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Abbreviations 

AAR After Action Review 

CBO Community-Based Organization 

CFAS Community Feedback and Alert System 

CHC Community Health Committee 

CHP Community Health Promoter 

CHMT County Health Management Team 

CIDP County Integrated Development Plan 

CLM Community-Led Monitoring 

COVID-19 Coronavirus Disease 2019 

CSO Civil Society Organization 

FBO Faith-Based Organization 

GC8 Global Fund Grant Cycle 8 

GoK Government of Kenya 

IHR International Health Regulations 

KEMRI Kenya Medical Research Institute 

MEL Monitoring, Evaluation, and Learning 

MoH Ministry of Health 

M&E Monitoring and Evaluation 

NAPHS National Action Plan for Health Security 

NDOC National Disaster Operations Centre 

NGO Non-Governmental Organization 

NPHI National Public Health Institute 

PHEOC Public Health Emergency Operations Centre 

PHC Primary Health Care 

PPR Pandemic Preparedness and Response 

RCCE Risk Communication and Community Engagement 

SECU Stakeholder Engagement Coordination Unit 

SOP Standard Operating Procedure 

TB Tuberculosis 

TWG Technical Working Group 

UHC Universal Health Coverage 



 

1. Background and Context 

The COVID-19 pandemic underscored the indispensable role of communities in safeguarding 

national health security. Across Kenya, communities acted as first responders by mobilizing and 

disseminating information, facilitating case management, supporting contact tracing and 

surveillance, and helping to dispel misinformation that threatened the effectiveness of public 

health measures. Their proximity to the population and ability to mobilize quickly made them a 

crucial component of the national response. However, despite their active contribution on the 

frontlines, their involvement in governance, policy formulation, and decision-making processes 

was largely ad hoc, fragmented, and insufficiently recognized in formal pandemic preparedness 

and response frameworks. 

Kenya’s establishment of the National Public Health Institute (NPHI) marks a significant milestone 

toward strengthening institutional coordination for health security. The NPHI is envisioned as the 

central body responsible for disease surveillance, emergency preparedness, and rapid response 

coordination. Importantly, it offers a unique opportunity to embed community and civil society 

engagement within national and subnational governance structures. Through the NPHI, Kenya 

can develop mechanisms that ensure communities are not just beneficiaries but also active 

participants in shaping public health decisions, contributing to data collection, and informing 

policy development through community-led insights and accountability systems. 

Nonetheless, challenges persist. Kenya has yet to fully institutionalize community engagement 

within its pandemic preparedness and response governance framework. While various 

community structures exist—such as community health committees and local civil society 

networks—these platforms are often underfunded, lack formal mandates, and operate without 

consistent linkages to national decision-making systems. The absence of clear financing 

mechanisms and structured engagement frameworks limits the realization of a whole-of-society 

approach to preparedness and response. Without addressing these gaps, Kenya risks continuing 

a pattern where communities remain peripheral actors in policy and planning, rather than being 

integral partners in building resilient and inclusive public health systems. 

2. The Problem: Fragmented and Unequal Participation 

Despite the proven leadership and resilience of communities in public health crises, their 

participation in pandemic preparedness and response governance in Kenya remains fragmented, 

inconsistent, and often symbolic rather than substantive. Communities have played pivotal roles 

in surveillance, social mobilization, advocacy, and risk communication—particularly during the 

COVID-19 pandemic—where they were instrumental in tracing contacts, sharing information, 

addressing myths, and supporting local response initiatives. However, their involvement in formal 

governance and policy structures has not been systematically institutionalized, resulting in 

unequal power dynamics between national authorities, technical agencies, and grassroots actors. 

One of the core challenges lies in the absence of a clear and formal framework for community 

representation within national and county-level public health decision-making structures. While 

Kenya’s Public Health Act and the Community Health Policy recognize the role of communities 

in health system governance, there is limited operational guidance or legal mandate to define 



 

how community voices are integrated into pandemic preparedness and response mechanisms. 

This gap has left community networks, civil society organizations (CSOs), and grassroots actors 

without structured entry points to influence policies or participate meaningfully in decision-

making forums. 

Funding constraints further exacerbate this inequality. Community engagement is often treated 

as an activity rather than a strategic investment, with minimal budget allocations dedicated to 

sustaining community platforms, dialogues, and accountability processes. As a result, community 

health committees and CSO coalitions frequently operate on short-term donor-funded projects 

without predictable financial support from the national or county governments. This dependence 

undermines sustainability, limits participation during inter-epidemic periods, and weakens 

continuity in engagement and advocacy. 

