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Aim: To describe community representation in Nepal’s Health Facility Operation and Man-

agement Committees (HFMCs) and the degree of influence of community representatives in

the HFMC decision-making processes. Background: Community participation has been

recognisedasoneof the key components for the successful implementationof primaryhealth

care (PHC) strategies, following the 1978 Declaration of Alma-Ata. In low- andmiddle-income

countries (LMICs), HFMCsarenowwidely consideredasamechanism to increase community

participation in health through community representation. There is some research examining

the implementation process, impact and factors affecting the effectiveness of HFMCs. Despite

the documented evidence of the importance of factors such as adequate representation, links

withwider community, anddecision-makingpower, there is limited evidenceabout thenature

of community representation anddegreeof decisionmakingwithinHFMCs in thePHCsetting,

particularly in LMICs. Methods: Qualitative interviews with 39 key informants were held to

explore different aspects of community representation in HFMCs, and the influence of the

HFMC on health facility decision-making processes. In addition, a facility audit at 22 facilities

and reviewofHFMCmeetingminutes at six health facilitieswere conducted.Findings: There
were Dalit (a marginalised caste) and Janajati (an ethnic group) representations in 77% and

100% of the committees, respectively. Likewise, there were at least two female members in

each committee. However, the HFMCmember selection process and decisionmaking within

the committees were influenced by powerful elites. The degree of participation through

HFMCs appeared to be at the ‘Manipulation’ and ‘Informing’ stage of Arnstein’s ladder of

participation. In conclusion, despite representation of the community on HFMCs, the depth of

participation seems low. There is a need to ensure a democratic selection process of com-

mittee members; and to expand the depth of participation.
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Introduction

Community participation has been recognised as
one of the key components for the successful
implementation of primary health care (PHC)
strategies following the 1978 Declaration of
Alma-Ata (World Health Organization, 1978;
Draper et al., 2010), and the concept has become
part of policy rhetoric in both high- and low-
income countries (LMICs) (Eyre and Gauld,
2003). There are various arguments in favour of
assumed benefits of community participation:
cost-effectiveness, acceptability, self-reliance,
improved health outcomes, increased legitimacy,
and accountability of health-care services
(Serapioni and Duxbury, 2014; Bath and
Wakerman, 2015). Despite the wider acceptance
of the concept, there is a challenge to transform
rhetoric into reality (Eyre and Gauld, 2003). The
degree of participation within communities is often
discussed in the literature, with disagreement
about whether a participation activity offers true
participation or mere tokenism (Gregory, 2006).
Arnstein’s ladder of participation (Arnstein,

1969) is among the most popular models, ranking
different degrees of participation and conceptualis-
ing participation as being about power and power-
sharing (Coney, 2004; Gregory, 2006). Themodel is
a ladder of ‘Eight Rungs’ with ascending degrees of
participation (Arnstein, 1969). The first two rungs,
‘Manipulation’ and ‘Therapy’, are considered non-
participation as they relate to persuading citizens to
follow existing plans and diverting citizens from
important issues (Arnstein, 1969). The next set of
rungs are ‘Informing’, ‘Consulting’, and ‘Placation’,
and represent tokenistic forms of participation
(Arnstein, 1969). The higher rungs are ‘Partner-
ship’, ‘Delegated Power’ and ‘Citizen Control’,
which are intended to represent true participation
(Arnstein, 1969). For Arnstein, participation
happens only when there is direct democracy, and
citizens are given power (Gregory, 2006).
Health Facility Operation and Management

Committees (HFMCs) are now widely recognised
as a mechanism to increase community partici-
pation in health through community representa-
tion, particularly in LMICs (Goodman et al., 2011;
McCoy et al., 2012). HFMCs are promoted as a
strategy for strengthening health systems based on
the principle of health sector decentralisation,
thereby improving health service provision

