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Social accountability and health systems’ 
change, beyond the shock of Covid-19: drawing 
on histories of technical and activist approaches 
to rethink a shared code of practice
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Abstract 

Background:  Recognition of the value of “social accountability” to improve health systems performance and to 
address health inequities, has increased over the last decades, with different schools of thought engaging in robust 
dialogue. This article explores the tensions between health policy and systems research and practice on the one hand, 
and health equity-focussed activism on the other, as distinct yet interacting processes that have both been impacted 
by the shock effects of the Covid-19 pandemic. This extended commentary brings multidisciplinary voices seeking to 
look back at health systems history and fundamental social-institutional systems’ behaviors in order to contextualize 
these current debates over how best to push social accountability efforts forward.

Analysis:  There is a documented history of tension between long and short processes of international health coop-
eration and intervention. Social accountability approaches, as a more recent strategy to improve health systems per-
formance, intersect with this overarching history of negotiation between differently situated actors both global and 
local on whether to pursue sustained, slow, often community-driven change or to focus on rapid, measurable, often 
top-down interventions. Covid-19, as a global public health emergency, resulted in calls for urgent action which have 
unsurprisingly displaced some of the energy and aspiration for systemic transformation processes. A combination of 
accountability approaches and mechanisms have their own legitimacy in fostering health systems change, demand-
ing collaboration between those that move both fast and slow, top-down and bottom-up.

Conclusion:  We argue that social accountability, much like all efforts to strengthen health systems, is “everybody’s 
business” and that we must understand better the historical processes that have shaped the field of practice over time 
to move forward. These differences of perspective, knowledge-base and positioning vis-a-vis interventions or longer-
term political commitment should not drive a conflict of legitimacy but instead be named, subsequently enabling 
the development of a shared code of conduct that applies to the breadth of actors involved in social accountability 
work. If we are concerned about the state of/status of social accountability within the context of “building back bet-
ter” we must approach collaboration with a willingness to create dialogue across distinct disciplinary, technical and 
politically-informed ways of working.

Keywords:  Social accountability, History, Health systems, Multidisciplinary Approaches

© The Author(s) 2022. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/. The Creative Commons Public Domain Dedication waiver (http://​creat​iveco​
mmons.​org/​publi​cdoma​in/​zero/1.​0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Background
Over the last two decades, there has been increasing 
use of “social accountability” language and practices in 
global health, particularly in the area of health policy 
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and systems research and interventions. In our use of the 
term “social accountability” in a contemporary context 
we refer to the broad range of strategies that are used to 
bolster community engagement and to hold public and 
private actors to account within the context of the pub-
lic health sector, while noting that many health systems 
are pluralistic in nature and not wholly (or even par-
tially) publicly controlled or owned. Social accountabil-
ity organizes constituencies and information to generate 
dialogue or confrontation, and can aim to do different 
things, such as: address equity issues, quality of care, 
and unequal power relationships between citizens, care 
providers, health systems managers, and policy mak-
ers. Alternatively it can be mobilized to draw attention 
to service providers’ blind spots and/or broken public 
commitments. This extended commentary explores the 
tensions, actual or perceived, between health policy and 
systems research interventions and program implemen-
tation on the one hand (the world of “technicians”), and 
health equity-focussed activism on the other (the world 
of “activists”), as distinct yet interacting fields that have 
both been impacted by the shock effects of the Covid-19 
pandemic. We use “technicians” and “activists” as short-
hand for schools of thoughts or patterns of approach, 
recognizing that these terms are an over-simplification 
of what is in fact a more complex reality of shifting roles 
and strategies.

