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Abstract

Background: Planning for the implementation of community scorecards (CSC) is an important, though seldom
documented process. Makerere University School of Public Health (MakSPH) and Future Health Systems Consortium
set out to develop and test a sustainable and scalable CSC model. This paper documents the process of planning
and adapting the design of the CSC, incorporating key domains of the scalable model such as embeddedness,
legitimacy, feasibility and ownership, challenges encountered in this process and how they were mitigated.

Methods: The CSC intervention comprised of five rounds of scoring in five sub counties and one town council of
Kibuku district. Data was drawn from ten focus group discussions, seven key informant interviews with local and
sub national leaders, and one reflection meeting with the project team from MakSPH. More data was abstracted
from notes of six quarterly stakeholder meetings and six quarterly project meetings. Data was analyzed using a
thematic approach, drawing constructs outlined in the project’s theory of change.

Results: Embeddedness, legitimacy and ownership were promoted through aligning the model with existing
processes and systems as well as the meaningful and strategic involvement of stakeholders and leaders at local and
sub national level. The challenges encountered included limited technical capacity of stakeholders facilitating the
CSC, poor functionality of existing community engagement platforms, and difficulty in promoting community
participation without financial incentives. However, these challenges were mitigated through adjustments to the
intervention design based on the feedback received.

Conclusion: Governments seeking to scale up CSCs and to take scale to account should keenly adapt existing
models to the local implementation context with strategic and meaningful involvement of key legitimate local and
sub national leaders in decision making during the design and implementation process. However, they should
watch out for elite capture and develop mitigating strategies. Social accountability practitioners should document
their planning and adaptive design efforts to share good practices and lessons learned. Enhancing local capacity to
implement CSCs should be ensured through use of existing local structures and provision of technical support by
external or local partners familiar with the skill until the local partners are competent.
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Introduction
For decades governments in low income countries have
failed to provide poor populations with adequate social
services to meet their needs [1, 2]. Social accountability
is increasingly being seen as an approach that could aug-
ment public sector actions to meet the needs of the poor
[2]. The community score card (CSC) is one of the social
accountability tools that has been employed to monitor
the availability, access and quality of social services [3,
4]. Use of CSCs has contributed to increased expression
of community and health provider concerns, improved
responsiveness and accessibility of health services in
addition to improved accountability, quality as well as
improved communication between service providers and
users [4–9]. However, evidence regarding the effect of
prevailing social accountability tools is mixed, with some
authors reporting enhanced accountability and others
reporting the opposite [1, 10–13]. In Uganda several so-
cial accountability initiatives have been implemented.
These include citizen report cards, health unit manage-
ment committees as well as CSCs [14, 15].
The CSCs implemented in the country have been

mainly implemented by NGO’s often in a specific loca-
tion such as a subcounty or a village. The ones that have
been implemented within the health sector have focused
on HIV/AIDS, reproductive health as well as general
health service delivery [14, 15]. Although they generally
led to positive improvements in service delivery, these
score cards have not been scaled up nationally [16].
Scale-up is commonly defined as efforts to increase

the impact of the innovations successfully tested in pi-
lots or experimental projects so as to benefit more
people and foster policy and programme development
on a lasting basis [17]. Scalability is defined by Milat
et al., 2012 as the ability of a health intervention shown
to be efficacious on a small scale and or under con-
trolled conditions to be expanded under real world con-
ditions to reach a greater proportion of the eligible
population, while retaining effectiveness [18]. However,
the accountability literature argues that simply increas-
ing or expanding the scale of doing something may not
necessarily achieve the desired objective of increasing ac-
countability [19]. Increasing accountability requires that
specific action is taken to address the underlying ac-
countability failures through upward vertical integration
between various actors at local, sub national and na-
tional levels so as to get more leverage over more power-
ful institutions. This is what Fox refers to as “taking
scale into account” [19]. “Taking scale into account” then
is less about scaling up to more locations/geographies,
and more about working through and across different
levels of decision-making and practice from local to sub
national to national [11, 19]. It should begin in the initial
planning and design phases, but can only happen if

practitioners look beyond the details of the specific
intervention that they are piloting into the broader enab-
ling environment. This facilitates coordinated action
among different actors that allow horizontal and vertical
coalitions to develop and bring about desired actions
that transform the behavior of health system actors so as
to promote a culture of accountability and accountability
systems [19–21].
With growing interest in strengthening social account-

