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This report is the output of a 3-day technical workshop to examine 
the links between community engagement, quality, people-centred 
and resilient health services and communities. The workshop was 
convened by WHO through a collaboration between the Health 
Promotion and Social Determinants Unit (HPD) in the WHO Regional 
Office for Africa and the Service Delivery and Safety Department 

(SDS) at WHO headquarters.

FRAMEWORK DEVELOPMENT 
WORKSHOP

Cape Town, South Africa, 22-24 March 2017
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Acronyms and Abbreviations

AFRO WHO Regional Office for Africa

CEQ WHO community engagement framework for quality, integrated, 
people-centred and resilient health services

CHW community health workers

CHP community health programme

CSDH WHO Commission Report on Social Determinants of Health

EVD Ebola virus disease

HPD Health Promotion and Social Determinants Unit

HIS Health Systems and Innovation Cluster

IHI Institute for Healthcare Improvement

IPCHS WHO Framework for integrated people-centred health services

MOH Ministry of Health

NCD noncommunicable diseases

QA quality assurance

QI quality improvement

QHC Universal Health Coverage and Quality Unit

SDG Sustainable Development Goals

SDS Department of Service Delivery and Safety

UHC universal health coverage

WHO World Health Organization
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The response to the Ebola virus disease (EVD) outbreak of 2014 provided an opportunity to learn what did 
and did not work in terms of community engagement. These important lessons have implications for 
strengthening health systems and communities. The message from Ebola was clear: transmission rapidly 
slowed and stopped when the health sector, response agencies and developmental partners learnt to 
work with (and not only for) local families and communities affected by Ebola. 

As the Ebola outbreak evolved and communities in the three Ebola affected countries (Guinea, Liberia and 
Sierra Leone) resisted measures to prevent further transmission of infection, the World Health Organiza-
tion (WHO) and partners took unprecedented actions, such as recruiting community engagement staff 
and positioning them at the district level, mobilizing WHO health promotion officers from neighbouring 
countries and deploying international experts from the social sciences. This was done to try and bridge 
the structural, technical and institutional barriers that were preventing the integration of local knowledge 
and culture into technical and operational decision-making and responses.

In the WHO African Region, Dr Matshidiso Moeti, the Regional Director, elevated and placed the Health 
Promotion and Social Determinants of Health (HPD) unit within the Office of the Director, Programme 
Management (DPMO) to coordinate the mainstreaming of health promotion and social determinants of 
health across all technical programmes, in order to effectively address universal health coverage (UHC). 
At the WHO Headquarters level, the Service Delivery and Safety (SDS) department, in the Health Systems 
and Innovation (HIS) cluster prioritized the integration of community engagement as a key action for 
resilient, people-centred health systems. Both these initiatives make an important, and often missing, 
connection between community, people-centred approaches and quality in UHC. Relationships built and 
maintained during the delivery of routine services and programmes are drawn upon during emergencies. 
There is an urgent need to institutionalize a better and more sustainable way of engaging with service 
users, their families and local communities so that significant and marginalized voices are solicited, heard 
and acted upon throughout the entire service and programme planning cycle.

This will require fundamental shifts in the way WHO and Members States understand and engage col-
laboratively with service users, their families and local communities. It will take a change in the mind-set, 
attitudes and practices of health professionals at all levels of the health system. The legacy of Ebola left 
little doubt for the global health community: it can no longer be “business as usual”. Ebola laid down the 
gauntlet for the emergence of a self-learning, self-adaptive and self-leading workforce able to support 
and collaborate with communities as co-creators of health and well-being.

Dr Edward Kelly 
Director, Service Delivery and Safety 
WHO headquarters 
Geneva, Switzerland

Dr Joseph Cabore 
Director, Programme Management 
WHO Regional Office for Africa	
Brazzaville, Congo

Foreword 
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Community engagement: a cornerstone of quality, safe and people-
centered services

The 2014 Ebola outbreak in West Africa was the largest the world had ever known and it triggered the 
most protracted Ebola response in history. The experience brought home and reinforced that context and 
culture matter and clearly demonstrated the interdependent and reciprocal relationship between health 
service providers, responders and health service users, their families and communities.

The actions or lack of action of service providers and response teams had a deep impact on community 
understanding and reactions. In the midst of wide community distrust and sometimes outright rejec-
tion of outbreak control and prevention measures in Ebola-affected countries, WHO and partners, in 
an unprecedented move, began to substantially invest in ways that addressed the social and cultural 
dimensions of epidemic response in an attempt to close the “distrust gap” between EVD response teams 
and the surrounding communities.

These investments included: i) the recruitment and deployment of social scientists and WHO social mo-
bilization staff, ensuring that they were embedded and/or worked closely with technical and operational 
response staff as well as supporting social mobilization partners at national, sub-national and district 
level; ii) applying transdisciplinary and interagency interventions to rebuild trust between service pro-
viders and communities; and iii) the integration of community engagement into relevant WHO technical 
guidelines and recommendations such as: safe and dignified burials1, implementation of community care 
centres2; and recruitment of people recovered from Ebola as potential donors for convalescent whole 
blood and plasma therapy3.

AFRO regional priorities and actions to elevate health promotion and 
social determinants

The WHO regional office for Africa has been supporting its Member States to address social determinants 
of health and health equity since the launch of the WHO Commission Report on Social Determinants of 
Health (CSDH) in 2008. The strategic priorities for this area of work have been further strengthened through 
decisions taken at global and high-level meetings namely, the World Conference on Social Determinants 
of Health (2011); the UN-High Level Meeting on NCDs (2011); and the 8th and 9th WHO Global Conference on 
Health Promotion (2013 and 2016). 

Furthermore, in Dr Moeti’s WHO Africa Health Transformation Programme (2015), the Regional Director for 
the WHO African Region, identified social determinants of health and equity as a key strategic priority for 
the region. 

1 http://www.who.int/csr/resources/publications/ebola/safe-burial-protocol/en/
2 http://www.who.int/csr/resources/publications/ebola/patient-care-CCUs/en/
3 http://www.who.int/csr/resources/publications/ebola/convalescent-treatment/en/

Preamble

http://www.who.int/csr/resources/publications/ebola/safe-burial-protocol/en/
 http://www.who.int/csr/resources/publications/ebola/patient-care-CCUs/en/
http://www.who.int/csr/resources/publications/ebola/convalescent-treatment/en/
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The Health System and Innovations cluster’s priorities and actions 
to integrate and mainstream community engagement at WHO 
headquarters

The Service Delivery and Safety Department (SDS) was established to support countries to move their 
health systems towards universal health coverage (UHC) by increasing access to safe, high quality, 
effective, people-centred and integrated services. During the Ebola outbreak in West Africa, SDS was re-
sponsible for coordinating early recovery activities which were grounded within the WHO Framework on 
integrated people-centred health services (IPCHS), placing people at the centre of service delivery efforts. 
The emphasis was on seamlessly transitioning between early recovery and long-term health systems 
strengthening revolving around infection prevention and control, the health workforce, surveillance and 
an essential package of services with a strong community component. 

As a direct outcome of these experiences, SDS established an area of work on community engagement 
for resilience and quality within a newly created unit focusing on quality aspects of universal health 
coverage4. The intention was to ensure that important and significant lessons learnt on engaging with 
communities during the EVD response could be sustained in a structured and systematic way through 
mainstreaming and integrating a range of engagement processes within long-term efforts to strength-
en health systems. Such an approach would strengthen quality universal health coverage and prepare 
health systems to engage with communities at strategic interfaces - a prerequisite for trust and a feature 
of effective emergency response that aids recovery and resilience of both communities and health sys-
tems and enhances health security. 

Collaboration in support of innovation and generation of policy 
options for community engagement

In June 2015, AFRO/HPD and SDS/HIS agreed on a number of technical and strategic priorities to identify and 
address critical linkage points between health systems/service delivery and service users/communities. 
The focus has been on innovative engagement models and mechanisms that mainstream and integrate 
community engagement to support continuous quality improvement in services and programmes. The 
aim is to ensure that services and programmes help build resilient health systems and communities. 

This workshop to develop a community engagement framework was one of the jointly agreed outputs 
and leverages the Organization’s mandate to generate evidence and practice-based guidance for pro-
moting effective community engagement. 

4 Universal Health Coverage and Quality Unit (QHC): http://www.who.int/servicedeliverysafety/areas/qhc/en/

http://www.who.int/servicedeliverysafety/areas/qhc/en/
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In March 2017, the Health Promotion and Social Determinants Unit (HPD) in the WHO Regional Office for Af-
rica (AFRO) and the Service Delivery and Safety Department (SDS) at WHO headquarters jointly organized 
a technical workshop to examine the links between health systems and communities. Participants were 
tasked with developing a community engagement framework for quality, people-centred and resilient 
health services and communities (CEQ). This workshop was the result of a systematic, structured and 
consultative process undertaken by WHO to fill a much-needed technical gap and therefore represents 
an important milestone. 

The three-day workshop was the culmination of the following preparatory efforts, which involved:  

1.	 a scoping and mapping of community engagement interventions and practices that included a desk 
and literature review, a review of WHO guidelines with community level interventions and interviews 
with 12 WHO programme focal points;

2.	 commissioning a synthesis of lessons learnt from Ebola from community, disciplinary, donor, health 
and WHO perspectives;

3.	 a survey of national health promotion officers in WHO country offices in the African Region; and 
4.	 a review and selection of WHO collaborating centres and academic institutions willing to form a small 

network to support the work of the Secretariat and countries.

