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1. Introduction and Background 

The COVID-19 pandemic revealed significant vulnerabilities in global and national public health 

systems. While Kenya demonstrated remarkable resilience in responding to the crisis, it also 

exposed critical weaknesses in preparedness, coordination, and community engagement. The 

pandemic disrupted essential health services, strained health systems, and deepened existing 

inequalities, disproportionately affecting vulnerable and marginalized populations. 

At the height of the pandemic, communities were the first line of defense. They played pivotal 

roles in surveillance, contact tracing, home-based care, social support, and risk communication. 

Community health volunteers, civil society organizations (CSOs), and local leaders mobilized to 

disseminate information, counter misinformation, and support behavioral change interventions. 

Despite their vital contributions, community actors often operated without clear coordination 

mechanisms, adequate resources, or formal recognition within national and county emergency 

response structures. 

Learning from this experience, the Government of Kenya has prioritized inclusive and 

participatory approaches to health security. The establishment of the National Public Health 

Institute (NPHI) represents a transformative step towards consolidating national capacities for 

disease surveillance, research, emergency response, and policy coordination. The NPHI provides 

a platform for harmonizing multi-sectoral collaboration across public, private, and community 

actors — enabling Kenya to adopt a whole-of-society approach to Pandemic Preparedness and 

Response (PPR). 

However, meaningful community engagement within these emerging structures remains limited. 

Current engagement mechanisms are often ad hoc, inconsistent, and underfunded. Civil society, 

community-based organizations (CBOs), faith-based organizations (FBOs), and key population 

networks remain underrepresented in technical working groups (TWGs), coordination platforms, 

and decision-making forums at both national and county levels. This has resulted in missed 

opportunities to leverage community intelligence, local innovations, and grassroots leadership to 

strengthen Kenya’s preparedness and response capacity. 

To bridge this gap, these Standard Operating Procedures (SOPs) provide a structured and 

systematic approach for operationalizing community engagement in PPR processes. The SOPs 

are designed to institutionalize community participation, strengthen trust between government 

and citizens, and ensure that preparedness and response interventions are inclusive, equitable, 

and contextually relevant. They set out clear procedures for coordination, consultation, 

communication, capacity building, monitoring, and feedback across all levels of governance. 

This SOP framework is anchored in Kenya’s national and international commitments, ensuring 

alignment with: 

• Kenya’s National Action Plan for Health Security (NAPHS) – emphasizing multisectoral 

coordination and community involvement in health security. 

• The International Health Regulations (IHR 2005) – promoting core capacities for 

surveillance, response, and risk communication. 
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• The Primary Health Care (PHC) Act, 2023 – mandating community participation in 

health planning and governance. 

• The Kenya Community Health Policy (2020–2030) – which defines community health 

as the foundation of health service delivery and public health security. 

• The National Public Health Institute Strategic Framework (2024–2029) – which 

positions the NPHI as the coordinating entity for integrated health emergency systems. 

Furthermore, this SOP complements Kenya’s broader Universal Health Coverage (UHC) and One 

Health strategies, reinforcing the principle that communities are not mere beneficiaries of health 

interventions but essential partners and co-architects of health security systems. Through these 

procedures, the Government of Kenya and its partners aim to embed community engagement 

as a core operational function of preparedness and response — ensuring that every voice counts 

in safeguarding national and global health security. 

2. Purpose and Scope 
 

2.1. Purpose 

The purpose of these Standard Operating Procedures (SOPs) is to provide a structured and 

harmonized approach to establishing, managing, and sustaining meaningful community 

engagement within Kenya’s Pandemic Preparedness and Response (PPR) architecture. 

Recognizing that communities are the foundation of health security, these SOPs serve as a 

practical guide for integrating community participation as a central and institutionalized 

component of Kenya’s PPR system. 

They outline specific procedures and standards that promote active involvement of communities 

and civil society organizations in preparedness planning, response coordination, and recovery 

processes. The SOPs aim to transform community engagement from a peripheral or reactive 

activity into a systematic, policy-backed, and resource-supported function that strengthens 

Kenya’s capacity to detect, prevent, and respond to public health threats. 