Weak feedback and accountability mechanisms also persist. In many instances, communities 

contribute valuable data through participatory monitoring and surveillance initiatives, yet the 

findings are rarely integrated into formal health information systems or policy reviews. The 

absence of feedback loops means that communities often do not receive responses to the issues 

they raise, leading to frustration, reduced trust, and a perception that their input is undervalued. 

In addition, inadequate investment in community-level data systems has hindered evidence-

based decision-making. Many community monitoring tools remain paper-based and 

disconnected from national health information platforms, limiting the visibility of community-

generated evidence in official planning and response processes. This disconnect results in 

delayed response to local outbreaks, duplication of efforts, and inefficient allocation of resources. 

Ultimately, these systemic gaps reinforce a top-down approach to pandemic preparedness and 

response, where communities are viewed as implementers rather than co-decision-makers. This 

imbalance reduces community ownership of interventions, slows emergency response times, and 

weakens the overall resilience of Kenya’s health security system. Without intentional reforms to 

institutionalize community participation, Kenya risks perpetuating an exclusionary model that 

undermines its ability to build a truly inclusive, adaptive, and people-centered health security 

architecture. 

3. Why Community Inclusion Matters 

Community inclusion in Pandemic Preparedness and Response (PPR) governance is not merely 

a matter of participation—it is a cornerstone of effective, equitable, and sustainable health 

security. Inclusive governance ensures that preparedness and response measures are designed 

and implemented in ways that reflect the realities, priorities, and capacities of the people most 

affected. It transforms communities from passive recipients of interventions into active partners 

and co-owners of public health strategies. 

When communities are meaningfully included, preparedness and response measures become 

more responsive to local needs and social dynamics. Communities possess deep contextual 

intelligence—an understanding of local traditions, beliefs, power structures, and daily realities—

that enables the design of interventions that are culturally sensitive, socially acceptable, and 



 

practically feasible. Their involvement helps tailor communication strategies, ensuring that 

messages resonate with diverse populations and reach marginalized groups that are often 

excluded from mainstream channels. This kind of localized knowledge is particularly critical in 

rural and informal settlement contexts, where conventional health systems may have limited 

reach. 

Community inclusion also enhances trust—a critical ingredient in effective crisis response. During 

public health emergencies, trust determines whether communities comply with public health 

measures, report cases, and participate in surveillance and vaccination programs. When 

communities are engaged in governance and decision-making, they perceive public health 

actions as legitimate and fair, leading to higher levels of cooperation and collective action. 

Conversely, exclusion breeds mistrust, misinformation, and resistance, which can derail even the 

most well-intentioned response efforts. 

In addition, inclusion strengthens early detection and rapid response systems. Community-based 

structures, such as community health volunteers, local surveillance teams, and traditional 

leadership networks, often detect outbreaks or unusual health patterns long before they appear 

in formal reporting systems. Empowering these actors with resources, training, and decision-

making authority enables early warning systems that are timely, accurate, and community-driven. 

Furthermore, meaningful community engagement promotes transparency and accountability 

within PPR governance. Communities can monitor the effectiveness of interventions, report 

service delivery gaps, and provide feedback to authorities, fostering a two-way accountability 

mechanism between citizens and institutions. This approach not only improves the quality of 

response but also builds long-term public confidence in the health system. 

Finally, inclusion ensures the sustainability of public health systems. When communities are 

involved in shaping and overseeing preparedness and response efforts, they develop ownership 

and a sense of shared responsibility for health outcomes. This ownership supports long-term 

behavior change, sustains public health gains beyond emergency periods, and contributes to 

resilient systems that can adapt to future crises. 

In essence, community inclusion transforms PPR governance from a centralized, reactive system 

into a participatory, adaptive, and people-centered framework—one that leverages the collective 

knowledge, networks, and capacities of all actors to protect and promote public health for all. 

4. Policy and Institutional Opportunities 

Kenya’s evolving health governance framework presents a timely and strategic opportunity to 

formalize and institutionalize community inclusion within Pandemic Preparedness and Response 

(PPR) governance. Over the past few years, the country has enacted several key policy and 

legislative reforms aimed at strengthening public health systems, decentralizing decision-making, 

and promoting multisectoral coordination. These reforms collectively provide a solid foundation 

for embedding community voices, structures, and accountability mechanisms in national and 

subnational health security systems. 



