that investments in community and civil 

society provision should be carried out alongside efforts to improve formal health services. 

Relationships between the community sector and government are also important.  For 

community sector service provision to be carried out at scale, significant capacity building and 

financial support are needed either from governments or donors, and health sectors need to 

accept the basic premise of community involvement. 

In relation to Question 2, “How can civil society organisations and communities most 

effectively hold health providers to account?”, the growing interest in ensuring community 

voices influence how health services are provided is backed by evidence that, equipped with the 

right information and power, communities can improve the quality of health services.  And yet, 

many of the mechanisms aimed at giving communities a say in health services have been found 

to be cumbersome in terms of process and under-resourced.  Also, the models that have shown 

promise have tended to focus on holding nationalised health services to account, while there is 

increasing recognition that CSOs involved in providing services should also be held to high 

standards not just by the governments or donors who fund them but by the communities they 

serve. 

One of the major strengths of 

community and civil society 

groups is their ability to identify 

and address determinants of 

health outside of the confines of 

the “health sector”. 

Community and civil society 

provision of health related 

services is most effective not 

when it substitutes for formal 

health services but when it 

complements them. 
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This review has examined community and civil society involvement in health service delivery 

separately from their involvement in promoting community voices and demanding 

accountability.  The findings of the review suggest that these two roles are indeed functionally 

different, requiring different types of capacity, different forms of accountability, different types 

of relationship with the formal health system and the state, and often different sources of 

funding.  However, there are many examples of community and civil society groups conducting 

both functions.  Indeed, it appears that involvement in the 

provision of services can often strengthen the validity of 

advocacy efforts.  While these two functions should 

continue to be seen as different areas of work, it is 

important not to pigeonhole organisations into having one 

or the other role.  

It is difficult to say which services are best delivered by 

civil society or community groups, or which processes are 

best led by them.  Many of the cited examples suggest that 

community and civil society groups have comparative 

advantages in some areas, but these vary from country to 

country and are very much dependent on the national and 

local context.   

From a global perspective, one thing that can be said with certainty about community and civil 

society is that they are most effective when identifying and acting to address neglected health 

problems and filling gaps in health services.  This finding brings into view Comic Relief’s third 

learning question : “In areas where the health system is lacking or non-existent, what are 

the most effective approaches to community and civil society involvement in establishing 

or scaling up services?”.  There are many examples of civil society organisations establishing 

and delivering services where they do not exist – for instance after political or natural crises, or 

when the formal health sector is neglecting needs altogether.  The role of CSOs and their donors 

in these circumstances is complex, since contexts where health services are non-existent are 

often also contexts where a range of other social support mechanisms are absent.  Intervening 

in these circumstances is important, but requires a longer term commitment, and perhaps also a 

commitment to addressing the lack of a wider range of services, not just those related to health.  

In terms of scaling up, in a sense all community and civil society action on health can be seen as 

contributing to scaling up of impact.  In both cases, the single most important lesson to emerge 

from the literature is that it is crucial to situate support to civil society or community action 

within the broader context of which services already exist, which are planned, and whether 

support to the establishment of new services can be sustained for a long enough period. 

 

6.2 Suggested further actions for Comic Relief, funders, CSOs and 

researchers 

Given that Comic Relief is a funder and also a supporter of research, this section has been 

presented as further actions for funders and researchers, with the understanding that Comic 

Relief may act on some of the recommendations in each case. 

Involvement of CSOs and 

communities in service provision 

can often strengthen the validity 

of their advocacy and 

accountability work. It is 

important not to pigeonhole 

organisations into having one or 

the other role.  At the same time, 

CSOs themselves also need to be 

accountable to communities for 

the work they do. 
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6.2.1 Planning for community and civil society action on health 

 Plan community and civil society action into the health system. While entities that 

are part of the recognised “formal” health sector – for instance health facilities, 

procurement systems, and regulations – are seen by the sector as long-term assets that 

ought to be continually strengthened and maintained, the same is not true for much 

community and civil society action on health.  Community and civil society initiatives are 

more likely to be seen as short term.  However, if community and civil society action are 

recognised as being vital components of health systems, the support they receive should 

reflect this.  This is particularly important in situations where CSOs are being supported 

to set up or run health facilities where they are absent.   

 

 Put in place systems and norms to govern and further support civil society 

provision where possible and appropriate.  Many of the health related services that 

civil society organisations provide can be standardised so as to ensure a better quality of 

services, rational allocation of resources, and greater accountability of the organisations 

involved.  Standards needn’t compromise creativity or the ability of providing 

organisations to make links to other initiatives, notably those that are not part of the 

“health sector”.  However, this process should take place at a national or sub-national 

level since the roles of CSOs and communities differ to a significant degree from country 

to country.  Coverage of services provided by CSOs and communities is often uneven at 

country level; for “standardised” services there may be a case for funders and 

governments to place an increased emphasis on planning for better coverage of these 

services.   

