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Abstract

Background

Community participation is increasingly seen as a pre-requ@iteuccessful health service
uptake. It is notoriously difficult to assess participation anck litths been done to advance
tools for the assessment of community participation. In this papeliustrate an approac¢h
that combines a ‘social psychology of participation’ (theavigh ‘spider-grams’ (method) to
assess participation and apply it to a Community-based HealthiRjgand Services (CHPES)
programme in rural Ghana.

Methods

We draw on data from 17 individual in-depth interviews, two focus grogqussions and|a
community conversation with a mix of service users, providers amimecinity health
committee members. It was during the community conversation #hathetiders collectively
evaluated community participation in the CHPS programme and drew up a spider-gram

Results
Thematic analysis of our data shows that participation was sedttrough the recognition

and use of community resources, CHPS integration with pre-exstimgnunity structures
and alignment of CHPS services with community interests. Howevale dominance and




didactic community leadership and management styles underminkedp@artunities fo
broad-based community empowerment, particularly of women, young peoplé¢
marginalised men.

Conclusion

We conclude that combining the ‘spider-gram’ tool and the ‘social hodggy of
participation’ framework provide health professionals with a usefaitisty point for
assessing community participation and developing recommendations ferpaicipatory
and empowering health care programmes.

Keywords

Programme evaluation, Spider-grams, Community participation, Primary lcaadt, Health
planning, Ghana

Background

Global health systems continue to be championed by biomedical stserid health experts
whose technocratic solutions to ill health provide community membdate few
opportunities to appropriate these solutions in the contexts of local realitiesigliedency
was challenged by the 1978 Alma Ata Declaration which b&skeldl community
participation as a core principle of primary health care [2]spRe the revolutionary
significance of the Alma Ata Declaration in viewing primary healtle ¢Arough the lenses of
equity, social justice, and participation, shifts favouring communigytigpation in
international health policy have been slow and saw a decline Iatth&980s and 1990s [3].
More recent efforts however, spearheaded by the 2008 Lancetl gukiotan to celebrate the
30 year anniversary of Alma Ata [4] and the 2008 WHO report on Sbeitrminants of
Health [5], have revitalised the message that community participatiog te kee delivery of
health care. Many countries, including Ghana through its Community-bessth Planning
and Services (CHPS) Programme, have since taken active stepgolee community
members in addressing health problems at the community-level [6].

Alongside these efforts, much work has been done to conceptualipattiveays through
which community participation might increase access to heatthces, improve health
outcomes and promote health enhancing behaviours [7-9]. Despite a gliov@rest in
‘evidence-based public health’ and the proliferation of theoreti@hture into community
participation, there remains a dearth of tools and indicators ftwagway how communities
participate and influence such programmes in practice. Sotwbksgarch exploring the
community response to local health services has importantlysédc on the impact or
outcomes of their participation, measured in terms of factors suchamges in knowledge,
attitudes and behaviour, few efforts have been made to explore howrdhess of
community participation can be assessed and lead to changes [18dRekhere is a lack
of evaluations that have examined local stakeholders’ own perspectives of thiepatarn.

In this study we will contribute to this lack of knowledge in tways. Firstly, we will

present and explore the application of a combined theoretical fralewd methodological
tool to assess community participation. Secondly, we will expla@gdnticipatory processes
of a community-based health planning and services programme ira@hnanargue that a

and



narrow focus on programme outcomes ignores the extent to which progsammpact the
sense of health-related agency of community members, enabling thenaximise the
effectiveness of health programmes.

The community-based health planning and services pgramme of Ghana

Inspired by the Alma Ata commitment to primary health care] eegarded as a bold
departure from bureaucratic models of health service delivery, dsiRSnational health
policy initiative that was adopted in 1999 [11]. This initiative seekgromote community-
driven health care services, with technical support from the c&ittata Health Service — as
a strategy to increase rural access to health care esevkite empowering local communities
to take greater control over their health. The CHPS initias\aefollow-up of the Navrongo
experiment (pilot project of CHPS). Initiated in 1994, it advandeel idea that the
mobilisation of traditional systems of leadership, resources, cwneation and governance
had the potential of increasing health-care services acdegsiieducing child and maternal
mortality whilst improving rural-population’s overall health (ibid.)t A National Health
Forum in 1999, the Ghana Health Service disseminated results fronNahengo
experiment and subsequently drafted a policy statement coiningrtmgyaicand legitimizing
CHPS as a national community health care initiative with then&tealth Service (GHS)
assuming oversight responsibility.

The CHPS strategy advocates the systematic planning aneihn@pilation of primary health
care facilitie§ and activities with active participation of community leadaerd enembers
through the mobilization of community leadership, decision makingragséed resources in
a defined catchment area (zone) [12]. CHPS is integral in othema&n government policy
agendas including the current National Health Policy. It has beshas a major healthcare
care reform strategy in Africa with health services adagptd local needs and circumstances
[11]. In this paper we draw on a social psychological understandipgro€ipation and the
spider-gram method to assess community members’ experiencestiofpgagon in this
promising programme and explore how it might become even moreipaidiy and reach
more people.

Assessing participation in community-based healthare programmes

Much scholarly work has highlighted the difficulties of evaluatognmunity participation

in health interventions e.g., [2,13,14]. With growing interest and pressuredlve local
communities in global health practice, there is a pressieg t@ develop theoretical and
methodological tools that assess the processes underlyingigaaotig programmes, in
addition to the outcomes. In this paper we explore how combining Camphell a
Jovchelovitch’s [8] conceptualisation of a ‘Social Psychology ofi¢haation’ and Rifkin et
al’s [15] ‘Spider-gram’ can be used to assess participation innconty-based health care
programmes. We introduce each in turn.