 

4.1. The National Public Health Institute (NPHI): 

The establishment of the National Public Health Institute marks a transformative step toward a 

more coordinated and resilient public health system. The NPHI is designed to serve as the 

technical and coordination hub for surveillance, research, and emergency response in Kenya. Its 

mandate aligns closely with the need for inclusive governance, as it seeks to bring together 

diverse stakeholders—including government entities, academia, civil society, and communities—

to strengthen health security. The NPHI’s coordination role provides an institutional entry point 

to integrate community actors into data collection, risk communication, and decision-making 

processes. By embedding community engagement units or mechanisms within the NPHI 

structure, Kenya can ensure that preparedness and response efforts are grounded in community 

realities and benefit from local intelligence. 

4.2.The Primary Health Care (PHC) Act, 2023:  

The PHC Act (2023) offers another critical platform for advancing community inclusion in PPR 

governance. The Act operationalizes the Primary Care Network (PCN) model, which is anchored 

on community participation, equity, and accountability. It explicitly recognizes community health 

structures—including community health committees and community health promoters—as 

integral components of the health system. This legislative framework provides a unique 

opportunity to institutionalize community-led governance and link PPR planning to the existing 

PHC governance mechanisms. Strengthening these linkages ensures that community voices are 

reflected not only in local service delivery but also in national preparedness strategies and 

resource allocation processes. 

4.3. The Community Health Policy (2020–2030):  

The Community Health Policy (2020–2030) reinforces Kenya’s commitment to community-

centered health systems. The policy emphasizes the role of communities in planning, 

implementing, and monitoring health interventions through participatory approaches. It 

envisions empowered community structures capable of driving accountability, mobilizing local 

resources, and contributing to policy feedback. Within the context of PPR, this policy provides 

the guiding framework for building and sustaining the community systems necessary for early 

detection, risk communication, and social mobilization. Integrating PPR into the implementation 

of this policy can strengthen community resilience to future health emergencies. 

4.4. Alignment with Regional and Global Frameworks:  

Kenya’s efforts to institutionalize community engagement in PPR governance are reinforced by 

continental and global policy frameworks. The Africa Centres for Disease Control and Prevention 

(Africa CDC) has developed a continental framework emphasizing whole-of-society and whole-

of-government approaches to health security. This framework prioritizes community involvement 

as a critical pillar in building resilient systems. By aligning national strategies with the Africa CDC 

framework, as well as with the International Health Regulations (2005) and the Global Health 

Security Agenda, Kenya can ensure coherence and complementarity with regional and 

international health security objectives. 



 

5. Key Advocacy Messages 

 

5.1. Institutionalize Community Representation in PPR Governance 

There is an urgent need to establish formal mechanisms that ensure structured and consistent 

community representation within all levels of Pandemic Preparedness and Response (PPR) 

governance—national, county, and community. Community representatives should hold 

designated seats within coordination and decision-making bodies such as the National Public 

Health Institute (NPHI) steering committees, County Health Emergency Committees, and 

Technical Working Groups. Institutionalization will ensure that communities move from being 

mere implementers to recognized partners with the authority to influence policy direction, 

resource allocation, and preparedness planning. Such representation guarantees that local 

knowledge, lived experiences, and community priorities inform decision-making processes and 

enhance responsiveness to diverse population needs. 

5.2. Strengthen Legal and Policy Frameworks to Embed Community Engagement as a 

Requirement 

Existing health policies and laws—such as the PHC Act (2023) and the Community Health Policy 

(2020–2030)—provide a strong basis for embedding community participation, yet these 

frameworks must be strengthened to explicitly mandate community inclusion in PPR processes. 

Legislative amendments or regulations should define the roles, responsibilities, and rights of 

community representatives in preparedness and response structures. Institutional guidance 

should also be developed to operationalize engagement at every governance level, ensuring 

compliance and accountability. This advocacy message calls for a policy environment where 

community engagement is not discretionary but a legal and operational obligation, with clear 

indicators for monitoring and evaluation. 

