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ABSTRACT

Introduction: Community participation is central to primary health care (PHC). However, there

remains limited research on the practices of community involvement in PHC. This study aimed to

inform the Zambian PHC agenda, by documenting key actors, their roles, interactions and available

spaces or interfaces for engaging in community participation, as well as to identify the enabling

conditions/mechanisms, and barriers underpinning community participation.

Methods: We used exploratory qualitative methods consisting semi-structured interviews with

Community Health Assistants (CHAs) (n=10), healthcare workers (n=7) and traditional leaders (n=7).

Additionally, focus group discussions were conducted with Neighbourhood Health Committees (NHCS)

members (n=53) and community members (n=57). Data were analysed using thematic analysis.

Results: The CHAs, health workers and traditional leaders acted as the key intermediaries between

health facilities and communities, driving co-production and social accountability processes.

Traditional leaders and civil society organizations often served as initial catalysts of community

participation, enabling the subsequent roles of the CHAs, while health centres and NHCs provided the

spaces and platforms for community members to shape their involvement in participatory activities.

Co-production entailed community contributions such as labour and participation in decision-making

at health facilities. Social accountability took the form of suggestion boxes and informal feedback

from traditional leaders. Several contextual barriers limited participation, including undefined roles

for processes of community engagement, the lack of a comprehensive engagement strategy, and the

exclusion of CHAs in health facility processes.

Conclusion: The CHAs and their roles, alongside those of other actors, were pivotal in supporting

both co-production and social accountability processes. Strengthening community participation

in primary health requires clearly defining the roles of various actors through the development of

comprehensive community engagement strategies.

Keywords: Community participation, actors, co-production, social accountability, primary

health care.
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INTRODUCTION
More than 45 years post the Alma Ata Declaration,

community participation remains a vital component of
Primary Health Care (PHC) programming [1]. Commu-
nity participation is a key principle of PHC and health
systems reform [2]. It is a process through which com-
munities are involved in producing improved health out-
comes by participating in decision-making and health
governance. This involvement leads to community up-
take, ownership, and sustainability of health improve-
ments [2].

Community participation can leverage community
resources to enhance PHC [3,4], and extend preventive
and curative health services into communities through
processes of co-production [3–6]. Further, through inte-
grated community-level approaches such as health com-
mittees, communities can also participate in monitoring
and advocating for quality services, ensuring social ac-
countability [3–7]. Low- and middle-income countries
(LMICs) that have prioritized the development of ro-
bust community health systems have shown significant
improvements in health [3–6,8].

However, processes of promoting community partic-
ipation, including the availability of spaces for participa-
tion and profiles of actor involvement, are complex, and
remain under researched [9–12]. McCoy et al (2012) for
example, suggests disappointment with formal mecha-
nisms such as health facility committees [8]. They note
that the different functions performed by committees
and the complexity of factors influencing functioning,
makes it difficult for health systems to adopt ‘one size
fits all’ approach to promoting community participation
through committees [8]. In addition, Falisse (2021) de-
scribed ‘facade’ or deceptive participation in Burundi
partly due to local socio-political elites (politicians, faith
leaders) bypassing and ignoring the committees [13].

Processes of community participation in health have
a variety of purposes, including contribution to service
delivery and/or responsiveness of service providers to
community feedback [9–12]. These participatory pro-
cesses often seek to address the conditions that con-
tribute to poor health outcomes through making the
health system more responsive and accountable to its
users [11,14–16].

In this paper, we approach the pathways or mech-
anisms of community participation as encompassing
co-production and social accountability. Co-production
of health services, in the context of this study, is defined
as health services that are produced jointly by citizens
and the government such as health infrastructure de-
velopment i.e. as a form of contribution [10,11,17]. Co-
production also refers to inclusive processes in identi-
fying local health priorities, and decisions to improve
health knowledge at community levels, as well as bet-
ter access to health services [10,11,17]. In the context
of community worker engagement, the co-production
approach can be impactful by providing a bottom-up
collaborative platform of active participation, iterative

feedback, knowledge generation and mutual learning
[18].

Social accountability is a participatory process where
community members hold public actors, including
health workers, answerable for the services they pro-
vide, creating the possibility and opportunity to in-
fluence change in health services, policy and health
provider behaviour [16]. Effective social accountabil-
ity processes leverage partnerships and coalitions, are
context-appropriate, clearly define leaders’ roles and
responsibilities, and ensure meaningful citizen engage-
ment [16].

Co-production interventions and social accountabil-
ity have been more successful when strategically ac-
companied by mutually reinforcing efforts to build
state capacity to deliver responsive health services
[11,14–16,19,20].