ability to make progress towards Universal Health
Coverage, the issues of scaling up and institutionalizing
promising pilot projects, is therefore timely especially
since numerous challenges continue to stall the
institutionalization and scale up of social accountability
initiatives [22, 23].
If we assume that the factors influencing scale-up are

dependent on the initial planning and design of the
intervention, documenting this process, as well as how
the design adapts over time relative to what it is trying
to achieve is important, though seldom done.
The theory of change in this paper serves as a reference

point for iterative and adaptive design during implementa-
tion [24]. It provides a framework for the analysis of feasi-
bility, embeddedness, ownership and legitimacy and also
helps to enrich the understanding about the pathways of
change, as outlined by Wild and Harris [25] and docu-
mented by Ekirapa-Kiracho et al. [26].
The purpose of this paper is to document the iterative

design and planning undertaken by the MakSPH team
to support the implementation of a community score
card pilot in five sub counties and one town council in
Kibuku district, located in the Eastern region of Uganda
with a population of 202,033 people [27].

Methods
The CSC intervention was conducted for five quarterly
rounds between the months of June 2017 to December
2018. The CSC intervention consisted of eight main
stages; as illustrated in Fig. 1, below [28]. A detailed de-
scription about the CSC intervention model can be ob-
tained from the paper by Ssebagereka et al. and Ekirapa-
Kiracho et al. [26, 29].

Theory of change for CSC implementation
The planning phase was guided by a theory of change
(see Fig. 2), whose development was guided by previ-
ously published scaling up frameworks [17, 18, 30–33],
in particular the Expand Net framework [34], the FHS
project institutionalization framework [35] as well as
project wide discussions.
According to our theory of change, four main factors

were central to ensuring that the CSC designed was scal-
able and sustainable. These included embeddedness (en-
trenchment into already existing systems or processes or
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Fig. 1 The community score card process (Adapted form the Care CSC)
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policies at the local or national level), legitimacy (work-
ing with persons/structures that are mandated to carry
out specific activities), feasibility (low cost, simplicity of
tools, acceptability, less human resource intensive) and
oownership (high level stakeholder participation and ac-
ceptance of the CSC). We believed that the inclusion of
these components would facilitate the ability of the CSC
to stimulate collective action by the community, health
providers, health facility managers, sub county and the
district leaders. These actions would then act through
the six pathways proposed by Wild and Harris to bring
about the desired changes at various levels [25]. The six
pathways include strengthening citizens’ demand, in-
creased resourcing, improving information flows, greater
top down performance pressure, collective action on the
side of citizens and collective action encompassing de-
mand and supply [25]. If these actions addressed the
needs of the community and the leaders then we be-
lieved that the chances of institutionalizing, sustaining
and taking scale into account of the CSC would be
increased.
Our theory of change had five main assumptions;

firstly, if the CSC was embedded in existing structures, it
had a greater chance of institutionalization and sustain-
ability. Working at community, health facility, sub

county, district and national levels would increase buy in
and influence decision making processes to favor the
needs of the community members. Secondly, CSCs that
use legitimate stakeholders would trigger collective ac-
tion from communities, providers and district officials.
Thirdly, if there was ownership by various levels of
stakeholders, it would be easy to sustain, institutionalize
and scale-up the CSC. Ffourthly, if the CSC was feasible
then it would most likely be sustained, institutionalized
and scaled-up and lastly if we took scale into account,
then the CSC could be sustained beyond the life of the
project.

Data collection methods
We conducted ten focus group discussions (FGDs); five
female and five male and seven key informant interviews
(KIIs) as well as one reflection meeting with the project
team. Data was also abstracted from quarterly project
and stakeholder meeting reports.
All FGDs and four KIIs were conducted in June 2018,

while three KIIs were conducted in November 2018. KIIs
were conducted with purposively selected technical and
political leaders involved in the implementation of the
CSC.

