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1. Introduction 

Community participation has long been recognized as a cornerstone of resilient, inclusive, and 

equitable health systems. In Kenya, communities form the backbone of the country’s health 

response architecture, often serving as the first line of defense in detecting, responding to, and 

recovering from public health emergencies. The COVID-19 pandemic powerfully reaffirmed this 

reality—it revealed both the immense potential and the systemic vulnerabilities of existing 

community health systems. Communities played critical roles in mobilizing information, 

conducting surveillance, countering misinformation, and facilitating referrals and case 

management. Community health volunteers, civil society organizations (CSOs), faith-based 

groups, and informal community networks collectively supported risk communication and public 

awareness, often stepping in where formal systems were overwhelmed. 

Despite these significant contributions, community participation in Kenya’s formal Pandemic 

Preparedness and Response (PPR) structures remains limited and inconsistently institutionalized. 

While communities actively contribute at the operational and grassroots levels, they are often 

excluded from key decision-making and coordination spaces such as Technical Working Groups 

(TWGs), national emergency coordination committees, and county-level health governance 

structures. This exclusion undermines Kenya’s capacity to design and implement contextually 

appropriate, equitable, and trusted responses to public health emergencies. It also perpetuates 

a top-down model of governance that does not fully leverage local knowledge, innovation, and 

leadership. 

Recognizing the vital role of communities, there is an increasing national and regional shift 

toward strengthening community engagement as an integral part of health security governance. 

Kenya has taken important steps in this direction, including the establishment of the National 

Public Health Institute (NPHI), which is tasked with coordinating surveillance, research, and 

emergency response efforts. The Primary Health Care (PHC) Act (2023) provides a strong legal 

foundation for community engagement through the Primary Care Networks (PCNs), while the 

Community Health Policy (2020–2030) sets out a vision for empowering communities to 

participate in health planning, implementation, and accountability processes. Together, these 

frameworks emphasize that health security cannot be achieved without the inclusion of the very 

people most affected by health crises. 

At the regional level, the Africa Centres for Disease Control and Prevention (Africa CDC) 

advocates for a “whole-of-society” approach to health security that recognizes communities as 

essential partners in preparedness and response. Similarly, the International Health Regulations 

(IHR 2005) require state parties to engage all sectors of society—including communities—in 

strengthening core public health capacities. Kenya’s alignment with these frameworks 

underscores its commitment to building a health security system that is participatory, responsive, 

and sustainable. 

This document therefore provides practical recommendations for institutionalizing the inclusion 

of community representatives in relevant TWGs and coordination mechanisms at national, county, 

and community levels. It aims to guide policymakers, government agencies, county officials, civil 

society organizations, and development partners in establishing formal mechanisms that 
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guarantee structured, well-resourced, and meaningful participation of communities in PPR 

governance. By embedding community representation within the country’s health security 

architecture, Kenya can strengthen the legitimacy, effectiveness, and resilience of its 

preparedness and response systems—ensuring that no community is left behind in the protection 

of public health. 

2. Rationale for Community Inclusion 

Communities form the foundation of Kenya’s public health response ecosystem. Their proximity 

to households, social structures, and local institutions enables them to act swiftly and effectively 

during health emergencies. In times of crisis, such as the COVID-19 pandemic and previous 

outbreaks of cholera, Ebola threats, and other infectious diseases, communities have consistently 

demonstrated their capacity to mobilize local resources, coordinate social support, and facilitate 

behavior change. Community health volunteers, faith-based groups, traditional leaders, youth 

organizations, and women’s networks have all been instrumental in promoting health literacy, 

identifying suspected cases, countering misinformation, and ensuring continuity of essential 

services at the grassroots level. 

