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The Black Sash Model of Accountability
The Black Sash implemented the Community Scorecard pilot with a grant from the Reducing Maternal and
Child Mortality through Strengthening Primary Health Care in South Africa (RMCH) Programme1. The
objective of the project is to strengthen community accountability mechanisms by increasing collective
action and problem solving at district level, using multi-stakeholder mechanisms and dialogues.
What are multi-stakeholder mechanisms?
A multi-stakeholder mechanism is formed through joint participation of a number of
different stakeholders such as community members, civil society organisations,
traditional healers/leaders, health workers and other government stakeholders.

More specifically Black Sash set out to investigate whether linking Clinic Committees (CCs) with other multistakeholder mechanisms, could improve demand and accountability for Maternal, Neonatal and Child Health
(MNCH) services. Black Sash used a Community Scorecard (CSC) process to facilitate joint participation,
problem solving and action between service users and providers. The BLACK SASH CSC intervention differs
from traditional accountability models in that the Community Scorecard emphasises both rights and
responsibilities.
This builds the foundation for both service users and service providers to understand the roles they play
(responsibilities) and they are entitled to expect from the health system (rights). Promoting responsibilities
moves the community and service users away from being passive recipients towards being active agents for
their own health and that of their community.

1The

RMCH Programme, supported by the UK government, is implemented by Futures Group, in partnership with Health
Systems Trust, Save the Children and Social Development Direct. For more information on the Programme visit
www.rmchsa.org
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This case study briefly describes the intervention and analyses the potential impacts that the pilot study
could have on demand and accountability for MNCH. The project focussed on MNCH because it is a matter
of urgency in South Africa which continues to have one of the highest maternal and child mortality rates
worldwide: one in 322 South African women does not survive pregnancy or childbirth and one in 25 babies
die before his/her first birthday2.
CCs are an important accountability mechanism tasked with ensuring that the public health system responds
to the needs of women and children. They are meant to be the mechanisms through which the health
system connects and communicates with the community. The Health System and CCs cannot, however,
address maternal and child mortality and morbidity on their own. The community has to be involved and
must participate in aspects of service delivery, monitoring and planning. Community involvement is also
necessary to address demand side barriers – factors that prevent people from utilising the services that are
freely available.
What are Clinic Committees or Community Health Centre Committees (CCs)?
• According to the National Health Act (2003) members of the CC should include the following:
a) One or more local government councillors
b) One or more members of the community served by a clinic or community health
centre, and
c) The head of the clinic or community health centre
Pilot Site 1: The Bruntville Community Health Centre, uMgungundlovu District
The Bruntville Community Health Centre (BCC) is located in the Mpofana Sub-District of uMgungundlovu in
KwaZulu-Natal (KZN). Black Sash conducted a rapid situational analysis to learn about the state of MNCH
services and the functioning of the CC at the BCC. The baseline study identified factors impacting negatively
on the functionality of the CC:
• CC members had not received training on roles and responsibilities.
• Lack of access to information on key health issues including MNCH.
• MNCH was not on the committee’s agenda: issues like teenage pregnancy, HIV, immunization, and
prevention of mother to child transmission of HIV (PMTCT) are often not discussed.
• The CC does not engage adequately with the community, facility staff, CSOs or multi-stakeholder
mechanisms.
• The facility staff had not been introduced to the committee representatives.
• The CC did not have the requisite funds to play an active role3.
Pilot Site 2: The Port St John’s Community Health Centre, OR Tambo District
The Port St John’s (PSJ) Community Health Centre (CC) is located in the Nyandeni Sub-District of OR Tambo
in the Eastern Cape (EC). The Black Sash baseline study identified, amongst others, the following factors
undermining the effective functioning of the CC:
• CC representatives did not understand their roles and responsibilities and had not been trained.
• The CC did not have the requisite skills or tools to carry out monitoring and oversight activities.
• Conflict and a lack of mutual understanding prohibited the CC and facility staff from working together.
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The community did not know that the CC existed or how to contact its representatives. There was poor
engagement of the community by the CC around health issues.
There were no formalised relationships between the CC and other civil society/multi-stakeholder
organisations operating in the area. This prevented collaboration on health promotion activities in the
PSJ community.
The CC did not have the requisite funds to play a active role. 4

Given the importance of functioning community accountability mechanisms the limited effectiveness of both
the Bruntville and PSJ CC needed remedial action to ensure improved delivery and access to MNCH services.
The Black Sash Community Scorecard Intervention
The Black Sash RMCH intervention identified the Community Scorecard (CSC) as the most appropriate tool to
strengthen and improve existing community-based accountability mechanisms such as CCs and CSOs
working in the MNCH field.5 The intervention set out to do this by building partnerships with structures that
can strengthen the functioning of the committee, and exploring ways to foster collaboration between
relevant stakeholders including health workers, community members and CSOs. This partnership between
the CCs and other structures (i.e. NGOs, CBOs, Community Care Givers (CCGs), Community Health Workers
(CHWs), health facility staff, religious leaders and traditional healers/leaders) was called the ‘RMCH Action
Group’. Members were selected by the relevant CC, together with Black Sash, based on their leadership and
facilitation skills, whether they were active in the community, and whether they have experience in
implementing any community monitoring or other social accountability processes.

