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Introduction
In recent years there has been much emphasis on 
strengthening the relationship between health system 
actors and community members. One such tool is social 
accountability, defined here as “citizens’ efforts at ongoing 
meaningful collective engagement with public institutions 
for accountability in the provision of public goods (p. 161) 
[1].” Scorecards, social audits, and participatory budget-
ing, popular social accountability tools, are used to facili-
tate processes that creates opportunities and spaces for 
those seeking services and those responsible for provid-
ing them to come together and mutually identify barriers 
and solutions to improve their services. Joy Moncrieffe 
(2011) has argued that social accountability is best 
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Abstract
This study evaluated the effects of community engagement through social accountability on service users’ 
values, attitudes and interactions. We conducted a pre–post study of the community and provider driven social 
accountability intervention (CaPSAI) over a 12-month period among 1,500 service users in 8 health facilites in 
Ghana and in Tanzania (n = 3,000).

In both countries, there were significant improvements in women’s participation in household decision-making 
and in how service users’ perceive their treatment by health workers. In both settings, however, there was a 
decline in women’s knowledge of rights, perception of service quality, awareness of accountability mechanisms 
and collective efficacy in the community. Though CaPSAI intervention set out to change the values, attitudes, and 
interactions between community members and those providing contraceptive services, there were changes in 
different directions that require closer examination.
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understood as a relational process in which people’s val-
ues, attitudes, and interactions change as a consequence 
of participating [2]. These changes in respective norms, 
values, attitudes, and relationships toward each other 
and themselves as a result of this dialectic interaction has 
been borne out in the evidence [3, 4].

Recognizing the importance of values and attitudes 
on the delivery and performance of the health system is 
by no means new. We can see how values and attitudes 
affect health seeking behaviour - in the way community 
social norms surround women’s decisions about health 
care [5], or in how providers’ bias and beliefs about a 
service user affect how they counsel and treat them [6]. 
Moreover, the quality of people’s interactions also affects 
the performance of the healthcare systems as reflected 
in the respectful care movement [7], and more recently 
in health system responsive literature [8]. These trends 
are part of the increasing recognition of “soft skills” or 
the “software” of the health system, that is the values, 
norms, attitude, communication skills and collaboration 
practices at work [9]. Others regard the performance of 
the health system as the product of interactions between 
system ‘hardware’ (such as infrastructure, medicines and 
workforce) and the ‘software’ (the more latent compo-
nents such as human values, power dynamics and norms) 
[10].

Supporting social accountability processes is one of 
several ways to change values and attitudes of both those 
using and those providing services. The affective effects 
of social accountability has been widely documented 
and captured as governance related outcomes such 
as increased community participation [3, 11, 12], and 
increased confidence among women to claim rights and 
make demands [13–15]. Other relevant changes include 
the responsiveness of duty-bearers [8, 16], and their 
increased awareness of community needs [15, 17, 18]. 
In addition, the type and quality of interactions between 
duty-bearers and those claiming their rights has been 
acknowledged in the increased community engagement 
in decision-making [3, 4], more meaningful provider-
service user interaction [3, 4], and in enhanced mutual-
ity and trust [15, 19–21]. Yet these important changes in 
service users and providers’ values and attitudes are often 
not measured because they pose several methodological 
challenges [18, 22].

One notable exception is CARE’s Women’s Voice tool, 
a validated psychometric measure that captures these 
variables and provides an innovative starting point to 
capturing values, attitudes, and interactions [23]. As 
part of a more extensive complex intervention study on 
social accountability in the context of contraceptive ser-
vices [24], the authors of this paper first adapted and 
validated CARE’s measures of service users’ attitudes 
and behaviours [25], and then used the measures to 

understand the processes by which change was affected. 
In the Community and Provider driven Social Account-
ability  (CaPSAI)  Project’s theory of change (ToC) these 
values, attitudes and interactions are set as intermediate 
outcomes along the casual pathway and are directly influ-
enced by the social accountability process under study. In 
this paper, we share the findings about how service users’ 
values, attitudes, and interactions changed as a result 
of a social accountability  (SA) initiative in Ghana and 
Tanzania.