5.3. Establish a Dedicated Community Engagement Fund within NPHI and County Budgets 

Financial sustainability is critical to ensure that community engagement is continuous, structured, 

and effective. Advocacy should focus on the creation of a dedicated Community Engagement 

Fund—both within the NPHI budget and in county health budgets—to support community-led 

initiatives, dialogues, surveillance, and capacity building. This fund would guarantee predictable 

financing for community participation during both preparedness and response phases, reduce 

reliance on short-term donor grants, and enable rapid mobilization during emergencies. 

Allocations could support activities such as local data collection, communication campaigns, 

participatory monitoring, and community dialogues, all essential for inclusive governance. 

5.4. Build Community Capacity for PPR Leadership and Digital Literacy 

To engage effectively in PPR governance, communities must be equipped with the knowledge, 

tools, and leadership skills necessary to participate meaningfully. Capacity building should target 

community leaders, civil society actors, and community health structures to enhance their 

understanding of health security frameworks, early warning systems, and emergency response 



 

coordination. Additionally, digital literacy and data use training should be prioritized to enable 

communities to leverage digital platforms for surveillance, information sharing, and advocacy. 

Empowered communities with the skills to generate and analyze data can hold decision-makers 

accountable and contribute to evidence-based policymaking. 

5.5. Operationalize Feedback and Accountability Mechanisms such as CFAS 

Accountability mechanisms like Community Feedback and Accountability Systems (CFAS) should 

be fully institutionalized within Kenya’s health security architecture. These systems enable 

communities to systematically report challenges, service gaps, and emerging threats while 

receiving timely feedback from authorities. Operationalizing CFAS ensures two-way 

communication between policymakers and communities, enhancing transparency, 

responsiveness, and public trust. Advocacy efforts should emphasize integrating CFAS into 

national and county health information systems, supported by standardized tools, regular 

reporting channels, and dedicated focal points within the NPHI and county departments. 

5.6. Enhance Multi-sectoral Collaboration across Sectors and Partners 

Effective pandemic preparedness and response require a whole-of-society approach that goes 

beyond the health sector. Advocacy should promote strong collaboration among diverse 

stakeholders, including government ministries (health, education, agriculture, environment, and 

social protection), civil society, private sector actors, and development partners. Multi-sectoral 

coordination ensures that community perspectives are integrated across thematic areas such as 

surveillance, communication, livelihoods, and social protection. Strengthening partnerships 

among these sectors will foster synergy, minimize duplication, and promote a comprehensive 

approach to resilience building. The inclusion of community structures in these multi-sectoral 

platforms ensures that preparedness and response measures are inclusive, locally relevant, and 

socially equitable. 

Together, these advocacy messages form a cohesive agenda for transforming Kenya’s PPR 

governance into a community-centered, inclusive, and sustainable system that values local 

leadership as a critical pillar of national and global health security. 

6. Recommended Policy Actions 

The following policy actions outline practical steps to strengthen community inclusion in Kenya’s 

Pandemic Preparedness and Response (PPR) governance. They are organized under key priority 

areas that align with national health system reforms and regional health security frameworks. 

Implementation of these actions will ensure that community engagement is not only 

institutionalized but also sustained through clear governance mechanisms, adequate financing, 

and measurable accountability structures. 

Priority Area Policy Actions Lead Actors Timeline 

Governance 

and 

Representation 

Develop comprehensive national and county-level 

guidelines on community inclusion in PPR 

coordination structures. These guidelines should 

clearly define the roles, mandates, and modalities 

Ministry of 

Health (MoH), 

National Public 

Health Institute 

2025–2026 



 

Priority Area Policy Actions Lead Actors Timeline 

for community representation in decision-making 

platforms, including national coordination bodies, 

County Health Emergency Committees, and the 

National Public Health Institute (NPHI) governance 

boards. The guidelines should also provide 

mechanisms for selection, rotation, and 

accountability of community representatives to 

ensure inclusivity, transparency, and gender 

balance. 

(NPHI), Council 

of Governors 

(CoG) 

Financing and 

Resources 

Establish a dedicated Community Engagement 

Fund within the NPHI and county health budgets 

to support community-led preparedness, 

surveillance, and response activities. The fund 

should be anchored in the Medium-Term 

Expenditure Framework and the annual county 

budgeting cycle to ensure predictability and 

sustainability. Resources should be allocated for 

community dialogues, capacity building, 

participatory monitoring, and feedback 

mechanisms. The MoH and Treasury should 

develop guidelines for fund utilization, 

accountability, and regular audits. 

