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Abstract: Identifying and implementing incentives that give rise to a strong relationship
of accountability between service providers and beneficiaries is viewed by many as critical

for improving service delivery. How to achieve this in practice and if it at all works,

however, remain open questions. Systematic evaluation of service delivery innovations

to increase accountability can show what works, what doesn’t and why, a first step to

scaling up success. This paper discusses one such attempt: a randomized evaluation of a

Citizen Report Card project at the community level in primary health care in Uganda.

The Citizen Report Card project collected quantitative information on the quality and

quantity of health service provision from citizens and public health care providers. This

information were then assembled in "easy access" report cards that were disseminated,

together with practical information on how best to use this information, in community,

staff, and interface meetings by local community organizations in order to enhance citizens’

ability to monitor the health care providers. The intervention improved both the quality

and quantity of health service provision in the treatment communities: One year into

the program, average utilization was 16 percent higher in the treatment communities; the

weight of infants higher, and the number of deaths among children under-five markedly

lower. Treatment communities became more extensively involved in monitoring providers

following the intervention, but we find no evidence of increased government funding. These

results suggest that the improvements in the quality and quantity of health service delivery

resulted from increased effort by the health unit staff to serve the community.
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1 Introduction

It is becoming increasingly clear that improvements in health and educa-
tional outcomes in developing countries require more than additional funds.
A wealth of anecdotal, and recently more systematic evidence, show that pro-
vision of public services to poor people in developing countries is constrained
by weak incentives of service providers - - schools and health clinics are not
open when they are suppose to; teachers and health workers are frequently
absent from schools and clinics and when present spend a significant time
not serving the intended beneficiaries; equipment, even when functioning, is
not used; drugs are misused; and public funds are expropriated.1

As argued in Chaudhury et al. (2006), this evidence is symptomatic of
failures in "street-level" institutions and governance, i.e. the relationships
of accountability at the provider level are dysfunctional. However, although
these failures are a direct hindrance to economic and social development,
until recently, they have received much less attention in the literature than
have weaknesses in macro institutions. In this paper, we try to partly close
this gap.
Two important relationships of accountably in service delivery are those

of provider-to-state (which in turn is partly driven by that of politicians-to-
citizens) and that of provider-to-the citizen/client.
On the former, the policymaker provides resources and delegates powers

and responsibility for collective objectives to the service providers. Enforce-
ability and answerability (getting information about performance) come into
play when the policymaker also specifies the rewards (and possibly the penal-
ties) that depend on the service provider’s actions and outputs. In practice,
enforceability and answerability is achieved through delegation, i.e. some-
one in the institutional hierarchy is assigned to monitor, control, and penal-
ize/reward agents further down in the hierarchy (i.e. the provider). The tacit
assumption is that more and better enforcement of rules and regulations will
strengthen the providers’ incentives to increase both the quantity and qual-
ity of service provision. This is by far the most common approach to hold
providers accountable. However, in many poor countries, the institutions as-
signed to monitor the providers are typically weak and malfunctioning, and

1For anecdotal and case study evidence, see World Development Report 2004 (World
Bank, 2004). Chaudhury et al. (2006) provide new and systematic evidence on the rates of
absenteeism based on surveys in which enumerators made unannounced visits to primary
schools and health clinics in seven developing countries. Averaging across countries, 35
percent of health workers were found to be absent. Banerjee et al. (2004) and Duflo and
Hanna (2005) confirm these findings. On misappropriation of public funds and drugs, see
Reinikka and Svensson (2004) and McPake et al. (1999).
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may themselves act under an incentive system that provides little incentives
to effectively monitor the providers.2 As a result, the relationship of account-
ability of provider-to-state is in many developing countries is ineffective.
Partly in response to the failures of these traditional mechanisms of en-

forceability and answerability, it has been argued that more effort must be
placed on strengthening beneficiary control, i.e. strengthen providers ac-
countability to citizen-clients.3 In theory, beneficiary control, or community-
based monitoring, have at least three advantages. First, it is likely to be
cheaper for the beneficiaries to monitor the providers since they (at least as a
group) are better informed about the staff’s behavior than the external agent
assigned to supervise the provider. Second, they may have means to punish
the provider that are not available to others, such as verbal complaints or
social opprobrium (Banerjee and Duflo, 2006). Third, to the extent that the
service is valuable to them, they should have strong incentives to monitor and
reward or punish the provider - - incentives that the external agent assigned
to supervise the provider may lack. However, there are also potentially large
problems associated with community-based monitoring. Assembling infor-
mation about performance ("answerability") and acting on this information
are subject to possibly large free-riding problems: the community would
like to ensure that the provider performs, but everyone would rather have
someone else collecting information and monitoring performance. Second,
beneficiary control is unlikely to work if citizens do not have a high demand
for the service or have access to easily available (and affordable) options (pri-
vate providers). In that case, the expected relative return to monitoring the
public provider will be low. Third, the community must also have some di-
rect or indirect way of sanctioning or rewarding the provider (or some higher
level arm of the state). Finally, any project, and maybe community-based
interventions in particular, may be subject to capture. For example, the elite
may corrupt the collection or dissemination of information or may prevent
citizens from speaking out or putting pressure on the provider. Thus, in the
end, if and to which extent providers accountability to citizen-clients can be
strengthen and if so to what extent such an institutional reform improves
outcomes is an empirical question.
Empirically, the challenges when establishing whether strengthening providers’

2As an example, most anticorruption programs rely on legal and financial institutions
— judiciary, police, and financial auditors — to enforce and strengthen accountability in
the public sector. In many poor countries, though, these legal and financial institutions
are often corrupt themselves. Not surprisingly, there is scant evidence that devoting
additional resources to existing legal and financial government monitoring institutions
reduce corruption (Svensson, 2005).