Methods
Study design
This study was a quasi-experimental, pre-post evaluation 
cross sectional study of service user’s values, attitudes, 
and interactions as part of the larger Community and 
Provider driven Social Accountability (CaPSAI) Project 
undertaken in Ghana and Tanzania. [24]. The CaPSAI 
Project contributes to the evidence on the effects of social 
accountability and participatory processes in the context 
of a family planning and contraceptive programmes. The 
study was designed according to the Medical Research 
Council (MRC) guidance on complex interventions and 
was based on a theory of change using a co-designed 
intervention to account for the complexity of SA pro-
cesses [24, 26–28]. This study accounted for the multiple 
components required to track the different levels and 
interrelated outcomes, including changes in values, atti-
tudes and interactions that this paper focuses on [24].

The constructs assessed in this study are drawn from 
the CaPSAI Theory of Change in Fig.  1, these are the 
intermediate outcomes of expanding inclusive and effec-
tive negotiated spaces, empowered health workers, and 
empowered women and community members [24, 25]. 
The theory of change was developed to link the interven-
tion components (at the top of the figure with the inter-
mediate) and the intermediate and distal outcomes (on 
the righthand side of the figure). The development and 
validation of the measures used in this pre–post evalua-
tion study have been outlined elsewhere [25]. This study 
aimed to (1) gauge change in the validated items at pre- 
and post-the intervention, and (2) measure intermediate 
outcomes.

The CaPSAI intervention is a co-designed social 
accountability process that is responsive to local contexts 
and practices [26, 27]. In the community surrounding a 
facility, community members and health workers were 
separately trained by civil society organisations in their 
rights and entitlements and each group is then taken 
through a process by the civil society organisations to 
generate issues and then rank what they consider to be a 
priority. The civil society organisation leading the process 
then bring together the two groups, community mem-
bers and health workers, in a facilitated interface meeting 
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to jointly identify shared issues and solutions to address 
them. The community members and health workers 
together then met with local government officials to dis-
cuss their concerns and priorities and make action plans 
to respond to the claims made. These action plans were 
then followed up and reported on over a 6-month period.

The social accountability process was composed of nine 
steps led by a national civil society partner over a six-
month period. Each step and its purpose are outlined in 
Table 1. A full description the intervention has published 
in the WHO (2021) Community and provider-driven 
social accountability intervention for family planning and 
contraceptive service provision: experiences from the field 
[27].

Participant selection and enrolment
Possible study participants were identified in eight inter-
vention facilities in each country during consultations 
by health providers who referred them to study staff. 
Screening was done by the study staff using the eligibility 
criteria that included age (15–49) who were attending the 
FP services of health facilities involved in a participating 
study facility, were first-time or continuing users contra-
ception and provided consent to participate. Following 
the consent or assent process, the interviews were con-
ducted in person at the facility, or an appointment was 
set later. The same eligibility criteria for participants were 
used in all intervention sites.

Data collection
A sample of over 750 women aged 15 to 49 years access-
ing contraceptive services was interviewed prior to the 
start of the intervention and an additional 750 women 
aged 15 to 49 years after the intervention in each coun-
try. Sampling for the service users survey was calculated 
using a priori sample size calculation with the ratio of ten 
subjects per item ratio and guidance of more than 500 
which equals a very good sample for validation [25, 26, 
29, 30]. The calculation was based on 75 items. The pre- 
and post-survey were taken eight months apart.

A total of 118 questions were asked of respondents 
upon leaving a facility, and only 44 scale items and 11 
domains were included in the following analysis. The 
other items included questions about demographic sta-
tus, reproductive and family planning history, relation-
ship status, income, occupation, and religion. The 11 
domains measured were driven by the theory of change, 
which was informed by existing empirical and theo-
retical work on social accountability. After defining the 
domains, we identified existing validated measures for 
each domain. We drew on CARE’s Women VOICES tool, 
a validated measure the aimed to capture similar inter-
mediate outcomes concerning maternal health in Malawi 
[23]. In addition, we included three domains to represent 
the CaPSAI theory of change – namely ‘knowledge and 
awareness of rights, self-efficacy and political capabili-
ties. The items were validated through consultations with 

Fig. 1 Taken from [24]:
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experts and with World Health Organization (WHO) 
Forms Committee. The instruments were psychomet-
rically tested at baseline in Ghana and Tanzania and 
the findings were published [23]. Table  2 outlines the 
domains that were included in the final analysis.