Despite their critical contributions, communities remain largely underrepresented in the formal 

governance and coordination structures that shape national and county Pandemic Preparedness 

and Response (PPR) priorities. Most decision-making forums, including Technical Working 

Groups (TWGs) and emergency coordination committees, are dominated by government and 

technical institutions with limited space for civil society and community voices. As a result, the 

design and implementation of PPR interventions often fail to fully capture the lived realities, 

priorities, and insights of those most affected. This disconnect weakens the relevance, 

effectiveness, and equity of interventions and can lead to reduced trust, slower uptake of 

preventive measures, and missed opportunities for early warning and rapid response. 

Including community representatives in TWGs and coordination mechanisms is therefore not 

only a matter of equity but a strategic imperative for national health security. Community 

participation ensures that governance processes are grounded in local knowledge, values, and 

cultural practices that influence health behaviors. It enables decision-makers to better 

understand the socio-economic and contextual factors that shape community vulnerability, 

resilience, and response capacity. Moreover, when communities are involved in setting priorities 

and monitoring outcomes, they become more invested in ensuring that interventions succeed 

and are sustained beyond donor-funded cycles. 

Meaningful community inclusion will: 

2.1. Ensure context-specific decision-making: Local realities, norms, and capacities differ widely 

across Kenya’s counties and communities. Direct participation ensures that policies and 

interventions are adapted to the social, economic, and cultural contexts in which they are 

implemented. 

2.2. Promote trust and legitimacy: Engaging communities in governance processes builds 

public confidence in health institutions, increases transparency, and improves compliance 

with public health measures during crises. 
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2.3. Strengthen early detection, surveillance, and rapid response: Communities are often the 

first to detect unusual health events. Empowering them to report and act on such information 

enhances the timeliness and accuracy of national surveillance and response efforts. 

2.4. Enhance accountability and transparency: When communities monitor service delivery, 

budget use, and policy implementation, they create a feedback loop that ensures resources 

are used efficiently and decisions reflect public priorities. 

2.5. Foster sustainability and ownership: Long-term resilience requires that communities see 

themselves as active custodians of their own health security. Embedding their participation 

in governance structures helps institutionalize these roles, ensuring continuity beyond 

external funding or project cycles. 

In sum, inclusive PPR governance transforms communities from passive recipients of health 

interventions into active partners in designing, implementing, and sustaining them. It enhances 

Kenya’s collective capacity to prevent, detect, and respond to health threats—ultimately building 

a more resilient and trusted health system that protects all citizens. 

3. 3. Policy and Institutional Basis 

Kenya’s evolving health governance framework provides a strong and enabling foundation for 

institutionalizing community participation within the country’s Pandemic Preparedness and 

Response (PPR) architecture. Over the past decade, Kenya has undertaken several critical policy 

and legislative reforms designed to decentralize decision-making, strengthen community health 

systems, and promote inclusive governance. These frameworks collectively create a conducive 

environment for embedding community voices in technical, coordination, and oversight 

mechanisms related to health security. 

3.1. The National Public Health Institute (NPHI) 

The establishment of the National Public Health Institute (NPHI) represents a major milestone in 

Kenya’s efforts to strengthen institutional coordination for disease prevention, surveillance, and 

emergency response. The NPHI was created to centralize public health functions that were 

previously fragmented across different departments of the Ministry of Health (MoH), ensuring 

better data management, risk analysis, and cross-sectoral coordination during emergencies. 

The NPHI’s structure and mandate provide a strategic opportunity to formalize the role of 

communities in health security governance. By establishing a Community Engagement and 

Accountability Desk, the NPHI can ensure that community perspectives, feedback, and priorities 

are systematically integrated into decision-making, policy development, and risk communication. 

This unit could serve as the central hub for coordinating community-driven surveillance, 

participatory data collection, and local-level preparedness planning. 