3See, for example, the 2004 World Development Report (World Bank 2003).
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accountability to citizen-clients can improve outcome are twofold. First, an
intervention has to be designed so that, if properly implemented, it enhances
citizens/clients ability to monitor and control the provider. Second, to evalu-
ate the impact of the intervention, one needs to establish a credible compari-
son group — a group of observational units (e.g. communities) which would, in
the absence of the intervention, have had outcomes similar to those exposed
to it.
Our approach to deal with the first challenge is to induce variation in two

important elements of the accountability relationship: access to information,
and participation and local organization capacity. Improved access to infor-
mation about the beneficiaries’ (as a group) experiences and entitlements is
critical for citizens’ ability to monitor service providers. Although people
know whether their own child died or not, and whether the health workers
did anything to help them, they typically do not have information on ag-
gregate outcomes, such as how many children in their community did not
survive beyond the age of 5 or where citizens, on average, seek care. Provi-
sion of information on outcomes and performance also improves users ability
to challenge abuses of the system, since reliable quantitative information is
more difficult for service providers to brush aside as anecdotal, partial, or
simply irrelevant. Enhanced participation and local organization capacity is
intended to minimize collective action problems and thus to get citizens to
act on the information being provided.
Citizen report cards, which is the community-based program evaluated

in Björkman and Svensson (2006), is one intervention where these elements
take a central focus.4 A Citizen report card is a tool to collect feedback from
the users (and potential users) of public services (in this case primary health
care providers) and disseminate this information back to the citizens/users so
they have reliable information about how their community at large views the
quality and efficacy of service delivery. It also provides the community with
an opportunity to compare service delivery in their community vis-à-vis other
communities, or across districts and municipalities in the country at large.
The citizen report card methodology also emphasizes the active dissemination

4The best known examples of citizen report cards is probably those developed by the
Public Affairs Centre in Bangalore, India (Paul, 2002). Citizens were asked to rate service
access and quality and to report on concerns about public services, general grievances,
and corruption. The information was summerized in report cards that were reported in
the press and in civic forums. Citizen report cards have spread beyond Bangalore to cities
in Kenya, Mozambique, the Philippines, Ukraine, and Vietnam. They have been scaled
up in India to cover urban and rural services in 24 states. Overall, the citizen report
cards have stimulated considerable media and political attention, and there is, despite
any scientific evidence to back this up, general acknowledgment in policy circles of their
positive contribution to service improvements (see e.g. World Bank, 2003).
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of information in order to create awareness and invoke participation of the
community.
We rely on a randomized design to deal with the second challenge. By

randomly assigning communities into a treatment group (i.e. communities
in which the Citizen report card project were implemented) and a control
group (i.e. communities in which the Citizen Report Card project was not
implemented), we are relatively confident about the absence of confound-
ing factors. In addition, the intervention we evaluate was run on a large
scale - - approximately 5,000 households from 50 "communities" from nine
districts in Uganda have been surveyed in two rounds, and in total there
are approximately 110,000 households residing in the treatment and control
communities.5 This increases our confidence in the external validity of the
results.
Björkman and Svensson (2006) show that the community-based moni-

toring intervention (Citizen report card project) increased the quality and
quantity of primary health care provision and resulted in improved health
outcomes. One year into the program, utilization (for general outpatient
services) was 16 percent higher in the treatment facilities. We also find sig-
nificant differences in deliveries at the treatment facilities, and in the use of
antenatal care and family planning. Treatment practises, as expressed both
in perception responses by households and in more quantitative indicators
(immunization of children, waiting time, examination procedures) improved
significantly in the treatment communities. We find a small but significant
difference in the weight of infants and a markedly lower number of deaths
among children under-five in the treatment communities. No effect is found
on investments or financial or in-kind support (from the government), sug-
gesting that the changes in the quality and quantity of health care provision
are due to behavioral changes of the staff. Moreover, we also find evidence
that the treatment clinics started sharing information about treatment prac-
tises, availability of drugs, and service delivery in general, in response to the
intervention and that the treatment communities began to monitor the health
unit more extensively. This reinforces our confidence that the findings on the
quality and quantity of health care provision resulted from increased efforts
by the health unit staff to serve the community in light of better community
monitoring.

5A "community" is operationalized as the households (and villages) residing in the
five-kilometer radius around the facility; see section 5.
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2 Literature Review

There is a growing empirical literature on the relationship between informa-
tion dissemination (through the media) and accountability. Almost exclu-
sively this literature studies the relationships of accountability of politicians
to citizens and deal with one - - periodic elections out of several mechanism
through which citizens can make politicians and policymakers accountable.
For example, Strömberg (2003, 2004) considers how the press influences re-
distributive programs in a model of electoral policies, where the role of the
media is to raise voter awareness, thereby increasing the sensitivity of turnout
to favors granted. Besley and Burgess (2002) focus on the media’s role in
increasing political accountability, also in a model of electoral policies. Fer-
raz and Finan (2005), study the effects on the probability of the incumbent
winning the election of making information about corruption in the local gov-
ernments public. Besley and Prat (2005) study the interdependence between
media and government accountability, but focus on the reverse relationship:
how the government can influence what information will be provided. Our
work differs in several important dimensions. First, we focus on mechanisms
through which citizens can make providers, rather than politicians, account-
able. Thus, we do not study the design or allocation of public resources
across communities or programs, but rather how already existing resources
are utilized. Second, we use micro data from households and health clinics
rather the disaggregated national accounts data. Finally, we identify im-
pact using an experimental design, rather than exploiting non-experimental
data. The source of identification will thus come directly from a randomized
experiment.
Reinikka and Svensson (2005a) also study the relationship between in-

formation, accountability, outcomes at the provider level. They exploit a
newspaper campaign aimed at reducing the capture of public funds by pro-
viding schools (parents) with information to monitor local officials’ handling
of a large education grant program (capitation grant). They find that the
newspaper campaign was highly successful. Head teachers in schools closer to
a newspaper outlet are more knowledgeable of the rules governing the grant
program and the timing of releases of funds by the central government. These
schools also managed to claim a significantly larger part of their entitlement
after the newspaper campaign had been initiated. Reinikka and Svensson
(2005b) and Björkman (2006) take these results as a starting point to ex-
plore the effects of increased "client power" on school outcomes. They show
that the reduction in capture had a positive effect on both enrollment and
student learning. The newspaper campaign in Uganda, however, may not be
easy to scale up in other sectors or for more complex government programs.
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Specifically, the capitation grant is a very simple entitlement project and a
relatively small item in a vast government budget. They also identify impact
using a non-experimental approach, rather than an experimental design as
we do here.
Improving governance and public service delivery through community

participation is an approach that has gained prominence in recent years.
For example, the 2004 World Development Report is entirely devoted to
the concept of increasing poor citizens’ voice and participation in service
delivery in order to help them monitor and discipline providers. However,
despite the enthusiasm for community participation and monitoring, there
is little credible evidence on the impact of policy interventions aimed at
achieving these. On the one hand, most comprehensive community based
monitoring initiatives have not been rigorously evaluated. On the other hand,
the few studies relying on rigorous impact evaluation strategies have not
evaluated more comprehensive attempts to inform and involve the community
in monitoring public officials.
On the latter issue, Olken (2005) evaluates different ways of monitoring

corruption in a road construction project in Indonesia. In one of the ex-
periments, invitations were sent out to village-level meetings where project
officials documented how they spent project funds for local road construction.
However, although the invitations increased the number of people participat-
ing in the meetings, the meetings were still dominated by members of the
village elite. Moreover, corruption is not easily observable and project offi-
cials may very well be able to hide it when reporting on how funds were used.
The data also reveal that corruption problems were seldom discussed in these
meetings. 6 Thus, it is unclear to what extent non-elite community members
were really more informed about corruption in the project, or if they had any
means of influencing outcomes, in response to the intervention. Given these
constraints, it is not surprising that Olken (2005) only finds minor effects of
the intervention.
Using a randomized design, Banerjee, Deaton and Duflo (2004) evaluate

a project in Rajasthan in India where a member of the community was paid
to check once a week, on unannounced days, whether the auxiliary nurse-
midwife assigned to the health center was present in the center. Unlike
Olken’s study, getting reliable information is not a concern here. In fact,