 

 Ensure the stewardship role of ministries of health.  Enabling policies at national 

level are important for creating environment that is more conducive to civil society 

action.  Although the relationship between civil society or community groups and 

governments is not always a collaborative one, ultimately it is governments that have 

the responsibility to guarantee the right to health of their populations.  Several papers 

consulted for this review suggest that the capacity of many governments to play a 

stewardship and governance role remains weak.  Efforts to maximise the impact of 

community and civil society groups should therefore be supported alongside 

strengthening of ministries of health to work with civil society.  It is particularly 

important to work with ministries to identify and respond to situations where services 

are absent.   

 

 Address the volume and quality of informal health care provision.  Given the 

widespread presence of informal health sector providers, supporting efforts to improve 

their quality and effectiveness and to reduce risks is a strategic priority for health 

ministries in many countries.  

 

6.2.2 Funding for community and civil society action on health 

 Funding community and civil society action that responds to valid, clearly 

identified needs and that takes into account their context.  This review suggests that 
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there is no blueprint for maximising the potential of community and civil society action 

on health.  However, because these groups exist within – and have an influence on – 

broader health care and social contexts, it is vital that funders support work that is 

closely aligned with those contexts, that does not clash with or undermine existing 

efforts, and that does not let national health provision off the hook. 

 

 Make long term funding and technical support commitments for community and 

civil society action. As noted above, civil society and community action is often not 

considered to be central to a health sector and is therefore not planned for or funded 

over the long term.  Donors need to make long term commitments and have a strategy 

for ensuring that such initiatives are sustained, either by being taken over by the state or 

by generating funding from the communities themselves. 

 

 Adhere to and support regulations and standards in health service provision.  

Funders which primarily support civil society organisations and not governments can 

still play an important role in supporting efforts to systematise and regulate civil society 

provision, by requiring their grantees to show that they adhere to standards where they 

exist, and by supporting grantees to participate in the development of standards where 

they do not yet exist – for instance through research on best practice and participation 

in activities to develop standards. 

 

 Enable community and civil society groups to develop and test new approaches.  

While the previous recommendation suggests that many of the services that community 

and civil society groups are involved in providing can be regulated and standardised, it 

is also vital that these groups also continue to be supported to innovate.  CSOs and 

communities have been at the origin of many new models of health service provision 

and community voice.  Funding support should not be so focussed on “standard” 

services as to stifle this creativity.  Because norms and regulations are often set by 

governments or ministries of health, it is also essential that external funders recognise 

the need to support activities that some states are reluctant to support: for instance 

services for marginalised populations, and voice and accountability initiatives that 

enable communities to contest failures of state policies and services.  External funders 

can play a particularly important role in supporting unpopular areas of work that 

governments and other donors are ignoring altogether.  Good documentation and 

evaluation of new approaches is essential in order to identify whether they will be 

appropriate for scale up. 

 Ensure accountability of CSOs.  Because CSOs do not always fully represent the 

communities they serve, it is important that funders encourage their grantees to put in 

place mechanisms to guarantee their accountability to the wider community.   

 Ensure a transition plan when supporting health facilities that are usually the 

responsibility of the government. Donors should have a clear strategy outlining if and 

how they plan to phase out support or transition to the public health system over time, 

so as to move from crisis response to a sustainable health system approach. 
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 Explore new ways of supporting diaspora and small organisations including the 

development of consortiums of these organisations, provision of capacity building 

before grant application, and partnering small organisations with established grantees 

for specific tasks such as proposal development and grant monitoring. 

6.2.3 Priorities for CSOs 

 Clearly demonstrate relevance and added value. At the level of individual projects, 

CSOs should provide a comprehensive analysis of the existing health system, of the gaps, 

and of the ways they will bridge these gaps in partnership with any other community 

organisations or health facilities in each locality. 

 Work with the entire sector to demand support for comprehensive support to CSO 

action.  One of the common critiques of CSO efforts is that they are sporadic and difficult 

to scale up.  Civil society as a sector should work to find common ground on the sorts of 

contributions they can make, and to develop norms and standards for some of their 

activities.  This will make it easier for governments and donors to manage and plan 

scaled up support to the sector. 

 Find ways of linking service provision work with advocacy and accountability 

work.   Although these two areas of work are functionally different and require very 

different skills, the lessons that CSOs learn from service provision can provide a valuable 

basis for advocacy work.  Links between the two functions should be made as often as 

possible. 

 Develop a strategy for the sector’s role at country level.  The two previous points 

can combine to form the basis of a vision for the sector’s role.  Given how context 

specific the needs for CSO action are, this vision should be developed at national level 

but should allow for variations at local level.  Most importantly, the vision should show 

what the sector is capable of doing and is best placed to do to contribute to improving 

health in the country, and should describe what sorts of mechanisms and support are 

required to make this happen. 