Such institutional integration would not only strengthen the flow of information between national 

and local levels but also enhance public trust and ownership of health security measures. Through 

structured partnerships with civil society networks, community health committees, and grassroots 

organizations, the NPHI can ensure that community actors are recognized as equal partners in 

Kenya’s public health governance ecosystem. 
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3.2. The Primary Health Care (PHC) Act, 2023 

The Primary Health Care Act (2023) provides one of the most significant policy anchors for 

community inclusion in health governance. The Act operationalizes the Primary Care Network 

(PCN) model, which links health facilities, community health units, and other actors within a 

defined geographical area. The PCN is explicitly designed to facilitate coordination, equity, and 

people-centered service delivery, recognizing communities as active stakeholders in the 

governance and accountability of primary health care services. 

The Act mandates the establishment of Community Health Committees (CHCs) and the 

engagement of Community Health Promoters (CHPs) as part of the PHC governance system. 

These structures provide a ready-made platform for embedding community representation in 

PPR-related Technical Working Groups (TWGs) and coordination mechanisms. The CHCs, by their 

composition and mandate, represent the voices of households, vulnerable populations, and 

marginalized groups—making them critical conduits for ensuring that local realities and priorities 

are reflected in national preparedness and response strategies. 

Furthermore, the PHC Act emphasizes decentralization and multisectoral coordination, aligning 

closely with the principles of resilience and equity that underpin health security. By integrating 

PPR into PHC structures, Kenya can strengthen the continuum between routine health services 

and emergency preparedness, ensuring that communities remain central to both. 

3.3. The Community Health Policy (2020–2030) 

The Community Health Policy (2020–2030) provides the overarching policy framework for 

strengthening community systems and formalizing their role in Kenya’s health governance. The 

policy envisions empowered community governance structures that participate in planning, 

implementing, monitoring, and evaluating health programs at the local level. It promotes 

participatory approaches that enable communities to identify priorities, allocate resources, and 

hold service providers accountable. 

The policy also outlines strategies for strengthening community health information systems, 

leadership capacity, and partnership frameworks between communities and government 

institutions. These provisions create a clear pathway for integrating community engagement into 

PPR governance. By leveraging the community structures defined under this policy—such as 

community health units, health committees, and volunteers—Kenya can institutionalize 

meaningful representation in PPR coordination platforms from the sub-county to the national 

level. 

Moreover, the policy calls for sustainable financing of community health systems, including 

government budget allocations for community health services. This financial recognition 

underscores the importance of community engagement as a system-wide function, not an ad 

hoc activity dependent on donor funding. 

3.4. Alignment with Africa CDC and IHR (2005) 
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Kenya’s policy direction is aligned with regional and global frameworks that emphasize 

community inclusion as a critical pillar of health security. The Africa Centres for Disease Control 

and Prevention (Africa CDC) promotes a whole-of-society and whole-of-government approach 

to pandemic preparedness and response. This approach recognizes that effective health security 

depends on the participation of all actors—government, private sector, academia, and, most 

importantly, communities. Through its Framework for Health Security, the Africa CDC encourages 

member states to institutionalize mechanisms for community engagement, capacity building, and 

accountability in public health governance. 

4. 4. Proposed Mechanisms for Representation 

 

To ensure that community participation in Pandemic Preparedness and Response (PPR) 

governance moves from ad hoc engagement to institutionalized practice, there is a need for clear 

mechanisms that define where, how, and through what structures communities will be 

represented at different levels of the health system. These mechanisms must be embedded within 

existing coordination frameworks and aligned with Kenya’s devolved governance system. The 

proposed mechanisms outlined below provide practical pathways for integrating community 

voices at the national, county, and community/facility levels. 

4.1. National Level 

At the national level, community representation should be formalized within the National Public 

Health Institute (NPHI) and other health security governance platforms. Community actors and 

civil society networks have valuable insights into the realities of local-level preparedness and 

response that can strengthen national coordination and policy design. 

Key recommendations include: 

• Integrate community representatives into NPHI’s national Technical Working 

Groups (TWGs) on Surveillance, Risk Communication, and Emergency Response. These 

representatives should be selected from recognized community and civil society networks 

with proven experience in community health, emergency response, and advocacy. Their 

inclusion will ensure that TWG deliberations and policies are grounded in real-world 

contexts and community priorities. 