With increased global health attention to social 
accountability, health program actors have moved closer 
to the spaces where health equity activists, local, ‘global’ 
and in-between, articulate their demands for accountabil-
ity on governments and public duty-bearers. The authors 
of this commentary are part of the Community of Prac-
tice (CoP) on measuring social accountability and health 
outcomes convened by the Department of Sexual and 
Reproductive Health and Research based at the World 
Health Organization. As researchers coming to this topic 
with different foundational framings – a social historian 
and participatory ethnographer (EN), a health systems 
researcher working within a national context where the 
history of health systems creation marked a political 
turning point (VS), and health systems researchers and 
practitioners both internationally and nationally situ-
ated (ES, PW)— we have seen these two fields of activity 
- health systems research and practice, and health equity-
focussed activism—develop over time as distinct, yet 
interacting, processes. More recently, we have witnessed 
the Covid-19 pandemic as a ‘shock event’ that has dis-
rupted the world and subsequently these fields of activ-
ity in which we, the authors, are differently involved. The 
wide range of public health and health systems responses 
to Covid-19 have taken center stage, resulting initially 
in a the dominance of command-and-control responses, 

while participatory and community-led responses 
emerged more slowly, or rather, with less international 
attention [1]. Within this context, social accountability 
for health equity efforts are in a state of flux. This paper 
constitutes a dialogue between our distinct disciplinary 
backgrounds, institutional positions, fields of practice 
and orientation to social accountability debates, with 
the aim of calling attention to the patterns of thought 
and action that have shaped what now constitutes social 
accountability work in global health. We start by taking 
a historical perspective showing that questions about 
social accountability fit within a larger (and longer) story 
of competing approaches to international public health 
and unresolved tensions between them. We then out-
line our understanding of social accountability as a core 
feature of social and institutional system. We explore 
the nature of the difference between at the “technicians” 
and “activist” schools of thought and practice in current 
debates, and conclude with a set of principles that may 
better guide critical reflection on the legitimacy, limita-
tions, and risks inherent to different approaches and the 
imperative to find common ground in light of the health, 
economic, societal and political impacts of Covid-19.

Given the already-existing challenges in maintaining 
focus and momentum across a diverse range of social 
accountability efforts in global health, we seek to look 
back, look forward, and discern what this moment offers 
in terms of strengthening an equity-focussed agenda.

Social accountability, the long and short of it
Historical perspectives can help us better understand 
the current moment for social accountability in health. 
Accountability theorists and health systems researchers 
talk about the importance of historical context, but there 
is often little effort made to deepen understandings of 
how the past has shaped the systems, structures and log-
ics of the present. International development and global 
health actors, naturally engaged in planning and fore-
casting, can have tremendous blindspots when it comes 
to the past failures and unmet promises of their own 
institutions or within their fields of practice [2–5]. One 
outcome of the ahistoricity of these fields is that shared 
understandings or consensus narratives of the recent 
past—whether that be a political cycle or just the last 
timebound project—are decoupled from the more distant 
past, which leaves unexamined the potential threads of 
connectivity between them [6].

This is not the place to elaborate on the breadth of his-
torical research that could reasonably inform current 
social accountability approaches, but rather a reflection 
on the value of integrating long- and short-term perspec-
tives in social accountability processes, as well as giving 
attention to intergenerational commitments to social 
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justice. Short-term versus long-term ways of working 
have emerged in different areas of global health: service 
delivery and capacity building, system strengthening, 
technically-driven health interventions and community-
engaged, participatory public health approaches. It is 
important to recognize that the tensions between these 
distinct modes of practice are not new phenomena in 
international health cooperation. Though this com-
mentary is not a bibliographic review, it draws on one 
authors’ (EN’s) historical research over time related to 
international public health/global health, as well as an 
intergration of historical perspectives into a contempo-
rary health research practice. This commentary reflects 
an emerging and expanding field of literature that has 
identified some of the origins of, and the repeating nature 
of, tensions between “activist” and “technical” approaches 
to health from the interwar period through to the turn of 
the twenty-first century [2–9].