The purpose of the workshop was to develop: a definition of community engagement relevant to quality, 
integration and people-centred approaches; and a comprehensive framework and conceptual model 
that explicitly recognized multiple connect-points between communities and health systems. It was 
important for the community engagement framework to focus on the human architecture of health sys-
tems and how interdependent relationships between people who populate the health system and those 
who use the health system are formed and maintained through daily interactions which in turn shape the 
perceptions, decisions, and actions of both service users and service providers.  

Community engagement is neither synonymous nor interchangeable with community mobilization or 
community health programmes (CHPs). The definition of community engagement that emerged from 
the deliberations of the workshop is as follows: 

Community engagement is a process of developing relationships that enable stakeholders to work to-
gether to address health-related issues and promote well-being to achieve positive health impact and 
outcomes. 

The definition is guided by these caveats:

•	 Stakeholders comprise multiple communities that could include community members, patients, 
health professionals, policy-makers and other sectors.

•	 Desired relationships are characterized by respect, trust and a sense of purpose.
•	 Health-related issues include public health events such as emergencies.

Executive summary 
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Engaging with communities is therefore not the sole responsibility of community health workers (CHWs). In 
fact, the CEQ framework identifies a function and prerequisite on the side of health systems – to create an 
enabling culture of engagement that facilitates the work of CHWs so they do not bear the full brunt of the 
community engagement work. The CEQ framework provides direction on how to integrate engagement 
functions, and what kind of research may be needed to successfully implement the WHO Framework on 
integrated people-centred health services (IPCHS), as well as a range of WHO resolutions that require the 
active participation and engagement of health service users, local communities and civil society.  

Health systems already engage with communities which present latent opportunities for routinely building 
and strengthening trust, as well as soliciting feedback that can be used for improvement. Engagement 
should be seen as a core business of health services and programmes. The CEQ Framework intends to 
guide the work of WHO and countries so that community engagement becomes routinely managed and 
not an afterthought.

The CEQ Framework also reminds us of the critical link between health, human development and 
well-being. The foundation of “community engagement” is “human engagement”. Understanding human 
engagement in the context of changing populations and health systems breaks down disciplinary and 
professional silos, and gets people working together to address the complexities and specificities of 
health challenges in the 21st Century. 

Policy-makers, health planners, clinicians, researchers, nongovernmental organizations, development 
partners and donors can benefit from the process followed as well as the outputs of the workshop. This 
is the first step in shifting the dominant paradigm of “educating, telling and selling” that still too often 
permeates the attitude and practice of health services and programmes towards service users and 
communities. 

This workshop report details the process undertaken, the issues discussed and captures the key outputs. 
It is an essential go-to document that begins to articulate a broader, inclusive approach to enhance 
the health security of populations while aiding the recovery and resilience of communities and health 
systems. The merits of collaboration across the organization and partners to achieve the goal of the 
CEQ  framework are undisputed and require the support of all.  The community engagement framework 
developed in the workshop is summarized below and is described in detail on page 24.
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A community engagement framework for health systems to connect with communities for quality, 
integrated, people -centred and resilient services

Enabling conditions Capacity development  
for implementation Outcomes

Governance Leadership

Peace

Values (trust, respect, caring and teamwork)

Shared vision/mission/purpose

Resources A prepared 
worldforce Capacity development Implementation

Time

Technical 
management 

and leadership 
competencies 

and skills

Shared 
assessment 
and analysis 
of the situa-

tion

Context- 
specific 

approaches

Policies, clinical 
and technical 

guidelines 
and practice, 

health care and 
services across 
prevention, pro-
motion, curative, 

rehabilitation 
and palliation

Democracy

Spaces/
platforms/
technology 

that support 
participatory 

processes

Accountability, 
self-awarness, 

personal 
and team 

responsibility, 
value-based 

decision-mak-
ing, integrity and 
ethical behavior

Changed 
conditions and 

systems

Improved 
outcomes

Dialogue Tools

Interdepen-
dence & agency  

Empathy, 
compassion, 

receptive states
Shared agen-

da-setting 
and planning

Defined roles 
and responsi-

bilities

Participatory 
monitoring 

and evaluation 
(feedback loop)

Participation

Skills and 
practices in 
communi-
cating and 
connecting

Coordination 
(collaborative 
and systemic 
thinking and 

action)

Continuous  
quality  

impovement 
(co-adaptation 

and  
implementation)
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The 2014 Ebola virus disease response in West Africa represents a watershed, both for global health and 
for the World Health Organization. It became abundantly clear:

•	 that there was and is no universally agreed definition of “community engagement” within the health 
sector; 

•	 that “community engagement”, a term coined and widely used in public health research, was intro-
duced into the EVD response lexicon as a counterpoint to traditional mobilization and messaging 
approaches – it was used to signify more meaningful and authentic engagement with Ebola-affect-
ed communities;

•	 that major public health emergencies revealed and reinforced the central role of communities in 
support of a more effective and lasting response effort, hence, the importance of coordination and 
engagement of the health sector and response agencies, to build meaningful relationships with local 
communities and each other; and 

•	 that WHO did not have sufficient evidence to issue policy recommendations on community engage-
ment for Member States.

Consequently, in 2017, the Department of Service Delivery and Safety (SDS) initiated a process to develop 
ethical, evidence-based policy options on community engagement. This workshop took stock of major 
lessons learnt from multiple and diverse perspectives as part of a multi-pronged and systematic ap-
proach. The purpose was to develop a CE framework that mainstreamed community engagement as 
part of routine public health practice, delivery of services and into the core business of health systems 
– rather than being considered an after-thought. The CEQ Framework will guide the future community 
engagement activities of WHO and Member States as an integral part of health systems strengthening 
strategies, introducing and implementing integrated people-centred health services, improving quality 
of services/programmes, and thereby contribute to the resilience of health and community systems.

Objectives

•	 Validate definitions and scope of community engagement in relation to: 
a.	 quality;
b.	 integration of services/programmes; and 
c.	 resilient health systems.

•	 Review theoretical models and propose a meta-model that informs the selection of a package of 
engagement interventions relevant to health systems. 

•	 Develop metrics and mechanisms for adaptation and field-testing (implementation research) in 
selected countries using programmatic entry points with sustainability and scalability as an end goal.

Outputs 

•	 A meeting report with preliminary recommendations for country introduction, adaptation and imple-
mentation.

Outcomes

•	 A community engagement framework designed to support the resilience of health systems and 
communities ready for country validation, adaptation and implementation. 

•	 Contribution to global learning, practice guidance and research agendas.

Workshop rationale 
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Principles 

•	 Ensure the needs and priorities of countries are central.
•	 Focus on the practical application of multi-disciplinary models and planning frameworks.
•	 Promote horizontal and vertical linkages by building on what exists and what works. Address be-

havioural and social determinants of health across services and programmes.

Methodology, content and design

•	 Ground the workshop in participants’ realities using evidence- and practice-based experience.
•	 Set clear expectations and facilitate maximum contribution to harness collective intelligence and 

resources to meet outcomes and deliverables.
•	 Provide a safe but challenging experience for participants to unpack sensitive and complex issues. 
•	 Be open to co-development and co-construction, ensuring a multidisciplinary and integrative 

approach which draws on medical, social and human sciences, to meet workshop objectives and 
outcomes.

•	 Workshop flow: 
•	 Part 1 – How did we get here? Understanding the current context 
•	 Part 2 – Exploration and reflection
•	 Part 3 – Building the CE framework 
•	 Part 4 – What will it take? Getting ready to operationalize the CE framework. 

It was important for the workshop to model and demonstrate community engagement in action and to 
show that “process” is critical for generating quality outputs and impact. The ability of the workshop to 
meet objectives and generate the outputs depended on several factors: building a climate of trust, ap-
preciation and respect through which participants’ strengths were recognized and contributions sought; 
the selection of participants with relevant experience, expertise and ability to work in a multidisciplinary 
environment; the selection of process tools, methodologies and careful crafting of questions relevant 
to each stage of the workshop; the competencies and skills of facilitators to be mindful, respond to an 
unfolding process and promote, deep engagement, connection, inclusion, participation, and reflection. 

6.
Country 
ownership and 
adaptation

What is 
our story? 7.

Theory and 
models 4.

Measuring 
success 5.

Framework  
architecture and 
building blocks

3.

Health systems 
and community 

linkages
2.

1.
Context  
and lessons 
learned
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The community 
engagement framework 

for quality, integrated 
and people-centred 

health services (CEQ) and 
underpinning model
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Improving the quality of health care and services and being responsive to the needs and preferenc-
es of local communities cannot be done without the individuals and teams responsible for designing, 
managing and delivering health care talking and interacting with each other, as well as engaging with 
service users and other stakeholders about how best to do this. On the side of the provider, traditional 
approaches to engaging service users, families and local communities have broadly focused on better 
information provision and the improvement of communication skills. While on the service user side, the 
focus has tended to be on empowering patients, families and communities to be more literate in using 
and navigating the health system, as well as working through representation and mechanisms to improve 
accountability of health systems. 