6The information problem is illustrated in the novel but burdensome way in which
Olken (2005) estimates the extent of corruption. Specifically, Olken (2005) assembled a
team of engineers and surveyors who dug samples in each road to estimate the quantity of
materials used and then, using price information from local supplies, estimated the extent
of "missing" expenditures. The corruption estimates were not reported in the village
meetings.
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external monitors confirmed the absence rates documented by the community
members assigned to the project. The issue is rather how the informed
community member could use his or her information on absenteeism to invoke
community participation. The intervention had no impact on attendance.
Thus, having one informed person, even if this is done is a structured and
regular way, may not have much impact.
Jimenez and Sawada (1999) examine how decentralizing educational re-

sponsibility to communities and schools affects student outcomes. They
study El Salvador’s Community-Managed Schools Program, EDUCO, and
its effect on students’ achievement on standardized tests and attendance as
compared to students in traditional schools. EDUCO schools are managed
autonomously by community education associations whose elected members
are parents of the students. The community education associations are re-
sponsible for hiring (and firing) teachers, closely monitoring teachers’ perfor-
mance, and equipping and maintaining the schools. The results show that
enhanced community and parental involvement in EDUCO schools improved
students’ language skills and reduced student absences. A key estimation
issue in this paper is endogenous program participation and although the
authors instrument for program participation by using the proportion of
EDUCO schools in a municipality, it is not obvious that they manage to
obtain the causal treatment effect.

3 Community-based Monitoring

How is accountability achieved in the public sector? To begin to answer this
question, compare how accountability is achieved in many market contexts.
In the market, dissatisfied consumers can successfully use the exit option;
i.e., if the price is too high or the quality too low, the consumer can choose
not to buy the good or buy from another producer. If many consumers act
in the same way, this will influence the producer’s profitability and, in the
end, its survival in the market. The exit mechanism, however, may not work
well in the public sector. First of all, in some cases there may be no easily
available alternative to the local public provider - - say a primary health
clinic. More important, the link between the public provider’s performance
and its financial position (or its staff’s remuneration) is often weak or non-
existent. Typically, public money does not follow the patients and hiring,
salaries, and promotions are determined largely by educational qualifications

8



and seniority.7

In theory, governments have tried to compensate the lack of a well-
functioning exit mechanism (or competition effect) by increasing control and
supervision, i.e. to strengthen the relationship of accountably of the provider
to the state. The political agency literature demonstrates that when indi-
viduals and households are well informed and have mechanisms to sanction
politicians - - for example the right to vote them out of office - - politicians
have potentially strong incentives to monitor and pressure public institutions
to do what individuals and households, whom they represent, want.8 How-
ever, the mounting evidence of failures in "street-level" institutions across
the developing world suggest that this mechanism is clearly not enough.
Why doesn’t the political system generate demands for stronger supervi-

sion and control of providers? There are at least three explanations for this.
First, supervision and control are not performed solely by politicians them-
selves but instead delegated to various institutions and agencies. However,
many poor countries lack the trustworthy machinery/institutions (judges,
court personnel, police, auditors) needed to supervise and enforce rules.
Thus, politicians, even if they wanted, are restricted (at least in the short
run) in their attempts to supervise and control providers. Second, while
well-functioning legal and financial systems can curtail obvious cases of mis-
management, they only partially constrain the discretionary powers of public
sector managers and employees. The complexity of the tasks performed by a
typical public sector unit and its informational advantage relative to the users
of public services make it nearly impossible to design legal and accounting
measures to address all types of misuse and thus to curtail less obvious cases
of mismanagement (such as shirking, budget prioritization in favor of staff,
political considerations). Third, campaigning on cracking down poor perfor-
mance of health staff may not be a winning strategy as noted in Chaudhury
et al. (2006). The providers are an organized interest group, whereas clients,
particular in health, are diffuse. Those poor enough to use public clinics
may have less political power than the organized and middle class health
workers. In many countries, including Uganda, those who are moderately
well off use private clinics. This pattern may create a self-reinforcing cycle
of low quality, exit of the politically influential from the public sector, and
further deterioration of quality (Chaudhury et al. 2006, Hirschman 1970).
This effect is compounded by the fact that people lack information on ser-
vice delivery outcomes. As stressed by Khemani (2006), although people

7This is the case in the health sector in Uganda but also the case more generally in
developing countries, as discussed in Chaudhury et al. (2006).

8For references and textbook treatment of the literature, see Persson and Tabellini
(2000).
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have private information about health outcomes and whether the provider
did anything to help them, they are unlikely to hold their remotely located
politician accountable for this private experience. They typically do not have
information on aggregate development outcomes, such as how many children
in their community did not survive beyond the age of 5, where citizens, on
average, seek care, and extent of immunization of children in the community,
that are more likely to be linked to the actions of their political represen-
tatives. And even if they can guess that others in their neighborhood are
suffering similar tragedies, people might be sceptical of using these estimates
of actual development outcomes as an indicator of politicians’ performance,
focusing instead on simple actions they can directly observe, such as an-
nouncement of a price subsidy, provision of jobs, or infrastructure projects.
Politicians will respond accordingly: they will focus attention to inefficient,
and sometimes ineffective, policies of targeted transfers, shifting effort and
resources away from supervision and reform of the public sector (Keefer and
Khemani, 2005). The public, in turn, realizes these incentives and their ex-
pectations of what they can get from the providers that are meant to serve
them are therefore low.
As mentioned earlier, partly in response to the failures in "street-level" in-

stitutions, it has been argued that more effort must be placed on strengthen-
ing beneficiary control.9 In theory, beneficiary control, or community-based
monitoring, have at least three advantages. First, it is likely to be cheaper
for the beneficiaries to monitor the providers since they (at least as a group)
are better informed about the staff’s behavior than the external agent as-
signed to supervise the provider. Second, they may have means to punish the
provider that are not available to others, such as verbal complaints or social
opprobrium (Banerjee and Duflo, 2006). Third, to the extent that the ser-
vice is valuable to them, they should have strong incentives to monitor and
reward or punish the provider - - incentives that the external agent assigned
to supervise the provider may lack.
In practise, community-based monitoring can take a variety of forms.10