Bruntville RMCH Action Group facilitating a community dialogue
in uMgungundlovu District of KwaZulu-Natal

The RMCH Action Group received training from Black Sash to enable them to implement a CSC process. The
training focused especially on providing the necessary knowledge and skill to support the CC’s monitoring
and oversight role and to understand MNCH challenges. The RMCH Action Group was able, after this
training, to implement the CSC as lead facilitators, with support from Black Sash6.
4Bunce,

B and Phillips, L. (2014) “Black Sash RMCH Baseline Report: Strengthening Community Accountability
Mechanisms to Improve Maternal, Neonatal and Child Health Services”, Cape Town: Black Sash Trust.
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What is a Community Scorecard?
• The CSC is a hybrid tool combining different accountability approaches of social audit,
community monitoring and the citizen report card.
• It facilitates constructive input from both the community and health workers about the
key challenges undermining access to and delivery of MNCH services and how to jointly
take action and improve the situation.
• It is a relatively simple accountability tool allowing for sustainable hand-over to the
community and also facilitates broad community participation in every step of its
implementation, from tracking challenges to resolving them.
Implementing the Community Scorecard
Black Sash modified CARE Malawi’s (2013) CSC tool in an attempt to further simplify the tool to ensure it
could be widely used without difficulty7. The resulting tool was adapted in the following ways:
a) The number of steps that were required to produce the scorecards was reduced.
b) Complex terms such as ‘indicators’ were replaced with simpler terms like ‘things we want to see.’
c) The tool was modified to ensure demand-side as well as supply-side barriers to accessing MNCH
were captured.
The CSC process involved holding separate meetings with the community (this included community
members/ service users within the catchment population of the facility) and the facility (included health
facility staff and outreach staff). In each of these separate meetings the following process was followed to
develop the scorecards:
1. MNCH rights and responsibilities were discussed.
2. The top six challenges (3 rights and 3 responsibilities) affecting the health of mothers and babies
were identified and prioritised.
3. The prioritised challenges were turned into indicators for taking action/’things we want to see.’
4. Each ‘thing we want to see’ was given a score against its current status. Participants provided
evidence to support the scores, and made suggestions for improvement.

Facility staff from Port St John’s Community Health Centre in OR Tambo
District of Eastern Cape ranking MNCH challenges
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Black Sash and the RMCH Action group then held a multi-stakeholder meeting where service users (demand
side), service providers (supply side) and other relevant stakeholders engaged in mutual dialogue aimed at
jointly prioritising issues for collective action.
The RMCH Action Group presented both the service user and service provider scorecards and then
facilitated the development of a mutually agreed MNCH Action Plan. The Action Plan spelled out what the
stakeholders will do, the responsibilities they have, and how they will measure progress towards achieving
the indicator/’thing we want to see.
The RMCH Action group is also responsible for following up implementation on the action plan.
Unfortunately only a very short time was available for this part of the project (the month of August 2014).
Black Sash supported the RMCH Action Group to take forward certain activities from the action plan.
Positive Impacts of the Community Scorecard
1. Constructive dialogue and mutual understanding between service users and providers
Nurses are often not given a space to voice their concerns and frustrations. Even when nurses do
their best, they are often not able to provide the services because they lack the necessary resources
to do so. This often leaves them feeling targeted and blamed without being able to express or
address their challenges. The impact of the CSC increased mutual understanding and facilitated joint
problem solving in a constructive way.
“There was a lot of tension because the experience we have made during the War Rooms. We were
expecting the same, the service users ‘attacking’ us as always. This changed because of the
explanation. The clarification that was provided by Black Sash was working well and made it
clearer...This community scorecard is the first time both parties are brought to dialogue. Other than
the unions, there is nowhere the nurses can go. This was the first time anyone ever asked me what
my issues are.”
(Junior Nurse, Bruntville Community Health Centre)
“The meeting helped nurses to understand and admit the challenge with attitude problems and the
community now understands better the challenges the nurses have”
(Mr Mzwandile Jam-Jam, PSJ CC Chairperson & RMCH Action Group Member)

2. Improved relationship between the Clinic Committee and the facility staff
Before the CSC intervention the relationship between both CCs and the facility staff was tense,
which prohibited them from working together. The intervention positively impacted on the
relationship between the CC and the facility staff.
“At first we didn’t want to engage with the clinic committee because we felt it was like a watchdog
but now we see it is actually a link between the community and service provider and we must work
together”
(Mrs Harriet Mwiria, Midwife at Port St Johns Community Health Centre & RMCH Action Group Member)

3. The CSC generates context specific maternal and child health indicators corresponding to
DoH’s priorities
Community members and health workers in both pilot sites generated their own indicators to
monitor service delivery. This means that the specific indicators speak clearly to the root causes of
poor MNCH in that specific community. Both sets of indicators reflected the priority indicators used
by DoH to monitor MNCH.