Specifically, the SOPs seek to: 

• Institutionalize meaningful community participation in PPR decision-making, 

coordination, and implementation. 

• Standardize engagement processes across national, county, and community levels to 

ensure coherence and equity in participation. 

• Equip communities with knowledge, skills, and platforms necessary to influence 

preparedness and response planning. 

• Strengthen transparency, accountability, and trust between communities and 

government institutions. 

• Build resilient community systems capable of sustaining engagement and health security 

beyond crisis periods. 
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In doing so, these SOPs reinforce Kenya’s whole-of-society approach to PPR, ensuring that all 

actors — from policymakers to community leaders — operate in alignment with shared principles, 

objectives, and accountability mechanisms. 

2.2. Scope 

These SOPs apply to all institutions, organizations, and partners involved in implementing or 

supporting community engagement under Kenya’s health security framework. The procedures 

are relevant to preparedness, response, and recovery stages of public health emergencies and 

cover both human and zoonotic disease outbreaks under the One Health approach. 

The scope of application includes: 

1. National Public Health Institute (NPHI): As the lead national coordinating agency for 

PPR, NPHI will apply these SOPs to guide the integration of community participation into 

surveillance, data management, emergency response, and policy formulation processes. 

2. Ministry of Health (MoH): The MoH will use these SOPs to provide strategic direction, 

policy oversight, and technical guidance on the implementation of community 

engagement standards across all levels of the health system. 

3. County Governments and County Health Management Teams (CHMTs): County-level 

actors will operationalize the procedures outlined in these SOPs to establish engagement 

mechanisms, convene county stakeholder forums, and ensure the inclusion of community 

and CSO representatives in decision-making structures. 

4. Civil Society Organizations (CSOs) and Community-Based Organizations (CBOs): 

CSOs and CBOs will utilize the SOPs as a framework for organizing community dialogues, 

monitoring health system accountability, and channeling community-generated 

evidence into PPR platforms. 

5. Community Health Committees (CHCs) and Community Health Promoters (CHPs): 

These community structures will apply the SOPs to guide mobilization, awareness 

creation, surveillance, and feedback mechanisms at grassroots level. 

6. Development Partners and Research Institutions: Partners, including WHO, CDC, 

USAID, the Global Fund, and local academic institutions such as KEMRI and universities, 

will use these SOPs to align technical and financial support for community engagement 

in national and subnational PPR efforts. 

7. Media and Communication Actors: The media will utilize these SOPs as a reference for 

responsible reporting, risk communication, and the promotion of public transparency and 

accountability in health emergencies. 

In sum, the SOPs provide a unifying operational guide for all stakeholders to work collaboratively, 

ensuring that Kenya’s preparedness and response systems are inclusive, transparent, and 

community-centered. 

3. 3. Guiding Principles 

The implementation of these Standard Operating Procedures (SOPs) is grounded in a set of 

guiding principles that reflect Kenya’s commitment to inclusive governance, participatory 
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decision-making, and social accountability within the context of health security. These principles 

ensure that community engagement is meaningful, equitable, and sustained across all levels of 

the health system—from national to grassroots. They also serve as ethical and operational 

standards for all institutions and actors involved in pandemic preparedness and response (PPR). 

3.1. Inclusivity 

Community engagement under these SOPs will be built on the principle of inclusivity. All relevant 

stakeholders must be represented and meaningfully involved in PPR processes, including key 

populations, marginalized communities, persons with disabilities, women, youth, and groups 

living in remote or underserved areas. Inclusivity ensures that preparedness and response 

interventions are not only nationally owned but also locally grounded. It recognizes that diverse 

perspectives, particularly from those most affected by health emergencies, enrich decision-

making and lead to more responsive and sustainable outcomes. 

Inclusivity also extends to gender and geographic balance. The engagement framework 

promotes the active participation of both men and women in leadership, policy dialogue, and 

technical discussions, ensuring gender-sensitive approaches to preparedness and response. 