However, the different innovations share some common features. Specifi-
cally, a key ingredient is better information about the beneficiaries’ (as a
group) experiences and entitlements. Access to such information is viewed
as critical for citizens’ ability to monitor service providers. It also improves

9See, for example, the 2004 World Development Report (World Bank 2003).
10Examples of this approach include participatory budgeting in Porto Allegre, Brazil;

citizen report cards in Bangalore, India; right to information on public works and public
hearings or jan sunwais in Rajasthan, India; public information campaign to reduce cap-
ture of school funds in Uganda; and community scorecards in Malawi (see Reinikka and
Svensson, 2004; World Bank, 2003; Paul, 2002; and Singh and Shah, 2002).
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users ability to challenge abuses of the system, since reliable quantitative
information is more difficult for service providers to brush aside as anec-
dotal, partial, or simply irrelevant. However, better information in itself
may not be enough. For beneficiary control to be effective, the expected
return to monitoring must be higher than to the alternatives - to either do
nothing (for example, self-treatment rather than visiting the dysfunctional
public health care provider) or use alternative providers (private for-profit or
not-for-profit health providers). The relative returns depend on a variety of
factors. Foremost, it depends on the community’s ability to take collective
action. Community-based monitoring is subject to possibly large free-riding
problems: the community would like to ensure that the staff do their job,
but everyone would rather have someone else to do the monitoring. For
these reasons, many community-based monitoring initiatives place a strong
emphasis on encouraging active participation by community members as a
way to minimize the collective action problem. Second, if the beneficiaries
do not have a high demand for the service, or if there are easily available
options (private providers), the expected relative return to monitoring the
public provider will be lower. Finally, the relative returns also depend on cit-
izens’ ability to either directly or indirectly sanction or reward the provider
(or some higher level arm of the state).
Thus, there are both clear potential advantages and potentially large

problems associated with community-based monitoring. In the end, if and
to which extent community based monitoring works is therefore an empirical
question. We turn to this next.

4 Institutional setting

Uganda, like many newly independent countries in Africa, had a functioning
health care system in the early 1960’s. Accessibility and affordability were
relatively extensive. The 1970’s and 1980s saw the collapse of Government
services as the country underwent political upheaval. Health indicators fell
dramatically during this period until peace was restored in the late 1980s.
Since then, the Government has been implementing major infrastructure
rehabilitation programs in the public health sector. Some health indicators
have improved, while others have not. For example, the infant mortality
rate stagnated at 88 deaths per 1,000 live births during the latter half of the
1990s (Republic of Uganda 2002, Moeller 2002) and maternal mortality has
remained high and immunization rates stagnant since the late 1990’s. This
is despite a GDP growth rate of 64 percent and a 40-percent reduction in
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consumption poverty in the 1990s (Appleton 2001)
As of 2001, public health services are free of charge. Anecdotal and survey

evidence (see below), however, suggests that users still encounter varying
costs and that such costs defer many, especially the poor, from accessing
services.
The health sector in Uganda is composed of four types of facilities: hos-

pitals, health centers, dispensaries (health center III), and aid posts or sub-
dispensaries. These facilities can be government, private for-profit, or private
not-for-profit operated and owned. The focus of this impact evaluation is on
the dispensary (level III). Dispensaries are closest to the users and the lowest
tier of the health system where a professional interaction between users and
providers takes place. Most dispensaries are rural (89 percent). According
to the government health sector strategic plan, the standard for dispensaries
includes preventive, promotional, outpatient care, maternity, general ward,
and laboratory services (Republic of Uganda 2000). Dispensaries are manned
by a clinical officer (who can be a medical doctor). In our sample of facil-
ities, on average, a dispensary was staffed by a clinical officer, three nurses
(including midwives), and three nursing aids or other assistants.
The health sector in Uganda is decentralized and supervision and control

of the dispensaries are governed at the district level. A number of actors are
responsible for the functioning of the dispensaries. The most important local
actor is the Health Unit Management Committee (HUMC), which is the main
link between the community and the health facility. Each dispensary has an
HUMC which consists of members from both the health facility staff (the
in-charge) and non-political representatives from the community (elected by
the sub-county local council). The HUMC should monitor drugs and finances
disbursed to the facility, as well as the day-to-day running of the health
facility (Republic of Uganda 2000). The HUMC can warn the health facility
staff on matters of indiscipline, rudeness to patients and misappropriations of
funds by recommending that the staff be transferred from the health facility.
However, the HUMC has no authority to dismiss the health facility staff.
In cases of problems at the health facility, the working practice is that the
chairperson of HUMC raises the issue with the in-charge. If there is no
improvement, the matter should be referred to the Health Sub-district which,
if it fails, will refer the errand to the Director of District Health Services.
The Health Sub-district monitors funds, drugs and service delivery at the
dispensary. Supervision meetings by the Health Sub-district are supposed
to appear quarterly but, in practise, monitoring is infrequent. The Health
Sub-district, as well as the Director of District Health Services, have the
authority to reprimand, but not dismiss, health facility staff for indiscipline.
Cases of dismissal are reported to the Chief Administrative Officer of the
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District who will then report such cases to the District Service Commission,
which is the appointing authority for the district and has the authority to
suspend or dismiss staff.
Community Based Organizations (CBOs) are also important actors in

the health service delivery system at the local level. CBOs involved in health
mainly focus on undertaking health education activities in antenatal care,
family planning, HIV/AIDS prevention, etc.

5 The Program: Citizen Report Card

In response to perceived continued weak health care delivery at the primary
level, a pilot project (Citizen report cards) aimed at enhancing community
involvement and monitoring in the delivery of primary health care was initi-
ated in 2004. The project was carried out by staff from the World Bank and
Stockholm University, in cooperation with a number of Ugandan practition-
ers, 18 community-based organizations, and the Uganda Ministry of Health,
Planning Division. The 50 project facilities (all in rural areas) were drawn
from nine districts in Uganda (see Björkman and Svensson, 2006, for details).
Defining the catchment area (or the “community”) of each dispensary as the
households (and villages) residing in the five-kilometer radius around the
facility, approximately 110,000 households reside in the communities suppos-
edly served by these 50 facilities.
The facilities were first stratified by location (districts) and then by the

number of households residing in the catchment areas. From each group, half
the units were randomly assigned to the treatment group and the remaining
25 units were assigned to the control group. Hence, within each district,
there exist both treatment and control units.
The Citizen report card project had four components: (a) collecting quan-

titative information from users (citizens) and service providers using micro
survey techniques; (b) assembling this information in "easy access" report
cards; (c) disseminating the report cards to users and providers in such a way
as to create awareness and invoke participation; (d) providing communities
with practical information on how to best use the information to monitor
and, in the end, improve the quality and quantity of service provision. These
components are discussed next.
Data collection was governed by two objectives. First, data were required