Theoretical framework: social psychology of particpation

Much of the literature on community participation is driven by idgalal and political
commitments to participation, contested and framed either as ia lhasan right, a
pragmatic strategy to utilise services or as pathway to eenposwnt [16]. In this paper we
draw on the theoretical insights of a social psychology of maation, which leans towards
the model of empowerment. The social psychology of community patianipavas



promulgated by Campbell and Jovchelovitch [8], as a conceptual fraikedar action
research seeking to explore the pathways between communityipaitin and health and
social development. The starting point of this framework is thaptioe and marginalised
often lack a sense of control over their health and well-be#agling to a sense of fatalism,
and a tendency to wait for outside actors and agencies to takelcohtlocal health
problems. Against this background, the framework seeks to draw attéativays in which
communities can be ‘empowered’ to exercise greater ageraytlosir health, by changing
health-damaging behaviours where possible, and making optimal use ilablavhaealth
services. Drawing on Habermas’ [17] idealised notion of the puphere, the framework
advocates that for participation to offer community empowermenhoitld take place in a
social space (public sphere) where all participants (in tlss haalth service providers and
users) have the right to participate fully in the design, emgintation and evaluation of
health programmes, with programmes being driven by a syntbkdiscal’ and ‘expert’
knowledge, with both knowledge systems being accorded equal reSpic.[18] suggests
participation is most likely to empower marginalised communitesxercise greater control
of their lives (and more specifically their health) if it frmmed within a dialogical and
facilitative approach through knowledge negotiation and powersfeanfrom health
professional to communities see also [19,20].

Health-enabling community participation should involve genuine sharing ofrpmwengst
health experts and decision makers on the one hand, and marginalisedograbpsother
[21]. Such an approach is said to build a sense of community ownershiglgbiolclems (as
opposed to a sense that such problems can only be solved by outsidegmalidssand to
encourage communities to contribute to the development of concrete strdtegigh twhich
they can improve their health [22,23]. This approach resonates withiehvs of Robert
Chambers who argues that poor communities can be empowered byréspogsibility and
action in cases where experts are ready to share power and control gvamgr{24].

Methodological tool: spider-grams

The Spider-gram methodology was developed by Rikial.,[15] to measure, visualise and
locate levels of community participation in health programmes oonéincium. From an
analysis of over 200 case studies [Z8fkin and colleagues identified five indicatoMeeds
assessmerefers to the roles played by programme beneficiariedentifying their health
needs and in designing the community interventi@adershipemphasises the inclusiveness
and representativeness of all community interests gr@ngsnisationrefers to the extent to
which new community interventions integrate or collaborate with yistheg community
structures or network&fkesource mobilizatiorefers to communities’ ability to mobilise and
contribute resources towards a community—based intervenktamagementrefers to
community’s capacity to take decisions about the programmes’ direction and devdlopme

Each indicator is located on a continuum. The original spider-gram plotted theséonsdica
a continuum that at one end marked narrow participation and at the rotinked wide
participation. This continuum was modified by Draper et al. [2] togplaobilization at one
end and empowerment at the other. For this research the originmucomtwas used. The
circle at the middle prevents the marking of “0” and is usedntin evaluators that there is
no community without some type of participation. The continua aredintkgether at the
narrow end to form a pentagram. Each continuum is used to gradevidewor narrow
community participation is. In a group setting, community memaersasked to grade, from
1 to 5, the level of participation they felt was involved in the progna, with 1 reflecting a



low level of participation and 5 reflecting the highest levgbaticipation. To illustrate this,
as well as to operationalize these indicators in relation tonancium of participation, we
have in Table 1 applied the principles of spider-grams to the CHPS programme.



Table 1Indicators for Spider-gram

Indicators Narrow, nothing Restricted, small Mean, fair Open, very good Wide, excellent
1 2 3 4 5
Needs Assessment Identified or imposed by health CHPS services designed by ~ Community was consulted and Community involvement in needBull community involvement in
experts without community health experts with limited involved in assessing their needassessment, and few services needs assessment with service
involvement or consultation. community involvement. resonating with their assessed package in resonance with their
needs health needs
Leadership Dominant-imposing CHPS Limited committee role in Few community consultation, Good committee leadership roleCHPS committee fully represents

committee chairman represents leadership, few representation involvement in decision-making consults community, leadership diverse interests, Selfless
only committee or few elite or of women or few interest groupsand represent community interesbnstitute women representatiodeadership roles, full community

rich community members. and all interest groups involvement in decision-making
Organisation Parallel operation or no Limited collaboration of CHPS CHPS cooperates with few Integration and collaboration of CHPS well and fully integrated
collaboration of CHPS with pre- with pre-existing community ~ community structures CHPS with other community ~ and works collaboratively with
existing community units or units or structures. bodies. other community units.
local structures.
Resource Mobilization No community support or Limited amount of resources ~ Community raised resources an€ommunity are resourceful and Full and active community
resource contribution. raised by the community. No  fully support CHPS with limited supports CHPS with mobilised contributions to support CHPS.
Community not involved or community control over mobiliserole in controlling expenditure. resources. Community involved community fully consulted in
consulted in resource allocationresources utilisation in resource allocation. resource allocation
Management Managed or induced by service CHPS operation overseen by G CHPS operation overseen solelNCHPS committee self-managed Committee independently
providers (GHS). No communitywith CHPS committee role by the health committee and involved community and  managed CHPS with full
consultation in management other interest groups (women) ircommunity consultation and

decision making decision making representation.




Spider-grams can illustrate levels of community participatiopeaseived by community
members (see Figure 1) and be used to comparatively assessimityrparticipation across
programmes, with different participants in the same programnwveehhsas tracking to see
changes in community level of participation in a particular progna over time. In view of
its simplicity, applicability, and wide acceptance, it has beeniexpph many different
contexts and studies [26-32].

Figure 1 Spider-gram for measuring community participation [15].