(McCoy et al., 2012; Waweru et al., 2013). The
structures, selection process, roles and responsi-
bilities, and authorities of health committees vary
and are context specific.
PHC is the main component of Nepal’s health-

care system (Bentley, 1995) and includes networks
of around 4000 peripheral health facilities
(sub-health posts, health posts, PHC centres)
(Department of Health Services, 2014) across
75 districts. Peripheral health facilities are mana-
ged and supported by the District (Public) Health
Offices (Gurung et al., 2015). The PHC system
provides basic health services to most of the rural
and remote people of Nepal (Bentley, 1995;
Karkee and Jha, 2010). Community-based services
are provided by female community health volun-
teers, immunisation clinics, and outreach clinics
supervised and managed by PHC centres, health
posts, and sub-health posts (Department of Health
Services, 2014). All peripheral health facilities
have a local HFMC to manage funds, human
resources, and health programmes, based on the
principle of health sector decentralisation (Gurung
and Tuladhar, 2013). HFMCs were introduced to
Nepal in 2003 as part of a process of health sector
decentralisation (Gurung and Tuladhar, 2013).
Each HFMC comprises 9–13 representatives from
the village development committee/municipality
(Gurung and Tuladhar, 2013). In order to ensure
everyone has a voice in the health facility
management, a Ministry of Health and Population
national guideline directed that membership needs
to include the clinic manager, the village
development committee chairperson, and elected
members including school teachers, female
community health volunteers, and at least one of
each of the following: Dalit (a marginalised caste),
Janajati (an ethnic group), and female repre-
sentatives (Gurung and Tuladhar, 2013).
The extent to which HFMCs are able to facil-

itate participation depends on the way members
represent their constituents, and their com-
munication with the catchment population
(McCoy et al., 2012). The inclusion of community
representatives on HFMCs is intended to ensure
that local needs are adequately identified, voiced,
and addressed (Waweru et al., 2013). Furthermore,
as the structure of an HFMC is heterogeneous,
with participation involving community members
from different backgrounds and service providers,
another important aspect in HFMC participation is
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the degree/depth of influence of community
representatives. Hence, this study defined partici-
pation in this context as the nature of community
representation in the HFMC, communication
between HFMC members and the rest of the
community, and the depth/degree of decision
making within the HFMC.
There has been research examining the imple-

mentation process, impact, and factors affecting
the effectiveness of HFMCs (Molyneux et al.,
2012). Despite the documented evidence of the
importance of factors such as adequate repre-
sentation, links with wider community and
decision-making power, there is limited evidence
about the nature of community representation and
degree of decision making within HFMCs in the
PHC setting, particularly in LMICs. The aims of
this study, therefore, were to: (1) describe com-
munity representation in Nepal’s HFMCs located
in PHC settings; (2) describe communication
between HFMCs and their wider communities;
and (3) describe the degree/depth of influence of
community representatives in the HFMC decision-
making process.

Dang District context and data collection
methods

This study was part of a broader mixed-methods
study conducted in 2014–2015 in the Dang District
of Nepal, which is 280 km west of Nepal’s capital
city – Kathmandu (Gurung et al., 2017). This arti-
cle reports findings from the qualitative com-
ponents. The district has a diverse topography
(hill and plain) and ethnic composition with an
estimated population of 552 583 (Gurung et al.,
2017). The Hill Brahmin/Chhetri caste group
(upper caste) are the greatest proportion (35%),
followed by Tharu (a Terai Janajati/ethnic group)
(30%) and Magar (a Hill Janajati/ethnic group)
(14%) (District Development Committee, 2014;
United Nations Development Programme, 2014).
Dalit (a marginalised caste) accounts for 11% and
Yadav (Terai caste) accounts for 1.5% (District
Development Committee, 2014). Nearly 80% of
the people in the Dang live rurally, and two thirds
are dependent on agriculture for their livelihoods
(Gurung et al., 2017). The Dang District health
system includes networks of 39 PHC health facili-
ties, including 21 sub-health posts, 15 health posts,

and three PHC centres, governed by the District
Public Health Office (Gurung et al., 2017).
Individual qualitative interviews were con-

ducted with 39 participants (HFMC members,
service providers, district-level health managers
and non-government organisation members) using
open-ended interviewing techniques. An interview
guide included a list of topics and questions, and
included broad questions related to representation
in HFMCs, the selection process, communication
between HFMC members with the rest of the
community, and the decision-making process.
However, the interview process was flexible, giving
participants freedom to discuss topics of relevance
to them. The lead author conducted all 39 inter-
views helped by a research assistant who took
notes. HFMC meeting minutes at six health facil-
ities were also reviewed. These six health facilities
were among the eight where participants for the
qualitative interviews below district level were
selected. In addition, a facility audit was also
conducted at the 22 health facilities by using a
checklist to assess the representation of different
community members in HFMCs. The health facil-
ities visited for the audit were the same 22 health
facilities participating in the questionnaire survey
of the bigger study. All 39 health facilities were
stratified by sub-health posts, health posts, and the
PHC centres, and then 22 health facilities (nine
sub-health posts, 11 health posts, and two PHC
centres) were selected randomly.
The qualitative interviews were audio taped,