Post-intervention survey was conducted at the facility 
in a private location. In Ghana, a total of 15 data collec-
tors (5 females and 10 males for the first survey; 8 females 
and 7 males for the second survey) were trained over a 
3-day training workshop from 4 to 6 April 2018 and a 

2-day refresher from July 9–10 2019, respectively. In Tan-
zania, a total of 15 data collectors (9 females and 6 males) 
were trained over the survey over a period of 5 days from 
19 to 23 March in 2018 and a 5-day refresher training 
was conducted from 29 to 2019 to 2 August 2019. Data 
collection was conducted using a tablet-based question-
naire to capture real-time data using OpenClinica and 
was later uploaded onto a secure server. In Tanzania, the 
first survey data collection started on 26 March and was 
completed on 25 May 2018. The second survey took place 
from 2 to 2019 to 3 October 2019. All respondents chose 
to be interviewed in Kiswahili. In Ghana, data collection 
for the first survey started on 9 April 2018 and was com-
pleted on 4 June 2018, and 46.4% chose to be interviewed 
in English, while 53.6% chose to be interviewed in Akan. 
The second survey took place between 10 and 2019 and 
10 October 2019, and 54.5% chose to be interviewed in 
English, while 45.5% chose to be interviewed in Akan.

Patient and public involvement
It was not appropriate or possible to involve patients or 
the public in the design, or conduct, or reporting, or dis-
semination plans of our research.

Ethical consideration
Once assessed as eligible, respondents completed the 
informed consent process. There were no incentives 
given to women and girls to participate in the study. 
However, study participants who agreed to participate 
were reimbursed for their travel cost, where it was per-
mitted by country-specific ethical requirements. In 
Ghana, the research team supported the travel cost to 
the facility with five Ghana cedis (~ 1 US dollar) given 
after the interview. In Tanzania, no reimbursements were 
given.

For adolescent participants (15–17 years) identified to 
participate in the study, research staff explained what the 

Table 1 Steps of the social accountability intervention [27]
Step Title Purpose and description
Step 
one

Preparatory work To prepare the necessary institutional 
and social permissions and approvals 
required to implement the social ac-
countability process in a community.

Step 
two

Introduction to 
local authorities 
and gatekeepers

To ensure that local authorities and gate-
keepers are both aware and supportive 
of the process.

Step 
three

Mobilization and 
introduction of 
the project to 
the community 
members

To spread awareness of the project 
among the local community and ensure 
inclusive participation from a wide range 
of community members.

Step 
four

Health, rights and 
civic education 
with community 
members

To share information about sexual and 
reproductive health and rights (SRHR) 
and entitlements with community 
members. To work together to explore 
any perceived gaps or shortcomings in 
the services they receive. To generate 
discussion on the local issues that faced 
by the population.

Step 
five

Health, rights and 
standards of care 
sensitization with 
health actors

To share information about srhr and 
entitlements with health providers. To 
work together to explore any perceived 
gaps or shortcomings in the services 
they receive. To generate discussion on 
key issues faced by local people.

Step six Prioritization 
meeting with the 
community

To ensure that a diverse range of com-
munity members identify and rank the 
most pressing issues related to fp/c infor-
mation and services in their community.

Step 
seven

Prioritization with 
health actors

To ensure that health care providers 
identify and rank the most pressing 
issues related to fp/c information and 
services in their community.

Step 
eight

Interface meeting 
and joint action 
planning

To share the assessments separately 
generated by community and health ac-
tors and then to jointly identify areas for 
improvement. To develop an action plan 
to ensure concrete measures are taken 
to improve services and/or maintain 
good practices.

Step 
nine

Regular ongoing 
monitoring and 
follow-up

To track if progress has been made in the 
jointly- agreed action plan, by regularly 
following up with both the community 
and health authorities. To present an 
opportunity to involve high-level duty 
bearers or third parties in addressing 
unresolved issues.

