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Community-led monitoring (CLM) of health services is a mechanism of community participation and accountability that is increasingly
advocated across the globe. In South Africa (SA), a large-scale community-led monitoring initiative called Ritshidze (‘saving our lives’) was
established in 2019. Steered by a coalition of civil society organisations representing people living with HIV; Ritshidze monitors just over
400 primary healthcare (PHC) facilities in 8 provinces on a quarterly basis. In this piece we describe the purposes and design features and
the five-step approach to CLM of the Ritshidze model. We also highlight some of the positive changes achieved, and reflect on possible
reasons for successes. In doing so, we aim to draw attention to this significant national initiative and its potential as a mechanism of social

accountability in SA.
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There has been ongoing debate on the ideal mechanisms of
community participation in healthcare, and the extent to which
community participation has a meaningful impact on the quality
and outcomes of health services.!"* The Alma Ata Declaration on
primary healthcare situates communities and health users at the
centre of healthcare, but community participation has since come to
mean a wide variety of things, from minimal involvement to broad-
ranging rights-based social mobilisations.?*!

In South Africa (SA), health committees (HCs), also known
as clinic committees, are statutory structures through which
communities can formally participate in decision-making on the
planning, implementation and delivery of healthcare in clinics
and community health centres (CHCs), the first point of entry
into the public health system for the vast majority of people in SA.
HCs are a common feature of health systems in low- and middle-
income countries, and typically act as the primary mechanism for
communities to participate in the delivery of healthcare.®

In their systematic review, McCoy et al.® concluded that HCs
can potentially have a positive impact on the health system if they
are ‘designed and implemented with care. However, HCs have
also been criticised as being ineffective structures for genuine
community participation and their ability to improve healthcare
services. In SA, a shortage of resources, role confusion, a lack of
skills and information asymmetry between providers and managers
and patients and communities are some of the challenges HCs
experience in performing their functions.” As a result, involvement
in decision-making processes is often limited, and furthermore, HCs
are largely excluded from higher level governance and policy. This
mirrors global experiences where health facility committees have
been described as relatively powerless”®! and prone to ‘elite capture’
7! Elite capture of community participation structures results in the

exclusion of the most affected in the community,” and results in
fewer benefits for poor or stigmatised groups.®’ Communities may
not have the skills or may be reluctant to address their concerns with
the health system owing to power imbalances and the fear of reprisal
or receiving poor care after they have expressed a grievance.”)

Forty-five years after the Alma Ata Declaration, policy makers,
civil society and academia are still grappling with the question of how
best to achieve community participation. Community-led monitoring
(CLM) of health services is a mechanism of community participation
that is increasingly advocated across the globe as a means to realise
health and human rights.”!! In SA, a large-scale CLM initiative called
Ritshidze was established in 2019. Translated to ‘saving our lives’ in
Tshivenda, Ritshidze is a coalition of organisations representing people
living with HIV. It grounds its work in CLM as a means to improve the
quality of health services received by public healthcare users, people
living with HIV and members of ‘key populations.!"!! Key populations
refer to lesbian, gay, bisexual and trans people, men who have sex with
men, people who use drugs and sex workers.

This piece serves as the first in a series of articles reporting on the
Ritshidze model. We introduce the principles of CLM, and describe
the purpose, design features and processes of the model.

An overview of community
monitoring

CLM has been described as a social accountability strategy where
communities are positioned as capable agents of change to realise
health and human rights.!""! This marks a shift from top-down and
more bureaucratic mechanisms of representation.!? In the language
of human rights, communities and civil society actors are ‘rights-
bearers’ who hold ‘duty bearers’ to their mandate. Rights bearers can
lay claim to entitlements from duty bearers, with the latter typically

15 SAMJ June 2024, Vol. 114, No. 6


mailto:kgovender@uwc.ac.za
https://doi.org/10.7196/SAMJ.2024.v114i6.2043

SPECIAL SERIES ON THE

a range of state actors, from frontline providers and managers to
policy makers. The emergence of CLM was driven by its potential
to counteract many of the challenges communities experience
when reporting their grievances with the state and other mandated
service providers.

In CLM, communities collect routine data on the quality of services
provided, which are then used as a tool to negotiate for improved
services. Communities are able to engage from an informed position
and speak to specific health entitlements and concerns they have
regarding the quality of services they receive. CLM can be especially
important in settings where resources are limited and monitoring
systems are weak,'? a common situation in the health systems of
low- and middle-income countries.

CLM can take different forms, such as the routine collection
of data using standardised tools with feedback to facilities, citizen
report cards, community score cards and community treatment
observatories.”’ In Mozambique, the use of community scorecards
in combination with health advocates led to an improvement in
relationships between health providers and communities, and increased
involvement of men in reproductive services.”! Health advocates were
cited as pivotal to the success of community monitoring, providing
education to communities on health policy standards and their health
rights,™ communicating that CLM cannot take place in isolation
and requires other components to be effective. Successful models of
CLM share a common set of features, described by Baptiste et al.”! as:
(i) community-led; (ii) continuous and systemic; (i) collaborative; (iv)
involving community education; (v) involving community advocacy;
(vi) transparent; (vii) accountable; and (ix) inclusive.