Methods

This qualitative study seeks to understand the processes und€&hliPg programme design
and delivery, particularly in relation to social context, with pliepose of assessing the level
of community participation that the programme enabled. Permissiconduct this study
was granted by a research ethics committee at the London Sch&obwbdémics and the
Ghana Health Service. Verbal consent was formally sought from all infmant

Study location and participants

The study was conducted in the Wa Municipal of the Upper West RegiGmhana, West
Africa. The Municipality, according to the 2010 Population and Housing Cdvasua total

population of 116,460. Waala is the main tribe in the Municipality althatigér ethnic and
tribal groupings are resident in the municipal. In terms of heakhdelivery, there is a
government hospital in the capital (Wa) of the Municipality anéewa private clinics.

Geographical accessibility to specialist health care isetbee not only difficult for the

majority of people living in this part of the country but also sk&w favour of communities
located within the Wa Municipal.

Optimising community access to healthcare and other social sgiwithe region has been a
long-standing challenge for the government of Ghana. Since the inceftitve CHPS
initiative in 1999, the government, with support from the Japan Internati@oaberation
Agency, has been committed to scaling up CHPS facilities througheutegion. CHPS
facilities are health care delivery centres, which aranhéo be managed and run by the
communities they serve. In this study we assess the leveartitipation by community
members in the planning and running of the Nachanta CHPS healtlacétg, fwhich is one
of fourteen CHPS facilities in the Wa Municipality of the Upjéest Region. Nachanta was
purposively selected for this study primarily for being an awdyagerforming CHPS zone
according to the Municipal Health Directorate and thus avoiding weskdéocus on either
good or poorly performing CHPS facilities. Secondly, communitynbers had participated
in a discussion about CHPS on a local radio station and had therefore ahprevious
interest in discussing their experiences of CHPS. The Nackdifs opened in June 2008
and is jointly managed by three communities; Nakori, Tampieni drgh€a with a total
population of 4,237 people. The community members are predominantly subsiatemses
cultivating crops such as maise, beans and rice. The Nachanta facil$ has been
running for nearly three years at the time of the study.

To develop a holistic understanding of community participation in Naah&HPS, we
examined the perspectives of three groups of stakeholders. We involMedsdroice
providers (n=3; 67 % female, mean age of 52), users (n=12; 50%efemahn age of 46)



and those at the interface, serving a role at the local comnheatih committee (n=4; 50%
female, mean age of 50). Service users in this study meffult community members from
communities (Nakori, Tampieni and Chansa) within the Nachanta hesitine catchment
area. They were purposefully recruited [33], pages 169-186 through convesaemaiéng,
based on their close proximity to the location of the interviewsraat and availability to
participate. Service providers and community health committee nmemiere recruited
through criterion sampling, with the criteria either being thteineaof their involvement in
the provision of services or active participation in the local commurgalth committee.
Deliberate efforts were made to recruit a mix of male fantale informants to explore the
gender dimension of community participation.

Data collection and analysis

Data were collected during two weeks of April, 2011. Before the adkaction period, two
preliminary visits were made to the study communities by ¢search assistants. The first
visit was to sensitise the communities and meet with the opirgaierds to discuss the study
and formally seek their consent and approval. Through this procegppaoatraas established
between leaders and research assistants. Issues of venueifdaerviews, time period for
the interviews, focus groups discussions and the community conversatierclesfied in
the second visit. The visits offered the researchers the opportanigspond to questions
posed by community members and also identified potential responderdsw@satollected
by two research assistants in the local Waala language angtisageby the first author, all
three of whom are local social science graduates with a wetldxperience in social
research. Further, they understood the local language and socio-audtuteait of the study
area. A quality assurance check list was developed to enabfiesth@uthor to check data
guality, including the translation and transcription of data.

As Table 2 indicates, data were collected in three diffesgfes, with individual interviews
and focus group discussions leading to a ‘community conversation’ [34¢validhe study
participants came together to discuss and draw up a spider-gftanting their consensus on
the level of community participation that characterised the Naah@hiPS. As a result of
this step-by-step process, informants participated to varyiggeds. For example, only two
community health committee members participated in individuatvietes. An additional
two health committee members joined the focus group discussions, of evigalid not have
the time to subsequently participate in the community conversation.



Table 2 Distribution of research participants

Data collection steps Study participants Sample Characteristics Sampling method Purpose
1. Individual interviews Service providers 3 Chairgon of a community health Criterion sampling To get an insight into how thenderstand community
committee participation and facilitated the programme acaugti.
CHPS senior official
(8-13 April, 2011) Community health worker
Community members involved in the local To understand what community health committee mespbe
Community health community health committee and at the . . who played a dual role, both as implementers of2H®S
. 2 . . . Criterion sampling L X
committee members interface between service providers and programme and as beneficiaries, felt about thewllef
users. involvement.
As the programme was meant to involve the wider
Community members 12 Community members making use of healtEonvenience samolin community, community members and service users were
(service users) services PING interviewed in order to examine their level of ifwement in
the programme.
2. Focus group discussions  Mix of female Service providers (0) iteri i The focus group discussions were arranged to sibeul
stakeholders 8 Community health committee members (2?” erion sampling debate and develop responses as informardalrend add ti
(14th April 2011) Service users (6) Convenience samplinghe answers of peers within the group
Mix of male Service providers (1) o i
stakeholders 9  Community health committee members (ZSZrlterlon sampiing

Service users (6)

Convenience sampling

3. Community conversation
(14" April, 2011)

All study participants

16 Service providers (1)

Criterion sampling
Community health committee members (2)
Service users (6)

To bring local stakeholders together to discussdewtlop a
spider-gram assessing community participation énGHPS
programme

Convenience sampling




We conducted a total of 17 in-depth individual interviews: 3 with sepioeiders; 12 with
service users; and 2 with community health committee members.e TWwbe® were
individually interviewed were subsequently invited to participate inadrngvo focus group
discussions made up of a mix of service users, providers and commuadity t@mmittee
members to spark debate and enrich their responses in the prdbesf$ocus group
discussions were segregated according to gender to ensure dhkérwoices (most
frequently women in this context) are not overshadowed by more poweefubers of the
group in the community (most frequently men). Two additional commubei#th committee
members joined the focus group discussions. The female focus grousidisamsisted of
2 community health committee members and 6 service users, tialshale focus group
was made up of 1 service provider, 2 community health committee engrabd 6 service
users (see also Table 2).