• Establish a Community Engagement Sub-Committee within the NPHI. This dedicated 

structure would coordinate civil society and community participation across PPR functions, 

ensure consistency in engagement practices, and monitor the effectiveness of inclusion 

efforts. The Sub-Committee should prepare quarterly reports to the Ministry of Health 

summarizing community feedback, participation outcomes, and recommendations for 

system improvement. 

• Formalize collaboration between the NPHI, CSOs, and community networks through 

Memoranda of Understanding (MoUs). These MoUs would define roles, expectations, 

and accountability mechanisms for community engagement in PPR processes. They 

would also facilitate resource-sharing, capacity-building, and joint initiatives to 

strengthen health security. 
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• Include community representatives in the National Health Sector Interagency 

Coordination Committee (HSICC). The HSICC, as the apex platform for multi-sectoral 

coordination in health, should have designated community and civil society seats. This 

inclusion will ensure that national health security strategies, budget allocations, and 

response priorities are informed by local needs and community-generated evidence. 

Incorporating these mechanisms at the national level will enhance vertical integration between 

grassroots realities and policy decisions, ensuring that national strategies are both responsive 

and equitable. 

4.2. County Level 

County governments are the primary implementers of health services in Kenya’s devolved system. 

Therefore, institutionalizing community representation at this level is essential for translating 

national PPR frameworks into actionable, context-specific interventions. Counties are also closer 

to communities and are better positioned to facilitate participatory governance, accountability, 

and resource allocation. 

The following mechanisms are recommended: 

• Include at least two community representatives or CSO delegates in County Health 

Emergency Committees (CHECs) and County Health Management Teams (CHMTs). 

These representatives should be selected transparently through local CSO networks, 

community-based organizations, or existing community health structures. Their 

participation will strengthen accountability, community buy-in, and alignment between 

local realities and county health priorities. 

• Establish County PPR Engagement Forums. These forums will serve as regular platforms 

for dialogue between county health officials, community representatives, CSOs, private 

sector actors, and development partners. The forums will facilitate two-way 

communication, allowing communities to share surveillance data, feedback, and priority 

needs, while counties provide updates on preparedness and response actions. 

• Develop county-specific guidelines for community representation. Each county 

should adopt guidelines outlining selection criteria, terms of reference, tenure, reporting 

obligations, and accountability frameworks for community representatives in 

coordination platforms. These guidelines should also emphasize gender balance, 

inclusion of marginalized populations, and representation of youth and persons with 

disabilities. 

• Institutionalize community representation in county health budgeting and review 

processes. Community input should be systematically captured during the formulation 

of County Integrated Development Plans (CIDPs) and Annual Health Work Plans. 

Representation should also extend to budget hearings and performance review sessions 

to ensure that community perspectives influence resource allocation and program 

priorities. 

Embedding these mechanisms at the county level will enhance ownership, transparency, and 

responsiveness, leading to more effective and equitable public health outcomes. 
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4.3. Community and Facility Levels 

At the grassroots level, community and facility-based governance structures play a vital role in 

linking local populations to formal health systems. Strengthening these structures and integrating 

them into higher-level coordination mechanisms will ensure that local intelligence and lived 

experiences inform Kenya’s broader PPR agenda. 

Proposed mechanisms include: 

• Strengthen Community Health Committees (CHCs) as formal governance structures. 

CHCs should be recognized as the official community-level decision-making and 

coordination bodies for health preparedness and response. They should be supported 

with resources and capacity-building to perform their roles in mobilizing communities, 

coordinating local surveillance, and facilitating risk communication. 

• Build linkages between CHCs and facility-level management teams. Structured 

feedback and coordination mechanisms should be established between CHCs and health 

facilities to ensure that community-generated data on outbreaks, service gaps, and social 

determinants of health are incorporated into facility-level decision-making. Regular joint 

meetings can help align priorities and improve referral and reporting systems. 