3.2. Equity 

The equitable distribution of resources, participation, and decision-making opportunities is 

essential to ensure fairness across all levels of the health system. This principle guarantees that 

no region, community, or group is left behind in preparedness planning or response interventions. 

Equity within these SOPs means addressing historical imbalances and barriers that limit the 

participation of certain communities, such as those in arid and semi-arid lands (ASALs) or 

informal urban settlements. It also involves allocating sufficient resources to support community 

participation—such as stipends, translation services, and accessibility tools for persons with 

disabilities—to ensure that engagement is not symbolic but practical and empowering. 

3.3. Transparency 

Transparency is central to building public trust and sustaining collaboration between the 

government, civil society, and communities. Engagement processes, decisions, and outcomes 

must be documented, published, and easily accessible to all stakeholders. 

Under this principle, the National Public Health Institute (NPHI) and County Health Management 

Teams (CHMTs) are expected to maintain open communication channels and regularly 

disseminate updates on engagement activities, outcomes, and follow-up actions. Transparency 

also requires the proactive sharing of data, minutes from meetings, and progress reports through 

official portals, bulletins, and community forums. 

3.4. Accountability 
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Accountability ensures that both state and non-state actors are answerable for their roles and 

responsibilities in community engagement. It requires all stakeholders to demonstrate 

responsiveness to feedback, act on agreed priorities, and report on progress made in 

implementing recommendations from communities and civil society. 

This principle emphasizes shared accountability—recognizing that health security is a collective 

responsibility. Government agencies must provide space for citizen monitoring and oversight, 

while communities and CSOs must commit to evidence-based advocacy and constructive 

participation. Feedback mechanisms established under these SOPs will serve as formal channels 

for communities to assess the responsiveness of institutions and track progress over time. 

3.5. Collaboration 

Effective community engagement requires a whole-of-society approach, bringing together 

actors from multiple sectors and disciplines. Collaboration under these SOPs entails coordination 

across health, environment, education, agriculture, social protection, and disaster management 

sectors. It promotes partnerships between government institutions, private sector actors, faith-

based organizations, academic institutions, and development partners. 

This multi-sectoral collaboration ensures that preparedness and response strategies address the 

complex social, economic, and environmental determinants of health. By aligning resources and 

expertise, collaboration reduces duplication, enhances efficiency, and strengthens national 

resilience. 

3.6. Cultural Sensitivity 

Cultural sensitivity ensures that community engagement processes respect local traditions, 

languages, belief systems, and governance structures. Public health interventions must be 

contextually appropriate and adapted to the sociocultural realities of Kenya’s diverse 

communities. 

Engagement activities should employ locally accepted communication channels and leadership 

structures, such as elders, faith leaders, and traditional institutions, to enhance acceptance and 

trust. In line with this principle, information should be translated into local languages, and 

culturally appropriate methods such as community theatre, storytelling, and participatory radio 

programs should be used to enhance understanding and inclusion. 

3.7. Evidence-Based Action 

Decisions made under these SOPs must be informed by empirical data, community-generated 

evidence, and lived experiences. This principle underscores the importance of data-driven 

engagement, where community observations and local intelligence complement formal 

surveillance systems. 

Evidence-based action ensures that engagement outcomes are measurable, replicable, and 

integrated into national and county planning processes. It also promotes continuous learning by 
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linking community monitoring data to policy formulation and evaluation. By embedding evidence 

in every stage of engagement—from planning to feedback—this principle ensures that 

interventions remain relevant, adaptive, and effective in strengthening Kenya’s overall health 

security architecture. 

4. Institutional Framework for Implementation 

The successful operationalization of community engagement in Pandemic Preparedness and 

Response (PPR) depends on a clear and coordinated institutional framework that defines the 

roles, responsibilities, and linkages among various actors at national, county, and community 

levels. This framework promotes a multi-level governance approach, ensuring that decision-

making, implementation, and feedback processes are interconnected, transparent, and mutually 

reinforcing. 