Fig. 2 Theory of change
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The 10 FGDs were randomly selected from the 20
FGDs involved in the first three rounds of scoring. Each
FGD had 10–12 participants representing different cat-
egories of interest groups (women and men of repro-
ductive age, disabled persons, people with different socio
economic status, elderly) and the villages in that particu-
lar sub county.
The FGD and KII guides contained questions aimed at

gathering information related to changes observed, facili-
tators, challenges/barriers, feasibility, sustainability,
institutionalization and scaling up of CSC. FGDs and
KIIs were conducted by trained research assistants fluent
in both English and Lugwere (local language).
The reflection meeting was conducted once at the end

of the fifth round of scoring with researchers from
MakSPH. It was guided by a tool adapted from the
ExpandNet 20 questions for developing a case study for
scaling up [36].
Data was also abstracted from notes from the stake-

holder and project meeting reports. These meetings
were held with stakeholders from the district and sub
county, implementers of the project as well as the re-
search team from MakSPH every quarter throughout the
18 months’ period of the project. High-level district pol-
itical and technical leaders facilitated the stakeholders
and project meetings.

Data management and analysis
All FGDs and KIIs were transcribed verbatim. During the
stakeholder meetings, notes were taken and then later
typed. All transcripts were read several times to allow
familiarization with the data. We then developed an analyt-
ical framework based on key themes; embeddedness, legit-
imacy, feasibility and ownership guided by the ExpandNet
framework as highlighted in the project theory of change.
Codes were then developed and applied according to the
analytical framework. Any new emerging codes related to
the study objectives were also included [37].

Results
We present the actions that were taken to design and
set up a scalable CSC model that takes scale into ac-
count by putting in place features that enhance owner-
ship, embeddedness, legitimacy and feasibility of the
CSC. We also present the challenges that were encoun-
tered and how they were mitigated.

Ownership of CSC
To promote ownership of the CSC process two main ac-
tions were taken by the MakSPH team, firstly a wide
range of leaders from different levels at the district were
engaged throughout the planning, design and implemen-
tation process. Secondly a participatory implementation
design was used where modifications were made based

on feedback from the facilitators of CSCs. The inclusion
of political and technical leaders in the community, sub
county and district levels, as well as fostering spaces for
joint dialogue across these groups was important for se-
curing buy-in and enhancing inclusion of locally appro-
priate plans based on their needs. Some of these leaders
also participated as facilitators of the CSC meetings.
This not only promoted buy-in, involvement and owner-
ship of the intervention in all the sub counties, but also
enhanced the implementation of the project as noted
below.

“Chairpersons, Local council leaders (LC1s, LCVs)
have also helped the score card and even the coun-
cilors have helped because whenever a person calls
them whether they are in problems or in joy they
hint on it [talk about the score card project] so in
one way or the other they have helped the project to
spread.” Participant FGD Men sub county E.

“Also our leaders in the community like the LCs ac-
cepted the CSC to be implemented in the community
that is one of the facilitators [for successful imple-
mentation] because if they [leaders] had refused the
CSC team to implement these activities in the com-
munity they [leaders] would have given excuses like
we [leaders] don’t want to disturb our women ….
But community leaders accepted their women to
participate and not only women but even they them-
selves became part of this program because they
started participating that is why it has been success-
full.” Participant FGD Women sub county B.

The participatory implementation design further pro-
moted stakeholder buy-in, ownership and involvement
of the local stakeholders. Local leaders at various levels
with the mandate to mobilize and call for community
meetings were involved to secure community buy-in.
Feedback from facilitators was sought after every scoring
to help identify what worked well and what did not dur-
ing the implementation. This helped the MakSPH team
modify the CSC process so as to make it more accept-
able and enhance its chances for institutionalization and
scale-up. For example, in the initial rounds of scoring,
the process was reported to be extremely labor intensive
and so in the last two rounds of scoring (fourth and fifth
rounds), the MakSPH team combined the FGD and
interface meetings into one community meeting held at
parish level to reduce the human resource obligations
which had previously made CSC labor intensive. Taking
community feedback into account when re-designing the
CSC intervention also helped to promote ownership as
echoed below by one of the MakSPH team members:
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“…other scorecards do not report anything about
people in the field giving feedback and modifying the
tool or modifying the process but we designed ours
with feedback meetings where people were telling us
about the challenges [encountered during scor-
ing].We [MakSPH team]then modified our plans be-
cause we [MakSPH team] know that we [MakSPH
team] are able to learn from that…..and this can be
helpful especially for sustainability and future scale
up and institutionalization because when it comes
from the people, they are willing to take it up as a
routine.” MakSPH staff team 3.