Community participation in Zambia
In Zambia, the role of community participation in

PHC is firmly entrenched since the Alma Ata declaration,
where one of the initial policy actions by the government
was the creation of Community Health Worker (CHW)
cadres [21–23]. Around 60% of Zambians live in rural
areas [9], of which 46% live outside a radius of 5 km
from a health facility. Like other LMICs, Zambia has
also been relying on community actors and structures to
help mitigate health workforce deficiencies [21,24–27].

After the proliferation of various voluntary CHWs,
largely supported by NGOs, the Zambian Ministry of
Health (MoH) introduced its own nationwide cadre of
Community Health Assistants (CHAs) through a 2010
Community Health Worker Strategy [21,24–27]. Mod-
elled on the Ethiopian Health Extension Worker pro-
gram, CHAs differ from community health volunteers
in that they have a year of standardised MoH training
program and are a salaried government cadre [1]. By
December 2018, there were 2,127 CHAs deployed across
all of Zambia’s rural districts [9].

The CHAs are supported to work with community
actors such as traditional leaders, other volunteers, and
CHWs [1], while also working in health facilities. They
are required to spend 80% of their time on community
related activities and 20% on duties at the health facility
[9]. The evidence on the CHA programme mirrors the
global picture on the impact of CHWs in increasing ac-
cess to basic health services [28]. Within this evidence
base, however, there remains limited research on the
role of paid cadres of CHWs, like the CHAs, and other
community actors and health committees in fostering
community participation [21,24–27].

Alongside CHAs, Neighbourhood Health Commit-
tees (NHCs) and Health Centre Committees (HCC) play
a critical role in facilitating the delivery of health ser-
vices, especially in rural areas [9]. The NHCs and HCC
have a long institutional history dating back to the now
disbanded Central Board of Health era [9]. These institu-
tions are recognised by the MoH as the way for commu-
nity members to articulate health needs and for health
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Figure 1. Community - health facility (HF) linkages and information flow in Zambia

workers to plan and monitor co-produced community
health activities [1]. The MoH NHC operational guide-
lines outline that the primary objectives of NHCs include
serving as a liaison between the health centre, district
health office, and the community for all health-related
matters. Additionally, they are tasked with ensuring so-
cial accountability within the community health context
[9].

In rural Zambia, each health facility catchment area
is divided into zones where NHCs, made up of elected
community representatives, operate [9]. The chairper-
sons of these zonal NHCs, elected by members of the
community, meet quarterly at HCCs along with health
workers [9,12]. The health worker in charge of the health
facility is the designated secretary of the HCC. Figure
1 below shows the community - health facility linkages
and information flow in Zambia.

The emergence of intermediary actors in Zambia,
such as CHAs and NHCs, along with new modes of
engagement like community-led monitoring and the
Community Health Strategy, has created a new dynamic
and evolving PHC landscape [9].

The Zambian MoH is currently implementing PHC
reforms with social accountability and community par-
ticipation at their core [11,17]. The sixth National
Health Strategic Plan (NHSP) 2017 – 2021, the inaugural
2017 Community Health Strategy (CHS), and the Na-
tional Guidelines for Neighbourhood Health Commit-
tees (NHC) aim to implement a “transformative agenda”
to empower communities to take responsibility for their
own health status [9]. However, the Zambian context is
characterised by a historically weak interaction between
citizens and the state [9]. This lack of a rights-based dia-

logue means that civic accountability is more likely to
take the form of ‘collaborative’ rather than ‘contestation’
actions. In Zambia, the co-production of health services
can range from rapid malaria testing and immunization
campaigns undertaken jointly by health workers and
community volunteers, to water and sanitation projects
such as pit-latrines which are built and maintained by
community members with support from health workers
[10].

This study aimed to inform the Zambian PHC
agenda, by documenting key actors, their roles, inter-
actions and available spaces or interfaces for engaging
in community participation, as well as identify the en-
abling conditions/mechanisms, and barriers underpin-
ning community participation.

METHODS
Study design

We undertook an exploratory qualitative approach
to uncover the forms and dynamics of community par-
ticipation and the conditions which facilitate or hinder
social accountability and the co-production processes in
the PHC system of Zambia [29]. The exploration entailed
identifying key actors at community level, document-
ing their roles and interactions, the spaces within which
they engage, and the mechanisms that facilitate or limit
their engagement.

Sampling participants
We adopted purposeful sampling to obtain an

information-rich and diverse sample of respondents. In
total, 156 actors were interviewed in five health facility
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catchment areas, in five districts, across three provinces.
Health facilities were sampled based on set criteria in-
cluding: the number of years the health facility has been
operational (with older more established facilities se-
lected); the staffing of health facilities with a CHA being
present; the size of the catchment areas of health facility
(population and number of zones); and the existence
of ‘mobilisers’ such as traditional leaders or civil soci-
ety organisations (CSOs). Researchers spent a week at
each facility, exploring specific processes through semi-
structured in-depth interviews and focus group discus-
sions with different actor groupings.