Ministry of 

Health (MoH), 

National 

Treasury, 

County 

Governments 

2026 

Capacity 

Strengthening 

Institutionalize a Community Training Framework 

on PPR Governance, focusing on leadership, 

advocacy, surveillance, and digital literacy. This 

framework should be integrated into ongoing 

capacity-building programs led by the NPHI, CSOs, 

and County Health Management Teams (CHMTs). 

Training should be inclusive of marginalized 

groups, persons with disabilities, and youth, and 

delivered using participatory, context-specific 

methodologies. Continuous mentorship and peer 

learning exchanges should be promoted to sustain 

local expertise and leadership. 

National Public 

Health Institute 

(NPHI), Civil 

Society 

Organizations 

(CSOs), County 

Health 

Management 

Teams (CHMTs) 

2025–2027 

Data and 

Feedback 

Systems 

Design, pilot, and implement the Community 

Feedback and Alert System (CFAS) as part of 

Kenya’s integrated health information and 

surveillance system. CFAS should provide a 

platform for communities to report service delivery 

gaps, emerging health threats, and misinformation, 

while enabling authorities to provide timely 

feedback. The system should be digitized, 

accessible through mobile and offline channels, 

and linked to existing data systems within NPHI 

and counties. Collaboration with the ICT Authority 

will ensure interoperability, data protection, and 

reliability. 

National Public 

Health Institute 

(NPHI), County 

Health 

Management 

Teams 

(CHMTs), ICT 

Authority 

2025–2028 

Monitoring 

and 

Accountability 

Integrate community-led indicators into the NPHI 

Monitoring, Evaluation, and Learning (MEL) 

Framework. These indicators should measure the 

National Public 

Health Institute 

(NPHI), Ministry 

Continuous 



 

Priority Area Policy Actions Lead Actors Timeline 

effectiveness, inclusivity, and responsiveness of PPR 

governance processes. Regular participatory 

reviews involving community representatives, civil 

society, and government officials should be 

institutionalized to assess progress and inform 

adaptive programming. Civil society networks 

should be empowered to independently monitor 

performance and produce periodic accountability 

reports. 

of Health 

(MoH), Civil 

Society 

Networks 

This set of policy actions provides a clear roadmap for institutionalizing community inclusion 

within Kenya’s PPR governance architecture. When implemented, these measures will help ensure 

that preparedness and response systems are people-centered, evidence-informed, and 

sustainably financed, thereby enhancing Kenya’s overall health security and resilience. 

7. Advocacy Asks 

To ensure meaningful and sustained community inclusion in Pandemic Preparedness and 

Response (PPR) governance, coordinated advocacy efforts are required at multiple levels—

national, county, and community. The following advocacy asks outline specific calls to action 

directed at key actors who hold the power to institutionalize, finance, and operationalize 

community participation in Kenya’s health security system. 

7.1. The Ministry of Health (MoH) and the National Public Health Institute (NPHI) 

The Ministry of Health and the NPHI should formally mandate community inclusion in all PPR 

governance structures at both national and subnational levels. This requires establishing clear 

policy directives and operational guidelines that define how communities and civil society 

organizations (CSOs) will participate in coordination mechanisms, technical working groups, and 

emergency response committees. The MoH and NPHI should also ensure that every national or 

county-level PPR body has designated community representation, with specific attention to 

gender balance, youth inclusion, and representation of key and vulnerable populations. 

Additionally, they should institutionalize regular consultations with communities to inform 

national risk assessments, surveillance strategies, and policy decisions, ensuring that community 

perspectives are embedded in the design and monitoring of health security interventions. 

7.2. County Governments 

County governments play a central role in health service delivery and are therefore pivotal to the 

operationalization of community engagement. Each county should allocate dedicated budget 

lines for community engagement and capacity-building activities within their annual County 

Integrated Development Plans (CIDPs) and health sector budgets. Funding should cover 

community dialogues, training on PPR governance, local surveillance systems, and the facilitation 

of community health committees. Counties should also strengthen linkages between community 

governance structures and County Health Management Teams (CHMTs) to ensure that local 

priorities and data inform planning and resource allocation. Embedding community engagement 



 

within county legislation and budgeting processes will ensure that participation is not donor-

dependent but is sustained through domestic financing. 