5

The community and health care service providers indentified mostly the same indicators. This
created a good basis for mutual understanding. Through the scorecard process service users, service
providers and other relevant stakeholders have agreed to collaborate in improving indicators.
“I think the action plan is in accordance with the priorities with the DoH because most of the
indicators that are being addressed in the action plan are indicators towards the reduction of
maternal deaths and children’s deaths”
(Ms Nomakaya Ndwandwa, Nyandeni Sub-District DoH in OR Tambo)

4. Created awareness about MNCH rights and responsibilities which could increase demand
for effective services.
The CSC process provided a platform for service providers to express their challenges and concerns.
These included both rights challenges (i.e. facility staff not having the resources they need to do
their jobs) as well as responsibility challenges (i.e. mothers not attending antenatal care). Service
users gained an increased understanding about their service entitlements, giving communities the
ability to engage on the quality of service delivery.
“We need a good atmosphere to create friendly and caring staff. The problem is you will find I am
exhausted, I am burnt out! I can’t work 24hours all day and then go back to work. I am a human being,
so I am tired. But you are playing with lives with this working situation.... sometimes you cry when a
woman is bleeding in front of you. Sometimes we end up taking them ourselves in our own cars to
save lives. The problems are beyond our control”
(Harriet Mwaria, Midwife at Port St John’s Community Health Centre and RMCH Action Group Member).
“The closest referral hospital is in Northdale also 70km away from here. People struggle to get there.
Ambulances are an issue it is really frustrating – you wait for + - 3hours. You have the doctor on the
phone telling you what to do, but you are not able to do it. It is frustrating and demotivating because
you are not able to help. Nurses can only do so much and then you need someone or something to
back them up.”
(Ms Majola, Operational Manager, Bruntville CC)

5. A positive paradigm shift in understanding ‘responsibilities’ for health
The CSC intervention increased the community’s understanding that they also are responsible for
their own health. This shifts the paradigm from ‘sharing the blame’ for poor health with government
to ‘sharing opportunities and power’ to take action and make positive changes. This affirmed the
principle of active citizenship and allowed for solutions to be developed during the multi-stakeholder
meeting which allowed service users to think about what power they have to address MNCH
challenges. This instils the understanding that they have control and are responsible for their own
health (i.e. prevention and adherence to guidance received at the clinic level).
“The community scorecard helps the community to understand their rights and to understand their
responsibilities. Not to accuse, not to point finger to somebody but to know what must be done.”
(Mr Mzwandile Jam-Jam, Chairperson of the Committee)

6. The RMCH Action Group is capacitated to take the process forward
Through the intervention the RMCH Action Groups have an increased understanding of the
importance of collaborating with civil society organisations and other multi-stakeholder
mechanisms. They were willing to continue monitoring progress independently of Black Sash once
the pilot was over. The intervention revived community participation in two committees that were
previously quite inactive.
“We intend to stay involved in the scorecard because we need to continue monitoring the maternal
and child health issue because we have seen this programme is very good. We will monitor even after
Black Sash is gone because we have all the tools.”
(Mr Mzwandile Jam-Jam, Chairperson of the Committee)
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Focus Groups facilitated by Port St Johns RMCH Action
Group during community scorecard meeting,
OR Tambo District

Focus Groups facilitated by Bruntville RMCH Action Group
during community scorecard meeting,
uMgungundlovu District