We interviewed 10 CHAs and 7 health workers in
total (Table 1). On the community side we interviewed
53 HCC and NHC members, 57 community members
and 7 headmen. These groups comprised of a diverse
mix of community members, including men and women
of a range of ages (over 18 years). No vulnerable groups
were included in the sample i.e. children, chronically ill
patients and mentally challenged. Since not all health
facilities had local CSOs present, only one member of a
local CSO was interviewed.

Data collection
The interview guide explored six themes: 1) inter-

mediary actors in co-production and social accountabil-

ity processes; 2) catalysts for co-production and social
accountability; 3) spaces for co-production and social
accountability; 4) co-production activities; 5) social ac-
countability activities and 6) contextual barriers.

Data analysis
The interviews were audio recorded and transcribed

verbatim. We employed thematic analysis - an ap-
proach for identifying, analysing, and reporting pat-
terns (themes) within data. It minimally organizes and
describes a dataset in (rich) detail and goes further to
interpret various aspects of the research topic [30]. The
research team inductively coded the data under the
six main themes (Table 2). Each transcript was coded
and then reviewed together with another member of
the research team to agree upon the sub-themes, en-
suring inter-coder reliability. The coders periodically
debriefed on emergent themes to update the code-list
throughout the analysis process. Once no additional
emergent themes were identified this coding structure
was finalised and applied to all transcripts uniformly.
Dedoose software was used to facilitate data organisa-
tion.

Table 1. Number of interviews, by type of person interviewed.

Province District Centre staff CHAs NHC Community

members

HCC Head-men CSO Total

Central Chi-

bombo

1 2 12 5 2 0 0

Central Kapiri

Mposhi

1 2 14 9 8 1 0

Copper-

belt

Masaiti 1 2 10 7 10 6 0

Lusaka Shibuyunji 2 2 8 26 5 1

Central Chisamba 2 2 9 0 6 0 0

Total 7 10 53 47 31 7 1 156

Ethical considerations
Ethical approval was sought from the Excellence Re-

search Ethics & Science Converge (ERES Converge) (Ref.
No. 2017-Nov-002), while permission was also obtained
from the Zambia National Health Research Authority
and Ministry of Health. Informed consent was provided
by the participants before the interviews. Confidential-
ity of personal data was maintained through the use
pseudonyms and identity codes on all research doc-
uments. All study-related documents were kept in a
locked file cabinet in a research staff’s office and on the
computer, with password protection.

RESULTS
The first part of this section presents the main themes

– actors, catalysts, interfaces/spaces, activities and con-
textual barriers to community participation – and their
respective sub-themes (Table 2). The key actors included
health workers, CHAs, NHCs, traditional leaders, and
civil society organizations. Catalysts highlight the re-
sponsiveness of health workers and the role of traditional
leaders and civil society in fostering community partici-
pation. Key interfaces and spaces are health centres and
NHCs, where co-production and social accountability
activities take place. However, the findings also reveal
contextual barriers such as the limited definition of roles,
the absence of a comprehensive community engagement
strategy, and the exclusion of CHAs from some health
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facility committees.
In the second part, we present a further analysis of

the themes in Table 2 in four key observations regarding
community participation. These observations include:
(i) the role of community health assistants as a bridge
between facilities and communities, (ii) health worker
responsiveness as a key enabling factor, (iii) traditional
leaders and civil society organizations as catalysts for co-
production and social accountability, and (iv) the critical
influence of health centres and neighbourhood health
committees in supporting community engagement.

Community health assistants as a bridge between facilities
and communities

The CHA cadre was seen as a crucial health facility ac-
tor, responsible for building relationships with commu-
nities through HCCs, NHCs, and direct household visits.
CHAs were recruited from and deployed back to rural
health posts within their local communities. Their job
descriptions emphasized these roles, as did the CHAs
themselves, who highlighted their involvement in con-
vening meetings and responding to community needs:

“We resolve all the issues from different zones
because that is a part on our agenda. If you go
and check in our minutes there is a part which
says report from each zone…each zone chairman
will give a report whether infrastructure develop-
ment, whether conduct of NHCs, which will be
discussed by those other zones in HCCs” (CHA,
Kapiri Mposhi District)

Many facility staff reported that the introduction of
CHAs as paid outreach workers led to tangible improve-
ments, such as the construction of toilets. This change
was facilitated by CHAs’ ability to engage directly with
community members, volunteers, and NHC members
through outreach activities.