Yet, compassion, empathy and trust have been widely cited as important attributes or hallmarks of qual-
ity care. Often, the perception of quality of care is shaped by relational and contextual factors and not 
necessarily the efficacy or safety of clinical or technical interventions alone. Despite these observations, 
traditional approaches have missed important opportunities to improve quality by ignoring how culture 
and context shape not only the relationships between people, but also how the outcomes of these rela-
tionships and human interactions influence the way that health services and health care are organized, 
delivered and experienced. Consequently, patient-provider interaction continues to be sub-optimal 
across, high-, middle- and low income countries. At the same time, national health programmes ranging 
from HIV/AIDS, immunization, and malaria to sexual, reproductive, neonatal, child, adolescent and mater-
nal health, routinely struggle to engage with communities in ways that factor in their needs, builds trust 
and ensures that programme objectives and health outcomes are reached, in a sustainable way. 

The purpose of the CEQ framework is to provide a coherent framework that links existing tools, practices 
and approaches and aligns them in a way that leads to changed conditions and systems. For the first 
time, these changes are initiated from inside health systems and potentially optimize system perfor-
mance, lead to better-quality, safer care and services and contribute to improved health outcomes at 
the individual, community and population level.

Consequently, the building of relationships is central to the community engagement framework which 
identifies key areas where engagement processes, practices and procedures can be embedded to 
support better connection, communication and relationship building between individuals, teams, depart-
ments, institutions and stakeholders (including communities). In particular, the CEQ framework:

a.	 identifies core contextual features and elements of health systems that influence interactions be-
tween people within health systems and between the health workforce and communities;

b.	 addresses, structural, technical and institutional barriers that are both specific to and commonly 
experienced by major health progammes at national and sub-national level; and 

c.	 recognizes that the health workforce must have foundational engagement capacities as a pre-
condition to help them understand local context and ensure they and the services they provide are 
community-competent. 

Enabling conditions 

Governance

The prevailing attitudes, behaviours and interactions occurring in populations and institutions within 
sovereign states are shaped by societal, historical, cultural and political factors. These factors inform how 
governance structures and processes are designed to ensure accountability, transparency, responsive-
ness, the rule of law, stability, equity and inclusiveness, empowerment and broad-based participation.  

The community engagement framework for 
quality, integrated and people-centred health 
services (CEQ) and underpinning model 
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Health systems at the national, sub-national and community level operate within this environment 
and consequently, interpersonal, professional and community relationships are highly contextual and 
dynamic. For example, countries that have experienced war, humanitarian disasters and/or repressive 
regimes will be different in comparison to countries that have not. These factors need to be considered 
and addressed in any engagement and empowerment approaches. 

Leadership, values and articulating a shared purpose

It is highly unlikely that a compassionate and caring health workforce will spontaneously emerge from 
health systems that have authoritative, fragmented and siloed infrastructures and programmes. Health 
systems can be difficult places to work and efforts to transform them will require strong and committed 
leadership based on core values, a clearly articulated mission and a shared sense of purpose. Organiza-
tional values guide and align daily individual and team behaviours with strategic priorities and goals. They 
can also help to manage internal expectations and stakeholder values and concerns.

Resources 

Health systems literature traditionally characterizes resources as, for example, financial inputs, facility, 
equipment and infrastructure. The CEQ framework identifies latent resources that, if managed differently 
or invested in, can significantly contribute to personal and institutional resilience and performance. These 
resources are: time; spaces and technology that support participatory processes and collaboration; 
relevant tools, and methods for information-sharing, planning, decision-making and managing group 
processes; and specific communication skills that demonstrate deep listening to communicate and 
connect with others with purpose, respect and authenticity. 

A prepared and supported workforce 

The health workforce is the most significant asset of a health system. Yet, it is often the resource that is 
most taxed and overlooked when issues of empowerment and engagement are being considered. How 
well the health workforce is prepared to engage with other professionals, sectors, patients, their families 
and local communities will influence how well trust is built, the effectiveness of consultation and coor-
dination functions, and how health problems and issues are defined and addressed. Poor engagement 
knowledge and competencies of health service providers can have long-term and systemic effects on 
health system performance (including staff morale, stress and burnout), service uptake and use. The 
increasing pressure on health professionals to engage more in dialogue and solicit the opinions and 
preferences of service users, has to be considered as populations have become more well-informed 
and literate. These “soft skills”, and the science behind them, are often not taught in professional health 
education training, which focus much more on technical competencies.

Capacity development 

The CEQ framework identifies four key priority areas for health services and programmes that need to be 
developed to support effective implementation. These are:

•	 capacities for shared assessment and analysis of the situation; 
•	 capacities to design context-specific approaches;
•	 capacities for shared agenda-setting and planning; and
•	 capacities for defining roles and responsibilities.
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A tailored package of engagement knowledge, competencies and skills, drawn from multiple disciplines 
and existing tools, methods and practices include, but are not limited to, the following: 

•	 reflective practice, systemic thinking and receptive states;
•	 interpersonal communication and collaborative teams;
•	 adult-based and learner-centred training programmes and strategies; 
•	 facilitating group processes (meetings and workshops);
•	 using quantitative and qualitative data for decision-making and programming; and
•	 developing cultural competence.

These capacities are activated by an enabling environment created through values-based leadership 
with a prepared workforce at all levels of the health system, ready to consciously engage, align and 
link their function to a shared purpose and mission. Supporting the emergence of reflective health 
professionals capable of designing context-specific approaches and able to clearly define roles and 
responsibilities is an important precursor to being able to connect and work effectively within existing 
partnerships, networks and community structures. Helping health professionals understand and take ac-
count of community culture, perceptions, experiences and expectations in their interactions with service 
users and their families can get to the real reasons and concerns that will influence prevention, promotion 
and treatment decisions and responses. It can also help to know how to build on the potential capabilities 
of each community as they evolve and adapt over time.

Implementation 

A pressing challenge for health services and programmes is how to adapt and implement national 
policies, clinical and technical guidelines and best practices, across prevention, promotion, curation, 
rehabilitation and palliation. The challenge is two-fold: first, how to adapt and apply global and national 
guidance in the local context, and second, how to plan and manage a process (engaging stakeholders 
and practitioners) to implement, assess how well this was done and identify intended and unintended 
outcomes for further adjustments.

The CEQ framework explicitly recognizes that a robust monitoring and evaluation (M&E) framework 
with relevant indicators used for strategic decision-making linked to community and health service 
feedback mechanisms is critical for the successful design and implementation of health interven-
tions, services and programmes

Some key questions related to M&E include: 

•	 What would success look like from a community and health perspective and how would we know it? 
•	 What counts as evidence - to whom and for what purpose? How can we capture and share important 

data so it contributes to implementation and continuous improvement? 
•	 What processes and factors seem to accelerate progress in implementation and which impede it? 

How can this be linked to changes in intended outcomes?

It is important to establish platforms for the monitoring and reporting of activities and indicators of 
success; to engage community members in monitoring and reporting activities and in systematically 
reflecting on the data and what it means; to develop feedback mechanisms that use qualitative and 
quantitative data to help key stakeholders effectively engage with each other and contribute to a co-
herent and informed response; and to ensure transparency and available, timely data on progress and 
impact, that is tailored to multiple stakeholders.
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Outcomes 

The CEQ framework has been designed to stimulate observable changes in the condition of health systems 
and communities. On the health systems side they may include: the responsiveness of health services 
and systems; a changing system’s parameters (e.g. expectations, norms and culture), and increased 
cross-sectoral and inter-professional collaboration. Impact would also be seen on health inequalities, as 
the needs of vulnerable populations are incorporated and rights and gender issues are meaningfully ad-
dressed. On the community side, observable changes may include increased and pro-active community 
action on health issues, ongoing community learning and action on further health priorities, as well as 
communities mobilizing their own resources. 

Model underpinning the community engagement framework

There was consensus by the team working on developing the model underpinning the CEQ framework 
that “process” and “relationships” were the most important terms coming out of the discussions. It was 
critical to capture change as an underlying character and understand the process of relationships. The 
CEQ framework and model also needed to: 

•	 be simple
•	 be adaptable (outcome has to be part of the modeling)
•	 convey an underlying dynamic process
•	 address core components
•	 be understandable to different actors and stakeholders
•	 empower communities
•	 be understood by a “complex systems” approach
•	 raise critical consciousness
•	 be informed by practice-based evidence
The CEQ framework recognizes that strength in any system comes from connections. This is especially 
the case with human systems. If health care systems are to exhibit strength and resilience when tested, 
they must be built on strong interconnections between health care professionals and community mem-
bers. To create and sustain such a system, each must work together, sharing information, building trust, 
and engaging each other in such a way that goals become mutual and everyone feels empowered to 
contribute to the system’s success. To enable such connections, leadership needs to be imbued with a 
knowledge and vision of how such a system can be created, developed and constantly evolve as the 
needs of the community and the demands on the system change.

More specifically, all members benefit from using an analytical framework that recognizes the need for 
mutual engagement, empowerment, and a realization that every circumstance is best managed in a 
context-specific manner. Further, each person is well served if they develop strong collaborative skills 
so as to be able to engage across communities and societies, to effectively move through conflicts, to 
craft policies, procedures, and practices along with the necessary monitoring and evaluation, to achieve 
constant quality improvement in the system and in health indices. These analytical frames and engage-
ment skills can be taught and improved throughout the system, from each and every professional to all 
community members. Widespread skill is truly the underpinning component of empowerment that in turn, 
enables the strongest and most resilient system.