We begin with a brief review of relevant historiogra-
phy on the emergence of “health systems” and “account-
ability” as concepts and as fields of practice. Prior to the 
spread of “health systems” approaches in international 
public health (circa mid 1960s), transnational networks 
of public health/sanitarian activists and technicians rec-
ognized the interrelationship between local infrastruc-
ture, sanitation, education, economic status, agricultural 
development, nutrition as linked to health outcomes. As 
early as 1937, at the Bandung “Intergovernmental Con-
ference of Far Eastern Countries on Rural Hygiene” one 
can identify the emergence of “intersectoral and intera-
gency cooperation” across fields of practice, distinct dis-
ciplines, and areas of expertise with the aim of addressing 
shared public health challenges [10]. The identification 
of tensions between “vertical” (disease-oriented, top-
down) and “horizontal” (community-led, multidiscipli-
nary) approaches to public health, and articulation of a 
“system” of health in which all approaches could be con-
ceivably encompassed, was first articulated by Carlos 
González of Venezuela’s Ministry of Health and Social 
Welfare in a 1965 background paper written on behalf of 
the World Health Organization’s (WHO) “Study Group 
on the Integration of Mass Campaigns Against Specific 
Diseases into General Health Services” [9, 11].

In 1967, the WHO set up the in-house Division of 
Research in Epidemiology and Communication Sciences 
(RECS) to develop new planning methods for health 
“systems” in “developing” countries, led by Kenneth 
Newell, and drawing on the experience and expertise 
of innovators in multidisciplinary planning approaches 
from diverse country contexts [9]. In 1975, Newell 
launched Health by the People, an edited compendium 
of community public health initiatives which highlighted 
the grassroots work of social medicine activists in Latin 

America, South East Asia, the Middle East and China 
[12]. For the sake of brevity, this is a top-line reading 
of what was in fact a dynamic transnational movement 
of interconnected health systems thinkers, practition-
ers and community public health activists. However, 
we outline these few key moments in the chronology to 
give some sense of the expanse of time in which commu-
nity-based - or what might now be called “people-cen-
tred” approaches - to health systems development and 
change were being first developed. Thus, in 1978 when 
the Declaration of Alma Ata called for community-led 
approaches to health systems development, in addition 
to rearticulating health as a human right, this marked 
the culmination of fifty-plus years of international health 
cooperation and learning [13].

The Alma Ata moment, contrary to how it is portrayed 
in global health literature, marked the beginning of a 
shift away from “horizontal” or community-led, multi-
sectoral, ‘activist- inclusive approaches to health systems 
development within international/global health circles. 
By 1979, within the WHO, UNICEF and amongst West-
ern global health leadership, the tide had turned towards 
a politically neutral and economically feasible “selective” 
approach to Primary Health Care [3, 8, 14, 15]. With a 
global economic downturn, increased restrictions on 
development aid, the rise of neoliberalism and cono-
comitantly new logics of efficiency and efficacy at scale, 
the period of the mid 1980s to late 1990s saw those who 
advocated sustained, grassroots processes of change in 
public health lose ground to those focused on disease 
or health-issue specific interventions and increasingly 
siloed areas of expertise [8, 16]. Within this overarching 
context, the World Bank, which by the mid-1990s was a 
leading actor in global health and development, began to 
experiment with “pro-participation” approaches to public 
service planning processes, incorporating the language 
of Alma Ata, while at the same time promoting metrics-
driven, top-down (“vertical”) health interventions [17]. 
With the 2004 publication of the World Development 
Report, pro-participation approaches, renamed “social 
accountability” went from being a practice emergent in 
public health activist circles to a set of techniques aimed 
at addressing short-term health systems change [18].

The development of systems thinking and the tensions 
between “activist” and “technician” led approaches to 
public health are important precedents to understand 
contemporary accountability ecosystems framings. Over 
time, conflicts have emerged between health systems 
strengthening researchers and practitioners on the one 
hand, and health equity-focussed activists on the other, 
the former associated with timebound project cycles 
and the latter with generational societal transformations 
[19, 20]. A “whole systems approach” takes into account 
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a broader set of influencing actors, institutions and their 
interrelationships on health outcomes, as well as the 
mechanisms that connect grassroots or community-led 
efforts to changes at higher levels of public health deci-
sion-making and resource allocation [18]. Within this 
“whole system” approach the value of differently posi-
tioned, and differently skilled actors pursuing account-
ability for health equity is clear. Thus, we don’t argue here 
in favor of either “technician” or “activist” approaches 
to social accountability, but instead unpack the tensions 
between them and why they might exist, and how to 
draw on both/all ways of working within different time-
scales of change.