The interviews and focus group discussions were semi-structuredllvdetl a topic guide
with open-ended questions, which focused on the central research tloénre=eds
assessment, management, organisation, resource mobilisation, andchipadéris allowed
the researchers to both stay on topic whilst also having the filgxiioi explore surprising
but relevant responses further through prompts and follow-up questionsvd fecus group
discussions lasted between 115 and 130 minutes whilst individual intereisied between
50 and 60 minutes. After the interviews and the focus group discussiomgavepleted, we
invited all the informants to participate in a community convemsawith the aim of
collectively evaluating community participation in Nachanta CHHf& spider-gram enabled
a discussion and process to take place that culminated in a consankimgy each indicator
of community participation a score as illustrated in Table 1 Taéde 3 and Figure 2 for the
scores of the participants).



Table 3Coding framework

Codes from Data Basic Themes Organising Themes Global Themes Spider-
gram
scores

Barriers to community participation

— Health team from Wa — Non-involvement of — CHPS was designed

— We wanted a health centre — communities in programme design — externally &ésith experts

— Programme designed outside the community — Cortynoneetings were limited to a few

— Community not involved Needs Assessment 1

— Only unit committee chairman and a few were ctiedu

Facilitators of community participation

— We decided on CHPS site — Community members chose CHPS site — High decisiaking role
— Community sensitised on about CHPS — Communiremess about CHPS
Barriers to community participation
— committee was selected — Undemocratic decision making processes — Undatiodeadership style
— Chairman and the committee — Vertical leadership style — Patriarchal leadership
— decisions made unilaterally by the committee w f@male representation in committee
— Don't know about women role Leadership 3

—women not in the committee

Facilitators of community participation
— Dedicated and hardworking — High community confidence in committee — Selflesd represent community interest
— Represent all our interest

Facilitators of community participation
— Working with health volunteers — CHPS engage witihmunity structures — CHPS integrated well witk-@xisting community structures

— traditional birth attendants(TBA) give support CHPS tolerance with community networks Organization 5
— unit committee team support and engage with CHPS
Barriers to community participation
— Everyone is poor — Resource MobilizationCommittee dominance in resau — Contribution not pro-poor
contributions and allocation
— everyone contributes equally — Controlled exclusively by committee — Less comityucontrol
— decisions made exclusively by health committee Internal resources — Lack of external support
— contributions given to committee Resource
— within community resources mobilisation 5
Facilitators of community participation
— Supported and contributed fully — Full commursitypport for CHPS — community actively contributedtipport CHPS
— CHPS maintenance — Community highly resourceful
— Contributed labour, bought stones, carried saatkr, etc. — Contributions on gender lines
— Contribute based on gender
Barriers to community participation

— We(females) are not involved — ManagementNon-inclusiveness of management stasctu — Less community influence and voice in managgm
— Only the committee — Ineffective management — Limited management capacity
— No skills training

— - — Management 4

Facilitators of community participation

— Committee not influenced in CHPS supervision miathagement — Favourable management structures S @tdBpendently overseen by committee
— Cordial relation with GHS — Self-governing committee

— Decision-making structures represent all integestips




Figure 2 Level of community participation in Nachanta CHPS.

As we sought to do a thematic analysis, transcripts of both tchdivinterviews and focus
group discussions were imported into Atlas.Ti, a qualitative saftwackage, for coding.
Through a process of reading and re-reading, data were categoriseglyigeito 168 codes -
reflecting the wealth of themes emerging from the interviéMes do not seek to report on all
of these findings, but following the thematic network analysicquare as outlined by
Attride-Stirling [35], we first identified 32 codes from the largeol of codes based on their
recurrence and interconnectivity with the conceptual frameworkshancviewed literature.
In the second step, basic themes were explored and both facilitiohgbarriers to
community participation themes were noted, paying particular @ttetat the different views
of our three groups of study participants. These were furtherieadnmto higher organising
themes (step three). In step four, five pre-determined themestat@usbur global themes.
At this stage, the global themes were categorised accotdirtigeir resonance with the
predetermined thematic areas suggested by Rifkin et al. TBbje 3 depicts the coding
framework and illustrates how the themes are connected asowednfrom codes to basic,
organising and global themes. We use the below coding framework uctustr our
discussion of findings.

Results

In this section we present the views and perspectives of oumiaifbs, representing three
groups of programme stakeholders: 1) community health comnmtegebers, who were
given significant responsibility over the operations and implementadf the CHPS
programme, and consisted of two male community opinion leaders aasvello female
‘magazias’, elderly female leaders who act in the interesthefr women. They were elected
for the committee role by local chiefs and other community opitéaders, with no
consultation done with the wider community; 2) Service users wede @ of community
members from the three local communities. They were largelyguabunaware of the work
that was done to set up the health facility, and thus did not partigip#te decision making
about how it was run, although, as discussed below, they were ocdgstaiiad on to help
in specific circumstances where labour or small donations mesded; 3) Service providers
participating in the study were by our other informants refetoeds health experts and
health personnel from the Wa Municipal Health Services.

In the process of explaining (individual interviews), discussing (fgcasp discussions) and
collectively evaluating (community conversation) community partimpain the CHPS
programme, different views and perspectives, pertaining to how conynpamiicipation was
applied in the programme, were inevitably raised. Although oeetigroups of informants
eventually came to a collective consensus, indicating both wide anoWwnaommunity
participation as illustrated by the spider-gram in Figure 2,noaterial is characterised by
differing views — some of which we now seek to tease out.