Table 2 Domains measured based on theory of change [23]
Domains Number 

of Items
Knowledge of Health Rights++ 6 **
Women’s participation in household decision- making* 10**
Self-efficacy with health care providers ++ 3**
Perception of service quality * 3**
Mistreatment by Health workers ++ 4**
Collective efficacy * 4**
Community support in time of crisis * 4**
Mutual responsibility for and support of services* 5**
Awareness of accountabilty mechanisms++ 3**
Ability to participate in community meetings* 3**
Ability to atttend community meetings* 3**
* validated from CARE’s Women VOICES Tool

++ new scales

** scales tested in this study
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study is about and the requirements for their participa-
tion in the study, including obtaining parental consent. If 
the adolescent approves, parental/guardian consent was 
sought and once done, the participant was also guided 
through the assent process. Emancipated adolescents 
were able to provide consent in both countries.

CaPSAI Project master and country protocols (Project 
ID A65896) were approved by technical and ethics review 
committees at the World Health Organization (WHO). 
Additionally, the country protocols were reviewed 
and approved by the Population Council Institutional 
Review Board (exemption approval - # EX201714) and 
Ghana Health Service Ethics Review Committee (GHS-
ERC:009/08/2017) in Ghana. In Tanzania, the protocol 
has been approved by Ifakara Health Institute Institu-
tional Review Board (IHI/IRB/No:18-2018 and IHI/IRB/
AMM/No:03-2019) and the National Institute of Medi-
cal Research (NIMR) review board (NIMR/HQ/R.8a/Vol.
IX/2668), as well as the NIMR/Mbeya Medical Research 
and Ethics Review Committee (GB.152/377/01/214a).

Statistical analysis
To detect statistically significant differences in the distri-
bution of sociodemographic characteristics between the 
groups at pre-intervention and post-intervention in each 
country, we used a chi-square or a Fisher’s exact test for 
categorical variables; and a t-test for comparison of con-
tinuous variables. For comparison of continuous pre- and 
post-intervention intermediate outcomes a t-test was 
used. We conducted a two-sided test, with type 1 error 
at 5% level. Statistical Analysis System (SAS) Version 9.4 
was used for the statistical analyses.

Results
Demographic characteristics
The demographic characteristics of the study population 
were similar in the pre- and post-intervention samples, 
see Table  3 for each country. In Ghana, most women 
were 21 to 35 years of age, 70.1% in the pre-group and 
72.5% in the post-group, respectively. In Tanzania, the 21 
to 35 age group also made up the majority of the study 
population, 75.6% in the pre-group and 75.7% in post-
group, respectively. There were significant differences in 
the percentage of women who have completed primary 
education in Ghana, with 25.9% in the pre-group and 
14.4% in the post-group, respectively. There was no dif-
ference in the percentage of the study population who 
had completed secondary education, 9.2% in the pre-
group and 10.8% in the post-group, respectively. There 
were no differences in the percentage of women who 
have completed primary education in Tanzania, with 
56.2% in the pre-group and 53.2% in the post-group, 
respectively. There was no difference in the percentage 
of the study population who had completed secondary 

education, 20.9% in the pre-group and 22.6% in the post-
group, respectively. In both Ghana and Tanzania, there 
were significant differences in marital status between the 
pre- and post-intervention groups. In Ghana, there was 
a significant difference in the percentage of injectable 
users in the pre- and post-group. In Tanzania, there was 
a significant difference in the percentage of male condom 
users, standard days method, Lactational Amenorrhea 
Method, rhythm method and withdrawal in the pre- and 
post-group.

Changes in service user’s values, attitudes, and interactions 
in Ghana
In Ghana, there were several statistically significant 
(P < 0.05) changes found, see Table  4. There was an 
increase in the women’s participation in household deci-
sion-making after the intervention and there was a posi-
tive change in how people perceived they were treated 
by the providers. However, the service users’ knowledge 
of health rights declined, as did their perception of qual-
ity. Service users also noted a decline in one’s ability to 
attend and to participate in community meetings. There 
were highly significant declines (P < 0.001) in awareness 
of accountability mechanisms among respondents and in 
the collective efficacy found in the community over the 
course of the study.

Changes in service users values, attitudes and interactions 
in Tanzania
In Tanzania, there were several statistically significant 
(P < 0.05) changes, see Table  5. Over the course of the 
study, women’s participation in household decision-mak-
ing was also seen to improve. Service users also perceived 
that they were treated better by health workers. There 
were also improvements in the ability to attend and par-
ticipate in community meetings and in mutual respon-
sibility for and support of services. However, women’s 
knowledge of their health rights, the perception of ser-
vice quality, their knowledge of accountability mecha-
nisms to make claims and the sense of collective action 
to bring about change were all seen to decline over the 
study period.