Prior to the the Covid-19 pandemic, accountability 
theorists and practitioners in health systems were con-
cerned with the rise of digital technologies, the increased 
corporatization of health systems and the concomitant 
challenges of embedding accountability mechanisms 
within institutions, regulatory powers, professional asso-
ciations, and at an international level – a shifting group 
of global health governance leaders. Within the context 
of the Covid-19 crisis, as with most emergencies, the first 
instinct has been to focus on short-term response and 
“command and control” interventions, at the expense of 
measures which may have provided more community 
engagement and involvement in the development of pre-
vention and risk management strategies [21]. While there 
is no question that we have needed the rapid scaling of 
personal protection, social distancing, progress in man-
agement of respiratory distress in intensive care, and rap-
idly developed and scaled vaccine strategies, we are also 
well aware of the need for adequate resourcing of health 
systems broadly speaking, and attention to ways in which 
health systems continue to underperform for the most 
marginalized and vulnerable populations [21, 22].

Without knowing the future development of the Covid-
19 pandemic, we know that it will not be the last pan-
demic or global health emergency [23]. To date, it has 
triggered a number of old dysfunctions in ways that are 
potentially damaging to social accountability efforts—
for example when the space for critical engagement 
between health duty-bearers and service recipients has 
shrunk and when communities have been left out of criti-
cal decision-making processes. At the same time, it has 
made clear the necessity of social accountability oriented 
towards the achievement of greater health equity. When 
the longer historical record of international public health 
cooperation is taken in account, it is easier to place social 
accountability efforts – both technician and activist-led – 
within a context of unresolved tensions between distinct 
ways of thinking about and addressing health systems 
challenges. These debates are not merely theoretical or 
intellectual in nature, but are reflected in contemporary 

policy processes and development assistance for health 
financing.

Accountability meanings and practices 
in contemporary health systems work
Accountability takes many forms (administrative, mana-
gerial, legal-political, market-driven) of which social 
accountability is just one element [18, 24]. In the health 
sector, activists and technicians tend to focus their 
efforts where managerial, administrative, legal-political 
forms of accountability are failing. Social accountability 
approaches commonly aim to give “teeth” to other forms 
of accountability [25–27]. Activist approaches look to 
social accountability as a means to rebalance or shift 
power dynamics, but in the specifics, they often relin-
quish the responsibility to managerial and administra-
tive forms of accountability, mobilizing again when new 
gaps or shortcomings appear. Health systems techni-
cians, especially those operating at the transnational and 
international level of cooperation, commonly intervene 
through time-bound projects and investments, attached 
to measurable outcomes. They do not seek to replace 
existing forms of administrative accountability, but often 
try to spur improvements in efficacy and impact. While 
there can be stark differences in the positioning, perspec-
tive and methods of these distinct categories of actors, 
what we label here as “technicians” and “activists”, they 
share the belief that accountability is a non-negotiable 
element of a functioning social and institutional (in this 
case, health-focussed) system [27–30]. For illustrative 
purposes, Tables  1 and 2 provide a short summary of 
the experience of VS and PW, respectively in Brazil and 
Uganda.

We can now examine where perspectives diverge, in 
spite of this common ground. Social accountability activ-
ists, whether local, national or transnational in practice, 
see problematic hierarchies of power, broken institu-
tional commitments, or at a minimum public service pro-
vider blind spots, as a starting point for change. They 
may focus on health systems changes specifically, but will 
often look more broadly at societal arrangements and 
structural inequalities to determine which issues matter 
most, to whom, and how they should be addressed. By 
contrast, heath systems technicians, be they working for 
on behalf of donor governments, philanthropic funders, 
or working as project implementers, may perceive gaps 
in performance relative to the investments made by the 
institutitions or governments for whom they work and 
be expected to address and resolve problems that have 
proved intractable to prior health systems professionals. 
Within the field of what is still considered “global” health, 
funding for health systems strengthening (through 
social accountability or other means) has long been, and 
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remains a small slice of the overall funding pie, though 
by comparison with the resources available to local civil 
society organizations and activist groups, these funds are 
relatively substantial [36].