“When they started these CHAs, especially [in]
this area, some household had no toilets but
since the CHAs started this program, there are
some who are having toilets” (Health Worker-
in-charge, Kapiri Mposhi District)

CHAs actively promoted community engagement
through outreach programs. Overall, community mem-
bers had a strong understanding of disease prevention
and were motivated to improve their collective health.
Many communities contributed labour and funds to-
wards the construction of new health facilities.

“The community themselves are the ones that
contributed for that health post to be built…per
village contributing about a K400, they mould
bricks, they were building, women were fetch-
ing water” (Civil Society Representative,
Shibuyunji District)

At the PHC level, accurate information on services,
diseases, and demographics was crucial for efficient re-
source use and effective service delivery. CHAs collab-
orated closely with community actors such as NHCs,
HCCs, and Safe Motherhood Action Groups (SMAGs)
to collect data at the community level. Health work-
ers acknowledged the well-established disease tracking
mechanisms at the facility level, but at the community
level, they had to rely on volunteers for data reporting.

“In reproductive health, we are getting that in-
formation from the SMAGs [Safe Motherhood
Action Group] because they are bringing a lot of
home deliveries, they are reporting to us every
month…then like for malaria cases we are get-
ting this information from the community health
workers, these are just like working officers in
the community” (Health Worker in-charge,
Chisamba District)

While facility health workers recognised the CHAs as
key intermediaries in community health systems service
delivery, the community members appeared less clear
on the community engagement roles of CHAs. More-
over, the numbers of salaried CHA cadre remained low
to cater for all communities. In some facilities, CHAs
described not being invited to attend HCC meetings
by health workers, meaning their ability to facilitate
community-facility linkages was negated. This was
partly due to the challenges of embedding the CHA
cadre within existing PHC structures without clear MoH
policy guidelines. Facilities and CHAs themselves often
took it upon themselves to outline roles, responsibilities,
and the teamwork needed for effective co-production.

“We have called up meetings so that people un-
derstand the channel of communication, who is
a CHA? Who is an NHC? Who is a community
member? Then we are making them understand
to say health issues they need teamwork. A CHA
alone cannot do anything, it’s a collective battle”
(CHA Shibuyunji District)

Relying on volunteers as the backbone of community
health promotion and disease prevention was problem-
atic due to high turnover rates and a lack of standard-
ized training. Uncompensated volunteer work was con-
sidered unsustainable. While the salaried CHA cadre
was intended to address these issues, their numbers re-
mained insufficient for covering large catchment areas
with dispersed populations. As a result, many commu-
nities contributed financially to support volunteers.

“As a community, we sit down and propose the
budget and see how much we can pay the com-
munity workers. The community raises money
once a year to pay the volunteers. We pay them
because there is only health worker in this com-
munity, and we pay K10 per household” (NHC
Members, Chisamba District)
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The frustrations of not receiving incentives for their
efforts was illustrated by the following NHC member,
in Shibuyunji:

“Volunteers they are not given transport, [yet]
they foot long distances coming to the facil-
ity…they need something to assist them… [they
have] no bike… during the rainy season raincoats,
gum boots are not provided in this community”
(NHC Members, Chibombo District)

Failure to adhere to preventative practices remained a
barrier to community engagement and improved health

outcomes. Additionally, in areas with limited engage-
ment between facilities and communities, many commu-
nity members felt disrespected, disengaged, and misun-
derstood.

“They do not know much the problems that the
community has because they [health workers]
don’t attend the meetings” (Community Mem-
ber, Chibombo District)

Table 2. Thematic analysis framework.

Main themes Sub-themes

Actors • Health Workers

• CHAs

• NHCs

• Traditional leaders

• Civil society organizations

Catalysts • Responsiveness of health workers

• Role of traditional leaders in enabling community participation

• Role of civil society organizations in enabling community participation

Interfaces/spaces • Health centre

• Neighbourhood Health Committees

Activities • Co-production activities

� Community contributing labour

� Supporting the co llection of health information

� Actively participating in decision-making processes at the health facilities

• Social accountability activities

� Use of suggestion boxes

� Engagement with traditional leaders

Contextual barriers • Limited definition of roles during community engagement

• Lack of a comprehensive community engagement strategy

• Exclusion of CHAs from committees in some health facilities

Health worker responsiveness as an enabling factor
The level of responsiveness of health workers to com-

munity’s needs was widely regarded as critical for en-
abling co-production of services. This was specifically
where health workers engaged community members
and CHAs as equal participants in health service deliv-
ery rather than as passive actors. These health workers
were cognisant of the mutual benefits of building rela-
tionships with community groups through participatory
approaches, as one of them explained.