Equally important is the willingness and ability of duty bearers
to productively engage with communities carrying out CLM. V! In
their review, Lodenstein et al.l!! identified key factors that influence
the responsiveness of healthcare providers and the health system to
social accountability mechanisms. These include: (i) the legitimacy
of the civil society organisation conducting the social accountability
intervention; (i) health providers identifying with the role of
activist; (7ii) health providers relying on the expertise and capacity
of communities; and (iv) health providers believing that they can
influence the health system positively.

What is Ritshidze?

Ritshidze is a coalition of civil society organisations representing
people living with HIV in SA. It is part of a broader global
network implementing similar social accountability interventions
in 20 other countries. In 2018, the ‘People’s Country Operational
Plan’ (COP19) - an advocacy document aimed at influencing
the US President’s Emergency Plan for AIDS Relief (PEPFAR)’s
spending priorities on HIV and TB programmes in SA - called
for the funding of CLM.!" Ritshidze has since been funded by
PEPFAR through the Joint United Nations Programme on HIV
and AIDS (UNAIDS), and is supported by the SA Department of
Health at the national and subnational levels. The Foundation for
AIDS Research (amfAR), Health Global Access Project (GAP) and
the O’Neill Institute for National and Global Health Law provide
implementation and programme management support.

Ritshidze was established in response to the insufficient progress SA
was making with regard to treatment coverage, retention in care and

viral suppression in people living with HIV. According to Ritshidze,
progress was hindered primarily by the chronic dysfunction within
public health facilities, citing the poor performance of several
PEPFAR-supported sites across the country.'!) Other considerations
were the necessity to optimise funding by using methods that have
shown high levels of efficacy.

Through CLM, Ritshidze seeks to hold the national, provincial,
and district departments of health, PEPFAR and its implementing
partners, and other duty bearers to account for the quality of health
services provided to people living with HIV and TB. The overall goal
is to improve HIV and TB service delivery, and primary healthcare
more generally.

Ritshidze’s approach to community-
led monitoring

Each quarter, Ritshidze carries out CLM in about 400 clinics
covering 27 districts in all SA provinces except the Northern
Cape (Table 1)." The facilities were purposefully selected, as they
have large HIV treatment cohorts and because they performed
relatively poorly in treatment linkage and antiretroviral therapy
continuity. More than half of the facilities (62%) are in Gauteng and
KwaZulu-Natal provinces, with a further 19% in Eastern Cape and
Mpumalanga, 11% in Western Cape and Free State, and lastly 8% in
Limpopo and North West.

Ritshidze’s five-step model involves: (i) gathering evidence;
(ii) analysing the data; (iii) generating solutions; (iv) engaging
duty bearers; and (v) advocating for change."! The model follows
a quarterly cyclical approach. The first month of the cycle is spent
gathering evidence by community monitors and their teams, followed
by data analysis and generating solutions in the second month. The
third month is spent engaging duty bearers and advocating for
change. Ritshidze’s work is grounded in the following principles:
(i) CLM must be led by communities directly affected by HIV, TB and
key populations; (i) must not be influenced by external agents such
as donors and the state; (iii) must be owned and led by communities
at every stage; (iv) must generate political will to enact change
and hold duty bearers to account, (v) must adhere to ethical data
collection; (vi) data must be owned by communities and be publicly
available; and (vii) community monitors must be representative of
service users, well trained, supported and adequately paid, while still
ensuring independence from the donor.""!

Community monitoring teams: CLM is undertaken by a
team comprising a community monitor employed by Ritshidze,
together with members from the people living with HIV (PLHIV)
organisations, overseen by a district organiser who oversees the team
and their activities. There are 80 teams in total. The teams monitor
the public health facilities where they themselves receive healthcare.
Community monitors are trained on how to use the model and are
provided with detailed guidelines, mentoring and support on how
to implement each step. Each community monitor is allocated 5 - 8
facilities to monitor. At a national level, project officers oversee the
entire data collection effort. Dedicated teams are also employed to
monitor the services provided to key populations.

Indicators: Ritshidze collects data on nearly 500 indicators across all
its surveys. The data cover staffing and waiting times, clinic conditions,
HIV and TB services, services for key populations, access to medicines

AIDS (SANERELA+).