The institutional arrangements outlined below provide a structured pathway for collaboration 

between the National Public Health Institute (NPHI), County Health Management Teams (CHMTs), 

and community-level structures such as Community Health Committees (CHCs) and Community 

Health Promoters (CHPs). These actors form the backbone of Kenya’s PPR architecture, working 

collectively to ensure that community engagement becomes an institutionalized and sustainable 

component of national health security. 

4.1. National Level 

Lead Institution: National Public Health Institute (NPHI) 

At the national level, the NPHI serves as the primary coordinating institution for community 

engagement in PPR. Its role is to provide strategic leadership, technical oversight, and policy 

direction to ensure that community participation is embedded across all aspects of preparedness, 

response, and recovery. The NPHI’s coordination mandate cuts across sectors and partners, 

fostering a unified and evidence-driven approach to community-centered health security. 

Key Functions: 

• Provide overall leadership and coordination: The NPHI will lead the design, 

implementation, and monitoring of community engagement strategies nationwide. This 

includes setting priorities, defining standards, and ensuring alignment with the National 

Action Plan for Health Security (NAPHS) and other relevant frameworks. 

• Establish the Stakeholder Engagement Coordination Unit (SECU): This dedicated unit 

will oversee the day-to-day coordination of engagement activities, manage partnerships, 

and ensure consistent communication between the NPHI, MoH departments, counties, 

and civil society networks. 

• Develop national guidelines and tools: The NPHI will produce and periodically update 

guidelines, training curricula, engagement toolkits, and communication materials to 

standardize practices across all levels of the health system. 

• Convene National Community Engagement Forums: The NPHI will organize quarterly 

national-level forums to review progress, share lessons, and strengthen intersectoral 
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collaboration. These forums will include representatives from government, CSOs, 

development partners, and community leaders. 

• Integrate community-generated data into national systems: The NPHI will 

institutionalize mechanisms for incorporating feedback, reports, and community data into 

national research, surveillance, and policy formulation processes. This integration will 

ensure that community insights inform decision-making and that bottom-up information 

flows complement technical evidence. 

• Promote regional and global alignment: The NPHI will ensure that community 

engagement efforts adhere to international standards and commitments, including the 

International Health Regulations (IHR 2005), Africa CDC frameworks, and regional 

collaboration mechanisms under the East African Community (EAC) and IGAD. 

Through this leadership, the NPHI will ensure that community engagement is not viewed as a 

standalone activity but as a strategic pillar of Kenya’s PPR and health security systems. 

4.2. County Level 

Lead Institution: County Health Management Teams (CHMTs) 

At the county level, the CHMTs act as the operational arm of community engagement in PPR. 

They translate national frameworks into localized strategies, ensuring that engagement processes 

are responsive to county contexts, resource realities, and population needs. The counties serve 

as the critical interface between national policy and community action. 

Key Functions: 

• Coordinate implementation of engagement structures: CHMTs are responsible for 

establishing and maintaining county-level engagement structures, such as County 

Community Engagement Sub-Committees (CCESCs) and sub-county working groups 

that oversee local participation in PPR initiatives. 

• Convene quarterly stakeholder engagement forums: Counties will organize multi-

stakeholder review and planning meetings every quarter to assess progress, address 

emerging challenges, and align local interventions with national priorities. These forums 

provide a space for collaboration between health officials, CSOs, CBOs, and development 

partners. 

• Ensure representation in coordination platforms: CHMTs must guarantee that CSO 

and community representatives are meaningfully included in County PPR Committees, 

Technical Working Groups (TWGs), and emergency operation meetings. This 

representation must reflect diversity in gender, age, and population groups. 

• Aggregate and transmit data: Counties will collect community engagement data, 

analyze trends, and compile quarterly reports to be submitted to the NPHI SECU. This 

bottom-up flow of information ensures that national-level decision-making is informed 

by county realities. 

• Support capacity building and mentorship: CHMTs will provide ongoing training and 

mentorship to community leaders, CSOs, and CHPs to enhance their capacity for effective 

engagement, risk communication, and local advocacy. 
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• Strengthen accountability mechanisms: CHMTs will ensure that community feedback 

loops are functional, that follow-up actions are tracked, and that reports are shared 

transparently with stakeholders. 