In the 21st Century, we have a large and growing body of research that recommends that we shift from 
‘telling and selling’ (top down instruction and guidance) to ‘sharing and caring’ (working with members 
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Community engagement model for the CE framework

PEOPLE
Community

Support systems includ-
ing health system and 
community systems

Monitoring & Evaluation

Process

Leadership and governance

Conducive environment and conditions

Output and impact

Requirements

Empowerment Infor-
mation knowledge, skill, 

resources

Building trust, mutual 
respect

Shared  values, mission, 
vision, perspectives, 

purpose

Connection Health and health related 
issues/events WELL-BEING

Relationships 
Co-design  

Implementation 
Co-implementation  

(joint actions)
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of the community, recognizing the value and power of local expertise). Research tells us that when we 
develop the ability to effectively combine the wisdom, knowledge and concerns of all those involved, that 
we can achieve a much greater and more sustainable process of continuous quality improvement than 
we ever thought possible just a few years ago. The model proposed takes this research into account and 
offers its framework and recommendations accordingly.

The model is designed to reflect the complexity described above. Systemic interconnection is never easy 
to illustrate, in this case the use of bi-directional arrows that connects every dimension to the people in 
and working with the community is intended to convey that all the elements indicated are necessary 
to create and sustain strong and resilient systems that consistently provide quality patient and system 
experience in the context of continuous improvement. This is achieved by all working together to build 
trust, knowledge and the skills needed to work towards a mutually created vision for quality health care. 
Measurable and meaningful outcomes both demonstrate the efficacy and quality of a health care sys-
tem and define the goals for all who participate in it.

 WHO/A. Bhatiasevi



WHO/L. Keenan
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Generating  
the CEQ and  

underpinning model
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Aligning participant expectations, workshop process,  
content and outputs 

 Process

Once the workshop was officially opened and the workshop objectives, outputs and methodology were 
presented, participants were asked to draw a self-portrait and to briefly describe what aspects of their 
previous roles, experiences and strengths could be considered relevant to meeting the workshop objec-
tives and to share this with others.

Following introductions, participants were asked to consider what kind of values and behaviours would 
ensure that they would meet their objectives and reach a successful outcome. It was agreed that they 
would hold each other accountable to these “rules of engagement” which were displayed in a prominent 
position in the workshop room.

 Outputs 

Generating the CEQ  
and underpinning model
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 be kind

 be curious

 be caring

 connect with the heart

 don’t be judgemental

 value every thought

 listen and be open-minded

 exchange ideas

 be respectful and give time to understand others

 interact with each other

 allow space to reflect on the meaning of our learning

Exploring context and lessons learnt from  
the EVD outbreak in West Africa

 Process

A series of presentations in two parts with a discussion around a set of reflective questions. 

Participants were asked to note down their answers to the following questions which were used to 
generate discussion during the plenary: 

1.	 What questions (if any) were stimulated?
2.	 What insights (if any) emerged for you?
3.	 What resonated most with you?

Summaries of presentations

WHO, regional priorities:  
Mr Peter Phori, WHO Regional Office for Africa, Brazzaville

An overview was provided of how the WHO African Region is addressing new and 
re-emerging threats to public health. Examples and evidence were given of the regional 
burden of diseases and the major causes of health inequalities arising from the interac-

tion of social determinants of health. These included social, economic, demographic, environmental, and 
political factors that represent barriers for vulnerable or neglected populations to access quality health 
services across the life course. The Region is placing emphasis on reducing health inequities through 
actions addressing the social determinants of health and supporting the SDGs through various inter-
sectoral actions for health which include “health in all policies” and “whole-of-government” approaches, 
community engagement, social dialogue, and good governance for health. 

 Our rules of engagement
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The presentation also highlighted that the African Region has already established initiatives to integrate 
community engagement, monitor health inequities, and develop guidance on how to implement “health 
in all policies” so that the determinants of health can be addressed through multisectoral action. 

Finally, mention was made of the presentation of the health promotion strategy of the African Region 
2011-2022 to the Technical Resource Group (TRG) for the HPD unit which met before the CE framework 
development workshop. The TRG were invited to make inputs to the regional strategy and the WHO/AFRO 
forthcoming Biennium 2018-2019 programme budget plan. 

Some of the proposed activities made by the TRG were: the need to strengthen efforts in community 
engagement in response to health emergencies and outbreaks; coordination across sectors; strength-
ening health systems within the context of people-centred approaches; enhancing health literacy of 
programmes, projects, and policies beyond health; ensuring the contribution of programmes to health 
promotion (focusing on policy advocacy and community engagement) and social determinants of 
health (focusing on the causes of illness, NCDs risk factors, neglected tropical diseases, maternal and 
child health, etc.) 

The TRG also recommended documentation of country experiences on community engagement, with 
a focus on success stories, challenges, and opportunities in the African Region. This could be done by 
technical group writing workshops convened by WHO. 

WHO headquarter scoping review:  
Ms Isabelle Wachsmuth, WHO, Headquarters, Geneva

The findings from a WHO-HQ scoping review of community engagement to lay founda-
tions for future work by the WHO Service Delivery and Safety Department were presented. 
The scoping review was also used as preparation for the CEQ framework development 

workshop content and proceedings. This included: a) a desk and literature review to identify relevant 
interventions; b) an examination of WHO guidelines that contain recommendations on community level 
interventions; c) systematic reviews and single studies on community engagement through the use of 
specific databases (Author Mapper and Health Systems Evidence) or scientific journals; and d) structured 
interviews with 12 WHO programme focal points to get a deeper qualitative understanding of how WHO 
guidelines and strategies have been interpreted and implemented. 

The key findings and gaps were: a) there is no current model for community engagement that is robust 
enough to address public challenges and which will contribute to achieving public health objectives; b) 
there is a need to find alternatives to linear end-user engagement; c) the current design of CE interven-
tions do not take into account that engagement and resilience are dynamic processes - not states of 
being; d) CE research generally ignores the community of health professionals; e) CE research generally 
focuses on education and information, not on emotions and feelings; f) insufficient attention has been 
given to the development of CE processes that support an effective sustainability of practices; g) the 
dynamics between geopolitical communities and communities of practice of health professionals need 
to be explored to achieve effective engagement; h) the CE literature has not sufficiently investigated the 
impact of trauma histories on the quality of engagement. 

The overall conclusion from the WHO scoping review was that a community engagement model 
that is sufficiently robust does not exist, one that takes into account existing multiple entry points for 
engaging with communities and which recognizes the relative levels of power, voice, impact and 
opportunity for knowledge-sharing and relationship-building inside health systems.
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Quality and quality improvement in health services:  
Dr Kelello Lerotholi, Chief of Party Lesotho, USAID Applying Science to 
Strengthen and Improve Systems Project, Institute of Medicine, USA

“Quality”, in the context of health services, is defined as “the degree to which health 
care services for individuals and populations increase the likelihood of desired health 

outcomes”( ). Health systems are constantly striving to ensure that these desired health outcomes are 
attained. Approaches in this regard have evolved over time from the institution of quality assurance (QA) 
initiatives to the current focus on quality improvement (QI). The Institute for Healthcare Improvement (IHI), 
in the United States, has defined quality improvement as “a formal approach to the analysis of perfor-
mance and systematic efforts to improve it”. The context within which this process takes place is defined 
by the need to ensure that health systems conform to the following criteria: a) they are safe; b) they are 
effective; c) they have the patient as a focus (i.e., are patient-centred); d) they are timely; e) they are 
efficient and; f) they are equitable.

In summary, QI methodology works to ensure that the SYSTEMS and PROCESSES are in place to make sure 
that EVERY patient gets what they are supposed to get EVERY TIME they seek health services.

These finding highlighted the need for a comprehensive approach to community engagement that 
acknowledged a changing world, incorporated recent science and research to generate new evidence. 
In fact, many of the challenges outlined in a study conducted by Susan Rifkin in 1986 (where she reviewed 
200 case studies on community participation) still required attention 30 years later and strengthens the 
argument for fundamental shifts from within the health sector to people-centred and community com-
petent models with the capability and capacity for local contextualization and tailoring.
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March 
2017
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2016

Interviews with 12 
WHO programme 

focal points

Review of WHO 
Guidelines 
(GRADE) 

Literature  
review1.

Scoping and mapping of community engagement  interventions and practices

Survey of health promotion officers  
in all WHO Country Offices in the African Region3.

Assessing organizational capacities 

Assessment  and selection of WHO Collaborating Centres  
and academic institutions4.

Establishing a multidisciplinary and multi-professional network

Community, health sector, disciplinary, donor/aid agency,   
and WHO perspectives2.

Commissioning a synthesis of lessons learnt from Ebola 

WHO CEQ framework development: a systematic and structured approach
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The connection between resiliency and communities in the 21st Century: 
Professor John Parrish-Sprowl, Indiana University, Director, Global Health 
Communication Centre, USA

Community engagement is about the relationship between people, both within the 
community and between them, and the health care system. To achieve high quality and 

resilience in health care, all those involved must feel empowered to participate in it as full partners. Thus, 
to develop quality health systems, attention needs to be focused on the linkages between people with an 
eye on strengthening their skills and ability to achieve a common vision built on meaningful outcomes. How 
strong linkages are made can be explained and facilitated from a communication complex perspective. 
In this framework, communication is understood to mean more than the mere transfer of information; 
rather, it is a bioactive process that functions systemically both within the body and between people. 
From neuron to neighborhood, from synapse to society, communication holds the potential to create a 
receptive environment, one that builds trust and shared vision, or one that is reactive and destructive, 
undermining system and community performance. Good communication builds strong links between 
people, along with physically and mentally healthier people.