transcribed and managed within NVivo 10 (QSR
International Pty Ltd., 2012). The qualitative
interview and document data were analysed using
a thematic analysis approach (Bryman, 2008).
Both open and structured coding processes were
followed. All interview transcripts were read for
initial impression with notes made as part of the
familiarisation process (Gale et al., 2013). Next,
initial coding was undertaken scanning a small
number of transcripts which assisted in developing
a working coding frame (Gale et al., 2013). All the
transcripts were then coded, labelling the texts
using appropriate codes. While measuring the
depth of participation, further analysis was
undertaken using Arnstein’s Ladder of Participa-
tion (1971) to categorise the levels of participation
of HFMCs across different domains of participa-
tion. The coding process was iterative, with an
evolving coding frame with constant comparison
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and contrast among codes, and looking for patterns
and higher level themes (Creswell, 2009; Gale et al.,
2013). The coded transcripts were summarised in
narratives for each theme supported with verbatim
quotes (Creswell, 2009). To analyse the HFMC
meeting minutes, we used a simple descriptive
tabular analysis in Excel to show frequency of
monthly meetings and conducted a thematic
analysis to identify the issues discussed.

Ethical approval
The study was approved by the Human Ethics

Committee of the University of Otago, and the
Nepal Health Research Council. Written informed
consent was obtained from all participants
involved in the study. In the case of illiterate
participants, verbal consent was obtained, and
recorded by the interviewer.

Results

Characteristics of participants
Of the 39 respondents (male= 34, female= 5),

the majority were Brahman/Chhetri (an upper
caste) (74%) followed by Dalit (a marginalised
caste) (10%) and Janajati (an ethnic group)
(10%). Types of participants included: HFMC
members (15), service providers (14), and
non-government organisation staff/members (10).
The HFMC participants included chairs, teachers,
social workers, Dalit and female members.
The committee members were unpaid volunteers.
The role of a HFMC chair was to provide overall
leadership of a committee; plan, implement and
monitor health services within the catchment area
of a health facility; and manage human resources
by supervision, sanctioning leave and attendance
at training. Other members had responsibilities to
actively participate in planning and prioritisation
of health services, mobilisation of local resources,
and raising issues from the communities they
represented. In the case of the service providers,
participants were clinic managers and other
service providers of the PHC facilities, and the
chief and other district-level health workers from
the District Public Health Office.

Community representation
The Ministry of Health and Population national

guideline (Guideline for Handover and Operation

of Local Health Facility, 2003) developed by the
National Health Training Centre, states that each
HFMC needs at least one Dalit and one Janajati
representative. The health facility audit of 22
HFMCs found that there was Dalit and Janajati
representation in 77% and 100% of the commit-
tees, respectively. Female representation included
at least two members in each committee. Similarly,
all the committees had at least one teacher and
female community health volunteer. However,
qualitative interviews revealed that, due to the
lack of local body elections, the village develop-
ment committee secretaries, who are government
officials, were acting as chairs of the committees in
many health facilities rather than having elected
chairs from the village development committees.

The selection of members
Although it appeared that HFMC representa-

tion followed the national guidelines for inclusive
representation, in many cases, politics were the
driving force behind the committee formation to
ensure representation from the main political
parties. In some cases, because of political sharing
across all the main political parties in HFMCs,
representation of Dalit community members was
omitted:

We are an 11 member committee but do not
have Dalit representation. It is because we
tried to have representation from all main
political parties. Due to this process the Dalits
were left out.

(Qualitative interview, HFMC member,
PHC centre 2)

Furthermore, very few members of HFMCs
were selected by the public. In many of the cases
the clinic manager, together with the village
development committee secretary, decided who
should serve on the committee in consultation with
local political party representatives. Hence, in the
absence of a locally elected body, bureaucratic
officials determined the membership of the
HFMCs:

Our committee was formed in such a way that
the staff [clinic manager] picked those who
were his relatives or who he likes.

(Qualitative interview, Dalit HFMC
member, sub-health post 1)
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However, in some health facilities it was found
that a public gathering had been called, and
members selected democratically.