Table 3 summarizes the distinct perspectives between 
the two sets of actors, bringing to the surface what might 
otherwise remain implicit differences of approach with 
the aim of helping social accountability advocates of all 
types to find productive common ground and a forward 
path.

Most dichotomies oversimplify and Table 3 is no excep-
tion. That said, what this table captures are the ways that 
each set of approaches have the potential to pull towards 
opposing extremes, when what is needed is more work 
that builds bridges between health systems duty bear-
ers, funding bodies and institutions, and health equity 
activists [37–39]. Historically speaking, the confluence or 
divergence of controlled or organic, fast or slow drivers 
of change in health systems has been contextually-spe-
cific and dynamic (meaning, unpredictable). What has 
remained true over time, to return to the historiographic 
review with which we began, is the challenging nature of 
working with an awareness of both “fast” and “slow” pro-
cesses of change, historically-rooted yet contemporarily 
experienced dynamics of power, both locally specific and 
internationally governed accountability initiatives when 
seeking health systems change.

Discussion: a pressing need to move forward, again
The Covid-19 pandemic triggered a ‘crisis’ response as 
global health emergencies often do [1, 21, 23, 40]. Within 
the context of international public health cooperation 
and national-level public health response, those that have 
been working towards greater social accountability for 
health equity have experienced Covid-19 from diverse 
positions, some as front-line health care providers, some 
as activists and organizers of mutual aid responses, 
some supporting health systems responses more or less 
remotely, in greater or lesser personal safety and tele-
working opportunities.

Those concerned about the state of social accountabil-
ity efforts within the context of pandemic response and 
beyond must learn from our international public health 
forebearers the value of both ‘technicians’ and ‘activists’ 
in driving health systems change. In a context of rapid 
change, including processes already underway prior to 
Covid-19 such as shifts in global political leadership and 
the emergence of increasingly mixed health systems, 
accountability efforts aimed at addressing health inequi-
ties are all the more crucial.

In considering the impact of Covid-19 within the much 
longer time scale of international public health coopera-
tion and health systems development, we suggest that 
social accountability should be pursued prior to, or in 
anticipation of, future disruptions and shocks. Those 

Table 1  Social-change (“activist”) approach to social accountability: an example from Brazil

The overarching history of the Brazilian experience of social participation in health systems development and reforms exemplifies a long-term 
approach to social accountability. In the 1970’s a coalition of popular movements, national and international organizations launched and supported a 
national health movement. In the context of a post-military dictatorshiop redemocratization process, which stretched between the 1980s and 1990s 
civil society groups fought successfully for the institutionalization of social participation as part of the Brazilian universal health care system (Sistema 
Único de Saúde, otherwise known as the SUS). From the 1990s to today, this social participation process has resulted in the creation of more than 5000 
health councils with nearly 100,000 individual participants, in additiona to related associations. These councils serve as fora in which citizens together 
with service providers and public officials work together to define public policies and oversee implementation processes [31]. The councils’ planning 
and monitoring activities inform and are informed by social accountability efforts, in addition to the work of these councils defending access to 
health care on constitutional grounds. The articulation of a universal ‘right to health’ was a key component in the historical creation and implementa-
tion of the SUS, but it has also been central to the increased resourcing of, and expansion of, public health services over the last two decades. The 
“activist” approach to social accountability of health systems has in this way contributed to the widening of the SUS and concomitantly a reducation 
of health inequalities on a national scale [32, 33].