to assemble report cards on how the community at large views the quality and
efficacy of service delivery. We also wanted to contrast the citizens’ view with
that of the health unit staff. Second, data were required to rigorously evaluate
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the impact. To meet these objectives, two surveys were implemented: a
survey of health care providers and a survey of health care users. These
surveys were implemented both prior to the intervention (data from these
surveys formed the basis for the intervention) and one year after the project
had been initiated.
A quantitative service delivery survey (QSDS) has been used to collect

data from the health service providers. The QSDS collected detailed quan-
titative data on performance and outcomes from the providers. In many
respects, a QSDS is similar to a standard firm-level survey. The key differ-
ence is that it explicitly recognizes that agents in the service delivery system
may have a strong incentive to misreport (or not report) key data. To this
end, the data are obtained directly from the records kept by facilities for
their own need (i.e. daily patient registers, stock cards, etc.) rather than
from administrative records submitted to the local government. The former,
often available in a highly disaggregate format, were considered to suffer the
least from any incentive problems in record-keeping.
The user/household survey collected quantitative, and some perception

based, data on both households’ health outcomes and health facility perfor-
mance. It included indices of performance parameters such as availability,
access, reliability, quality and satisfaction. Data were collected on all dif-
ferent services provided by the health facility, i.e. daily out-patient service,
family planning, immunization, and antenatal care. To the extent that it was
possible, household responses were supported by patient records; i.e., patient
exercise books and immunization cards. These records helped the household
recall details about its visits to the health facility and also minimized the
problem of misreporting. The post-intervention household survey also in-
cluded a shorter module on health outcomes, including data on under-five
mortality, and all infants in the surveyed households were weighed.
A stratified random sample of households within the catchment area of

the facility were surveyed. In total, roughly 5,000 households have been
surveyed in each round. In a typical community, households from six villages
were surveyed. 11

The data from the two pre-intervention surveys were analyzed and a
smaller subset of the findings were assembled in report cards for the treat-
ment localities.12 The data included in the report cards were identified as
key areas subject to improvement and include utilization, services, drugs
and user charges and comparisons vis-à-vis other health facilities in the dis-

11See Björkman and Svensson (2006) for a detailed explanation of the design and im-
plementation of the surveys.
12Thus, the design and size of the surveys were largely driven by the second objective —

to evaluate impact.
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trict and the country at large. Each treatment facility and its community
had a unique report card summarizing the key findings from the surveys in
a format accessible to the communities.
The report cards were translated into the main language spoken in the

community.13 To support the illiterate community members, posters were
specifically designed and painted by a graphical artist so that otherwise com-
plex information and concepts were easily understood. As the information
in the report card was largely statistical, the posters conveyed the principal
ideas such as where people go to seek medical care, reasons for this behavior
etc.14

The information in the report cards was disseminated to citizens and
providers using a "participatory rural appraisal approach".15 The informa-
tion dissemination process was facilitated by staff from Community-based
Organizations (CBO). These facilitators were perceived to be a good conduit
through which the Citizen Report Card project could be delivered, since they
were in constant interaction with the communities and had a mandate drawn
from a long-term presence on the ground working with the community. In
addition, they could easily make follow-up visits and provide support to the
communities.16,17

The objective of the dissemination process was threefold. First, to allow
the community members themselves to analyze and draw conclusions from
the summary findings in the report cards. Second, to develop a shared view
on how to monitor the provider by discussing and decomposing the various
elements of accountability in the primary health sector (who is accountable
to whom; what is a particular actor accountable for ; how can these actors
account for their actions, and how are these elements reflected in the report
card findings). Third, to ensure that the process is not captured by the

13In the end, the report cards were translated into six different languages: Ateso (Soroti),
Lusoga (Iganga), Lango (Apac), Luganda (Masaka, Wakiso, Mukono and Mpigi), Run-
yankore (Mbarara) and Lugbara (Arua).
14See Björkman and Svensson (2006) for prototypes of these posters.
15Participatory rural appraisal (PRA) is a label given to a growing family of participa-

tory approaches and methods with the common aim of enabling people to make their own
appraisal, analyses, and plans. PRA evolved from a set of informal techniques used by
development practitioners in rural areas to collect and analyze data (World Bank, 1996).
16The CBO facilitators were trained for seven days in data interpretation and dissemi-

nation, utilisation of the participatory methodology, and conflict resolution and manage-
ment. In addition, a trained enumerator recorded the findings and the process of the CBO
facilitated intervention.
17It should be noted that various CBOs (including some participating in the project)

also operate in the control districts. Thus, the presence (and numbers) of CBOs in the
project communities is similar across treatment and control groups.
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elite or any other specific sub-group of the community. To this end, a vari-
ety of methods were used, including maps, diagrams, role-play, focus group
discussions and action planning.18

The information dissemination process was conducted in three separate
meetings: a community meeting; a staff meeting; and an interface meeting.
The community meeting was a two-day (afternoons) event with approx-

imately 100 invited participants drawn from the surveyed villages in the
catchment area of the health facility. The invited participants from each
village consisted of a selection of representatives from different spectra of
society (i.e. young, old, disabled, women, mothers, leaders). The facilitators
mobilized the village members by cooperating with Local (Village) Council
representatives in the catchment area. Invited participants were asked to
spread the word about the meeting and, in the end, a large number of un-
invited participants from other villages who had found out about the event
also attended the meeting. A typical village meeting was attended by more
than 150 participants per day.
In the community meeting, the facilitators shared the information in the

report card with the community members using methods that aimed to solve
the collective action problem. These participatory methods enabled the com-
munity members to make their own appraisals and plans for action and mon-
itoring (see Björkman and Svensson (2006) for information on the specific
methods used in the information dissemination process). In addition to dis-
seminating findings in the report card, the facilitators also presented infor-
mation on patients’ rights and entitlements.19 At the end of the meeting, the
community’s suggestions for improvements (and how to reach them without
additional resources) were summarized in an action plan. The action plan
contained information on health issues/services that had been identified as
the most important to address; how these issues could be addressed; and
how the community could monitor improvements (or lack thereof). After
this two-day meeting, participants from each village were given posters and
copies of the report card to bring back to their villages and share with their
village members.

18See Björkman and Svensson (2006) for a more detailed description of the various
methods.
19Information on patients’ rights and entitlements was based on the Yellow Star program.