Challenges in Implementing the Intervention
1. Difficulties in finding the correct terminology to describe complex terms: Black Sash attempted
to simplify complex monitoring language in order to make it more approachable. The
effectiveness of this depends on the skills of the relevant facilitator on the RMCH Action Group.
• Indicators: We replaced the term ‘indicators’ with ‘things we want to see’. However this still
presented challenges and participants could not always grasp the meaning.
• Supply and Demand Barriers: The terms ‘supply and demand’ were replaced by ‘rights and
responsibilities’ in order to simplify the terms. This worked well in some cases where the RMCH
Action Group representatives grasped the concept fully however some facilitators.
2. Design and execution of the facility scorecard: The facility scorecard meeting was significantly
more difficult to navigate than the community scorecard meeting. Service providers, especially
nurses, are used to being attacked for the health system’s failure to provide the necessary
services. The meeting required strong facilitation skills and significantly more time was spent in
reassuring the staff that this was a safe place to air their grievances without fear of fingerpointing or blame. In Port St John’s the tensions were navigated successfully due to a midwife
(also a RMCH Action Group member) facilitating much of the process. However in Bruntville the
meeting was challenging as health staff were frightened to speak out and Black Sash facilitator’s
needed to step in to assist the RMCH Action Group.
3. Developing measurable indicators from MNCH challenges: was problematic and this process
could be refined further. It was not possible to translate all the challenges that were identified
into indicators, as this would have made the list too long to be practical. By grouping the
challenges under general headings there is the risk that certain important details are lost. While
RMCH Action Group facilitators, supported by Black Sash, navigated this challenge and managed
to identify indicators the collective was satisfied with, further testing of participatory
methodologies in developing indicators is needed.
4. Sustainability of the Intervention: Due to the time limitations of the project it was not possible
for Black Sash to assist the RMCH Action Group in implementing all the identified actions
outlined in the Action Plan which spans over six months. In order to move the scorecard process
forward in both of the pilot sites, additional resources to action the process are needed.
For monitoring purposes the scorecard process would need to be repeated to see if there was
any improvement on the identified indicators. The RMCH Action Group has been equipped to
7

run this scorecard process independently however they require the necessary resources to do so
and continued mentorship of the groups would be valuable. In Port St John’s the RMCH Action
Group is particularly motivated to take this process forward independently as Mr Jam-Jam
explains, however they need resources to do so; they plan to register a NPO to attract funding:
“We will monitor even if Black Sash is gone. We’ll do it because we are very equipped now. We have
all the tools to monitor this. In order to continue with the program when Black Sash is gone we’ll sit
down and we need to register an NPO at this group”.

5. Measuring Outcomes and Impact: Since the Black Sash Intervention was only implemented over
a six month period, it is not possible to evaluate whether the CSC intervention has resulted in
any positive impacts on MNCH outcomes as this requires a longer term intervention.8
Key Recommendations:
A) Recommendations for implementing the CSC process
1. Inclusion of health workers and other civil society actors on facilitating multi-stakeholder
forum: The relative success of the RMCH Action group in Port St John’s can, in part, be
attributed to the inclusion of a wide range of stakeholders, including the Clinic Committee, a
nurse, other facility staff members, CHWs, NGOs, a CDW, CBOs, ward councilors, ward
committee members and religious leaders. Partnering with health staff and other
community based workers especially ensures participation in the meetings.
2. It is integral that time is taken to build buy-in to the process by the service providers: If the
service providers perceive the process as targeting them they will not participate fully and a
genuine process will be derailed.
3. Facilitate accountability between different health staff with a non-punitive ethos: it could
be beneficial to separate different staff categories such as managers and nurses when
implementing a scorecard process. A scorecard process facilitating communication between
the different staff categories within a health facility could also improve accountability and
oversight for bureaucratic accountability. The relationship between junior and senior health
staff is likely to affect the way they can participate in accountability processes, which in turn
can affect the way they are able to deliver client centered services. In one pilot site service
providers only began interacting once the nursing manager left. It might therefore be
beneficial to separate different staff categories such as managers and junior nurses, when
conducting a service provider scorecard.
4. Focussing on both rights and responsibilities: helps service users to know that they have
things that they should expect from the health facilities, but they also have a role to play in
ensuring that they maintain good health.
5. Emphasise cooperative problem solving: as this especially affects the way health facility
staff will participate in the process. It also improves the currently polarised relationship
between health workers and community members.
6. Be sensitive to gender dynamics and emphasise the role of both men and women: in
addressing MNCH challenges. Community members tend to place most of the responsibility
with women when it comes to health seeking behaviour around maternal and child health

8Dutschke,
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B)
1.

2.
3.

without acknowledging the role that men can play in supporting and enabling the uptake of
health services.
Recommendations for the Department of Health
Adopt a strategy of supporting CCs to address demand barriers for MNCH services: DoH
should support Clinic Committees as they are important vehicles from which government
can reach community members who are not attending health facilities.
Financial support for CCs: Committees desperately require resourcing for their operating
costs if similar processes are to be rolled out in other districts.
Develop a training programme for CCs and provide ongoing mentorship: Committees
require training and ongoing mentorship if they are to play their role in supporting demand
and accountability for MNCH services. All committees should undergo a thorough training
programme which must include content especially on MNCH and community monitoring and
oversight of service delivery. Capacity needs to be strengthened within District and SubDistrict DoH to deliver or oversee training of CCs, monitor their functionality and provide
ongoing mentorship.
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