“Us as a centre, we cannot work alone without the
community” (Health Worker, Masaiti District)

This awareness appeared to be a critical first step
towards opening spaces for participation. It was also
vital in enabling communities to be partners in problem
solving and co-producing services, as explained by one
health worker:

“Basically, what we try to do is we create a rela-
tionship where they [the community] are free to

talk to us and we are free to talk to them” (En-
vironmental Health Technician, Shibuyunji
District)

Working effectively with dispersed communities was
not a simple task. It was explained that community work
takes hours of planning with community structures for
consensus to be built and was facilitated by sharing key
data.

“[Firstly] the disease burden is being discussed
in the HCC meeting, secondly, we look at the
planned activities for the community as well as for
the facility. Are there activities that were planned
under community, which haven’t been done? If
so, why? If they are within us then we will ad-
dress them, if they will need other people’s hands,
[we] will make a follow up” (Health Centre in-
charge, Chibombo District)

Most health workers stated that the introduction
of CHAs in the health facilities contributed towards
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stronger relationships between themselves and commu-
nity members, enabling health workers to better respond
to health needs. This responsiveness increased as health
workers became more aware of these needs and expecta-
tions. This awareness was particularly strong in facilities
that conducted regular meetings with chosen or elected
health volunteers or representatives of the community
such as NHC members.

“They bring their needs to us, then we sit together
with them, then we see a way forward” (Health
Worker, Masaiti District)

In three health facilities health workers and CHAs
invested in relationships with community members and
the HCCs and NHCs appeared to be able to co-produce
more effective services. In addition to meetings, the re-
lationship was promoted though regular community
visits.

“We have people [community members] who go
in the field visiting every household seeing who
has a toilet and who doesn’t have the basic sanita-
tion facilities and then at the end of each month we
see how many have been constructed, how many
have been reconstructed and things like that” (
Health Worker, Shibuyunji District)

The participants reported a linkage between the trust
in health care workers and the support and motivation
to deliver PHC services. When community members
were engaged as equal stakeholders or partners in PHC,
there were high levels of motivation and commitment
to collectively improving health services.

“There is this thing which they say, “scratch my
back and I scratch yours”. In the community I
mean there are things which we can do ourselves
as community, there are things which we ask from
the centret” (NHC members, Shibuyunji Dis-
trict)

In contrast, in two health facilities where there was
weak cooperation between communities and health
workers, community members complained that facilities
did not hold meetings in the community. This denied
them an opportunity and space to voice their needs and
concerns on health services. The lack of spaces to engage
with health workers, emerged as a key grievance and
barrier to co-production and social accountability.

“We have a lot of problems in the community…we
also used to tell them [health workers]. But now
we don’t do that because we don’t know how they
planned. So, we don’t know how we can help”
(NHC member, Shibuyunji)

Traditional Leaders and civil society organisations as cata-
lysts for co-production and social accountability

Generating broad-based participation around PHC
among groups with different motivations requires
skilled intermediaries. CSOs and traditional leaders
such as headmen and chiefs were critical in this respect
and often worked closely with the CHAs within commu-
nities and health facilities. Chiefs also played a critical
role when issues need to be escalated. This was usually
around solving disputes or enforcement of social norms.

“Our Chief is very influential …when we see that
things are not moving, we actually ask him to call
the headmen for us…then we even disseminate
information to the chief then he runs it down to
the headmen” (CHA, Shibuyunji District)

In some respects, traditional leaders fulfilled the ac-
countability void created when community-facility so-
cial accountability mechanisms such as NHCs, HCCs or
complaint boxes were ineffective. It was reported that
suggestion boxes for written complaints were present
in all facilities, however their use was limited. Instead,
community members stated they spoke directly to their
headmen when they had issues concerning the facility.
They attributed poor utilisation of the suggestion boxes
to lack of awareness and fear that they may not be treated
well by health workers if seen complaining.

The deep historical and cultural importance of tradi-
tional leaders as holders of influence and authorities un-
derpinned their importance. Both headmen and chiefs
were critical in catalysing social mobilisation towards
behaviour change around health prevention often penal-
ising those who did not adhere to health messages.

“The chief also came in…to say if you are not
building a toilet, then we will penalise you. So
now it looks like when they look at the facility it
is joined with the chief…so at least we are see-
ing a lot of improvement now” (NHC member,
Chibombo District)

CSOs played a similar role of catalysing community
engagement or co-production. However, unlike the tra-
ditional leadership, CSOs are often focused on specific
health issues, tied to their funding. For example, the
health worker in charge from Kapiri Mposhi narrated
how a CSO was working on HIV prevention, testing and
treatment:

“I think it’s [the CSO] effective because…they have
employed someone directly from the community. They
have mobilisers in the community also they have em-
ployed some youths those who are conducting HIV
tests.”