In 2000, the MoH developed a quality of care strategy called the Yellow Star Program with
the aim of improving and maintaining basic standards of care at government and NGO
health facilities. The rationale behind this strategy was the general concensus that the
quality of health services had been a major deterrent to service utilization. The Yellow
Star Program lists a set of basic standards of quality. The standards fall into six categories:
Infrastructure and Equipment; Management systems; Infection prevention: Information,
Education and Communication; Clinical skills; and Client services.
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The health facility staff meeting was a one-day (afternoon) meeting held
at the health facility with all health facility staff present. In this meeting,
the facilitators contrasted the information on service provision as reported by
the provider with the findings from the household survey, i.e. the report card.
The meeting enabled the providers to review and analyze their performance,
and compare their performance with other health clinics in the district and
across the country.
Following the community and the health facility meeting was an interface

meeting with participants (chosen at the community meeting) from villages
in the catchment area and all health facility staff. The objective of this
meeting was to agree on a strategy for improved health care provision, based
on the action plan developed in the community meeting and the discussions
from the health facility meeting. During the interface meeting, the commu-
nity and the health facility staff presented and discussed their suggestions
for improvements. A role-play was used to disseminate the results from the
survey and in this play, the community and the staff took reverse roles. The
participants discussed their rights and entitlements and their roles and re-
sponsibilities as patients or medical staff. The outcome of this meeting was
a joint action plan describing how the staff and the community collectively
can best improve service delivery within the existing resource envelope. The
plan contained and reflected the community’s and the service provider’s con-
sensus on what needs to be done, how, when, and by whom. The joint action
plan identified how the community was to monitor the provider and a time
plan. Copies of the action plan were kept with the community and the health
facility to support the monitoring process that followed.
The Citizen Report Card process involved both follow-up and repeat en-

gagements with the aim of institutionalizing the process. To this end, the fa-
cilitators supported the communities with follow-up meetings. This was done
as an integrated part of the CBO’s ordinary work in the villages. Each com-
munity had approximately two follow-up meetings in the subsequent months.
After a period of six months, the communities and health facilities were

revisited and a mid-term review was conducted. The mid-term review was
a repeat engagement on a smaller scale which included a one-day commu-
nity meeting and a one-day interface meeting and it aimed at tracking the
implementation of the action plan, possibly drawing new areas for concern,
and coming up with a new set of recommendations for improvement. The
action plans made in the earlier intervention were printed on posters and
they formed the ground for the discussions in the mid-term review. The
facilitators presented the information on the printed action plans, followed
by focus group discussions on the progress. During the interface meeting,
the health facility staff and the community members jointly discussed sug-
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gestions on actions for improving or sustaining the progress of the previously
determined action plan. In cases where improvements had not been made,
new recommendations were agreed upon and noted in the updated action
plan and in cases where improvements had been made, suggestions for sus-
tainability were recorded in the plan. The updated action plan was kept with
the community and the health facility to assist in the continued work and
monitoring process.

6 Evaluation Design and pre-treatment char-

acteristics

Empirically, the challenge when establishing whether (and if so which) insti-
tutional arrangements can foster a stronger degree of accountability between
service providers and citizens, is to establish a credible comparison group — a
group of observational units (e.g. communities) which would, in the absence
of the intervention, have had outcomes similar to those exposed to the inter-
vention. To achieve this, we rely on a randomized design, i.e. facilities were
first stratified by location (districts) and then by the number of households
residing in the communities. From each group, half the units were randomly
assigned to the treatment group and the remaining 25 units were assigned
to the control group. Since treatment status was randomly assigned across
health units (and their catchment areas), program participation is not corre-
lated in expectation with either the observed or the unobserved health unit
or community characteristics.
Prior to the intervention, the treatment and the control groups were sim-

ilar in most characteristics. Thus, the randomization appears to have been
successful. As reported in Björkman and Svensson (2006), there are no sta-
tistically significant differences across the two groups in utilization (num-
ber of outpatient treated and deliveries per month), use of different service
providers (including drug shops) in case of illness, waiting time, equipment
usage, government funding, citizens’ perceptions of staff behavior, catchment
area characteristics (such as the number of villages and households in catch-
ment area), distances from the health facility to the nearest local council and
government facility, supply of drugs, user-charges, or health facility charac-
teristics (such as type of water source, availability of drinking water at the
facility, whether a separate maternity unit is available, electricity shortages).
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7 Results

Because of the randomized design of the project, causal effects can be deter-
mined by simply comparing means across treatment and control groups. Be-
low we discuss the main findings reported in Björkman and Svensson (2006).
Björkman and Svensson (2006) study four sets of outcomes: utilization (or
quantity of health care), treatment practises (as a measure of quality of
health care), health outcomes (a measure of both quantity and quality), and
price setting. They also study what observable initiatives were taken by the
communities to strengthen their role as monitors of the health provider.
The intervention had large and significant effects on utilization. Björk-

man and Svensson (2006) exploit two sources of information on utilization.
First, detailed information on the number of out-patients, the number of
deliveries, the number of antenatal care patients, and the number of people
seeking family planning services were assembled by counting the number of
patients from health facility’s daily patient records, maternity unit records,
the antenatal care register, and the family planning register. Second, detailed
information on each household member’s decision of where to seek care in
case of illness that required treatment were collected in the household survey.
Based on facility level records, the differences in means across treatment

and control groups are positive and significant across all four services (out-
patients, deliveries, antenatal care patients, and people seeking family plan-
ning services). One year into the program, utilization (for general outpatient
services) is 16 percent higher in the treatment facilities. The difference in the
number of deliveries at the facility (albeit starting from a low level) is even
larger (68 percent). There are also positive and significant differences in the
number of patients seeking antenatal care (20 percent) and family planning
(63 percent).
A similar pattern is evident from the utilization data collected from house-

holds. There is a positive and significant difference in the use of the project
facility between the treatment and control facilities following the interven-
tion. The increase, 15 percent higher in the treatment group as compared to
the control group, is similar to that found using facility records. The utiliza-
tion pattern derived from the household data also reveals that households in
the treatment community reduced the number of visits to traditional healers
and the extent of self-treatment following the intervention, while there are no
statistically significant differences across the two groups in the use of other
providers (not-for-profit and for profit facilities). Thus, households in the
treatment communities switched from traditional healers and self-treatment
to the project facility in response to the intervention.
Björkman and Svensson (2006) use two complementary approaches to
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measuring the quality of care. First, they study behavioral (and measurable)
changes at the facility level, such as immunization of children, waiting time,
examination procedures, and household’s perceptions of the quality of care.
Second, they study changes in health outcomes (which is a function both of
the quality and quantity of care).
Households in the treatment communities reported large improvements

in the quality of care. For example, a majority (54 %) of the households
surveyed report that the quality of services provided at the project facility
has improved in the first year of the project, while most households in the
control communities (53 %) perceive that the quality of services provided
at the project facility has become worse (or at least not improved). Similar
changes are apparent in households’ perceptions about the change in staff
politeness during the first year of the project, change in availability of medical
staff, attention given to the patient by the staff when visiting the project
facility, and whether the patient felt he/she was free to express herself when
being examined.
The results using perception data are confirmed by looking at quanti-

tative indicators of service delivery. For example, most (50 percent) of the
patients in the treatment community reported that equipment (for instance
thermometer or blood pressure equipment) was used during the examination.
However, in the control communities a majority (59 percent) reported that no
equipment was used the last time the respondent (or the respondent’s child)
visited the project clinic. The difference in mean outcomes are statistically
different.20