Needs assessment

From the interviews, the view shared by all participantsthaisthe community did not play
any role in identifying their health needs or designing CHP8mFtheir accounts, the
program was designed by health experts from Wa without theitsinu participation.

Despite this pattern, the study revealed community memberomwett and supported the



program because it significantly resonated with their health n@bée@sexcerpt below is a
male participant’s reflection on this.

‘....No! We don't have any idea how this was done. The team didn’t even do
any needs assessment; they brought us CHPS and this is good. We wanted a
health centre and not CHPS but it is good that we have been given this
because it serves our health needs but not everything’ (Male sesecdan
individual interview)

Contrary to the dominant view that their needs had been pre-definbd bgrivice providers,
a minority of participants indicated there were indeed communityu@tatisns and meetings
about the CHPS program before it was brought to them. This waseedurther by
interviews from the service providers namely the Municipal CHBS8rdinator and the
community health committee chairman. The chairman reported tiheyhinee meetings with
them on issues of implementation and these were discussed and lagrakdiuring the
community meetings before the start of the CHPS implement&immtimated the meetings
were organised for community members to reach a consensus on hpwdhemme could
well be implemented. Below is an expert from the committee chairman in thid.rega

‘Well! We were part of the whole process from the very beginnihg. T
community met three times to plan and discuss how CHPS implementation will
be executed — this happened immediately the health team informed us about
the CHPS programme and the roles we were required to play. Community
members’ attendance in these meetings was not encouraging at the initial
planning stages but subsequently the numbers increased and the support base
for community implementation of CHPS increased and this explains why
CHPS is been successfully implemented here’(Male health committe
chairperson in individual interview)

In short, service providers and some service users appeared to bevamref opportunities
for participation than other service users. However, in reachaupsensus on their level of
participation, service users rated their participation in nesdesament at point-1 on the
spider-gram indicating very low level of participation.

Leadership

Under leadership, different views were expressed by both serséce and service providers
regarding the leadership style and composition of the communityhhealnmittee.
Interviews from majority of the service providers revealed that leadership style and
composition of the community health committee represented alesttgroups and that its
activities and decisions served their interests and not that obthmittee or any individual.
But, few service users held contrary views to this. Affirming trust community members
had of the community health committee’s leadership role, a panic ran the following
commentary:

‘...No! I know anything they decide or undertake is best for us. Theydurow
situation. The committee works selflessly for the interesvafylbody and |
have no reason to doubt the agenda behind their work’ (Male service user in
individual interview)



However, all informants were unanimous that programme leadershigomgsletely male
dominated.

‘We don't take part in community meetings about CHPS, our husbands do.
When it has to do with contributions to support CHPS, then our services are
needed. This is the case in this community like any other commumitydar
here but there is nothing we can do because that is how life iss&ddn

this setting and it has always been so’(female service user in fpoup
discussion)

Another informant commented rhetorically on the complete abseneenald representation
in the CHPS process:

‘...assemblyman, assemblyman, are there even women in that your
committee? | mean the committee in charge of CHPS in the com®{Mithe
service user in focus group discusgion

The community health committee has decision making powers wi#fh dt@mmunity
involvement. Community members only get involved when decisions have beenamd
they get informed of the roles expected of them. Following delibesabn where to peg
their role in leadership, point 3 of the spider-gram was reached by servise user

Resource mobilisation

Findings from the interviews revealed the communities had maddicagt ‘in kind’ and
‘cash’ contributions to support the program. Contributions in kind took the dbrwater,
sand, purchase of stones, among others for the construction and mamteh&iPS, as
well as the labour to build and sustain the buildings. Contributions Wsrermade in cash to
support the building and maintenance of the CHPS program.

‘We fetched water, carried sand, we really did a lot. Will theresbeh a
project without payment? We are even fed up with the contribution to maintain
this compound. We did a lot of contribution from the very start untietite

and even now, we still occasionally contribute to repair broken partsar@o
have a look around and you will be marveled at what these small and poor
communities like ours have been able to achieve. The building alone speaks
what contribution we did.” (Female service user in individual interview)

Our findings suggested that contributions to labour and materialswezte by a wide range
of community members irrespective of their economic status or geHdevever, inputs
were gender differentiated, with men and women. The men contributioaswde form of
labour, cash, digging of sand, etc. whilst the women carried wated, <leaning the
surroundings of CHPS.

Madam Fati! You know everybody’s situation in these communities. We are all
poor. Once you are living in a community like this, you are consideredgpoor
else you would be living around Wa or the Kambali town areas or the Xavier
community. We all share the same problems and so no one is higher, lower or
expected to be given any preferential treatment. But contribution was
segregated by gender. You know we can’'t contribute equally, we have our



share to contribute and our male counterparts have theirs. But for us, we all
contribute equally; if you don’t, your fellow women will discount y&&male
service user in focus group discusgion

Also, service users said that decisions on contributions were exetjuslischarged by the
community health committee, that is, decisions were verticadigle. The community health
committee had absolute and unquestionable decision making powers overetied to be
contributed. However, community members shared the view that sheport of the

programme has empowered them. Corroborating with data elicited tinemin-depth

interviews, the two focus groups affirmed that their contribution ampgat to implement
CHPS has been tremendous and as a result they firmly ratedntimeunity’s contribution on

the spider-gram at point 5.