Lessons learnt from the Ebola virus disease response in West Africa

A further series of presentations were given that focused specifically on lessons learnt from the 2014 EVD 
response. Participants were invited to reflect on the three questions posed in session 2. 

Experiences from Guinea:  
Mr Issiaga Konate, WHO Country Office, Guinea 

The main lessons learnt from Guinea centred around culture and context and the impor-
tance of setting up transversal community engagement strategies across all response 
activities. In addressing hesitancy, it was important to simultaneously take into consider-

ation scientific logic and spiritual and religious beliefs. It was essential to create an enabling environment 
by properly mapping and engaging all stakeholders providing a continuum of care at the community 
level and to involve communities in setting up “self-isolation” (micro-cerclage) mechanisms to prevent 
further transmission of infection and to build trust between communities and health workers.

Some key messages were: listening to populations is essential; medical practitioners must have commu-
nity experience; national health policies, strategies and programmes must focus on community engage-
ment and promote community dialogue to rebuild trust with communities. Emphasizing health actions at 
the community level and integrating hygiene and handwashing was key.

In the future, Guinea will consider specific actions to integrate these lessons learnt in their health system 
strengthening strategy, specifically through the development of a national community health policy and 
the framework for implementation of the community health strategy. They will strengthen community 
dialogue through social networks, establish an integrated community health model with a minimum 
package of activities and come up with innovative solutions to the major issue of the social determinants 
of health through the multisectoral committee on health.

Experiences from Liberia:  
Dr Ruth Kutalek, Medical Anthropologist, Medical University of Vienna

One of the major lessons learnt from the Ebola response in West Africa was that often 
communities were involved too little, too late. Communities need to be engaged from 
the very beginning of a health emergency, and included in all aspects of the response. 
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Particular attention must be given to involving groups within communities that are often not visible or 
marginalized and not represented by institutions such as youth groups, etc. In terms of community en-
gagement methods, it is important to employ participatory approaches, and to give communities the 
power to decide on how best to be involved. One such example is to implement focus group discussions 
to empower groups and communities to influence decision processes e.g. when policy interventions are 
needed or concrete public health decisions are to be made.

It is equally important to provide the necessary resources (tools, knowledge, finances) and build com-
munity capacity outside of emergencies. Community engagement also means building democratic 
institutions in a community. Best practice examples were those that involved communities and helped 
them deal with trauma, stigma and other psychosocial side-effects of the disaster such as “community 
healing dialogues” in highly affected areas.

Experiences from Sierra Leone:  
Ms Asiya Odugleh-Kolev, WHO, Headquarters, Geneva

Major factors influencing community responses during the early stages of the EVD 
response were fear coupled with messaging-based communication approaches pro-
moting early diagnosis and care when services were not yet in place. This led to distrust 

between communities and health care providers. WHO, through a collaborative process, with the Ministry 
of Health and Sanitation (MOHS) in Sierra Leone, national and international partners and multi-disciplinary 
experts, piloted an initiative on compassionate communication and trust building between response staff 
and affected communities. The one-day training consisted of a technical video on how to understand 
and manage fear and an experientially-based learning programme to prepare response staff to engage 
with quarantined households, their neighbours, and manage what could often be difficult conversations 
and hostile reactions. 

The project encountered a number of internal and external biases and assumptions about the nature, 
content and purpose of the training programme, which delayed its implementation. The training had 
several innovative elements such as embedding engagement capacities and skills directly within critical 
surveillance functions such as contact tracing and case investigation. Evaluation showed that the train-
ing contributed to improving relationships between response staff and communities in a positive way. 
And that it helped bridge the differences in risk perception and risk management between response staff 
and Ebola-affected families and communities.

Synthesis of key documents from the EVD evaluation literature:  
Dr Steve Fawcett, Co-Director, World Health Organization Collaborating 
Centre for Community Health & Development, University of Kansas

The WHO Collaborating Centre team examined a selection of Ebola response literature, 
provided by WHO, for common themes and lessons learnt on community engagement. 

Several key challenges in community engagement were noted. First, the workforce for CE needs to be 
fully trained, on standby, and thoroughly familiar with the roles they are to play. Second, community 
engagement requires a clear and consistent communications strategy. Third, early and ongoing com-
munity engagement, and clear communications by trusted community members, can reduce rumors 
and resistance to intervention efforts. 

Some key inputs and facilitating factors that could help address these challenges included: a) forming 
partnerships to share resources and responsibilities for community engagement; b) encouraging open 
dialogue about community concerns—listening for problems and ideas for solution—can reinforce and 
strengthen community engagement, as well as improve the programme; c) develop a network of profes-



36

Fr
am

ew
o

rk
 D

ev
el

o
p

m
en

t 
W

o
rk

sh
o

p

sionals and technical support staff able to build national and local capacity for community engagement; 
and d) establish financial mechanisms to establish and sustain community engagement in all phases of 
the effort (e.g., set aside 10% of budget for community engagement activities). 

Recommendations for capacity-building and support structures included: a) Supports for community 
engagement should be context-specific, reflecting the potential capabilities of each community; b) 
community health councils, action committees, and other support structures can facilitate engagement, 
ownership, and influence of community members in efforts; c) build capacity and sustained leadership 
within community health councils through training and technical support for essential community pro-
cesses (e.g., assessment, planning, intervention); and d) partnership structures—including international, 
regional and local networks of partners—can improve coordination, efficiency, effectiveness, responsive-
ness, speed and scale. 

Other recommendations for implementation and monitoring and evaluation included: a) implementa-
tion teams should engage those with experience of the problem (e.g., Ebola survivors); b) engage those 
trusted in the community (e.g., village health workers, elders) in disseminating messages; c) effectively 
coordinate and plan with other sectors—e.g., government, NGOs—which is crucial at local, district, and 
national levels; d) social mobilization and community engagement (e.g., involving chiefs, elders, religious 
leaders, Ebola survivors) were critical in bringing about community/system changes, services provided, 
and accurate health communication that corresponded with bending the curve downwards in EVD rates; 
e) using an ongoing M&E system—with opportunities for sense-making by partners close to the reali-
ties—can contribute to understanding how activities contribute to engagement and improvement; and 
f) case studies examining the effects of collaborative action on indicators of success (e.g., participation, 
fuller implementation, outcomes) can help expand the evidence base about what works in community 
engagement and the conditions under which they work best.

The literature supports several conclusions about what it takes to ensure that CE contributes to improve-
ment with intended outcomes. First, to build long-term resilience, strengthen both health and community 
systems. Second, the community engagement team can help ensure the influence of community voices 
(e.g., adding the “dignified” aspect to “safe and dignified burials”). Finally, community engagement can 
have many advantages; including greater trust, better design of intervention/approach, fuller imple-
mentation, necessary adjustments in approach/implementation, reduced resistance/opposition, and 
community empowerment.

Community systems: Dr Ram Kumar Shrestha, Senior Improvement 
Advisor, Community Health and Nutrition, ASSIST/USAID project, 
University Research Co, LLC

Challenges for health care delivery service at the community level include health dispar-
ities, access to care, quality of care and health care costs. CHWs are uniquely positioned 

as liaisons between health facility and communities to help mitigate these challenges. To address the 
above challenges for CHWs to provide people-centered health services, ASSIST/USAID has developed a 
Community Health System Strengthening (CHSS) model.

Community Health System model is a remarkable innovation of a visual social system structure that pro-
vides a platform for community engagement and empowerment for coordinating services across com-
munities for long-term sustainability. In addition, this model involves managing various social activities, 
disasters and emergencies through informal and formal groups. The engagement of these community 
groups and the village committee provides a system for information communication and support and 
will help us develop the community system framework. 
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Local communities are not “empty vessels”. Health programmes need to understand and work with 
the existing community system. Even though implementers of health programmes call what they do 
“community engagement”, it is often initiated by outsiders and communities follow because of monetary 
incentives and not because they are fulfilling some need. We need: 

1.	 to explore the existing horizontal, not vertical, community system e.g. infrastructure, networks and 
relationships;

2.	 to develop a strategy that builds on what exists and strengthens the community system, if weak;
3.	 to build the capacity of the community system to fully engage e.g. selection, design and implemen-

tation of health care and services. 

The formal vertical health system is linked with the informal horizontal community system, by including 
health agents such as CHWs/CHVs from health facilities by including them as a member of the village 
committee. This link facilitates the flow of information and communication from household to community 
group, to community committee to formal health facility and vice versa. The application of the modern 
quality improvement approach helps strengthen linkages between community and health facility and 
thereby provide people-centered health care services.