• Support peer-led and civil society monitoring platforms. Community-led 

accountability initiatives such as scorecards, social audits, and community-led monitoring 

(CLM) should be institutionalized and linked to formal feedback systems, including the 

Community Feedback and Alert System (CFAS). This will enable communities to raise 

alerts, track response actions, and receive timely feedback from authorities, thereby 

closing the information loop and fostering transparency. 

At this level, investment in capacity-building, digital literacy, and participatory data systems is 

crucial to ensure that communities have the tools and competencies to engage effectively. By 

reinforcing these local structures, Kenya can strengthen the foundation of its health security 

system, ensuring that preparedness and response are rooted in community ownership and 

resilience. 

5. Recommended Policy Actions 

Priority Area Policy Actions Lead Actors Timeline 

Governance and 

Representation 

Develop national and county guidelines on 

community inclusion in PPR coordination 

mechanisms and TWGs. Define 

representation quotas, roles, and rotation 

mechanisms. 

MoH, NPHI, 

Council of 

Governors 

2025–2026 

Financing and 

Resources 

Establish a Community Engagement Fund 

within NPHI and county budgets to support 

dialogues, training, and monitoring activities. 

MoH, National 

Treasury, 

County 

Governments 

2026 
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Capacity 

Strengthening 

Institutionalize standardized community 

training modules on PPR governance, 

leadership, and digital literacy. 

NPHI, CSOs, 

CHMTs 

2025–2027 

Data and 

Feedback 

Systems 

Implement and operationalize the 

Community Feedback and Alert System 

(CFAS) for structured two-way 

communication. 

NPHI, CHMTs, 

ICT Authority 

2025–2028 

Monitoring and 

Accountability 

Integrate community-led indicators into the 

NPHI’s Monitoring, Evaluation, and Learning 

(MEL) Framework to measure participation 

and effectiveness. 

NPHI, MoH, 

Civil Society 

Networks 

Continuous 

6. Key Advocacy Messages 

For Kenya to achieve an inclusive, effective, and sustainable Pandemic Preparedness and 

Response (PPR) system, deliberate advocacy is needed to promote structural reforms, adequate 

financing, and institutional recognition of community engagement as a cornerstone of health 

security. The following key advocacy messages outline priority actions that should guide 

stakeholders—including government institutions, civil society organizations, community 

networks, and development partners—in advancing community inclusion across all levels of 

health governance. 

6.1. Institutionalize Community Representation Across All PPR Coordination Platforms 

Community inclusion must be formally embedded within all existing and future coordination 

mechanisms that guide Kenya’s health security agenda. This includes the National Public Health 

Institute (NPHI), County Health Emergency Committees (CHECs), Technical Working Groups 

(TWGs), and Primary Health Care (PHC) governance bodies. 

Institutionalization means establishing clear terms of reference, representation quotas, and 

accountability mechanisms to ensure consistent and meaningful participation of community 

representatives, particularly from marginalized and vulnerable populations. Representation 

should not be tokenistic but should provide communities with decision-making authority and 

voting rights in discussions on surveillance, response planning, and resource allocation. 

By institutionalizing representation, Kenya will ensure that community engagement is predictable, 

structured, and integrated into the core of its governance and coordination frameworks rather 

than dependent on temporary initiatives or donor-funded projects. 

6.2. Strengthen Legal and Policy Frameworks to Make Community Inclusion a Mandatory 

Requirement 

Community inclusion should transition from being an optional or informal practice to a legally 

protected and enforceable component of Kenya’s public health governance. This requires 

revising and strengthening key laws, regulations, and policy instruments—including the PHC Act 
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(2023), the Community Health Policy (2020–2030), and emerging frameworks under the NPHI—

to explicitly define community representation as a requirement in all PPR structures. 

These legal reforms should outline the roles, responsibilities, and entitlements of community 

representatives and provide clear guidance on how government institutions will support and 

resource their participation. Incorporating community inclusion clauses into the Public Health Act, 

County Health Laws, and National Disaster Management Framework would further ensure 

uniformity and accountability across all governance levels. 