Management

The findings showed that CHPS was independently managed by thedomaunity health
committee without any outsider influence. Some service users imtédr@iews also spoke
and expressed confidence in how the community health committeemanaging and
overseeing the CHPS programme implementation. A participant gifigéadi this point in the
following extract:

‘...Certainly! The committee is managing the programme very wélbout
external or outside (GHS) influence. We might be small at the mamemtot
representing all but this is a view widely held in these three communities if you
want to enquire further to establish the fa(ffemale service user in focus
group discussion)

Also, the study indicated that management and decision makintusésigvere vested under
the authority of the community health committee who made decisiotisaligrwithout full
community members’ engagement. Community members (service wgmes)only at the
receiving end of decisions unilaterally made by the community health caamitt

‘Hmmm.. what can we say since we are not them? | mean the committee. Ok.
From outside point of view, | think everything is working alright without
external interference. We would have been made aware if thereswele
issues’ (Male service user in individual interview)

Again, female representation in the management structures lemtsas findings indicate a
male-dominated management style. The service users when pdoatyst their view on
such an arrangement did not have any reservation about it. They apjoebeesatisfied with
what they regarded as the good management roles and decision makiciyres
coordinated by the committee. Also, regarding opportunities for mareagecapacity
building, the committee chairman indicated that they had no aczeszpacity and skills
training programmes to enhance their capacity to manage theaprnogr On the whole, in
rating their participation in managing the CHPS on the spider-grajoyity of service users
solidly agreed on point-4 as the extent to which they participatee program although this
did not fully reflect the positions held by all services usersamse few service users held
contrary views regarding their level of participation in managing CHPS.



Organization

Findings from the study revealed that the CHPS programme studbesitegrated itself into

pre- existing community structures that predated the estatdighai the CHPS. Some of
these structures that had existed in the community prior to thentad¥ethe CHPS

programme the study revealed include a unit committee, health @etanand traditional
birth attendants. The study gathered that all these community strugeneeall absorbed and
fully integrated into the CHPS programme in order to avert @mfrontation or conflict

between CHPS and the community structures. In highlighting on the ededr€HPS

integration with the community structures, a health committee beemgave the following

commentary:

‘The unit committee and the volunteers are still very active amdimg to
support the CHPS as | said. Some of the unit committee members ang play
dual roles as unit committee members and community health committee
members. | was a member of the unit community when the programted star
and from experience | know although they are parallel structures, thdy wor
collaboratively’ (Male service provider in individual interview)

Following this, participants deliberated on where to rate thewell of community
participation on the spider-gram. Subsequently, participants unanimayglgdathat pre-
existing community structures were fully integrated into th#PS programme and so they
rated it at point 5.

Discussion

In light of earlier assertions regarding the dearth of workahbdyacal tools to assess
community participation [36,37], we set out to explore the potentiaoafbining spider-
grams and a social psychological understanding of participatorassess levels of
community participation in a CHPS programme in Ghana.

Through this method and theory combination we have been able to highlighye oh
factors impacting optimal and empowering community participati@meSof the factors
facilitating community participation included community mobilisatiof local resources to
support CHPS (communities made significant ‘in kind’ and ‘cash’ dmrttons to support
the program), CHPS integration with pre-existing community ®iras (existing unit
committees, health volunteers and traditional birth attendants alleedbsorbed and fully
integrated into the CHPS program), representativeness of comynmieitests and working
independently without external interference from health professiofalstors hindering
community participation included top-down approach to CHPS design, maleatwa and
vertical-undemocratic community leadership and management stylesppeared that
management and decision making structures were vested under the tyautiiothe

community health committee who made decisions vertically witholit dommunity

members’ engagement, an arrangement which disempowered community members.

What opportunities for participation did the CHPS programme offer pakaervice users in
Nachanta? Our findings suggest that the programme was langebged on the community
by outside experts - externally designed with limited commgupdrticipation. Such a
situation would be regarded as inimical to optimal community empogrermwith theorists



such as Wallerstein [38], Rappaport [19] and Laverack [20] arghatgprogrammes seeking
to promote ‘empowerment via participation’ should involve the activeggaation of all
community members in order to offer opportunities for acquisition of krageleand skills,
confidence, personal experiences of efficacy, ability to identify and solve pno&lems.

Examining our data in a social psychological understanding of ipatimn [8] enabled us to
identify the limitations of implementing community participatisna way that facilitated
community empowerment. These limitations highlighted a techno@miiceptualization of
community participation resulting in domination by non-elected |lsadesle dominance and
vertical decision-making. In this regard, for all its advantaties project did not meet the
ideals of equal participation of all players irrespective oirthender, age or social status,
with all players being fully consulted at every stage of mogne design and
implementation, and with the knowledge and views of each group carryingvegjgat in
these processes. In this regard the project missed out on valuable adppsrtoiincrease the
confidence and ability of the most marginalised project stakelsoldeake control over their
lives and their health.

These observations corroborate the argument of Rifkin [25] and Goodnah{39] which

claims that the structure of community leadership is oftertorgally or culturally

determined to exclude marginalised groups including women, young @aaplearginalised
men, with such social exclusion being widely regarded as a cootriboitthe health
inequalities often suffered by such groups [5].

For community participation to be effective and empowering tisea@ ioverarching need for
health planners and programme developers to engage with rank-acahfileunity members
in dialogue about service provision, where local knowledge is takerriaastg as expert
knowledge. Whilst external health experts, change agents or tacdithave specific
technical knowledge that can aid participation, such technicaltesgoerust be accompanied
with local knowledge (e.g., resources, culture, gender and power mg)atrequiring local
people to participate. Using social psychology as part of a frankewo examine
participation highlights how failure to recognise the importandawafiving local people and
local knowledge challenges the alignment of health servicéslogal realities and runs the
risk of health services simply reproducing the status quo of exgefinition. It also charts
the course of health programmes in marginalised communitiegdsiaicts their roles in
decision-making and opportunities to gain knowledge, skills and confidencectonée
seriously involved in the direction of health programs. In our studynietl number of
respondents mentioned such participation. They tended to express a spassivfy and
distance in relation to the control of CHPS. Opportunities for ation were limited to
what Arnstein [40] would describe as tokenistic (form of communityigg@ation where
community members are only informed or consulted purposely to seekdhsent) offering
reduced opportunities for enhancing community members’ sense of agency.