 Outputs

Emerging issues from Day 1

 We need to build on what was there before and is present now

 We need to look at what exists in a different way based on what we know now

 The may mean defining a  new expanded and evolved role for Health 
Promotion and other professional cadres

 Trust has been a critical issue in the past wand will be an issue in future work 
with communities

 We need to understand the drivers and pre-requisites to work with 
communities (situational analysis and health system preconditions)

 Donor driven action is an issue

 Indicators of achievement need to be addressed and made meaningful

 Importance of participatory approach design (structure, content and practices)

 Importance of Ebola as a driver for revisiting how we work with communities 
and the concept of “community engagement”
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Defining the purpose and scope of the CE framework 

Orientating participants towards the task ahead 

 Process

Day 2 began with a reflection and focusing exercise. Participants were invited to stand in a circle. The 
facilitator threw a ball to one member of circle who had to catch it. The person who caught the ball was 
asked to share key takeaways from the previous day. Once the sharing had finished, the ball was thrown 
to someone else. This process was repeated until as many people as possible had shared their thoughts 
in the allotted time. 

 Outputs

Feedback from Day 1:

 We are building a sense of community able to accomplish the task ahead of us

 An appreciation for the wealth of knowledge in the room

 It helped me to reflect on what I need to do differently

 The background and context setting helped generate a feeling of “no fear” in 
what we are doing

 We need to be mindful of being practical in application

 I gained a deeper understanding of community experiences during the EVD 
response

 I enjoy the “corridor talk” as we explore, discuss and challenge each other

 There have been many ideas on community and community engagement all 
say that they should be at the centre of public health

 The methodology of the workshop is extremely helpful and facilitates the work

 I enjoyed the synthesis provided by Steve Fawcett

 No common definition of community engagement has been presented yet 
there has been a deepening understanding of EVD and the different levels/layers 
of engagement needed for effectively responding.

Health system and community linkages from provider and community 
perspectives

 Process

Participants were divided into two working groups. One group was assigned to look at linkage/interface 
points from the community perspective and the other to look at linkage/interface points from the health 
service/programme perspective.
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 Outputs from Group Work

Group 1: Inter-linkages from a community perspective

The group defined community as a group with clearly defined boundaries. Communities are orga-
nized with clear decision-making structures. These structures have protectionism functions and 
share common concerns. The entry points in terms of CE must be the recognition of significant lead-
ers in the community, namely chiefs, traditional leadership, political leadership, religious leadership 
and charismatic leaders. There are also formal and informal groups to engage with during CE. At the 
same time CE practitioners must realize that issues like beliefs and some traditions do not change, or 
take time to change. There is a need to understand the nature of engagement vis-a-vis the condition 
at hand. Some conditions require urgency, whilst some might allow longer iterative engagement 
over time. Capacity-building and CE should be intertwined. The CE framework needs to be dynamic 
and adaptable to all situations. Trust emerged as one important ingredient for CE.

Group 2: Inter-linkages from a health service/progamme perspective

The group identified formal and passive linkages between health services and communities. Formal 
linkages were through physical settings e.g. health centres and other infrastructures, professional 
linkages were through health teams who interacted with communities, basic service providers, and 
human linkages through listening, showing empathy, and communication. It was acknowledged 
that communication goes both ways and communities needed to be involved at all levels. Power 
affects the relationship and interaction between health services and communities. As the health 
setting becomes less informal, the community shifts from being passive to more active. The was a 
recognition that service providers are concerned with implementing policy, standards, guidelines, 
and the organization of services and resources, and may not address the conditions under which 
they carry out their technical work. Governance and accountability are important as there are key 
accountability mechanisms and strategies that communities can activate in the citizen-state rela-
tionships and roles. 

Decision point: the purpose and scope of the CEQ framework

The outputs from the previous session recognized formal and informal connections between health 
services/programmes and communities. In fact, multiple communities existed within and between health 
and community systems. These communities could be permanent, temporary or virtual but were inter-
dependent and systemically linked. Interlinked communities needed to be responsible and accountable, 
not only to their own members, but also to members of other communities that could be affected by 
their actions. Understanding and addressing how power, prejudice and bias affect individual and group 
decision-making will be an important component of the CEQ framework.

The scope of the CEQ framework was therefore determined by two aspects:

1.	 Public health objectives of improving the quality of services, ensuring people-centred care and 
approaches, and contributing to the resilience of health systems and local communities; and 

2.	 Addressing the shaded area in the Venn diagram – the interface points between health systems 
and communities.
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Developing a definition of community engagement for quality, 
integrated, people-centred and resilient health services 

Exploring what community engagement is, is not, or could be

Once the scope and purpose of the CEQ framework had been decided on, attention turned towards de-
veloping a definition of community engagement. Several sources were considered and the most author-
itative source was the definition stated in the NIH publication “Clinical and Translational Science Awards 
Consortium Community Engagement Key Function Committee Task Force on the Principles of Community 
Engagement” (second edition). This was considered alongside a simplified definition developed by WHO 
in a preliminary context-setting paper for the SDS department.

 Process

A three-step process was followed.

Step 1: Participants were divided into three groups. Each group was given a statement that they had to 
complete in a brainstorming session. Time was given for the statements to be reviewed and an oppor-
tunity provided for further inputs.

Step 2: Each group was given the same task and were asked to develop their own definition of community 
engagement taking into account a) the scope and purpose of the CEQ framework b) the findings from 
step 1 and c) the definitions from the NIH and WHO.

Interdependence

Multiple communities 
systemically linked

QUAlity People-centred resilience

Power

Pre-conditions & pre-requisites

Pre-conditions 
for engagement

Pre-conditions 
for engagement

Communities 
and local 
systems

Health 
System

communication 
processes 
practices

A diagram to illustrate the scope of the CEQ framework
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Step 3: In plenary session, each group was then asked to comment on what they liked about definitions of 
the other two groups. This was followed by a consensus-generating discussion.

 Outputs from Group Work

Community engagement is...

•	 talking to each other
•	 an interactive participatory process
•	 human interaction
•	 basic school of democracy
•	 community-directed action
•	 sharing information to achieve a goal
•	 good!
•	 power to the community

•	 solidarity between members
•	 conscious involvement in collective life and 

problem-solving
•	 a state of mind
•	 self-governance and organization
•	 empowering communities to own 

programmes
•	 having people on board

Community engagement is not...

•	 isolate
•	 donor-driven
•	 a panacea for social development
•	 community involvement 
•	 community participation
•	 deciding for the community
•	 an activity
•	 an overnight process
•	 easy to achieve
•	 bad 
•	 power over

•	 teaching communities
•	 everything needed to influence community 

outcomes
•	 a business
•	 distribution of vaccines
•	 dictatorship of health service providers’ 

ideas on to recipients 
•	 a top-down approach
•	 telling people what to do
•	 considering communities as passive
•	 a one-way process

Community engagement could be...

•	 part of the decision-making process to 
improve health conditions

•	 a precious actor of social solidarity
•	 effective collective intelligence 
•	 innovative and disruptive for health systems
•	 social entrepreneurs
•	 community empowerment
•	 community ownership
•	 building community resilience 
•	 accountability

•	 platform for equal partnering and 
engagement 

•	 beneficial to communities 
•	 change agents
•	 community development 
•	 an effective supportive force for health 

programmes
•	 a way of acting on the social determinants 

of health
•	 a philosophy, a state of mind, a collective 

effort
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Decision point: definition of “community engagement” for quality, 
integrated, people-centred and resilient health services

Definition of community engagement for quality, integrated, people-centred and resilient health services:

Community engagement is a process of 
developing relationships that enable stakeholders 
to work together to address health-related issues 
and promote well-being to achieve positive health 

impact and outcomes.”

The following caveats were agreed:

•	 Stakeholders comprise multiple communities that could include, community members, patients, 
health professionals, policy-makers and other sectors.

•	 Desired relationships are characterized by respect, trust and purpose.
•	 Health-related issues include public health events such as emergencies.

Building the community engagement framework and model

Orientating participants towards the task ahead

 Process

Day 3 began with an appreciation and validation exercise that acknowledged and affirmed the resources 
held by each individual that were being used and made available as a collective resource for the group. 
Participants were asked to put their names at the top of a piece of blank paper. They were then asked 
to hand their piece of paper to someone else. Each person then wrote a statement that recognized a 
positive skill/ability/characteristic that they had observed about that person during the previous two days, 
something that they had appreciated. Once everyone had completed a statement for each participant, 
each paper was returned to their originators. 

Assembling the building blocks: Disciplinary and practitioner perspectives

 Process

Participants divided themselves into two working groups. One group worked on the CE framework and 
another group focused on developing the framework building blocks. 

Both groups were asked to consider the discussions and developments during the first two days of the 
workshop to guide their thinking and discussions. At key intervals, opportunity was provided for both 
groups to present their efforts so far, ask questions and then incorporate any insights and revisions into 
their deliberations moving forward. 
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In addition, a set of resources were shared as reference materials (see annex 3). 

Measuring success

 Process

Participants were divided into groups to consider what success might look like and what changes would 
be observed if the CE framework was implemented.

 Outputs from Group Work

What would we see?

•	 Changes in health/social conditions and health systems
•	 Communities taking action 
•	 Communities being empowered
•	 Responsiveness of health services and systems (all)
•	 Improvements in communication, coordination, trust (mutual), relationships, leadership, 

ownership, collaboration.

How would we know?

•	 Increased and proactive community action on health issues
•	 Communities applying learning and taking on action on further issues 
•	 Community mobilizing its own resources 
•	 Changed decision-making, communication and practice 
•	 Health system agenda changes to reflect community agenda
•	 Services and programmes able to build and maintain trust and articulate and achieve co-

produced objectives and goals. 