A legally binding framework will safeguard against exclusion, ensure equity, and guarantee that 

community engagement continues beyond political transitions or shifts in donor priorities. 

6.3. Establish a Community Engagement Fund for Sustainable Financing of Participation 

Sustainable financing is the backbone of meaningful and continuous community engagement. 

The creation of a Community Engagement Fund—managed jointly by the NPHI and county 

governments—will ensure predictable and ring-fenced resources to support community 

participation, capacity building, and monitoring efforts. 

This fund should be integrated into both the national health budget and county-level Medium-

Term Expenditure Frameworks (MTEFs) to guarantee sustainability. It can support key activities 

such as organizing community dialogues, training community health committees, facilitating 

participation in TWGs, and implementing the Community Feedback and Alert System (CFAS). 

In addition to domestic funding, the Fund should attract contributions from development 

partners, the private sector, and civil society organizations to promote shared responsibility. By 

financing community participation as a system function rather than a project activity, Kenya can 

ensure that engagement is continuous, inclusive, and scalable. 

6.4. Build Community Leadership Capacity in PPR Governance and Digital Data Systems 

Effective participation requires empowered and informed community actors who can engage 

constructively in governance and policy processes. Strengthening community leadership capacity 

should therefore be a national priority. This entails developing comprehensive training programs 

focused on PPR governance, public policy advocacy, data literacy, and digital tools for 

surveillance and accountability. 

Communities must be equipped with skills to interpret health data, use digital platforms to share 

information, and contribute meaningfully to national monitoring systems. Equally, local CSOs and 

community-based organizations should be supported to strengthen their institutional capacity 

in evidence generation, coordination, and policy engagement. 

Capacity-building initiatives should also emphasize inclusivity, ensuring participation by youth, 

women, persons with disabilities, and key populations. A strong and capable community 

leadership base enhances collective resilience, supports early warning systems, and fosters 

accountability in preparedness and response. 
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6.5. Operationalize Feedback and Accountability Systems, Including CFAS, at All Levels 

Transparent and responsive feedback systems are essential for building trust and ensuring 

accountability between communities and health authorities. The Community Feedback and Alert 

System (CFAS) should be operationalized nationally and integrated into Kenya’s broader Health 

Information System (HIS) architecture. 

CFAS provides a structured platform for communities to report health threats, service delivery 

challenges, or misinformation, while enabling the government to provide timely responses. Its 

implementation at both the national and county levels will create a real-time, two-way 

communication channel that enhances situational awareness, accountability, and public 

confidence. 

To ensure effectiveness, the system should be digitized, accessible through mobile and offline 

modes, and supported by dedicated focal points within the NPHI and County Health 

Management Teams (CHMTs). Feedback loops must also be institutionalized in TWG reporting 

processes to guarantee that community inputs inform decision-making and policy adjustments. 

6.6. Promote Multi-Sectoral Collaboration Involving Health, Education, Environment, 

Agriculture, and Social Protection Sectors 

Pandemic preparedness and response extend beyond the health sector. Community inclusion in 

PPR governance should therefore embrace a whole-of-society approach, as advocated by the 

Africa CDC and the IHR (2005). This approach requires collaboration across multiple sectors—

health, education, agriculture, environment, water and sanitation, social protection, and 

communication—to address the broad determinants of health security. 

Communities should be represented in cross-sectoral coordination forums that link health with 

other areas affecting resilience, such as food systems, livelihoods, and climate adaptation. For 

instance, collaboration between agricultural extension officers and community health promoters 

can strengthen zoonotic disease surveillance and One Health initiatives. Similarly, partnerships 

with the education sector can improve risk communication and behavioral change, while the 

social protection sector can help mitigate the socioeconomic impacts of outbreaks. 

A multi-sectoral approach ensures that preparedness and response measures are holistic, 

inclusive, and sustainable—building community resilience not just to pandemics, but to a wide 

range of public health and social threats. 