“I think it’s [the CSO] effective because…they
have employed someone directly from the commu-
nity. They have mobilisers in the community also
they have employed some youths those who are
conducting HIV tests” (CHA, Kapiri Mposhi
District)
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NGOs also paid and trained community volunteers,
although this could create unsustainable expectations,
as outlined by the following health care worker in
Chisamba:

“When we are doing child health week…they will
expect something as their motivation hence you
will see them coming. But when there is nothing?
The number will be a little bit lower” (CHA,
Shibuyunji District)

Furthermore, the reliance on project and funding cy-
cles, could sway community volunteers’ attention into
specific issues and neglect health areas where there was

less funding. Some CSOs were, however, reported to be
advocating for more structural changes, such as raising
awareness about the entitlement of NHC and HCCs to
receive 10% of facility grants for community outreach:

“[NAME OF CSO] was educating us on the part
of advocacy, in fact in teaching us how we are
supposed to advocate…We never knew anything
about 10% [allocation from facility grant] but
through [NAME OF CSO] we know the 10%
which is supposed to go to the community” (NHC
member, Shibuyunji District)

Table 3. Roles of the actors.

Community Health Assistants • Community mobilizing (including resource mobilization)

• Conducting health education at community and health facility levels

• Collecting community health information

• Delivering health services at community and health facility levels

• Participating in health priority setting/ decision making at community and

health facility levels

• Participating /coordinating meetings in communities and health facilities

• Coordinating planning of community projects

• Coordinating community volunteers

• Referring patients from communities to health facilities

Health worker responsiveness • Conducting health education at the health facility levels

• Collecting health information at facility level

• Delivering health services at the health facility

• Coordinating health priority setting/ decision making at the health facility

• Coordinating meetings in health facilities

• Supervising the CHAs

• Providing CHAs with medical supplies

Neighbourhood health committee/ health

centre committee members

• Supporting CHAs in collecting health information at community level

• Supporting CHAs in delivering health education at community level

• Participating in health priority setting/ decision making at health facility and

community levels

• Participating in meetings in health facilities

• Supervising CHAs

Traditional leaders • Mobilizing resources for undertaking health projects in the community

• Coordinating meetings in communities

• Coordinating community projects

• Supporting CHAs in undertaking community level activities

• Coordinating community level social accountability activities on health

Civil Society Organizations • Building the capacities of health facilities and communities in undertaking

social accountability

• Funding health and social accountability processes

The role of health centre and neighbourhood health committees
Committees (HCCs and NHCs) played a key role in

shaping community participation and social accountabil-
ity. NHCs were generally perceived as valuable citizen-
state interfaces by facility staff. CHAs highlighted the
role of these committees in ensuring social accountabil-
ity for equitable health services, specifically in engaging
traditional leaders to safeguard that powerful individ-
uals did not affect the equitable access to services for

communities. In one health facility, the NHCs helped in
mobilising resources for constructing health facilities.

“[When] we started that zone 2 years ago, they
were no toilets but now there are toilets those nice
ones’ VIP [Ventilation Improved Pit] toilets they
are there now, and it was because of these commit-
tees. They kept pushing and encouraging them
to have toilets” ( NHC Member, Chibombo
District)
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The NHCs were described as platforms that linked
the communities and health workers. Community used
the committees to communicate their health needs and
concerns regarding the quality of health services. Health
workers also drew on these committees to respond to
concerns, and to request support and health information
from the community.

“[They are NHCs] the bridge between us and the
community so if the community needs something
from us, they will go to the NHCs and the NHCs
will bring it to us. And if we need something
from the community, we inform the NHCs and
the NHCs will take it to the community” (Health
Worker, Shibuyunji District)

The HCCs had a stronger advisory and accountabil-
ity role in the health centre, due to their joint facility
and community membership. This made it a unique
space for co-decision making about service delivery and
effective use of resources. In some instances, HCCs were
viewed as able to hold the facility and districts health
offices (DHOs) accountable to improve the quality of
health facilities.

“They [HCC] pushed the [facility] in charge, the
DHO …wanting those beds that were damaged
to be worked on, by this time at least you would
find three [beds] in each ward” (CSO member,
Shibuyunji district)

Despite these positive instances, there were situa-
tions where health workers did not engage community
representatives as partners in decision making. This un-
dermined the mandate and effectiveness of HCCs and
NHCs forums for community participation. A health
worker from Shibuyunji district outlined how upon be-
ing posted to a health facility, they found the HCCs and
NHCs were completely defunct.