Model development group Framework generation group
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Considerations for country 
ownership, adaptation and 
implementation 
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Considerations for country ownership, 
adaptation and implementation 

This session focused on introducing the CEQ framework at the country level and on how to effectively en-
gage key stakeholders on the utility and added value of the framework to national quality improvement 
efforts, as well as generating ownership. Key areas to consider and plan for were:

1. Identify institutions and conduct a desk review of relevant 
national documents

•	 Ensure lead agencies are briefed and are committed to introducing the CEQ
•	 Understand the local context e.g. organization of health services, stakeholder and imple-

menting partners, human resource development strategy and plans etc.
•	 Assess the extent to which some components of the framework exist and are already being 

implemented
•	 Conduct a stakeholder analysis (primary, secondary and tertiary… include social scientists)

2. Prepare institutions and develop a strategy for introduction

•	 Use the stakeholder analysis to understand the different levels of introduction and develop 
tailored strategies

•	 Work through existing partnership mechanisms and co-develop tailored introduction and 
engagement strategies 

3. Considerations for CEQ implementation strategies 

•	 Establish coordination and implementation mechanisms (focal points/teams/task force)
•	 Identify champions at different levels of the system
•	 Design a phased Implementation (collaborative in nature) with scale-up as the goal 
•	 Embed mechanisms for continuous monitoring of progress 
•	 Set up periodic learning and sharing sessions. 

Widespread skill (in engagement)  
is truly the underpinning of empowerment 

that in turn enables the strongest and most 
resilient system.”



46

Fr
am

ew
o

rk
 D

ev
el

o
p

m
en

t 
W

o
rk

sh
o

p

46

Fr
am

ew
o

rk
 D

ev
el

o
p

m
en

t 
W

o
rk

sh
o

p

Next steps

WHO/S. Gborie
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Next steps

Workshop report 

•	 WHO to draft and circulate the CEQ workshop report for review and finalization with work-
shop participants 

•	 WHO AFRO and headquarters to circulate it among relevant technical units and invite feed-
back

Piloting of the CEQ framework

•	 Seek opportunities to pilot the CEQ through existing partnerships and develop detailed im-
plementation plans

•	 Contribute to global knowledge and learning
•	 WHO, with the Regional Technical Resource Group of HPD, to develop peer-reviewed papers 

for publishing
•	 WHO, with the Regional Technical Resource Group to develop a case study for the WHO 

Global Learning Laboratory for Quality (GLL) 

Sharing resources

•	 WHO headquarters to share workshop documents with participants and invite participants 
to join the global community of practice for community engagement under the Integrated 
People-Centred Health Services Platform
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WHO/L. Keenan
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Annexes
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Community Engagement Framework Development Workshop 
Cape Town, S. Africa, 22nd-24th March, 2017

Time Title/description Purpose Methodology

DAY 1

09.00-10.30

Session 1: 
Opening ceremony  
Welcome and Introductions, Prof. Davison 
Munodawafa
Dr Ed Kelley, Director SDS, HQ (taped 
message)
Overview of the workshop, Ms Asiya 
Odugleh-Kolev
Setting and clarifying expectations
Evaluation, Ms Isabelle Wachsmuth

•	 Answer the question Why are 
we here? Define the scope for 
workshop

•	 Describe the working methods 
and process for the workshop to 
achieve the objectives

•	 Support ownership and 
co-development of the process

Verbal welcome 
Presentation and ice 
breaker 
Rules of 
engagement for the 
workshop 
Personal objectives

11:00-12:30

Session2: Exploring context
11:00-11:15 WHO, Regional priorities, Prof. 
Davison Munodawafa/Mr Peter Phori
11:15-11:30 WHO CE scoping, Ms Isabelle 
Wachsmsuth
11:30-11:45 Quality and quality 
improvement in health services, Dr Kelello 
L.M. Lerotholi
11:45-12:00 The connection between 
resiliency and communities in the 21st 
Century, Prof. John Parrish-Sprowl

•	 Focus collective attention
•	 Frame the context in which a CE 

framework is being developed
•	 Explore what is meant by quali-

ty, integration and resilience
•	 Acknowledge existing assump-

tions and paradigms 
•	 Identify the big questions that 

need to be answered 

Plenary 
presentations and 
Working groups 

13:30-15:00

Session 3: Lessons learned from the Ebola 
Virus Disease response in West Africa
13:30-13:45  Synthesis of key documents, Dr 
Steve Fawcett
13:45-14:00 Guinea experiences, Mr Issiaga 
Konate 
14:00-14:15 Liberia experiences, Dr Ruth 
Kutalek 
14:15-14:30 Sierra Leone experiences, Ms 
Asiya Odugleh-Kolev

•	 Explore and understand 
experiences of community 
engagement in the EVD  
response 

•	 Identify key lessons learned 
from multiple perspectives 

Plenary 
presentations

15:30-16:30
Session 4: Identifying opportunities for 
and barriers to engagement

•	 Identify key connections and 
priority linkage points  between 
health systems and service 
users 

Working groups

16:30-17:30
Session 5: The CE framework 
Step: Purpose and architecture

•	 Start the process of assembling 
the CEF

Plenary presentation 
and 
Working groups

17:30 Wrap up of Day 1

Annex 1
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DAY2

08:30-09:00 Review of Day 1

09:00-10:30

Session 5: The CE framework 
Step 2: Disciplinary and 
practitioner perspectives on 
the CEF

•	 Bring together disciplinary and practitioner 
perspectives and needs to develop a robust 
the theoretical underpinning and a model to 
guide CEF development and implementation

Moderated panel 
discussion

11:00-12:30
Session 5: The CE framework
Step 3: CEF building blocks

•	 Construct the building blocks of the CEF Working groups

13:30-15:00
Session 5: The CE framework
Step 3: CEF building blocks 
continued

•	 Construct the building blocks of the CEF Working groups

16:00-17:30
Session 5: The CE framework
Step 4: Measuring success

•	 Begin to construct an M&E framework Presentation and
Working groups

17:30 Wrap up of Day 2

DAY3

08:30-09:00 Review of Day 2

09:00-10:30

Session 5: CE Framework
Step 6a: Country Ownership 
part 1: Adaptation and 
implementation 

•	 Address factors that will affect/influence 
implementation at country level

Working groups

11:00-12:30
Session 5: The CE framework
Step 6b: Country ownership 
part 2: developing 

•	 Develop guidance/recommendations to 
support country adaptation, uptake and 
implementation

Role play

13:30-15:00

Session 5: The CE framework
Step 6c: Country ownership 
part 2: Supporting processes 
and mechanisms

•	 Identify supporting/enabling processes and 
mechanisms for introducing and imple-
menting the CE framework

Working groups

15:30-16:00
Session 5: The CE framework
Step 7: The narrative 

•	 Develop a clear and common narrative for 
the CEF

Working groups

16:00-16:30
Session 6:
Next steps, closing remarks 
and evaluation

•	 Opportunity to provide feedback, measure 
achievements against the expectations 
identified on Day 1

Moderated plenary

16:30 Close
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List of participants 

Name Title/position Country Email

Dr Mohammed 
Belhocine

Public Health expert/ 
Retired WHO Representative Algeria mohbelho@gmail.com

Dr Ruth Kutalek Medical Anthropologist,  
Medical University of Vienna Austria ruth.kutalek@meduniwien.ac.at

Dr David Houeto Health Promotion Expert Benin dhoueto@yahoo.fr

Ms Melbe Birengo Community Development  
Specialist & SALT practitioner Kenya mvilika@gmail.com

Dr Diarra Tieman Community Health Expert Mali jaraceman@yahoo.fr

Dr Cheick Kone Ouma M&E Expert on Community 
engagement Mali

cheickoumarml@hotmail.fr

cheickoumarml@gmail.com

Professor Hans Onya Director, Health Promotion 
and HEAIDS programmes South Africa Hans.Onya@ul.ac.za

Professor John 
Parrish-Sprowl

Director, Global Health 
Communication Center and 
Professor of Communication 
Studies

USA johparri@iupui.edu

Professor Collins 
Airhihenbuwa

Dean, School of Public Health  
& Social Justice USA airhihenbuwaco@slu.edu

Dr Stephen Fawcett

Co-Director, World Health 
Organization Collaborating 
Centre for Community Health  
& Development

USA sfawcett@ku.edu

Mrs Caroline Mubaira
Deputy Country 
Representative Results-based 
Community Interventions

Zimbabwe
carolmubaira@gmail.com
Caroline.Mubaira@
zw.crownagents.com

Annex 2

mailto:mohbelho%40gmail.com?subject=
mailto:ruth.kutalek%40meduniwien.ac.at?subject=
mailto:dhoueto%40yahoo.fr?subject=
mailto:mvilika%40gmail.com?subject=
mailto:jaraceman%40yahoo.fr?subject=
mailto:cheickoumarml%40hotmail.fr?subject=
mailto:cheickoumarml%40gmail.com?subject=
mailto:Hans.Onya%40ul.ac.za?subject=
mailto:johparri%40iupui.edu?subject=
mailto:airhihenbuwaco%40slu.edu?subject=
mailto:sfawcett%40ku.edu?subject=
mailto:carolmubaira%40gmail.com?subject=
mailto:Caroline.Mubaira%40zw.crownagents.com?subject=
mailto:Caroline.Mubaira%40zw.crownagents.com?subject=
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Partners