Comparing the findings across the two settings
Table  6 compares the findings across the two settings. 
In both settings, there were significant improvements 
in women’s participation and in household decision-
making perceived treatment by health workers. In both 
settings there was a decline in women’s right knowledge, 
the perception of service quality, awareness of account-
ability mechanisms and collective efficacy in com-
munity. The results for several of the constructs were 
different between the two countries, namely the ability 
to attend and participate in community meetings, mutual 
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responsibility for and support of services and community 
support in time of crisis.

Discussion
The CaPSAI theory of change suggests that changes in 
the values, attitudes and interactions of the commu-
nity and health providers are central part of the social 
accountability process leading to health-related out-
comes. When comparing the results within and between 
countries, there are mixed results. There were only two 
domains where there were significant positive changes, 
and in five domains there were significant negative 
changes in the study period. This is different to the study 
in Malawi that used similar intermediate outcomes and 
reported changes in 7 out of the 13 constructs assessed 
[31]. There were a higher number of positive changes in 
Malawi compared to the findings of this study. In Malawi, 
there were 3–4 cycles of the social accountability process 
completed by the endline, whereas in the present study, 
only one cycle of the social accountability process was 
completed over a six-month period and, therefore, there 
was a lower level of exposure.

Bearing in mind the shorter time and limited exposure 
of the CaPSAI intervention, there are two significant 
positive trends across both countries, namely increased 
participation of women in household decision-making 
and decreased perceived mistreatment by health workers 
when visiting the contraceptive services, though this was 
not significant. These findings align with related research 
in this area, it is well-established that community group 
engagement can improve women’s decision-making 
power and consequently, women’s ability to make and act 
on decisions is linked to contraceptive use [32, 33]. There 
is also evidence that women’s self-help groups have had 
positive impacts on women’s empowerment, social sup-
port, health service use and outcomes [34, 35]. In addi-
tion, in both sites, there was a significant decrease in the 
mistreatment by health workers perceived by service 
users, service users reported less disrespect and abuse. 

Table 4 Changes in service users’ values, attitudes and 
interactions in Ghana

PRE 
(n = 750)

POST 
(n = 750)

Mean SD Mean SD P-Value
(T-test)

Women’s participation in 
household decision-making

1.77 0.33 1.82 0.31 0.0047

Mistreatment by health 
workers a (self-effacy with 
health care providers)

0.93 0.20 0.93 0.18 0.63

Mistreatment by health 
workers b (Mistreatment by 
health workers)

2.02 0.78 1.89 0.83 0.0028

Knowledge of Health Rights 1.65 0.50 1.57 0.49 0.0023
Perception of service quality 1.54 0.46 1.49 0.48 0.024
Awareness of Accountability 
Mechanism

2.40 0.88 2.08 0.72 < 0.0001

Collective efficacy in 
community

1.46 0.64 1.31 0.55 < 0.0001

Ability to attend community 
meetings

2.55 1.49 2.31 1.49 0.0017

Ability to participate in 
community meetings

2.03 1.12 2.00 1.35 0.60

Mutual responsibility for 
and support of services

1.51 0.43 1.51 0.48 0.96

Community support in time 
of crisis

1.49 0.69 1.50 0.74 0.68

Table 5 Changes in service users’ values, attitudes and 
interactions in Tanzania

PRE 
(n = 750)

POST 
(n = 752)

Mean SD Mean SD P-Value
(T-test)

Women’s participation in 
household decision-making

1.78 0.31 1.93 0.17 < 0.0001

Mistreatment by health 
workers a (self-effacy with 
health care providers)

NS NA NA NA NA

Mistreatment by health 
workers b (Mistreatment by 
health workers)

1.92 0.71 1.8 0.64 0.0004

Knowledge of Health Rights 1.59 0.48 1.49 0.46 < 0.0001
Perception of service quality 1.64 0.52 1.43 0.46 < 0.0001
Awareness of Accountability 
Mechanism