Embeddedness of the CSC
Embeddedness into the local structures and systems was
promoted by working with political and technical offi-
cers from Kibuku district local government (user
organization) and alignment with existing structures and
policies. In the selection of user organizations, a choice
had to be made between using locally based Non-
Government Organizations (NGOs) working in a related
accountability area and using other locally existing struc-
tures. However, in Kibuku district there was only one ac-
tive NGO doing accountability related work, with
minimal staff. Moreover, conducting CSC meetings was
not one of the major activities in their work plan. During
the design phase, stakeholders and the research team
therefore decided to use multiple existing technical and
political structures such as Senior Assistant Secretary
(SAS), health unit management committees (HUMCs),
Local council (LC) leaders and Village health team
(VHT) members among others. These personnel existed
in adequate numbers, and could carry out CSC activities
as part of their daily activities since this was not outside
their job description.

“The project found me [elected sub county political
leader] when I was good at passing educative and
helpful information to the community especially in
the area of health and security so when I [elected
sub county political leader] grasped the idea of the
community score card, I [elected sub county political
leader] integrated it with the previous programmes
and whenever there are public gatherings [weddings,
funerals, places of worship], I [elected sub county polit-
ical leader] make sure I [elected sub county political
leader] pass the information to them[community
members]” KI Elected political leader sub county D.

“I think there are tradeoffs, … you [project imple-
menter] trade off the costs of having an independent
NGO to run this and then eventually you cannot

afford to pay them or you can’t sustain it or scale it
up because you will not have an NGO all over the
country and the tradeoff of having it be [very effect-
ive] so … I think that it is all about strengthening
the system enough to highlight the problems because
eventually even the sub county chief [SAS] whom
they may not be able to hold accountable, gets ac-
countable if the spotlight gets on them because these
communities I have seen are vocal, all they need is a
platform, they will talk and the things will get re-
corded…” MakSPH Staff 2.

However, the technical capacity of CSC facilitators
from the existing structures was not optimal in some
cases. An initial training was conducted over a five-day
period for the core implementation team by MakSPH
and the district health team (DHT). Thereafter their
ability to facilitate a CSC meeting was assessed and
those who were deemed too inept to carry out the re-
quired tasks were excluded. This was echoed by one of
the MakSPH researchers.

“I think that working with the local facilitators, yes it
has worked in terms of [reducing expenses] it is not
very expensive because they come from within the
communities but it takes a lot of effort for capacity
building… the people who are available in the com-
munities and acceptable to the communities to do
this kind of work and also who are willing to be vol-
unteers in the community [may have a low level of
education]” MakSPH staff 3.

Additionally, one day refresher training and technical
support before each scoring round was provided on a
quarterly basis by MakSPH and the DHT. The DHT,
District Health Office (DHO) and the sub county tech-
nical and political leadership (SAS, Community Develop-
ment Officers (CDOs), LC III chair persons and sub
county councilors) also acquired skills for coordinating
the CSC implementation process and took a key role in
providing support as the implementation continued be-
yond the project life cycle.

“...when you [MakSPH/resource team] were provid-
ing induction to us [facilitators and coordinators of
the CSC], you [MakSPH team] gave us [facilitators
and coordinators], enough time during the training
so the facilitators understood what they were meant
to do in the field during the scoring process…KI
Elected political leader district.

In order to promote embeddedness, MakSPH team
aligned the CSC tools with other existing policy tools to
avoid creation of duplicate tools or creation of parallel
structures used by the NGOs when implementing CSCs
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as highlighted during the initial accountability mapping
by the research team. For example during the facility
scoring, poorly performing indicators from the govern-
ment led health facility Reproductive Maternal Newborn
Child and Adolescent Health (RMNCAH) score card
were also identified and targeted for action.

“I think one of the main things we [research team]
did was that we co-created the whole idea, we did
not come in with our own model(s), we did provide
technical guidance on what needed to be done but
the structures and the processes were informed by
the people [local stakeholders] who were going to im-
plement this. That means we identified the people
mandated to do it,…platforms that were supposed to
be used,… available tools and or the lack thereof
and then we tried to strengthen both the human re-
source, the platforms and the structures so that
whatever we did in terms of timing of these activities
is primarily informed by the actual people on the
ground who are mandated to do this work.”
MakSPH staff 2.