Communication between HFMCs and the wider
community

The analysis of meeting minutes showed a range
of issues discussed in the HFMC meetings: infra-
structure and resource mobilisation, human
resources (the hiring of local staff, staff motivation,
salary and benefits, fulfilment of sanctions, regu-
larity, and behaviour of service providers), service
planning and development (provision of additional
services such as laboratory services, conducting
outreach clinics in remote areas and access to
medicines), and health awareness raising. How-
ever, interviews revealed that the collection of
issues from community constituents was virtually
absent as none of the members brought issues
from consultation with their respective con-
stituents. This indicates that HFMCmembers were
more likely to be representing their own views,
rather than those of their constituents, although
some mentioned that they occasionally did so
informally, relating to clinic opening hours, lack of
availability of medicine in health facilities, and
health worker behaviour. Further, there was no
practice of providing feedback about responses to
the community. Similarly, the HFMC meetings
were not open to the public to gather their views.
In a few cases, HFMCs invited selected people to
meetings to generate support for selected planned
activities such as mass awareness campaigns or
infrastructure development:

We do not have a regular HFMC meeting.
Actually, I feel there is no need for regular
meetings. It is because there is no agenda from
other committee members. I prepare the
agenda and they just accept what I said. They
[community representatives] never bring any
issues from their village. There are issues in
the community, but they do not bring them.

(Qualitative interview, clinic manager,
sub-health post 2)

The depth of participation in HFMCs
In many places, there were no regular monthly

meetings of HFMCs. Among the three sampled
health facilities whose meeting minutes were
reviewed for a three-year period, it was found that

no monthly meeting was held in 14 of the
36 months in two health facilities, nor in 18 months
in the third health facility. Similarly, in three other
health facilities of which meeting minutes were
reviewed for a two-year period, it was found that
no monthly meeting was held in 8, 16 and 17 of the
24 months, respectively. The main reasons for not
having regular meetings included: a lack of iden-
tified need to meet monthly as they felt there were
no issues to discuss, busy schedules of members
especially managers and chairpersons; and meet-
ings not being called by the managers who had the
secretarial responsibility to call the meetings.
When meetings were not held, this significantly
reduced the opportunities for the community
representatives to take part in decision making.

The study found that meetings were more
regular in clinics where the HFMCs were chaired
by a community representative, rather than by
the village development committee secretary. It
appeared that locally selected chairs were more
accessible and gave more time to the committees
and the health facilities. In contrast, village
development committee secretaries generally did
not stay in the village, and were busy with other
responsibilities:

When the village development committee
secretary was the chairperson of the HFMC, it
was difficult to organise timely HFMC meet-
ings. It was because he did not stay at village
but in the district head quarter, and did not
have time for the HFMCmeetings. Due to this
the committee replaced him with the one
selecting from the local community. Since he
[present chairperson] is from the local com-
munity and can give his time when required, it
is easier for the committee and staff to work.

(Qualitative interview, clinic manager,
PHC centre 2)

Although it appeared that decisions in the
meetings were made by HFMCs, such meetings
were led by clinic managers. Furthermore, most of
the agendas were prepared by the clinic manager,
with little input from the other HFMC members:

The Committee [HFMC] is driven by the
clinic manager. On paper, it seems that
the decision is made and implemented through
the committee [HFMC], but the role played by
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the committee members is insignificant. In
short, the main role in decision making is of
the clinic manager; but for formality, the
signatures [in the meeting minutes] are those
of the HFMC.

(Qualitative interview, auxiliary health
worker, health post 1)

The clinic manager of one PHC centre men-
tioned that committee members were from the
local community, but they did not come with
strong intellectual backgrounds and qualifications,
and found it difficult to understand technical mat-
ters. Therefore, the agenda in the HFMCmeetings
was determined by him:

Due to the committee’s background and
knowledge of technical matters of health, the
clinic manager is the one who gives direction
to the clinic. Generally, the agenda for meet-
ings [HFMC] is pre-set and determined by
myself [clinic manager] and they [HFMC
members] simply accept my proposal.

(Qualitative interview, clinic manager,
PHC centre 2)

The selection process of HFMCs as mentioned
previously also affected the participation process.
In situations whenmembers were selected by clinic
managers, members could not voice their concerns
strongly against service providers:

Who selected the committee? Yes, members are
selected as per the decision of the chief [clinic
manager]. Those who he likes are selected for
the committee. Can such members speak
against him? Hence, they remain just silent.