Another indicator of quality is waiting time, defined as the difference
between the time the user left the facility and the time the user arrived at
the facility minus the examination time. On average, the waiting time was
133 minutes in the control facilities and 117 in the treatment facilities. Again
the difference is significant.
Immunization coverage is another quality measure. The household survey

collected information on how many times (doses) in total each child has been

20There is no easily measured indicator that can be used to evaluate whether and how
patients in the project facilities receive better treatment. Naturally, the relevant treatment
is conditional on illness and the condition of the patient. However, since the project was
randomly allocated across communities, there is no reason to believe that the type of illness
and the condition of the patients should be systematically different across groups. It is
possible that, due to the intervention, patients with more severe illnesses seek care at the
project facilities in the treatment area and that this, in turn, can have a direct impact on
observed treatment practises. However, the evidence does not support this claim. We have
information on reported symptoms for which the patient seeks care (from the household
survey). There are no systematic differences in reported symptoms across treatment and
control communities. See Björkman and Svensson (2006) for details.
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immunized with polio, DPT, BCG, and measles. To the extent that this is
possible, these data were collected from immunization cards.
According to the Uganda National Expanded Program on Immunization

(UNEPI), each child in Uganda is suppose to be immunized against measles
(one dose at 9 months and two doses in case of an epidemic); DPT (three
doses at 6 weeks, 10 weeks and 14 weeks); BCG (one dose at birth or during
first contact with health facility); and polio (three doses, or four if delivery
takes place at the facility, at 6 weeks, 10 weeks, 14 weeks). To account
for these immunization requirements, we create dummy variables taking the
value one if child i of cohort (age) j had received the required dose(s) of
measles, DPT, BCG, and polio, respectively, and zero otherwise. We then
compare mean outcomes, i.e., the share of children for each age group (0-
12 months, 13-24 months, 25-36 months, 37-48 months, and 49-60 months)
that has received the required dose(s) of measles, DPT, BCG, and polio,
respectively.
There are significant positive differences between the treatment and the

control community for all four vaccines, although not for all cohorts. Approx-
imately 40 percent of children under one year have received at least one dose
against measles. There is no significant difference between treatment and
control groups. For one-year old children (13-24 months), however, we find
a significant difference. In the control group, 83 percent of the children have
been immunized, while the corresponding number in the treatment group is
5.2 percentage points higher. A smaller, but significant, difference also shows
up in the cohort of three year old children (37-48 months). For polio we find
positive and significant differences in all but the oldest age group (regressions
6-9). The difference is largest for the youngest cohort (4.7 percent points).
This corresponds to a 13 percent increase in the treatment group compared
to the control group. For DPT, we find a significant positive difference in
two out of five cohorts and for BCG we find a positive and significant dif-
ference (7 percentage points) in the youngest cohort. Thus, while we do not
find significant differences in all cohorts, immunization coverage increased
significantly following the intervention.
The main objective of the community-based monitoring project was to

improve health outcomes in rural areas of Uganda where health indicators
have been stagnating. To achieve this objective, the project intended to
enhance communities’ abilities to monitor the public health care provider,
thereby strengthening providers’ incentives to increase both the quality and
the quantity of primary health care provision. As reported above, the project
was successful in raising both utilization and, to the extent that this can be
measured, quality of services. Next, we turn to health outcomes.
Data on two health outcomes were collected. First, we collected infor-
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mation on whether the household had suffered from the death of a child
(under five years) in 2005 (i.e., the first year of the community monitoring
project). Second, all infants (i.e. all children under 18 months of age) and
children (between 18 and 36 months of age) in the surveyed households were
weighed.21

3.2 percent of the surveyed households in the treatment community had
suffered from the death of a child in 2005. The corresponding number in the
control community is 4.9 percent. The difference, 1.7 percentage points, is
statistically significant. With a total of approximately 55,000 households re-
siding in the treatment communities, the treatment effect (0.017) corresponds
to 546 averted under-five deaths in the treatment group in 2005 following the
intervention.22

Given the sample size, we pool the data on the weight of infants and study
the differences in the average weight of infants between 1-18 months and 19-
36 months, respectively. The intervention resulted in an average increase in
weight of 0.13 kilograms for the group 1-18 months. For the average child (age
nine months and weight 7.9 kilograms), this represents a 1.6 percent increase
in weight between the treatment and the control group one year into the
program. Albeit small, the difference is statistically significant. There is no
significant difference in weight of children between 18-36 months of age.
As of 2001, public health services are free of charge. However, the sur-

vey evidence indicates that patients still encounter varying costs, although
a large majority of patients do not pay (informal) user fees. In the pre-
treatment data, 7 percent of the households surveyed reported having to pay
user charges for out patient services; approximately 15 percent had to pay
for injections (when needed); and 67 percent paid for delivery.23

The intervention had no significant effect on the share of households that
needed to pay for drugs or delivery. However, it had an impact on general
out patient services as well as on injections
Although the Citizen report card project was a structured intervention,

it left plenty of room for the communities to choose if and how to react to
the information being disseminated. The aim of the project was that the
report card information would provide a spark for community action but
also provide citizens with hard data through which the health facility could