We also found women to have few opportunities to participate than menméle
dominated nature of the participation that did occur was a predomiregmé tin our findings,
particularly in relation to the theme of resource mobilisatieagérship and management. ‘It
is the committee’; ‘them’; ‘they will know’; ‘we don’t contribetequally to support the
program’; and ‘the committee’ were constant phrases heardvilmmen in connection with
decision making relating to all three themes. Our study highkligbtv effective community
participation can be hampered by relational factors, such asttfaissoncern gender. It also



calls for further studies to unearth and bring to the fore thaaetdip between gender and
health in the contexts of CHPS in Ghana or other similar contexts.

Differing views of how community participation played out in preetiwere evident.
Community members (service users) saw their participation iIRSCprogramme as limited.
They were not involved in the design process, only being asked to camtinbcash or in
kind to maintain the CHPS compound — merely reflecting theautdit value of community
members in health programme implementation. They saw CHP&$bgul at the community
level as one imposed on them as they played no role in selecting committee sn&abace
providers and community health committee members on the other haiedebethat
community members (service users) were adequately consultee bieé commencement of
the programme, and did have a role to play in electing the commuriliy lkemmittee as
well as managing the CHPS programme. These conflicting uaddimsgs of how
community participation played out, underlining the contested natureoofmunity
participation, have been noted elsewhere [2,41]. These differencagaably rooted in the
reluctance of more powerful actors to relinquish their power andatantd the desire of
community members to be more involved in services and decisionsripatti their health
and well-being. This, coupled with the reality that health professionma virtue of their
expert knowledge, will always be in a position of power, furtlenmicates genuine power-
sharing in participatory health programmes.

Whilst local people played a key role in providing resources (mkend labour) for the
building and maintenance of the health centre, reflecting thditanén value, capacity
building was limited, evidenced by their struggles to maintain epdir the facility. Whilst it
is important for community members to contribute with resousrggaging in a community-
government partnership that bolsters community ownership, this parmeesds to have a
long-term strategy, with funding agencies committing to avail resoascasd when required
to sustain the health initiative and by building the capacity cmhrounity members and
groups, enabling them to develop the programme and seek alternatigessofifunding.
Such a strategy responds to concerns raised by Hill [42] who ailwates is often the most
economically unsound communities that are required to mobilise resaorceipport their
health when access to health should be their fundamental human hghiack of a long-
term strategy of the Ghanaian CHPS programme runs the dangerabhg a context where
poor communities are compelled to contribute to the health initiafidefailure to contribute
could result in them being denied access to health care. Theemneeisd for external support
agencies to recognise their responsibility to sustain communiggddeesalth initiatives in the
long-term and to capacitate community members and groups so thaathenore easily link
up and partner with resourceful organisations for joint ventures.

A key limitation of this study is the fact that it only repoots the experiences of one CHPS
community. Being a small qualitative study, the observations peskentthis paper are
based on the subjective views and personal experiences of onlyirddewants and not the
whole community. It is therefore difficult for us to generalise anchment on the CHPS
programme as a whole. A second limitation relates to reportirsg jpeaticularly by service
providers, who have an interest in representing the programme intiaepbght. A third
limitation pertains to the weight given to spider-gram indicatdir is unclear whether a
hierarchy exist regarding the importance and level of influesfceach indicator in the
spider-gram. This is an area for future research.



Conclusion

Notwithstanding these limitations, we believe that insights lkeé presented in this paper
are critical to translating policy rhetoric regarding communityiggation into practice. We
conclude that spider-grams, plotted in group or community settingsedramd guided by a
social psychology of participation, is a useful strategy for theakofessionals and
community members alike to critically track and check tharewstep of the programme
design and evaluation process is participatory. We believe thahétined (spider-gram) and
theory (social psychology of participation) combination is key to bssessing community
participation and simultaneously encourage the agency of partgiftannore participatory
community-led intervention.

Endnotes

@ The health care facilities have been referred to as CHP$aomis. These compounds
serve as the centre for community health care servicesasumhitreach clinics for childhood
immunization, health education activities, family planning services etc.

Competing interests

The authors declare that they have no competing interests.

Authors’ contributions

All authors were involved in ongoing discussions of the study designmm&uiaged the data
collection, conducted the data analysis and wrote the firstafrdie paper. MS, CC and SR
provided supervision and contributed to the writing of the final draftaddhors have read
and approved the final manuscript.

Acknowledgement

The authors are grateful to Betrand Abobo and Frederick Abobo foraassish collecting

the data. We would also like to thank the Wa Municipal Health [ratg¢ under the Ghana
Health Service for support in providing us with data on the statéd®30mplementation in

the Municipal. We would also like to thank the community participamtsHeir valuable
input and the London School of Economics and the UK Department for Intermationa
Development for funding this study.

References

1. Campbell C, Cornish F, Skovdal MdJsing Scale to think about HIV/AIDS
interventions: local and global dimensionsHealth Place2012,18(3):447-495.

2. Draper AK, Hewitt G, Rifkin SChasing the dragon: Developing indicators for the
assessment of community participation in health programmesSoc Sci Med2010,
71(6):1102-11009.



3. Campbell C, Scott KRetreat from Alma Ata? The WHO's report on Task Shifting to
community health workers for AIDS care in poor countries.Glob Public Health2011,
6(2):125-138.

4. Lawn JEget al Alma-Ata 30 years on: revolutionary, relevant, and time to revitalis.
Lancet2008,3729642):917-927.

5. WHO:Closing the gap in a generation: Health equity through action on the social
determinants of healtltseneva: WHO; 2008. url:
[http://lwww.who.int/social_determinants/final_report/en/index.html].