(Qualitative interview, office assistant,
sub-health post 1)

There was no meaningful participation of Dalit
or females in decision making; lack of empower-
ment and cultural barriers were identified as the
reasons for low level of participation:

The concept of making an inclusive committee
by representing marginalised people is
ideologically sound. But for such thing to be
realised, there is a need for development of
capacity and empowerment of members too.
For now it remains just a ritual to follow the
guideline to include the [marginalised] from

all sections. There was no attention on
whether he/she is interested to participate or
capable to do so. For example I was talking
about our Dalit member. If those Dalit
settlements internalise that we have a repre-
sentation in the health committee and he
should represent our voice and speak our
agenda and rights [in the health system], then
such representation may make sense. But in
reality they do not know at all about the con-
cept and the member. So it is like if someone
come here from above [higher authority] for
supervision and monitoring, it would give an
impression to him/here that there is an inclu-
sive representation. But it does not have
meaning in a real sense.

(Qualitative interview, HFMC chair,
PHC centre 2)

A Dalit member shared her experience about
how the ‘untouchable’ issue in the HFMC affected
her participation:

In the committee, most of the members are
from higher castes. When we have meetings of
the committee or any other program, and
when there is time for taking snacks, the other
committee members sit a short distance away
from me. There is thus still discrimination in
our society. It [untouchability issue] is not
in all places, but still exists with some people in
some places. Due to this, it causes me stress
inside. Then, how can I speak in the meeting
or any events without hesitation?

(Qualitative interview, Dalit HFMC
member1, sub-health post 1)

The HFMC role was confined to mobilising
additional resources for the clinic, supporting the
infrastructure, and raising health awareness. They
had some say in recruiting local staff, spending
locally mobilised resources, and providing addi-
tional services. In the case of hiring local staff,
HFMCs and clinic managers jointly discussed and
formed recruitment committees at the local level
and had key roles in hiring and managing local
staff. However, they had very limited decision
making power on health needs assessment,
planning, staffing, and fund management, due
primarily to the lack of health sector decentralisa-
tion in the study district. Consequently, with such
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centralised planning, the HFMCs were without
authority to manage staff and funds. Clinic man-
agers and the village development committee
secretaries were the ones who managed funds
coming from the centre. The lack of health sector
decentralisation was closely linked to the lack of a
locally elected body in the district:

We [HFMC] are playing the role of the help-
ing hand to the health post and staff… . in their
direction, we [HFMC] support them by any
means, such as managing infrastructures,
hiring additional staff, etc.

(Qualitative interview, HFMC chair,
health post 3).

The entire budget which comes through
village development committee and Public
Health [District Public Health Office] is
known only to the chairperson [village deve-
lopment committee secretary] and clinic
manager. They put on the agenda items they
think are necessary for the meeting. We, the
rest of the members, come into the meeting,
write our signatures and walk away. The main
driving force is them [the village development
committee secretary and clinic manager]. The
‘handle’ is with them for health facility
conduction. We do not have a prominent role.

(Qualitative interview, HFMC member1,
sub-health post 1)

This study showed that the depth and scope
of participation via Nepal’s HFMCs was low.
When compared with Arnstein’s ladder, partici-
pation through HFMCs appeared to be at the
‘Manipulation’ and ‘Informing’ stage (Arnstein,
1969). Clinic managers were dominant in selecting
committee members and shaping the agenda for

HFMCs. Although it appeared that decision mak-
ing at the meeting was made by the committee,
clinic managers were the ones who dominated,
creating a tendency for manipulation. Similarly,
HFMC meetings were widely used by clinic man-
agers and other staff to provide key updates about
health facility services to committee members.
In many cases, HFMCs were only informed in the
meeting about expenditure made by the clinic
manager and village development committee
secretary, and HFMCs approved the expenses to
be reported on. The depth of participation varied
by the domain of decision making. For example,
HFMCs had a higher level of participation in areas
such as the hiring of local staff, and managing local
resources, but had no role in disciplining perma-
nent health workers or in health needs assessment.
In the case of hiring local staff, HFMCs and clinic
managers jointly discussed and formed recruit-
ment committees at the local level and hired staff
following a procedure where they had the key
roles in hiring and managing these local staff.
Regarding the domain of decision making
(Charles and Demaio, 1993), the HFMC’s role was
more confined to mobilising additional resources
for health facilities, supporting infrastructure, and
raising health awareness, but less in health
needs assessment, planning, staffing, and funding
management (see Table 1).