Table 2  Project (“technician”) approach to social accountability: an example from Uganda

In Uganda, the Community and District Empowerment for Scale-up (CODES) project launched in 2015 for a 3 year period with the aim of strength-
ening the management of district-level health systems to improve child survival. CODES was implemented through health districts in partnership 
with UNICEF and Makarere University, and community-based organizations (CBOs) engaged in health services monitoring and social accountability 
processes (one of three pillars of the intervention strategy). Health districts were encouraged to solicit feedback from communities related to issues of 
health services quality and coverage as they related to an identified set of priority health issues. This feedback was organized by CBOs through Com-
munity Dialogues, Citizens Report Cards, and SMS surveys of community member perspectives [34, 35]. A cluster randomized trial design was able 
to show improvements over time in the treatment of malaria, pneumonia, diarrhea, and stool disposal. Though the results of the intervention were 
positive, the short-term nature of the study left often questions of sustainability and potential institutionalization of social accountability mechanisms. 
One key learning that emerged was the important role of traditional and social media in shifting institutional norms related to the value of collabora-
tive and community-engaged accountability. However, long-term impact may demand different intervention and institutionalization timeframes 
particularly where community engagement in social accountability processes and mechanisms for political accountability are less developed.
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working in the social accountability space may have dif-
ferent methodological tools and experiential knowledge 
to contribute, but without drawing on the fullest spec-
trum of human creativity and problem-solving capacity, 
the effort to address longstanding health systems inad-
equacies will remain stunted.

Conclusion: toward a code of practice?
Staying with the construct social accountability “techni-
cians” and “activists” can we discern a shared set of values 
or “code of practice” to help shift towards more effective 
collaboration? We conclude with some suggestions.

“First do no harm” and “building synergies” remain 
valid principles, although their operationalization in 
practice is debated. A step in this direction may be to 
accept the plurality of our perspectives, and recognize 
the legitimacy of differently-framed agendas and diverse 
knowledges. Working across distinct academic disci-
plines, diverse forms of technical and professional exper-
tise, and institutional cultures, let alone meaningfully 
incorporating indigenous and non-Western knowledge 
and practice, requires humility, openness and a willing-
ness to be made uncomfortable when confronted with 
the limitations of one’s own assumptions. That said, when 
we cast our eye over the broad sweep of health systems 
history and the longstanding tensions between those who 
proffer “vertical” (top-down, disease- or health-issue ori-
ented) versus “horizontal” (systems-wide, socially-ori-
ented, community-engaged) approaches to public health, 
it is clear that there is no one model way of working. 
Social accountability efforts oriented towards improving 
health equity demand dialogic and relational approaches 
from both “technicians” and “activists” even if at times 
this dialogue proves oppositional and fraught [41].

For activists, the attention of “technicians” is an 
acknowledgement of their own success in demonstrating 
the value of social accountability to improving meaning-
ful community engagement in health systems improve-
ments. In seeking alliances to achieve time-bound targets 
with the support and funding of external interventions, 
social accountability activists can still leverage these 
opportunities for learning and coalition building, while 
recognizing that cooptation—institutional or personal-
-are ever-present challenges. On the other hand, donor 
agencies, health systems planners and managers of 
externally-funded health projects intervening in social 
accountability processes should recognize the disrup-
tion that their short-term work brings. Such technicians 
should be more attentive to the history of past health 
systems efforts both specific to the contexts where they 
work, as well as within the broader landscape of interna-
tional public health cooperation before steaming ahead 
with “new” innovations in design and approach. Respect 

for endogenous processes and local perspectives should 
be an active and ongoing commitment. What this his-
tory teaches us is that working towards a collaborative 
“middle” ground is an ongoing learning process, one 
that is not devoid of confrontation or dissent. As with all 
health systems strengthening interventions, further illu-
minated by the wide-ranging impacts of Covid-19, social 
accountability is “everybody’s business” [42]. To do bet-
ter than our forebearers in international public health 
cooperation, it is necessary to maintain awareness of how 
the past has shaped the present, how what what appears 
‘short term’ might in fact just be an inadvertent repetition 
of past patterns, and that meaningful change requires 
ongoing commitment to open- if challenging – dialogue 
between distinctly positioned actors.
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