2.04 0.83 1.77 0.72 < 0.0001

Collective efficacy in 
community

1.87 0.96 1.73 0.84 0.0039

Ability to attend community 
meetings

2.00 1.12 2.13 1.18 0.029

Ability to participate in 
community meetings

2.38 1.26 2.63 1.37 0.0002

Mutual responsibility for 
and support of services

1.42 0.41 1.46 0.41 0.04

Community support in time 
of crisis

1.91 0.93 1.68 0.80 < 0.0001

Table 6 Comparing the findings across the two settings
Ghana Tanzania

Women’s participation in household 
decision-making

+ +

Mistreatment by health workers NS NS
Knowledge of Health Rights - -
Perception of service quality NS -
Awareness of Accountability Mechanism - -
Collective efficacy in community - -
Ability to attend community meetings - NS
Ability to participate in community meetings - +
Mutual responsibility for and support of 
services

- NS

Community support in time of crisis + -
NS (Not significant)
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This suggests that the intervention is having an effect 
on some of the attitudes and interactions of both service 
users and services providers in a relatively short period 
of time.

There were more significant positive changes in the 
Tanzanian context. In each country, the national partners 
adapted the eight-step process (which they helped co-
design) to respond to the local context and practices [26]. 
This resulted in social accountability interventions tak-
ing different forms but retaining conceptual fidelity [26]. 
In the Tanzania model, nominated community members 
were trained in social accountability and remained pres-
ent and active throughout the intervention period. The 
trained community members led the monitoring teams 
alongside the health staff and local health authorities to 
assess progress against the action plan, reporting back to 
both the communities who elected them as well as the 
local authorities who had been engaged. This may have 
created a more localised and sustained social account-
ability process that can be seen to positively affect the 
more interaction-related constructs.

We also found negative results on several of the main 
outcomes, namely knowledge of health rights, quality 
of services, awareness of accountability mechanisms, 
and collective efficacy. Several possible explanations 
can account for this. Interpreting these results is com-
plex and does not necessarily mean an adverse outcome. 
One explanation of these negative/ insignificant effects 
on some of the outcomes at post intervention could be 
attributed to either selection bias as observed through 
differential distribution of some outcomes between 
women (e.g., age and education) studied at these two 
time points or possible intervention effects. We did not 
account for confounding variables in a formal regression 
model, and this limits our ability to explain some of these 
results. Another possible explanation of these results 
is that there has been a failure of the intervention, for 
example, the group at the facility that was sampled were 
not exposed to the intervention or there were conflicting 
interests between individuals that discourage joint action 
and collective efficacy. This could be a  limitation in our 
theory of change, these intermediate outcomes may take 
a longer time to build up and could not be achieved with 
one cycle of the intervention.

This study had several limitations. Firstly, the interven-
tion occurred at the community level to affect change 
at the facility, and the measures were taken at the facil-
ity. With this sampling strategy, it is not possible to cap-
ture those participants who attended other facilities not 
sampled, particularly private sector providers. Research 
has clearly shown the extensive role of the private sec-
tor in providing family planning and 35% of women are 
using private sector services in the Sub-Saharan Africa 
[36]. Secondly, some of the constructs examined relate 

to long-entrenched power relationships that can require 
a longer timeframe to observe changes [31].  It is worth 
repeating that this study could have benefitted from at 
least an additional cycle before the endline. Finally, there 
are limitations of a pre/post design, especially given that 
some characteristics were different between pre- and 
post-groups. With this study design, it is not possible to 
assess if the differences at endline could be attributable 
to selection bias or systematic differences between the 
groups (and not the intervention). This possibility cannot 
be ruled out.

Conclusion
The CaPSAI intervention set out to change the values, 
attitudes and interactions between the community and 
those providing contraceptive services. Sugh outcomes 
related to knowledge (e.g. knowledge of health rights, 
awareness of accountability mechanism), whereas oth-
ers related to attitudes (e.g. perception of service quality, 
collective efficacy in community, ability to attend com-
munity meetings and ability to participate in community 
meetings, mutual responsibility for and support of ser-
vices) and others were experiences (e.g. women’s partici-
pation in household decision-making, mistreatment by 
health workers and community support in time of cri-
sis). There were changes in different directions, and this 
suggest that we need to further examine how changes 
take hold and bring about certain outcomes in different 
timeframes.
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