 CSOs should hold themselves accountable to communities that they serve.  They 

should put in place mechanisms that allow communities, paying particular attention to 

marginalised groups, to help them set priorities and feed back on the impact and quality 

of their efforts. 

 CSOs should weigh up the potential consequences of becoming increasingly 

involved in service provision.  Although many CSOs are involved both in service 

provision and advocacy/accountability work, they are very different approaches and 

there is often a tension between them.  Large-scale involvement in service provision also 

necessarily means adhering to management and programmatic norms.  While expanding 

the role of CSOs in service delivery is important, since in many situations they provide 

essential support to what the formal health sector is doing, CSOs should be aware that 

taking on this role may reduce their ability to work on broader social justice issues or to 

carry out advocacy.   
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 When engaging in establishing health facilities, a clear plan for transition and 

sustainability should be developed.  Establishing facilities where they are lacking may 

be essential in some cases; however, it is important in these situations to assess whether 

it is likely that these facilities can eventually be reintegrated into national health 

systems or funded by the government and if so, to put in place plans and timelines to 

ensure this happens. 

6.2.4 Priorities for further research on community and civil society action on health 

 Provide an improved body of evidence on the impact of Diaspora organisations on 

national and local health systems. Much of the research on health systems and 

different forms of service delivery and community accountability is designed from the 

point of view either of a national health system or of local communities that are 

receiving services.  Conversely, much of the literature on Diaspora organisations comes 

from the perspective of those organisations, acting as providers of support.  While this 

perspective helps to illustrate the significant volume of support that can come from 

these organisations, it makes it difficult to identify the impact of their contributions from 

the perspective of the countries or communities they support, and how they fit into 

those contexts.  The impact of Diaspora support for health from national and local 

perspectives would provide an interesting topic for further research, and as Comic 

Relief’s literature review on Diaspora and development suggests, partnering with 

research institutions in recipient / origin countries to ensure such research is based on 

those countries’ perspectives should also be considered. 

 

 Identify the types of support that have made community and civil society action 

most effective.  While there are many examples of effective community and civil society 

action on health, both in terms of provision and of demanding accountability and 

improved provision by the state, there is little research describing the best methods of 

systematising support to these efforts.  As a result, many of the initiatives described in 

this review have demonstrated impact in specific localities but few have done so at 

national level.  Additional research should aim to identify which types of support have 

helped community and civil society action thrive, with a particular emphasis on 

identifying examples where such action has made an impact at national level.  

Identifying and documenting examples where governments have themselves embraced 

and supported civil society and community action should also be a priority. 

 

 Identify the impact of strong civil society and community action on state provision 

of health services.  While civil society and community action is often presented as 

being a way of ensuring governments fulfil their responsibilities toward their 

populations, some of the most forceful critiques have suggested that this action, 

particularly where it involves service provision, can encourage states to derogate 

responsibility and reduce their own investments in health.  Examining this hypothesis 

and the ways in which increased civil society and community action influence state 

provision is an important area for further research.  It also requires the development of 

metrics that define what is meant by community engagement and measures of impact 

related to this, since measurement of these areas is currently weak.  Particular attention 

to the value of CSOs when compared to other non-state actors (including the private 
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sector) is also an important area for research.  Other under-researched areas such as 

how best to provide community based health insurance should also be prioritised. 

 

 Identify lessons from sectors other than health and how they can be applied to 

health.  As this review has noted on a number of occasions, one of the strengths of civil 

society and community action is that they are often not tied to the health sector, 

meaning that they can identify and act on broader determinants of health and respond 

to a wider range of needs.  Some of the papers studied in this review examine civil 

society and community action in sectors other than health.  It may be possible to identify 

effective models and lessons for supporting civil society and community action and for 

ensuring they have the maximum impact by looking at research focussed on sectors 

other than health. 

 

 Strengthening the quality of civil society/community led research.  Greater 

partnership between civil society and academic institutions should be prioritised, so as 

to improve the quality and widen the dissemination of research.   



Comic Relief : Community, civil society and health literature review (March 2012) 63 

Annex: key informants interviewed 

A number of key informants were contacted to discuss the initial findings of this review.  

Although fewer informants responded than anticipated, interviews were conducted with the 

following informants: 

 Georgina Awoonor-Gordon.  Comic Relief. 

 Mike Bailey. World Vision. 

 Owen Barder. Europe Director, Center for Global Development. 

 Edward Cole. Chair, Sierra Leone Adventists Abroad Association. 

 Kate Harrison.  Comic Relief. 

 Kevin Kelly.  Director, CADRE (Centre for AIDS Development, Research and 

Evaluation), Rhodes University, South Africa. 

 Professor Franklyn Lisk. University of Warwick Centre for the Study of 

Globalisation and Regionalisation. 

 Selemani Mbuyita.  Ifakara Health Institute, Tanzania. 

The participation of these individuals as key informants does not, of course, imply their 

endorsement of the findings of this review. 
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