Ritshidze is a coalition comprising civil society actors who have played a prominent role in supporting and advocating for people living
with HIV in SA. These include the Treatment Action Campaign (TAC), the National Association of People Living with HIV (NAPWA),
Positive Action Campaign, Positive Women's Network (PWN), and the SA Network of Religious Leaders Living with and affected by HIV/

16 SAMJ June 2024, Vol. 114, No. 6



and accountability. The indicators communicate the extent to which
the facility provides care that is supportive of public healthcare users,
PLHIV and members of key populations. Community monitors
seek both qualitative and quantitative data. For example, the length
of waiting time is complemented with data on the possible reasons,
together with personal testimonies, individual interviews, videos and
case studies from health users and community members.

Gathering evidence: Community monitors and teams collect
evidence from the healthcare facility and the community, ensuring
the experiences of both current public healthcare users and those
not accessing health services are captured. Data are collected
using observations, patient surveys and a health facility manager
survey. The community monitor identifies community members
willing to provide individual testimonies at the facility as well as
through door-to-door and other engagement in the community.
A dedicated team follows up these community members through
individual interviews to capture written, in-person and video-
recorded qualitative data. Data are recorded on paper forms
and through CommCare, an online app that allows community
monitors to complete the surveys on their tablets.

Data analysis and solution generation: Once the data have
been uploaded to CommCare, they are automatically analysed and
uploaded to the Ritshidze dashboard, where they are represented
using a combination of graphs, tables and reports. Reports are
generated at a facility, district, provincial and national level, as well
as per PEPFAR agency (USAID and Centers for Disease Control
and Prevention), per implementing partner, or per 100 facilities
which the National Department of Health has identified as being
focus areas, allowing users to compare findings across all levels
and over time. These reports are accessible by all through the
Ritshidze data dashboard, allowing easy access for communities,
civil society, journalists, academia and the public. Solutions are also
generated on a quarterly basis by the monitoring teams to address the
challenges highlighted through the data analysis process. These are
also submitted to CommCare to be taken together with the reports
to feedback meetings.

Engaging duty bearers and advocating for change: Ritshidze
teams provide feedback to facilities, districts, provinces and national
duty bearers on a quarterly basis. CLM teams first engage the health
facility on the issues identified, to generate solutions. At the end of
the meeting, the facility is requested to commit to actioning solutions.
For issues that cannot be resolved at a facility level, and where no
change has been made at this level, Ritshidze escalates the issues to
the district, provincial and national health structures.

At district, provincial and national levels, annual State of Health
reports are developed and presented in community accountability
meetings that bring together duty bearers and community members
to talk about their personal experiences trying to access public
healthcare. Annually, a People’s COP is developed using Ritshidze data
that are also presented to PEPFAR teams. Civil society organisations
use the People’s COP to address ongoing issues with PEPFAR and the
National Department of Health.

Ritshidze’s impact

Ritshidze recently released a report highlighting its findings for the
years 2021 and 2022. Positive changes in key performance indicators
were documented (Table 2),'"! including reduced waiting times,
improved access to medicines and better facility staffing.

Ritshidze’s achievements can be attributed to several factors,
also identified by Baptiste et al.,” as key features of successful
community monitoring. Firstly, it is led by organisations that
represent people living with HIV; the validity of Ritshidze’s work

Table 1. Facilities monitored per province in the first quarter
of 2024

Province Facilities, n
Gauteng 137
KwaZulu-Natal 128

Eastern Cape 41
Mpumalanga 43

Western Cape 24

Free State 25
Limpopo 18

North West 18

Total 434

Table 2. An overview of key performance indicators in 2021
and 2022

Indicator

2021 2022
v 33 v 17

181033 33t044

Waiting times

PLHIV getting refills for 23 months,
%

PLHIV not receiving medicines, % v 8 v 3

PLHIV indicating that the facility
was well staffed, %

4261035 35t040

PLHIV = people living with HIV.

is supported by employing community monitors and working
with members who live in the same communities they serve.
Community monitors are grounded in their communities and
are thus uniquely positioned to provide local insights. Secondly,
regular and routine CLM allows for timely comparison of findings,
and monitoring addresses both facility and systems-based issues.
Thirdly, community monitors are transparent and accountable in
presenting their results to health facilities, including clinic
committees and communities, publishing data online in real time
and live streaming community accountability meetings. Finally,
community education is considered key, and community monitors
educate public healthcare users, clinic committees and community
members about health and advocacy.®

Conclusion
Ritshidze is a unique phenomenon in SA. It is an excellent example of
the use of data, empowering communities and social accountability
in practice. It has a wide coverage of more than 400 clinics and
CHCs, and, as such, is a major social accountability intervention. It
illustrates that strengthening and sustaining meaningful community
involvement requires consistent commitment, and investment of
time and resources. While Ritshidze and others recognise that CLM
is not a solution to all healthcare problems, it does however provide
communities the tools to engage meaningfully with the health system
in a way that informs change at a facility level and at higher levels of
the health system.

In subsequent articles we will present a more detailed review of
data collected, and reflect on the success factors and challenges with
the model.
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