Name Title/position Country Email

Dr Kelello Letotholi

USAID Applying Science to Strengthen 
and Improve Systems Project

Chief-of-Party

Lesotho klerotholi@urc-chs.com

Dr Ram Kumar 
Shrestha

Senior Improvement Advisor, 
Community Health and Nutrition, 
ASSIST/USAID project, University 
Research Co, LLC

USA rshrestha@urc-chs.com

WHO Secretariat

Title/position Country Email

WHO Country 
Offices

Mr Eugene Mahlehla 
National Professional Officer,  
Health Promotion

South 
Africa mahlehlae@who.int

Mr Issiaga Konate 
National Professional Officer,  
Health Promotion

Guinea konatei@who.int

WHO/AFRO/HPD

Dr Davison Munodawafa 
Programme Manager, Health 
Promotion and Social Determinants

Congo munodawafad@who.
int

Mr Peter Phori 
Technical Officer, Health Promotion 
and Social Determinants

Congo phorip@who.int

Ms Marthe Rasoanirina 
Administrative Assistant Congo rasoanirinam@who.int

WHO/HQ/HIS/
SDS

Ms Asiya Odugleh-Kolev 
Technical Officer, Community  
and Social Interventions 

Switzerland oduglehkoleva@who.int

Ms Isabelle Wachsmuth 
Technical Officer,  
Innovation for Service Delivery

Switzerland hugueti@who.int

mailto:klerotholi%40urc-chs.com?subject=
mailto:rshrestha%40urc-chs.com?subject=
mailto:mahlehlae%40who.int?subject=
mailto:konatei%40who.int?subject=
mailto:munodawafad%40who.int?subject=
mailto:munodawafad%40who.int?subject=
mailto:phorip%40who.int?subject=
mailto:rasoanirinam%40who.int?subject=
mailto:oduglehkoleva%40who.int?subject=
mailto:hugueti%40who.int?subject=
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Annex 3

A guide to developing community engagement frameworks for action on 
the social determinants of health and health equity: National Collaborat-
ing Centre for Determinants of Health (NCCDH), St Francis Xavier University,  
Canada.

http://nccdh.ca/images/uploads/Community_Engagement_EN_web.pdf

The architecture and effect of participation: a systematic review of com-
munity participation for communicable disease control and elimination. 
Implications for malaria elimination; Atkinson et al. Malaria Journal 2011, 
10:225

http://www.malariajournal.com/content/10/1/225

Community engagement to reduce inequalities in health: a systematic 
review, meta-analysis and economic analysis; O’Mara-Eves et al; Public 
Health Research Volume 1, issue 4, November 2013, ISSN 2050-4381

https://www.ncbi.nlm.nih.gov/books/NBK262817/

Core competencies for public health professionals; The Council on Link-
ages between Academia and Public Health Practice: 

http://www.phf.org/programs/corecompetencies

Participation Models, Citizens, Youth, Online: Creative Common: 

http://www.nonformality.org/wp-content/uploads/2011/07/Participa-
tion-Models-20110703.pdf

Principles of community engagement: Clinical and Translational Science 
Awards Consortium; Community Engagement Key Function Committee 
Task Force on the Principles of Community Engagement: NIH Publication 
No 11-7782, June 2011

https://www.atsdr.cdc.gov/communityengagement/

Time to Listen Hearing People on the Receiving end of Aid: Anderson et Al: 
CDA Collaborative Learning Projects, December 2012 

http://www.alnap.org/resource/8530

A Guide to Community enGAGement FrAmeworks 
For ACtion on the soCiAl determinAnts oF 

heAlth And heAlth equity 

Participation Models

A chase through the maze

Citizens, Youth, Online

July 2011

PR I NCIPL E S OF

COMMUNITY ENGAGEMENT
SECON D EDI T ION

Clinical and Translational Science Awards Consortium

Community Engagement Key Function Committee Task

Force on the Principles of Community Engagement

Mary B. Anderson 
Dayna Brown
Isabella Jean

TIME TO LISTEN 
Hearing People

on the Receiving End 
of International Aid

TIM
E TO

 LISTEN  
H

earing People on the Receiving End of International A
id

M
ary B. A

nderson  |  D
ayna Brow

n  |  Isabella Jean

CDA Collaborative Learning Projects
17 Dunster Street, Suite 202
Cambridge, MA 02138
+1-617-661-6310
info@cda-collaborative.org
www.cda-collaborative.org 

TIME TO LISTEN Hearing People on the Receiving End of International Aid

“Time to Listen is both radical and practical. Refreshingly, the authors challenge 
the dominant delivery system approach to international assistance and its behav-
iours, relationships, procedures and patterns of power. This leads to an insight-
ful and practical agenda. All who are engaged with international assistance—
whether as politician, policy-maker, offi cial, consultant, volunteer, technical 
expert, practitioner, analyst, activist or fi eld worker in aid agency, government, 
foundation, NGO, social movement, academia, the private sector or elsewhere 
—should hear, take to heart, and act on the voices and ideas in this book. Igno-
rance or lack of ideas of what to do can now never be an excuse.” 

- Dr. Robert Chambers, Institute of Development Studies

“The international aid system has failed to align its policies with the realities on 
the ground; this has led to a failure of development assistance in Afghanistan.  
Time to Listen addresses these issues head-on by relaying valuable information 
from those affected in the fi eld...the voices represented here offer powerful in-
sight that cannot be ignored.” 

- Mohammad Ehsan Zia, Former Minister of the Afghanistan Ministry 
of Rural Rehabilitation and Development

“These voices tell us about an international aid system which is seriously mis-
aligned with the way communities go about their business, to the point of being 
almost dysfunctional despite its good intentions. This important book calls for a 
paradigm shift and shows that it is possible to support people who are poor to 
make their own decisions, rather than giving them the goods that aid agencies 
think they need.”  

- Dr. Johan Schaar, Co-Director, Vulnerability and Adaptation Initiative, World Resources Institute 

“This book is a must read for all those involved in international aid. The authors 
share the experiences, ideas and insights of many people in many countries to 
tell a challenging and unsettling story about the way international assistance 
adds up - or, doesn’t. It is important that all of us who provide goods and ser-
vices across the globe hear these messages. Too often, assistance providers have 
become so focused on effi cient delivery that we are unable to hear the priorities 
of “recipients.” I am struck by the systematic analysis of the way that the focus 
on procedures and a delivery mind-set are often counter-productive. Indeed, this 
book should make us listen - and then act. It provides a positive message that we 
can improve and real guidance about we need to do.”  

- Nan Buzard, Senior Director, International Response & Programs, 
American Red Cross, and Chair of ALNAP

CDA Collaborative Learning Projects
17 Dunster Street, Suite 202
Cambridge, MA 02138
+1-617-661-6310
info@cda-collaborative.org
www.cda-collaborative.org 

http://nccdh.ca/images/uploads/Community_Engagement_EN_web.pdf
http://www.malariajournal.com/content/10/1/225
https://www.ncbi.nlm.nih.gov/books/NBK262817/
http://www.phf.org/programs/corecompetencies
http://www.nonformality.org/wp-content/uploads/2011/07/Participation-Models-20110703.pdf
http://www.nonformality.org/wp-content/uploads/2011/07/Participation-Models-20110703.pdf
https://www.atsdr.cdc.gov/communityengagement/
http://www.alnap.org/resource/8530
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Annex 4

Participant quotes:

The workshop had a mix of people with different skills. The mix made for rich 
contributions. Though at times, some found difficulty in giving up their points, 

generally there was convergence of ideas. The sessions were enriching and 
thought-provoking. Follow-up sessions based on the work are on-going and 

refining the model will be useful. Better skill is how we will jointly apply the 
framework.”

Community engagement is a form of democratizing institutions. When we 
propagate CE in crisis situations, we have to be aware that this might change 
the way we do things, e.g. epidemiology (e.g. quarantine); empowering people 
to come to their own decisions, what is useful and what is not, might lead us 

in directions not anticipated before. CE might have an impact on how we deal 
with our partners too.”

Concepts of “community” and “village” should be re-thought, what about urban 
and semi-urban areas? Health centre committees are present in almost all 

villages, so could be used as the first contact point.”

A reflective set of questions were 
provided to participants before the 
workshop to consider each session. 
The key questions were:

1.	 What was/were the most im-
portant thing(s) that you got 
from the session? 

2.	 What did you think about the 
content of the session? 

3.	 What were the key points that 
were made? 

4.	 What was there in this session 
that was of relevance to you? 

5.	 What could you apply to your 
own context and how? 

6.	 What do you want to follow up on 
from this session and how? 

7.	 How does the content of this ses-
sion relate to your assignment?

Follow-up needs were: 

•	 Financial resources and technical support from 
WHO and partners

•	 Assurance of continuity and access to the WHO 
team for continuing discussion on the framework

•	 Learning by intensive exchanges
•	 More guidance for the key processes/elements 

and how to implement them
•	 Common templates/frameworks and 

documenting for experiences telling the story of 
CE

•	 Apply knowledge and skills acquired in order to 
advance implementation of CE framework for 
attainment of sustainable development goals 
“without leaving anyone behind”

•	 Continue with this process
•	 Promote human resources in community 

engagement
•	 Be sure that community engagement efforts will 

be done at local, national and global levels
•	 Capacity-building and monitoring and evaluation 

of CE efforts.
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