Through these functions, the counties will act as the bridge linking policy with practice—turning 

national frameworks into tangible community outcomes. 

4.3. Community Level 

Lead Institutions: Community Health Committees (CHCs), Community Health Promoters (CHPs), 

and local CSOs/CBOs 

At the community level, engagement becomes the most visible and practical component of PPR. 

CHCs, CHPs, and local CSOs/CBOs are responsible for mobilizing communities, facilitating 

dialogue, and ensuring that community concerns, priorities, and innovations are integrated into 

higher-level planning and decision-making processes. 

Key Functions: 

• Mobilize communities for participation: CHCs and CSOs will organize and facilitate 

community forums, dialogues, and awareness campaigns to strengthen local ownership 

of preparedness and response actions. 

• Conduct dialogue sessions and health barazas: These platforms will provide 

opportunities for communities to discuss health challenges, share local knowledge, and 

contribute to preparedness and surveillance planning. 

• Collect and document data and feedback: CHPs and community monitors will record 

citizen perspectives, observations, and alerts on emerging risks, feeding this information 

into sub-county and county-level systems. 

• Report community alerts and emerging issues: Local actors will play a frontline role in 

identifying, verifying, and communicating early warning signals of disease outbreaks or 

public health risks to the CHMTs. 

• Support social accountability and advocacy: Communities, through their organizations 

and committees, will participate in monitoring service delivery, promoting transparency, 

and holding duty-bearers accountable for PPR commitments. 

• Foster behavior change and resilience: CHPs and local organizations will lead initiatives 

to promote preventive health practices, encourage adherence to public health measures, 

and build local resilience to future outbreaks. 

At this level, engagement is people-centered and grounded in trust. The community becomes 

both a source of real-time intelligence and a partner in action. By leveraging existing community 

networks and leadership structures, these SOPs ensure that preparedness and response efforts 

are informed by the lived realities of Kenyan citizens. 

This three-tier institutional framework—national, county, and community—creates a seamless 

structure for collaboration, ensuring that community engagement is mainstreamed into Kenya’s 

PPR systems. Each level has a defined role, and their combined efforts form a continuous cycle 
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of planning, action, and accountability that strengthens the resilience of the health system and 

enhances public trust. 

5. Operational Procedures 

The operationalization of community engagement within Kenya’s Pandemic Preparedness and 

Response (PPR) framework requires systematic processes that ensure consistency, inclusivity, and 

accountability across all levels of implementation. These procedures provide the practical steps 

through which national, county, and community actors can translate the principles of 

participation, coordination, and transparency into tangible actions. Each stage outlines the key 

processes, responsibilities, and expected outputs to ensure that community engagement 

becomes an integral, functional, and measurable component of Kenya’s health security 

architecture. 

5.1. Stakeholder Mapping and Mobilization 

The first step in operationalizing community engagement is the identification and mobilization 

of relevant stakeholders who play a role in PPR. This process ensures that all actors — 

government agencies, civil society, communities, and the private sector — are recognized and 

included in coordination and decision-making mechanisms. 

Participatory mapping will be conducted at both county and community levels to capture a 

comprehensive view of existing organizations, networks, and leadership structures. The process 

will include civil society organizations (CSOs), community-based organizations (CBOs), faith-

based organizations (FBOs), private sector representatives, and traditional and opinion leaders. 

Each identified stakeholder will be categorized according to their area of expertise and 

engagement focus, such as health, gender, youth, environment, governance, or humanitarian 

response. 

A Community Engagement Database will be developed and maintained by the County Health 

Management Teams (CHMTs) with technical oversight from the National Public Health Institute 

(NPHI). This database will be updated quarterly and validated through stakeholder consultations 

to ensure accuracy and inclusivity. The NPHI will host a national-level Stakeholder Directory 

accessible through its online portal, providing a transparent and up-to-date reference for 

coordination and partnership building. 