21See Björkman and Svensson (2006) for details.
22Note, though, that since villages closer to the facility were oversampled, the sample

of treatment villages is not fully representative of the total population in the treatment
communities.
23Average payment (for those that had to pay) was UGX 1,435 (USD 0.80) for out-

patient service, UGX 370 (USD 0.21) for injections, and UGX 4,955 (USD 2.75) for deliv-
ery.
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be evaluated/monitored. We turn now to some evidence on if new initiatives
and processes were initiated or strengthened as a result of the intervention.
To avoid influencing local initiatives, we chose not to have enumerators

spending time in the field after the first round of meetings. Therefore, we were
not able to document all actions taken by the communities in response to the
intervention. Still, we have two sources of information on how processes in
the community changed following the intervention. First, the CBOs involved
in disseminating the report card information submitted reports on what type
of changes they observed. The evidence from these reports suggests that the
project influenced the way in which the providers were being monitored. This
evidence is supported by facility and household survey data as well as data
assembled through a Local (village) council survey.
According to the CBO reports, the community-based monitoring process

that followed the first set of meetings (community, facility and interface meet-
ings) was a joint effort mainly managed by the village local councils, HUMC
(Health Unit Management Committee) and the community members. In
the communities, the performance of the health facility was discussed during
village meetings. The Local Council survey confirms this claim. A typical
village had, on average, six village meetings in 2005. In those meetings, 89
percent of the villages discussed issues concerning the project health facility.
The main subjects of discussion in the villages concerned the action plan
(30 percent of the villages) or parts of it such as behavior of the staff (49
percent of the villages), drug deliveries at the health facility (48 percent of
the villages), and that government health services are supposed to be free of
charge (68 percent of the villages).
The CBOs report that concerns raised by the village members were car-

ried forward by the local council to the health facility or the HUMC. However,
although the HUMC was viewed as an entity that should play an important
role in monitoring the provider, it was in many cases viewed as being ineffec-
tive. As a result, mismanaged HUMCs were re-elected, while others felt the
pressure from the community to act and follow up on the issues covered in the
action plan. Once more, these reports are confirmed in the survey data: more
than one third of the HUMCs in the treatment communities were reelected or
received new members following the initial intervention. Further, the CBOs
report that the community also monitored the health facility staff during
health visits to the clinic, when they rewarded and questioned issues in the
action plan which had or had not been addressed. Tools such as suggestion
boxes (where community members could anonymously leave suggestions for
change or comment on the lack of change that was supposed to have taken
place), numbered waiting cards (to ensure a first-come-first serve basis), and
duty roasters, were also put in place in several treatment facilities.
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To the extent we can measure it, the CBO reports are confirmed by
the survey data. One year into the project, treatment facilities are more
likely to have suggestion boxes (no control facility had these, while 36 % of
the treatment facilities did) and numbered waiting cards (only one control
facility had these, while 25 % of the treatment facilities did). There are also
differences between the treatment and control facilities in the extent to which
information is posted on free-services and patient’s rights and obligations.24

Households in the treatment communities are also better informed about
various aspects of service provision following the intervention. For example, a
significantly larger number of households have received information about the
importance of visiting a health clinic for medial treatment and the dangers of
self-treatment and for family planning. The treatment community is slightly
more likely (although most households do not know this) to know when the
project facility receives drug deliveries. There are also differences between
the treatment and control group in the extent to which the performance of
the staff at the project facility is discussed in Local Council meetings, and
whether, one year into the project, community members know anyone who
is a member of the HUMC and have knowledge of the HUMC’s roles and
responsibilities.

8 Conclusion

In response to the failures of traditional mechanisms of enforceability and an-
swerability (the relationship of accountably of provider to state), it has been
argued that more effort must be placed on strengthening beneficiary control,
i.e. strengthen providers accountability to citizen-clients. However, factual
evidence in support of this strategy has, to date, been missing. In this paper,
we have studied the effects of enhancing rural communities’ ability to hold
primary health care providers accountable. We find that both the quality and
the quantity of health service provision improved in the treatment commu-
nities: One year into the program, average utilization was 16 percent higher
in the treatment communities; the weight of infants higher, and the number
of deaths among children under-five markedly lower. Treatment communi-
ties became more extensively involved in monitoring the providers following
the intervention and the results suggest that the health unit staff responded
by exerting a higher effort into serving the community. By strengthening
the providers’ incentives to serve the poor, health provision and, in the end,

24These data were collected through visual checks by the enumerators.
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health outcomes can be significantly improved.
Although the Citizen report card project appears to be successful, it is

too early to use these findings as a basis for continued or increased support
and funding for various activities with the aim of strengthening beneficiary
control. There are still a number of outstanding issues. One important con-
cern is the extent to which the processes initiated by the Citizen Report
Card project are sustained. Since the project is ongoing and scaled up to
involve an additional 25 health facilities, this process can be studied over
time. It is also possible that even better results can be achieved by combin-
ing bottom-up monitoring (community based monitoring) with a top-down
approach (supervision and possibly sanctions/rewards from someone in the
institutional hierarchy assigned to monitor and control the primary health
care providers). The evaluation of such a project is currently underway.
It is also important to subject the project to a cost-benefit analysis and

relate the cost-benefit outcomes to other possible interventions. This would
require putting a value on the improvements we have documented. To pro-
vide a flavor of such a cost-benefit analysis, consider the findings on averting
the death of a child under-five. The intervention resulted in 1.7 percent-
age points fewer child deaths during the first project year in the treatment
communities. To the extent that this number is representative of the total
treatment population, this would imply that approximately 500 under-five
deaths were averted as a result of the intervention. A back-of-the-envelope
calculation then suggests that the intervention, only judged on the cost per
death averted, must be considered to be fairly cost-effective. The estimated
cost of averting the death of a child under-five is $300 in the Citizen report
card project. This can be compared to the numbers reported by Filmer and
Pritchett (1999). They contrast the cost of averting the death of a child
derived from increasing public expenditures on health (regression estimates
range from $47,112 to $100,927), to more conventional health interventions
based on cost-effectiveness estimates of the minimum required cost to avert
a death (ranges from $1,000 to $10,000 for diarrheal diseases, from $379 to
$1,610 for acute respiratory infection, $78 to $990 for malaria, and $836-
$3,967 for complications of pregnancy).25

25These numbers should be viewed with extreme caution. For the cost-benefit estimates
of the Citizen report card project, it should be noted that the sample is, by construc-
tion, not fully representative of the population (since villages closer to the facility were
oversampled). Naturally, the 95 percent confidence interval would also include a much
smaller estimate of program impact than the 1.7 percentage points used here. Moreover,
since the largest cost item was the collection of data and these data were used partly in
the intervention and partly to evaluate impact, the cost is a rough estimate. Filmer and
Pritchett’s (1999) estimates of the cost of averting a child death derived from increasing
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The Citizen report card project was implemented in nine different districts
of Uganda and reached approximately 55,000 households. Thus, in this di-
mension, the project has already shown that it can be brought to scale. Still,
this project is a controlled experiment in some dimension. Specifically, data
collection and data analyses were supervised by the evaluators. To the extent
that these tasks were delegated to local actors in the various communities,
they could have been subject to capture. This is an issue on which our find-
ings do not shed any light. What our findings strongly suggest, though, is
that experimentation and evaluation of new tools to enhance accountability
should be an integral part of the research agenda on improving outcomes of
social services. This is an area where at present, research on what works and
what does not work is clearly lagging behind policy.

public expenditures on health are subject to a variety of estimation problems and the
health interventions based cost-effectiveness estimates of the minimum required cost to
avert a death are, as noted by Filmer and Pritchett, at best suggestive.
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