“It was dead…I went to [Health Facility name]
in April…the NHCs where down and you know
without the NHCs there wouldn’t be an HCC” (
Health Worker, Shibuyunji District)

Additionally, it was reported that some health work-
ers lacked faith in the utility of these committees. Some
health workers complained about the lack of clear guid-
ing documents to help facilities, HCCs and NHCs to run
effective facility-community committees.

“Sometimes they do it on their own [perform
HCC functions], they provide their own leader-
ship, [but] we don’t have the guidelines so it’s
difficult at times” (In-Charge, Chisamba Dis-
trict)

Table 3 summarises the roles of the different actors.

DISCUSSION
This study aimed to document actors and their roles,

interactions and available spaces or interfaces for en-
gaging in community participation as well as identify
the enabling conditions/mechanisms, and barriers un-
derpinning community participation. We found that
co-production and social accountability for health ser-
vices at this level rested upon the strength of relation-
ships between health workers and the community and
its representatives. We showed the key intermediary
roles played by CHAs, along with other actors such as
health workers, NHC members and traditional leaders.
Our study aligns with findings from other studies re-
porting that when community members are engaged as
equal partners by responsive health workers, there is
likely to be strong motivation and desire to contribute
to the collective wellbeing [31–33].

Within Zambia, there is strong evidence of the power
of traditional leaders to shaping health seeking be-
haviour [34]. Similarly, traditional leaders in other set-
tings such as Zimbabwe and Malawi also played pivotal
roles in supporting utilization of HIV and maternal and
child health services through mobilization for health pro-
motion campaigns, and encouraging community mem-
bers to access services [35,36]. Although the role of the
traditional leaders was often positive, in Malawi, some of
them were criticized for engaging in a coercive manner
[36].

The CHAs also strengthened the delivery of health
information and services in the community by collab-
orating and supporting other volunteers. The impact
of national community-based workers in coordinating,
building capacity, and providing technical support to
volunteers working at the community level has been doc-
umented regionally [22,28,37,38]. In Ethiopia, health ex-
tension workers for example developed action plans for
volunteers, which are submitted to and approved by the
village council before implementation [38]. Our findings
reaffirmed previous research in Zambia documenting
CHAs interaction and collaboration with a wide range
of volunteers, including malaria control agents, growth-
monitoring promoters, Safe Motherhood Action Groups
and Neighbourhood Health Committee [21,24–27]; and
the extent to which the facilitator role of CHAs was val-
ued [26].

However, staffing shortages at health facilities af-
fected CHAs’ ability to contribute to social accountabil-
ity and co-production in PHC. As with previous stud-
ies, limited staff meant that CHAs rarely spent the 80%
mandated time at the community level, undermining
community engagement processes. Furthermore, the
lack of clear guidelines to structure community engage-
ment hindered the multiplier effect as CHAs worked
with a large community health volunteer workforce.
This was partly due to the challenges of embedding
the CHA cadre within existing PHC structures without
clear MoH policy guidelines on how to do so. Exclusion
of CHAs in HCC meetings by health workers, under-
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mined community-facility linkages. Finally, the lack
adequate incentives for other community health work-
ers who worked as volunteers also affected the ability
by those volunteers to support the CHAs in undertak-
ing social mobilization and delivering other community
level services. Many of these constraints have been docu-
mented in previous studies [21,24–27], and we agree that
viewing community participation as a panacea to solve
health issues, while neglecting the contextual conditions
that could facilitate or constrain effective engagement
can undermine co-production of services [5].

The health facilities provided a critical engagement
space for the different actors to be involved in social ac-
countability and co-production processes. HCCs and
NHCs were the ‘interface’ spaces within PHC in Zam-
bia where state and citizens representatives convened
to deliberate, plan, and find solutions regarding co-
production and social accountability. As demonstrated
in other settings, such committees have the potential for
improving communication channels, and can promote
co-production of health services through promoting
trust among different actors in the community [17,39].
The literature is clear on the necessity of citizen-state
interface for social accountability processes to emerge
[11,22]. Evidence highlights the role that such spaces
play as sources of collective power to improve commu-
nity health [40,41]. Further, these relational approaches
to strengthening community engagement are vital in
shaping co-production and social accountability as they
provide an opportunity to accommodate diverse ac-
tors, interests and expressions of power in the delivery
of PHC in community health systems [3,9,42]. These
spaces can also enhance cohesion in delivering primary
health care by promoting shared communication and un-
derstanding of community health needs and resources
[43,44].