Expected Output: A comprehensive, regularly updated national and county-level stakeholder 

directory and coordination map reflecting active and potential partners in community 

engagement. 

5.2. Establishment of Engagement Structures 

Once stakeholders have been mapped, structured engagement platforms will be established to 

enable continuous participation and collaboration. Each county will form County Community 

Engagement Sub-Committees (CCESCs) under the County PPR Committees, serving as the 
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primary coordination body for community engagement in health security activities. These sub-

committees will include representatives from CSOs, CBOs, faith-based groups, CHCs, and CHMTs. 

Each CCESC will have clearly defined Terms of Reference (ToRs) outlining roles, meeting 

frequency, and reporting obligations. Sub-committees will meet at least once per quarter to 

review progress, identify gaps, and coordinate cross-sectoral action. At the national level, the 

NPHI’s Stakeholder Engagement Coordination Unit (SECU) will provide oversight, technical 

guidance, and facilitate vertical linkages between counties and national structures. 

It will also be mandatory that at least two CSO or community representatives be part of every 

technical working group (TWG) or coordination platform at national and county levels to ensure 

diversity and inclusivity in decision-making. Engagement structures will also be integrated into 

formal planning and budgeting frameworks, such as the County Integrated Development Plans 

(CIDPs) and Annual Work Plans, to secure sustainability and institutional recognition. 

Expected Output: Functional, inclusive engagement committees and coordination structures with 

clear linkages between NPHI, CHMTs, and communities. 

5.3. Participatory Planning and Consultation 

Participatory planning ensures that communities are not passive recipients of decisions but active 

contributors to health security strategies. Under this procedure, quarterly multi-stakeholder 

consultations will be convened at county and national levels to review progress, identify gaps, 

and plan upcoming PPR activities. 

Prior to each consultation, community dialogues will be held to gather insights, experiences, and 

recommendations from the grassroots. These dialogues, facilitated by CHCs and supported by 

CSOs, will provide an opportunity for communities to voice their priorities and concerns related 

to preparedness and response. 

A standardized Action Follow-Up Matrix will be used to record issues raised, actions agreed upon, 

responsible parties, and timelines. These matrices will be consolidated at the county level and 

shared with NPHI’s SECU for national synthesis and policy integration. Feedback loops will ensure 

that communities are informed of the actions taken based on their input, thereby strengthening 

trust and accountability. 

Expected Output: Community-informed county and national PPR plans with functional 

documentation, feedback loops, and clearly assigned responsibilities. 

5.4. Communication and Risk Information Management 

Effective communication is central to strengthening public trust, managing risk perceptions, and 

ensuring coordinated response during health emergencies. This procedure establishes 

mechanisms for two-way communication between authorities and communities. 
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The NPHI, working with CHMTs, will develop and implement a Risk Communication and 

Community Engagement (RCCE) Plan aligned with the national communication framework. This 

plan will define key messaging protocols, communication channels, spokespersons, and 

escalation pathways for emerging risks. 

To reach diverse audiences, mixed communication channels will be used, including local radio, 

print media, community theatre, social media, and faith-based platforms. Messages will be 

tailored to local languages and cultural contexts to maximize reach and comprehension. 

A Community Feedback and Alert System (CFAS) will be established to enable real-time 

information sharing and reporting of alerts, rumors, or misinformation. The CFAS will utilize 

hotlines, SMS platforms, WhatsApp groups, and online dashboards. Media partnerships will also 

be leveraged to address misinformation through fact-based reporting and amplification of 

trusted community voices. 

Expected Output: A fully operational two-way communication system that enables timely, 

coordinated, and transparent information exchange across all levels. 

5.5. Capacity Building and Empowerment 

Sustainable community engagement requires strong human and institutional capacity. This 

procedure focuses on building the knowledge, skills, and leadership capacity of all stakeholders 

involved in PPR. 