Discussion

The study found that while there was representa-
tion of females, Dalit and Janajati in HFMCs,
there was no democratic selection process and
HFMCs were influenced and captured by powerful
elites. The problem of representation has also
been reported in prior studies conducted in Niger,
the Philippines, Kenya (Ramiro et al., 2001;

Table 1 Health Facility Operation and Management Committees’ domains and depth of participation (Arnstein, 1969)

Depth of participation

Domains of participation Manipulation Informing Consultation Partnership Citizen control

Infrastructure
Local resources
Management of local staff
Management of permanent staff
Financial management
Health needs assessment
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Meuwissen, 2002; Sohani, 2005), and other devel-
oped countries (Gauld, 2010; Serapioni and Dux-
bury, 2014). Adequate representation and an
appropriate selection process of the HFMC
members are key initial steps to determining the
functioning of the HFMC, and members’ legiti-
macy (McCoy et al., 2012). Those who are hand-
picked by clinic managers or political parties are
not accountable to the wider community. There is
a need to have a democratic selection process of
HFMC members, preferably by public gatherings,
so that members are accountable to their
constituents.
The present study found that, in most cases,

HFMC members did not consult with the com-
munity in a regular or systematic way, indicating a
disconnect between the committee and the
broader community. Further, there was no
practice of providing feedback to the community.
This raises questions as to whether community
representatives only put their personal concerns
forward, rather than channelling the concerns of
the rest of the community. This finding is con-
sistent with past studies conducted in Bangladesh,
the Philippines, and African countries, which
showed that committees did not reflect the con-
cerns of the population (Mahmud, 2004; Goodman
et al., 2011; Falisse et al., 2012). Selection of mem-
bers by wider public consultation (election or
public gathering), together with activities to
improve awareness of the HFMC and their roles,
would possibly address this gap.
This study showed that the depth of citizen

participation via Nepal’s HFMCs was low. HFMC
roles were confined to helping hands to support
clinic managers, but they had no role in disciplin-
ing permanent health workers or in health needs
assessment. Studies conducted in other Asian and
African countries reported that committees had no
say in the management of funds, pharmaceuticals
or staff, and they had a limited oversight function
and role in mobilising local resources and raising
awareness (Ramiro et al., 2001; Kapiriri et al., 2003;
Loewenson et al., 2004; Uzochukwu et al., 2004;
Sohani, 2005; Goodman et al., 2011). There were
some inter-related factors affecting the depth of
participation.
Following the above, one factor, in the Nepalese

context, was the lack of a locally elected body in
the study district. During the decade long political
conflict which ended in 2008, there were no local

body elections in Nepal. Due to this, there was no
elected chair or members to represent the HFMC.
Instead, as discussed previously, members were
often selected by clinic managers and local
political elites. In such situations, certain members
could not state their concerns about service
providers in the committee. This absence of an
elected body also meant that there was a lack of
proper health sector decentralisation. As a result,
planning was centralised and the HFMCs had
limited authority to manage funds and staff. Clinic
managers, village development committee secre-
taries and political party representative were
therefore dominant in decision making.
It is worth noting that clinic managers were

more powerful than others because they domi-
nated decision making, from selection of members
on the committee, to shaping the agenda for the
meetings. Hence, there were both power and
information asymmetries between clinic managers
and other members. Few et al. (2003) in their study
in Zambia and Tanzania found that, due to power
and information imbalances, service providers
controlled the committee, and the committee was
seen as a body designed to serve the clinics, rather
than the community. Similarly, Loewenson et al.
(2004) reported that in Zimbabwe, due to the lack
of knowledge of health resources, staffing levels, or
budgets, the HFMCs were not able to hold health
services accountable.
Another issue in HFMC participation is the