However, getting entrenched into existing systems and
processes requires adequate time and in some cases ne-
gotiation with key players. Although we tried to embed
feedback meetings into existing platforms this was not
always successful. Some of the platforms were nonfunc-
tional for example some council meetings did not hap-
pen when there were no allowances for the councilors.

Legitimacy of the CSC
As noted above legitimacy was ensured by aligning CSC
implementation within existing systems, policies and
processes including; working with personnel who had
the mandate to perform different tasks within the CSC
process. This was considered important because such
structures could potentially continue performing the ex-
pected services even after the project exits or continue
with minimal additional pay since they (the local
personnel) would be performing duties that are within
their mandate. These leaders felt that the CSC was enab-
ling them fulfill their mandate and were therefore sup-
portive of the programme and its continuity. In addition,
they command the respect that is required from the
community, as acknowledged in the quotation below.

“Yeah, we [sub county coordinators] involve them
[political leaders] because when those people [polit-
ical leaders] talk, people [community members] lis-
ten, when they [political leaders] say there is a
meeting at a certain place there is a way people lis-
ten to the politicians more than the technical staff.”
KI Technical leader sub county A.

Moreover, during the design phase, the technical and
political leaders cautioned against designing a CSC
which operates outside of the district system. They also
noted that appointing district staff and assigning them
roles outside their mandate results in officials overstep-
ping their roles creating friction within the district.

Feasibility of CSC
The research team aimed at designing a simple low-cost
intervention to enhance the feasibility for scale-up, sus-
tainability, and institutionalization of the CSC. During
the implementation of this intervention, several actions
were undertaken to lower the associated costs. These in-
cluded use of locally existing personnel who could be
paid government allowance rates which are lower than
rates often paid to NGOs, removal of refreshments for
the community meetings and allowances for the com-
munity and health workers. These low cost implementa-
tion approaches were however not always welcomed by
stakeholders who were used to receiving allowances
from other projects and political leaders as noted in the
quotations below.

“…the challenge has been that at the start when you
[FGD participant] tell the person [community mem-
ber], the person [community member] would just say
aaha! what are they [CSC facilitators] going to give
us [community members] and the person [commu-
nity member] would say that for me, I can’t go there
[CSC meeting] where there is no “tea” [some trans-
port refund/refreshment] I don’t have time for you
[FGD participant].” Participant, FGD Women, sub
county A.

“The biggest challenge is one, we [district leaders]
are aware that most of our people [community mem-
bers] have been working when they are paid, so if
they [funders] pulled out [withdrew funding] and if
the district doesn’t come in very fast with planning
on how to integrate these activities [CSC activities]
and leave it independent, we[district] may end up
having a challenge because when you look around,
most of our local technical staff here, they value
money more than work…that is …why we [district
leaders] should start planning as we[resource team]
are going to phase out…” KI Appointed political
leader district.

However, the MakSPH team encouraged the commu-
nity to look beyond the money and focus on the benefits
like improvement in service delivery and utilization that
they could get out of implementing CSCs beyond the
project duration. The MakSPH team also encouraged
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them to identify alternative sources of funding including
writing proposals to civil society organizations and bud-
geting for the CSC activities within the district and sub
county budgets.

“…we [MakSPH team] have also encouraged them
[district political and technical leaders] to look into
other opportunities for funding because we [MakSPH
team] realized that much as we want to reduce
costs, there are costs which we [MakSPH team] can-
not wish away; if someone [CSC facilitator/coordin-
ator] needs transport to go to a meeting, they cannot
walk to the meeting. They need transport so we
[MakSPH team] have to see how they use their exist-
ing budgets or how to lobby certain partners to be
able to meet these costs.” MakSPH staff 1.

The participatory design of implementation of CSCs
was selected to allow flexibility during implementation.
This enabled review of the implementation approach
and simplification of aspects that were considered com-
plex during each scoring round. This led to the modifi-
cation of tools and meeting guides used during the
initial scoring meetings making it easier for the facilita-
tors to understand the tasks that they were required to
carry out as they facilitated CSC meetings. The number
of meetings was also reduced from 45 to 25 hence redu-
cing workload on the facilitators and coordinators. The
intervention was further simplified by transferring the
responsibility of coordinating CSC meetings from two
district coordinators to twelve sub county coordinators.