7.3. Development Partners and Donors 

Development partners, including bilateral and multilateral agencies, should invest in and fund 

community-led health security initiatives that build local resilience and foster inclusive 

governance. This entails prioritizing funding for community systems strengthening, capacity 

building for CSOs, and the operationalization of accountability and feedback mechanisms such 

as the Community Feedback and Alert System (CFAS). Donors should also support flexible 

funding mechanisms that allow communities to rapidly respond to emerging health threats and 

actively participate in preparedness planning. Partnerships with communities should move 

beyond token consultation to genuine co-creation of strategies, ensuring that local organizations 

are recognized as equal partners in global and national health security efforts. 

7.4. Civil Society Networks and Community-Based Organizations 

Civil society networks and community-based organizations should advocate for representation 

and accountability in national and county PPR frameworks. They should mobilize and coordinate 

community voices to demand structured inclusion in decision-making spaces, monitor the 

implementation of policies, and hold institutions accountable for commitments made toward 

community engagement. These networks can also play a crucial role in generating community 

evidence—through community-led monitoring, social audits, and participatory research—to 

influence policy dialogue and resource allocation. Strengthening advocacy coalitions among 

health, human rights, and governance networks will amplify collective influence and ensure that 

community priorities remain central to Kenya’s health security agenda. 

7.5. Parliament and County Assemblies 

The National Assembly and County Assemblies should enact supportive laws and policies that 

institutionalize and sustain community engagement in health governance. Legislative reforms 

should explicitly include provisions for community participation in PPR coordination, financing 

mechanisms for community activities, and accountability systems for oversight. Committees on 

Health and Budget at both levels of government should ensure that PPR policies and budgets 

reflect community priorities and are inclusive of marginalized groups. Parliamentarians and 

Members of County Assemblies (MCAs) should also champion motions and policy debates that 

advance equitable health governance, ensuring that community inclusion is legally protected and 

adequately funded. 

Collectively, these advocacy asks provide a multi-level approach to advancing a people-centered 

PPR system in Kenya—one that recognizes communities as essential partners in building resilient, 

accountable, and sustainable public health systems capable of effectively responding to current 

and future health threats. 



 

8. Conclusion 

Community inclusion in Pandemic Preparedness and Response (PPR) governance is not merely 

a moral imperative—it is a strategic necessity for achieving effective, equitable, and sustainable 

health security. The COVID-19 pandemic demonstrated that communities are indispensable 

partners in managing public health emergencies. Their early warning capacities, local knowledge, 

and ability to mobilize collective action proved critical in mitigating disease transmission and 

maintaining essential services. However, their exclusion from formal governance processes 

continues to weaken the overall resilience of Kenya’s health system. 

Institutionalizing structured community engagement offers Kenya an opportunity to transform 

its approach to health security from reactive and centralized to proactive, inclusive, and adaptive. 

By formally recognizing and integrating community voices into decision-making structures—

such as the National Public Health Institute (NPHI), County Health Emergency Committees, and 

Primary Health Care (PHC) governance platforms—Kenya can ensure that preparedness and 

response efforts reflect the lived realities and priorities of its citizens. This inclusive model will not 

only strengthen early detection, reporting, and surveillance but also enhance trust, transparency, 

and public cooperation during emergencies. 

Furthermore, embedding participation within policy and practice will help bridge the persistent 

gaps between communities and institutions. It will create avenues for feedback, accountability, 

and co-creation of solutions, thereby improving the legitimacy and effectiveness of health 

interventions. Sustainable financing, capacity building, and legal reforms are essential to 

guarantee that community engagement is not dependent on short-term donor projects but 

becomes a permanent feature of Kenya’s health governance landscape. 

Aligning this inclusive approach with global and continental frameworks—particularly the 

International Health Regulations (IHR 2005), the Africa CDC’s Framework for Health Security, and 

the Global Health Security Agenda—positions Kenya as a leader in operationalizing the “whole-

of-society” approach to preparedness and response. Such alignment ensures that national 

systems are not only compliant with international obligations but also grounded in the principles 

of equity, participation, and local ownership. 

Ultimately, Kenya’s vision for a resilient and trusted health security system depends on the 

strength and inclusion of its communities. When communities are meaningfully engaged, health 

systems become more responsive, governance becomes more transparent, and emergency 

responses become more timely and effective. Community inclusion, therefore, is not an option—

it is the foundation upon which Kenya can build a safer, more resilient, and people-centered 

public health future. 

 

 

 



 

 