Effective community engagement relies on health
information that serves as a catalyst, particularly in pro-
moting health facility responsiveness in areas such as
planning and performance. This information acts as
a lever for social accountability [40]. In the Zambia
community health care context, processed and analysed
health information remains largely inaccessible to com-
munity groups, who are used simply to report raw data
upwards to health workers [21,24–27]. These findings
mirror the regional evidence on the imbalance of the
information flow between the health facility and the
community structures [45,46]. Moreover, it also reveals
a worryingly lack of community ownership of their own
data. Information often forms a common platforming for
engagement between the state and the citizenry, which
is necessary for any accountable and responsive system
[40].

Finally, this study builds on other literature that
demonstrated that the use of community based actors
and structures in the delivery of primary health care can
enhance adoption and acceptability through increased
involvement of communities in primary health care

services [47]. By enabling co-production and local so-
cial accountability, community-engagement can also im-
prove implementation penetration and sustainability of
services [3,48]. These locally coordinated actions (co-
production and local accountability process), within the
communities, are often the ultimate factors ensuring
sustainability of community health systems [9,14,20].

Conclusion
This study sought to contribute to the growing litera-

ture on community participation through co-production
and social accountability in primary health care. The
CHAs and traditional leaders played variable set of roles
as intermediaries between facilities and communities,
driving co-production and social accountability pro-
cesses, with CHAs being the main actors. Traditional
leaders and civil society organizations often served as
catalysts of community participation by providing en-
abling environment for CHAs to undertake their du-
ties. Health centres and NHCs supported co-production
and social accountability processes by providing venues
and platforms for community members to participate
in health activities. The strength of these relationships
determined the quality of co-production and account-
ability for health services. Meanwhile, undefined com-
munity engagement roles, a lack comprehensive engage-
ment strategy, and CHAs’ exclusion from committees
in health facilities affected co-production and social ac-
countability processes. Our findings thus highlight the
importance of strengthening relationships between com-
munities and facilities in a sustainable manner, including
to develop comprehensive and clear guidelines on com-
munity engagement in the Zambian primary health care
system.
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Participación comunitaria a través de la coproducción y la responsabilidad social en Zambia:
mapeo de agentes, roles e interfaces en la atención primaria de salud

RESUMEN

Introducción: La participación comunitaria constituye un pilar esencial en la atención primaria de
salud (APS). No obstante, las investigaciones acerca de las prácticas de participación comunitaria en
este ámbito son escasas. Este estudio tiene como objetivo enriquecer la agenda de la APS en Zambia
mediante la documentación de actores clave, sus roles, interacciones y los espacios o interfaces
disponibles para la participación comunitaria. Además, busca identificar las condiciones y mecanismos
que facilitan, así como las barreras que obstaculizan, dicha participación.
Métodos: Se emplearonmétodos cualitativos exploratorios, incluyendo entrevistas semiestructuradas
a asistentes sanitarios comunitarios (ASC) (n=10), trabajadores sanitarios (n=7) y líderes tradicionales
(n=7). Se organizaron también grupos de discusión con miembros de los comités de salud de barrio
(CSB) (n=53) y miembros de la comunidad (n=57). Los datos fueron analizados a través del análisis
temático.
Resultados: Los ASC, los trabajadores sanitarios y los líderes tradicionales sirvieron como intermediar-
ios clave entre los centros de salud y las comunidades, fomentando los procesos de coproducción y re-
sponsabilidad social. Los líderes tradicionales y las organizaciones de la sociedad civil frecuentemente
actuaron como catalizadores de la participación comunitaria, facilitando las funciones subsiguientes
de los ASC. Por su parte, los centros de salud y los CSB proporcionaron los espacios y plataformas
para que los miembros de la comunidad configuraran su involucración en actividades participativas.
La coproducción implicó contribuciones comunitarias tales como la mano de obra y la participación
en la toma de decisiones dentro de los centros sanitarios. La responsabilidad social se manifestó a
través de buzones de sugerencias y retroalimentación informal de los líderes tradicionales. Varias
barreras contextuales, como la ambigüedad en las funciones dentro de los procesos de participación
comunitaria, la falta de una estrategia de participación integral y la exclusión de los ASC de los procesos
de los centros sanitarios, limitaron la participación.
Conclusiones: Las funciones de los ASC, junto con las de otros actores, resultaron fundamentales
para apoyar tanto los procesos de coproducción como los de responsabilidad social. Para fortalecer
la participación comunitaria en la atención primaria de salud, es imprescindible definir claramente las
funciones de los distintos actores mediante el desarrollo de estrategias integrales de participación
comunitaria.

Palabras clave: Participación comunitaria, actores, coproducción, responsabilidad social, atención
primaria de salud.
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