“…the intervention model, at first we [MakSPH
team] had several meetings which was very hectic for
people [community members and facilitators] so we
felt that merging FGD scoring and interface meetings
into one community scoring [meeting] made the
intervention a little simpler… you [facilitator] did
two things at ago instead of having separate meet-
ings.” MakSPH Staff 3.
“…when we [facilitators] had just begun, they [com-
munity members] were complaining because remem-
ber we [facilitators] finished some of these [CSC]
meetings at night but we [resource team/facilitators/
coordinators] have tried to shorten our explanations,
allowing us to go straight to the point.” KI Technical
Respondent, sub county A.

However, some aspects of the intervention remained
rather complex and could potentially have hindered
scale up for example the initial process of selection of
indicators. This activity was difficult for most of the par-
ticipants and this could affect the potential for scale-up,
sustainability and institutionalization of the CSC. Since

it was done once, it was not possible to repeat this as-
pect of the intervention. Another activity that was done
once and also noted to be rather complicated for some
of the facilitators was the development of action plans.

Discussion
Whereas the scale up literature often puts emphasis on
the ability to implement an intervention on a large
geographical scale, taking scale into account for social
accountability interventions emphasizes the importance
of putting in place deliberate actions that encourage
strategic partnerships that can enhance accountability by
leveraging the influence of more powerful parties/stake-
holders [17, 38].
In the discussion we reflect on the extent to which we

were able to achieve both these aims by using a model
that aimed at enhancing embeddedness, feasibility, own-
ership and legitimacy.
We found that by far the most important domains for

enabling wide scale implementation within our frame-
work were feasibility and ownership. To make the CSC
feasible and scalable, attention should be paid to its de-
sign, technical capacity of implementers and the cost of
implementation. The design should be simple without
overly complicated processes and tools to allow stake-
holders with limited capacity to use them [1]. This calls
for flexibility during implementation to allow modifica-
tion of the model and its implementation [39]. The com-
plexity of the CSC process with regard to the number of
meetings held and the time commitments for both the
community members who attend the meetings as well as
the facilitators of these meetings also affected the feasi-
bility of implementing the intervention on a wide scale.
Reducing the number and length of meetings therefore
redeemed time and simplified the CSC process making
it more feasible to the implementing team and other
stakeholders.
According to Ekirapa-Kiracho et al. [14], one of the

barriers to implementation of CSCs identified in earlier
projects in Uganda, was the human resource intensity of
the CSC process [16]. In our CSC process, we made
changes by reducing the number of meetings hence time
commitments for both the implementers and commu-
nity members. Additionally, the facilitators of CSCs
should also have the technical capacity required to facili-
tate the CSC if it is to be implemented sustainably using
existing structures [1, 40]. This was achieved by the
training that was offered to the district stakeholders who
acted as facilitators and coordinators during the CSC
scoring. Selection criteria of the facilitators by the imple-
menters should therefore ensure that their capacity to
carry out the required tasks is included. If the local facil-
itators lack this capacity, a team external to the district
should provide support with the aim of enabling the
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district to strengthen its own capacity to support CSC
activities [14]. Furthermore, existing teams need to be
available in adequate numbers to carry out scoring as re-
quired [40]. Whereas we did the scoring quarterly, im-
plementers should consider bi annual scoring if it is to
be done as a routine activity.
High costs were also noted as factors that constrained

scale up of interventions including social accountability
interventions [16]. To keep costs low it is important to
minimize the inclusion of inputs that may attract high
costs however it is important to note that some minimal
financial resources and other material resources will still
be required for successful implementation [38].
Further details about the cost of implementing CSCs

can be obtained from Ssebagereka et al. [29].
Information access and citizen voice are often not

enough to deliver accountability [19, 21, 41, 42]. They
need to be accompanied by the support of powerful
leaders and building of relationships [1, 19]. Local own-
ership and legitimacy were therefore particularly pivotal
for taking scale into account. Working with legitimate
persons enabled us to involve leaders who had the au-
thority and mandate to take the required actions at com-
munity and sub national levels. Leaders at different
levels can play a critical role in influencing the scale of
impact of the CSCs. While legitimate community level
leaders can play an important role in ensuring that the
CSC’s are locally accepted and implemented successfully,
they may not have much leverage in influencing up-
stream factors but can build coalitions with powerful
stakeholders at higher levels. It is therefore important to
plan for early and continuous meaningful engagement of
leaders at community, district and national level [19, 43].
In Uganda community score cards are not routinely im-
plemented under existing public sector processes. There
are ongoing discussions with the national leadership to
identify appropriate entry points for carrying out com-
munity score cards routinely and linking them with
existing decision making platforms. This requires that
the CSC processes are conducted by legitimate persons
and embedded into the routine public sector processes
aimed at enhancing accountability. Legitimacy and em-
beddedness are particularly important for scale up if the
implementation model is relying on the use of existing
public sector processes and systems.
Leaders also need to appreciate the benefits of their