6. Zakus JDL, Lysack CLRevisiting Community Participation. Health Policy Plan1998,
13(1):1-12.

7. Campbell C:Letting them die : why HIV/AIDS intervention programmes failicAfr
issuesOxford: International African Institute; 2003. ix.

8. Campbell C, Jovchelovitch $tealth, community and development: towards a social
psychology of participation.J Community Appl Soc Psyci00,10(4):255-270.

9. Kilpatrick S:Multi-level rural community engagement in health. Aust J Rural Health
2009,17(1):39-44.

10. Lévesque Let at Unpacking the Black Box: A Deconstruction of the Programming
Approach and Physical Activity Interventions Implemented inthe Kahnawake Schools
Diabetes Prevention ProjectHealth Promot Prac2005,6(1):64—71.

11. Nyonator FK,et at The Ghana Community-based Health Planning and Services
Initiative for scaling up service delivery innovation.Health Policy Plan2005,20(1):25—
34.

12. MoH: The Ghana National Health Policy: Creating Wealth Through HeaMtcra:
Ministry of Health, Ghana; 2007.

13. Abelson J, Gaauvin FAssessing the Impacts of Public Participation: Concepts,
Evidence, and Policy Implication€anada: Canadian Policy Research Network; 2006.

14. Rowe Gegt al Difficulties in evaluating public engagement initiatives: rélections on
an evaluation of the UK GM Nation? public debate about transgen crops. Public
Underst Sck005,14(4):331-352.

15. Rifkin S, Muller F, Bichmann WPrimary Health Care: On Measuring Participation.
Soc Sci Med 988,26(9):931-940.

16. Morgan LM: Community participation in health: perpetual allure, persistent
challenge.Health Policy Plan2001,16(3):221-230.

17. Habermas Jhe Public Sphere: An Encyclopedia Article New German Critiqué 974,
3:49-55.



18. Freire PEducation for critical consciousnedsew York: Seabury press; 1973. xiii, 146
p.

19. Rappaport Jrerms of empowerment/exemplars of prevention: Toward a theoryadr
community psychology.Am J Community Psycht987,15(2):121-148.

20. Laverack G:Health promotion practice : power and empowermdmndon, Calif:
Thousand Oaks, SAGE; 2004. xvii, 157 p.

21. Petesch P, Smulovitz A, Walton Myvaluating Empowerment: A Framework with
Cases from Latin America In Measuring empowerment: cross-disciplinary perspectives.
Edited by Narayan D. Washington, DC: The World Bank; 2005:39-67.

22. Campbell C, Nair Y, Maimane Building contexts that support effective community
responses to HIV/AIDS: a South African case studyAm J Community Psych@007,
39(3—4):347-363.

23. Tawil O, Vester A, O'Reilly KEnabling approaches for HIV/AIDS promotion: can
we modify the environment and minimise the riskAIDS 1995,9:1299-1306.

24. Chambers RWhose reality counts ? : putting the first lagibndon: Intermediate
Technology; 1997. xx, 297 p.

25. Rifkin S:Community Participation in MCH/FP Programmes: An analaysis based on case
study materialsGeneva: World Health Organisation; 1990.

26. Naylor PJet al Evaluating the participatory process in a community-based heart
health project. Soc Sci Me@002,557):1173-1187.

27. Eyre R, Gauld RCommunity participation in a rural community health trust: t he
case of Lawrence New ZealandHdealth Promot In2003,18(3):189-197.

28. Jacobs B, Price NCommunity participation in externally funded health projects:
lessons from CambodiaHealth Policy Plan2003,18(4):399-410.

29. Vanlerberghe Vet al Community involvement in dengue vector control: cluster
randomised trial. BMJ 2009,338jun09 _1):p. b1959.

30. Toledo ME gt at Towards active community participation in dengue vector contol:
results from action research in Santiago de Cuba, Cubalrans R Soc Trop Med Hyg
2007,101(1):56-63.

31. Barker M, Klopper HCommunity participation in primary health care projects of
the Muldersdrift Health and Development Programme.Curationis2007,30(2):36-47.

32. Chilaka MA:Ascribing quantitative value to community participation: A casestudy
of the Roll Back Malaria (RBM) initiative in five African coun tries. Public Health2005,
119(11):987-994.



33. Patton MQQualitative Evaluation and Research Methods. 2ndBs\erly Hills, CA:
Sage; 1990.

34. Campbell Cget at The role of community conversations in facilitating local HIV
competence: Case study from rural ZimbabweBMC Publ Healti2013. in press.

35. Attride-Stirling J:;Thematic networks: an analytic tool for qualitative research.Qual
Res2001,1(3):385-405.

36. Chambers RRural development : putting the last firsbndon: Longman; 1983:246.

37. Rifkin S: Lessons from community participation in health programmes.Health
Policy Plan1986,1(3):240-249.

38. Wallerstein N:Powerlessness, empowerment, and health: Implications for heal
promotion programs. Am J Health Promo1992,6(3):197-205.

39. Goodman Ret al Identifying and defining the dimensions of community capacit to
provide a basis for measurementHealth Educ Beha®998,25:258—-278.

40. Arnstein SA Ladder of Citizen Participation. J Am Plann Assot969,354):216—-224.

41. Popay JCommunity engagement and community development and health improvement:
A background paper for NICEondon: NICE; 2006.

42. Hill E: Over the Edge: Healthcare Provision, Development and Marginalisain. In
Development for Healtledited by Eade D. UK: Oxfam Publications; 1997:6—-13.



Organization

Management ¢ " Needs Assessment

== Narrow community
participation

—\Wide community
Participation

Resource .
Figuigadpilization Leadership




Organization
5

Management <, > Needs Assessment

Level of community
Participation

~ Resource
Figurf1dbilization

“:Leadership



	Campbell_Assessing_participation_community_2013_cover.pdf
	Campbell_Assessing_participation_community_2013_author
	Start of article
	Figure 1
	Figure 2