A comprehensive training needs assessment will be conducted to identify gaps among 

community actors, health managers, and CSO representatives. Based on the findings, a 

Community Engagement Curriculum will be developed covering critical modules such as: 

• Principles of PPR and International Health Regulations (IHR 2005) 

• Participatory leadership, advocacy, and governance 

• Community data collection, monitoring, and evidence use 

• Gender, equity, and human rights in health security 

• Risk communication, behavior change, and crisis management 

Training-of-Trainers (ToT) sessions will be organized at both national and county levels to ensure 

wide coverage and sustainability. A mentorship program will be instituted to pair experienced 

community leaders and technical experts with emerging leaders for ongoing guidance and peer 

learning. 

Capacity-building activities will be complemented by continuous technical support, refresher 

trainings, and digital learning platforms hosted on the NPHI portal. 

Expected Output: A well-trained and empowered network of engagement champions capable 

of leading inclusive, evidence-driven, and community-centered PPR actions. 

5.6. Monitoring, Evaluation, and Learning 
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Monitoring, Evaluation, and Learning (MEL) ensures that community engagement processes 

remain accountable, adaptive, and evidence-informed. The NPHI will apply its national MEL 

framework to track performance, outcomes, and impact indicators specific to community 

participation. 

Key performance areas will include the number of engagement forums convened, the diversity 

and inclusiveness of representation, the integration of community feedback into policies, and the 

level of stakeholder satisfaction with coordination processes. Both qualitative and quantitative 

methods will be used to measure progress, including surveys, key informant interviews, and 

participatory reviews. 

Annual participatory reflection sessions will be conducted to document lessons learned, 

challenges faced, and innovations emerging from county and community experiences. These 

learnings will inform policy reviews and guide the continuous improvement of engagement 

practices. 

Findings and best practices will be disseminated through quarterly bulletins, national reports, and 

the NPHI Stakeholder Portal to promote transparency, replication, and cross-learning among 

counties and partners. 

Expected Output: Continuous learning, adaptive management, and evidence-based refinement 

of community engagement practices across all levels of the health system. 

6. Reporting and Documentation 

Effective reporting and documentation are central to ensuring accountability, transparency, and 

institutional learning within Kenya’s community engagement framework for Pandemic 

Preparedness and Response (PPR). This section establishes the mechanisms, timelines, and 

responsibilities for capturing, compiling, and sharing information generated from community 

engagement activities at national, county, and community levels. 

The reporting process serves three main purposes. First, it provides a structured means of 

tracking progress against planned activities, ensuring that all actors—government, civil society, 

and communities—remain aligned with national priorities and performance targets. Second, it 

enhances transparency by documenting how community feedback influences decisions, policies, 

and resource allocations. Third, it contributes to institutional learning by enabling the 

identification and sharing of good practices, innovations, and lessons that can strengthen future 

PPR efforts. 

All levels of the health system are required to maintain accurate and up-to-date records of 

meetings, consultations, feedback sessions, and other engagement activities. Standardized 

reporting templates and documentation tools developed by the National Public Health Institute 

(NPHI) will be used to ensure consistency, comparability, and quality across counties. These 

reports will feed into quarterly, biannual, and annual reviews coordinated by the NPHI’s 

Stakeholder Engagement Coordination Unit (SECU), ensuring that data from the grassroots 

informs both national and regional policy actions. 
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Level Reporting Tool Frequency Responsible 

Actor 

Key Content 

Community Community 

Feedback Form 

Monthly CHCs / CHPs Key issues, community alerts, 

behavior change trends 

County County 

Engagement 

Report 

Quarterly CHMTs Stakeholder participation, 

feedback summaries, progress 

updates 

National National 

Stakeholder 

Report 

Bi-Annual NPHI SECU Aggregated national 

performance, lessons, policy 

recommendations 

 

7. Compliance and Ethical Considerations 

All community engagement activities conducted under these Standard Operating Procedures 

(SOPs) must adhere to the highest standards of ethical conduct, human rights, and data 

protection. Ethical compliance is fundamental to fostering public trust, safeguarding the dignity 

of participants, and ensuring that engagement processes remain transparent, equitable, and 

accountable. Every actor involved—whether at national, county, or community level—bears the 

responsibility of upholding these principles in the planning, implementation, and reporting of 

engagement activities. 