participation in the CSC to secure their buy-in and ac-
tive participation in holding duty bearers accountable. It
is therefore important to ensure that the CSC design al-
lows the CSC to identify and contribute to meeting the
local needs. From our findings, the key technical and
political stakeholders and leaders interviewed reported
that the CSC provides a useful method of assessing their
performance giving them an opportunity to identify and

solve problems affecting their communities [40]. Hence
their desire and enthusiasm to see the CSC implementa-
tion continue on a wider scale. These kinds of interac-
tions can also lead to a scale shift where you find a large
scale change in accountability as a result of influence
from specific key leaders [19]. Such changes can then be
embedded into local systems by their inclusion in work
plans, budgets and job descriptions [43]. One of the
shortcomings of using legitimate persons and existing
structures may be political and elite capture [44–46].
Implementers should therefore watch out for this and
plan counter strategies for mitigation, these could in-
clude leveraging the support of pro accountability actors
who may include other civil society groups with a similar
interest or more powerful actors through vertical inte-
gration [44, 45].
Another challenge that stems from the lack of homo-

geneity in communities is the influence of multiple types
of power dynamics for example between frontline service
providers and citizens, the educated and those with no
education, men and women, those with influence and
positions of authority or higher social economic status
and those without [23, 45].
In such settings the unmet needs and concerns of the

poor and vulnerable may not be voiced or channeled
and even when they are they may not attract the re-
quired attention. Deliberate efforts are therefore re-
quired to empower such communities to enable them to
demand for their rights. An additional challenge that we
faced was frequent changes in leadership. For example,
during the eighteen months’ period of this pilot, two of
the top technical and political leaders in the district were
changed. Other authors have sighted this as a barrier to
scaling up interventions [33, 47].
Heavy reliance on interviews done among community

members, leaders and the research team who were in-
volved in the implementation of the project is one of the
limitations of the study. This may have biased the re-
sponses. However, these interviews were triangulated by
considering responses from all the different groups of
stakeholders involved. Furthermore, we reported both
positive and negative findings. Another limitation was
the short implementation period which did not allow us
to achieve institutionalization and sustainability of the
intervention, hence it was difficult to assess the true ex-
tent to which the key domains of our framework and
theory of change contributed to the institutionalization
process. Secondly, there were overlaps between embed-
dedness and legitimacy so it was difficult to separate the
two domains in some cases. Furthermore, this design did
not allow us to assess the extent to which the commu-
nity voice was truly realized. In addition we did not have
funds to assess the extent to which CSC activities con-
tinued after we exited. Consequently, we could not
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identify the facilitators, barriers or any unintended con-
sequences that happened after the MAKSPH exit. We
propose these issues as areas for further research.

Conclusions
Embeddedness, legitimacy and ownership were mainly
encouraged and promoted through alignment with exist-
ing processes and systems as well as meaningful and
strategic involvement of the stakeholders and local
leaders at local and sub national level. Implementation
using a simple low cost design that was implemented by
locally existing stakeholders, as well as a participatory
implementation design with mechanisms for continuous
support during implementation and availability of min-
imal funding for supporting key activities were also cen-
tral to the success of the implementation process.
Governments seeking to scale up CSCs and to take scale
to account should keenly adapt existing models to the
local implementation context with the strategic and
meaningful involvement of legitimate key local and sub
national leaders in decision making during the design
and implementation process. However elite capture is a
risk that needs to be taken into consideration and dealt
with through multiple strategies including collaboration
with more influential actors both locally and at subna-
tional and national levels. Social accountability practi-
tioners should document their planning and adaptive
design efforts in order to share good practices and les-
sons learned. Furthermore, implementers who wish to
use local capacity to implement CSCs should assess the
technical capacity of the facilitators. If weaknesses are
detected they should plan to provide additional technical
support until the local partners are competent enough
to conduct CSC activities including facilitation, negoti-
ation, mediation and community mobilization.
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