participation of marginalised sections of the com-
munity on the committee. Although there was
representation of Dalit and females on the com-
mittee, they had no meaningful participation in
decision making. The current provision of a quota
system to represent Dalit and females in HFMCs
without concurrent empowerment is less likely to
challenge the prevailing socio-cultural inequalities.
Quotas appeared to create participation space for
marginalised groups but, in themselves, do not
empower people sufficiently to voice their con-
cerns (Thomas et al., 2003; Goodman et al., 2011).
In the Dang district study, there were difficulties
for Dalit representatives in participating in the
decision-making process of the HFMC because
males, higher castes, and more powerful members
dominated the process. The ways in which cultural
factors affected the participation process are high-
lighted in many other studies in Africa and Nepal
(Sepehri and Pettigrew, 1996; Kapiriri et al., 2003;
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Loewenson et al., 2004). Sepehri and Pettigrew
(1996) also highlighted that Nepalese society is
characterised by hierarchies – by caste/ethnicity,
wealth, gender and power – and these hierarchies
prevented health committees from adequately
representing the interests of their community.
Hence, inequalities apparent in society, of gender,
caste, and wealth, were reinforced in the commit-
tee structure as Mahmud (2004) also found in
Bangladesh. Continued efforts are necessary to
empower community members to ensure their
participation is more than token (Gurung et al.,
2015). For this, appropriate consultation with the
marginalised community members and capacity
building of their representatives in HFMCs
are necessary.
A strength of this study is that, unlike previous

studies, we clearly analysed how the Arnstein’s
ladder of participation varies by different domains
of participation. The findings of the study could be
a useful resource to develop strategies to increase
the depth of participation focusing on the appro-
priate domains. However, there are a number of
newmodels for participation proposed by different
authors (Charles andDemaio, 1993; Canada, 2000;
Bishop and Davis, 2002; Tritter and McCallum,
2006; Carman et al., 2013). Recent models move
away from ladders, to describe participation as a
continuum offering a set of choices rather than
citizen control as the only ideal goal of participa-
tion (Gregory, 2006). Similarly, there are other
useful models measuring different aspects of par-
ticipation (Rifkin et al., 1988). We chose Arnstein’s
model to focus on measuring depth of participa-
tion in terms of power on the HFMCs. Overall, the
study suggests that there is a need to address
decision-making power between service providers
and the community. The lack of power, the focus
only on mobilising additional resources, and the
role of ‘helping hands’ appear to make the HFMCs
susceptible to feeling demotivated (McCoy et al.,
2012). However, it is very unlikely that the con-
tinuum of power would be easily directed towards
communities (Arnstein, 1969). Hence, concepts of
co-governance (Brinkerhoff, 2011) and partner-
ship approaches with the focus on mutual
problem-solving appear more appropriate to help
avoid such power struggles (Gurung et al., 2015).
There is a need for decentralisation of more
authority to Nepal’s HFMC members. Many
studies have highlighted that decentralisation of

power to local levels, combined with community
participation, leads to increased responsiveness
from service providers to the citizens in LMICs
(Ramiro et al., 2001; Iwami and Petchey, 2002;
Berlan and Shiffman, 2012). It is important to note
that Nepal promulgated a new Constitution on 20
September 2015 that initiated the country’s
transition to a federal state (Constituent Assembly
Secretariat, 2015; Simkhada et al., 2015).
Currently, the election of local government is
underway (Asia Pacific International Foundation
for Electoral Systems, 2017) and there is hope that
the newly elected local governments will help
revamp the HFMC structure with more power.
This study did have some limitations. For exam-

ple, only a small number of participants were
female. Key positions within the health facilities
and HFMCs were held by men. As we selected
qualitative interview participants based on the
principle of selecting ‘information-rich cases’
(Patton, 1990) to yield in-depth understanding on
the issues under study, it resulted in selection of
more male participants. But, whenever possible,
female members from HFMCs and service provi-
ders were included to ensure ‘heterogeneity’
(Patton, 1990) and identify divergent perspectives.
All the interviews were conducted by a male inter-
viewer, however, every effort was made to facilitate
a rapport with female respondents, and to explain
the purpose of the research. Women were also
encouraged to have someone else sit next to them
during the interview process for personal support.

Conclusion

This study showed that the depth of public parti-
cipation in Nepal’s HFMCs was low. There is a
need to ensure a democratic selection process of
committee members, and to expand health sector
decentralisation. The country’s recent transition to
a federal state and the current election of local
governments is a positive step. Continuous capa-
city building of community representatives in
HFMCs, especially marginalised community
members is necessary. There is also a need for
orientation of service providers, including clinic
managers, about the importance of community
voice to strengthen the health system so that they
are ready to share power and accommodate
community concerns. This study illustrates how
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Arnstein’s ladder can be applied through field
research in a LMIC context to measure participa-
tion in community health-care organisations. The
study findings should help strengthen the func-
tioning of Nepal’s HFMCs and improve commu-
nity participation in its PHC system; the findings
may also be applicable to other LMICs with
similar contexts.
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