Engagement activities will operate under the legal framework provided by the Data Protection 

Act (2019), the Public Health Act, and relevant international ethical guidelines, including those 

established by the World Health Organization (WHO). These standards are intended to guarantee 

that community participation strengthens, rather than compromises, public confidence in Kenya’s 

health governance system. 

Key Compliance and Ethical Requirements: 

• Confidentiality and Data Protection: All personal, institutional, or community data 

collected through engagement processes must be handled with strict confidentiality. 

Data should be used solely for the purposes for which it was collected and stored securely 

in compliance with the Data Protection Act (2019). Only authorized personnel should 

have access to sensitive information, and data sharing must be governed by clear 

protocols and informed consent. 

• Voluntary Participation and Informed Consent: Participation in all engagement 

activities must be voluntary and based on informed consent. Individuals and community 

representatives should fully understand the purpose, scope, and implications of their 

participation. No coercion, manipulation, or undue influence should be exercised. 

Participants must also have the right to withdraw from any process without fear of reprisal 

or exclusion. 

• Respect, Equity, and Non-Discrimination: Engagement must be grounded in respect 

for human dignity and diversity. All participants—regardless of gender, age, disability, 
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ethnicity, socioeconomic status, or key population identity—must be treated equally. 

Efforts should be made to ensure equitable opportunities for participation, including 

reasonable accommodations for persons with disabilities and linguistic diversity. 

• Neutrality in Politically Sensitive Contexts: Engagement processes must remain neutral 

and non-partisan, particularly in politically charged or conflict-prone environments. 

Community engagement should focus solely on health-related objectives and avoid 

being influenced by political or sectarian interests. Facilitators and officials must 

demonstrate impartiality to maintain credibility and trust. 

By adhering to these ethical standards, the implementation of the SOPs will ensure that 

community engagement in PPR not only strengthens public health outcomes but also reinforces 

democratic participation, social cohesion, and respect for human rights. 

8. Review and Revision of the SOPs 

The dynamic nature of public health threats, evolving policy environments, and lessons from 

implementation necessitate a continuous process of review and adaptation of these SOPs. 

Regular review ensures that the procedures remain relevant, effective, and aligned with national, 

regional, and global best practices in community engagement and health security. 

The National Public Health Institute (NPHI), through its Stakeholder Engagement Coordination 

Unit (SECU), will take the lead in coordinating the review and revision process, working closely 

with the Ministry of Health (MoH), County Governments, and Civil Society Organizations (CSOs). 

Review and Revision Process: 

• Annual Reviews: An annual review will be undertaken to assess the implementation of 

the SOPs, identify emerging challenges, and incorporate lessons learned from practice. 

These reviews will be evidence-based, drawing on monitoring and evaluation reports, 

stakeholder feedback, and performance indicators collected from counties and 

communities. Findings will inform incremental updates or addenda to improve efficiency 

and consistency in implementation. 

• Comprehensive Revisions: A full revision of the SOPs will occur every five years or sooner 

if there are significant policy changes, major public health reforms, or the introduction of 

new legal frameworks that affect community engagement. The comprehensive revision 

process will include a technical review, benchmarking against regional and global 

standards, and integration of innovations in PPR engagement. 

• Stakeholder Consultations and Validation: Draft revisions will be subjected to broad-

based consultations with key stakeholders, including CSOs, CBOs, development partners, 

academia, and county health officials. Feedback from these consultations will be 

consolidated and validated through national workshops before formal approval. 

• Approval and Dissemination: The final revised SOPs will be reviewed and approved by 

the Ministry of Health and disseminated to all relevant institutions, including county 

governments and implementing partners. The updated version will be published on the 

NPHI website and shared through official communication channels to ensure accessibility 

and uniform adoption. 
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The SOPs will remain a living document—responsive to changing contexts, grounded in evidence, 

and continuously improving Kenya’s capacity for inclusive, resilient, and community-driven 

pandemic preparedness and response. 
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