7. 7. Advocacy Asks 

 

Achieving meaningful and sustained community inclusion in Kenya’s Pandemic Preparedness and 

Response (PPR) governance requires targeted advocacy directed at key institutions and decision-

makers. These advocacy asks provide specific, actionable recommendations to ensure that 

community engagement is recognized, financed, and institutionalized as an essential component 

of Kenya’s health security system. The proposed actions address national and county 

governments, development partners, civil society networks, and legislative bodies whose 

decisions shape the inclusivity, accountability, and sustainability of the country’s health 

governance architecture. 
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7.1. Ministry of Health (MoH) and National Public Health Institute (NPHI) 

The Ministry of Health and the NPHI hold the central responsibility for establishing policies and 

coordination frameworks for public health preparedness and response. They should: 

• Mandate structured community inclusion within all national and county PPR Technical 

Working Groups (TWGs), advisory committees, and coordination platforms. This should 

include explicit guidance on representation criteria, selection processes, roles, and 

reporting obligations. 

• Develop clear Terms of Reference (ToRs) and operational participation guidelines 

that define the responsibilities, authority, and accountability mechanisms for community 

representatives at all levels of PPR governance. 

• Create a national framework for monitoring community engagement, with 

standardized indicators and reporting requirements integrated into the NPHI’s 

Monitoring, Evaluation, and Learning (MEL) systems. 

• Establish a dedicated Community Engagement Unit within the NPHI to coordinate, 

track, and strengthen partnerships with civil society and community structures across the 

country. 

Institutionalizing these mechanisms will ensure consistency in community representation and 

guarantee that grassroots perspectives are systematically considered in national decision-making. 

7.2. County Governments 

County governments are pivotal actors in operationalizing community participation under 

Kenya’s devolved governance framework. They oversee service delivery, resource allocation, and 

emergency preparedness at the local level. Counties should therefore: 

• Allocate specific budget lines for community engagement, capacity building, and 

monitoring within annual County Health Budgets and County Integrated Development 

Plans (CIDPs). These allocations should cover costs related to community dialogues, 

participation in TWGs, training programs, and participatory monitoring. 

• Institutionalize community participation through the inclusion of community 

representatives in County Health Emergency Committees (CHECs), County Health 

Management Teams (CHMTs), and planning forums. 

• Develop county-specific regulations or policies outlining representation structures, 

accountability mechanisms, and coordination processes between community health 

committees and formal health governance systems. 

By integrating community engagement into planning and budgeting processes, counties 

can ensure that preparedness and response actions are grounded in local realities and 

supported by the populations they serve. 

7.3. Development Partners and Donors 
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Development partners play a key role in financing Kenya’s health security agenda and influencing 

policy priorities. Their support is vital for ensuring that community inclusion is adequately funded 

and operationalized. They should: 

• Fund community-led health security initiatives that strengthen surveillance, risk 

communication, and local preparedness capacity. 

• Support the establishment and operationalization of the Community Engagement 

Fund, ensuring predictable financing for community participation at both national and 

county levels. 

• Invest in digital infrastructure and feedback systems, including the Community 

Feedback and Alert System (CFAS), to enhance transparency, accountability, and 

community-led monitoring. 

• Facilitate capacity-building initiatives for community representatives and civil society 

organizations to enable meaningful engagement in technical and governance processes. 

By channeling resources directly to community systems, development partners can help 

create sustainable, locally driven approaches to preparedness and response. 

7.4. Civil Society Networks and Community-Based Organizations (CBOs) 

Civil society organizations (CSOs) and community networks act as critical intermediaries between 

communities, government, and development partners. Their advocacy and watchdog functions 

are essential for promoting accountability and inclusivity. They should: 

• Advocate for structured community representation in all PPR coordination 

mechanisms at national and county levels, ensuring that communities are not sidelined 

in policy design or implementation. 

• Monitor and report on the implementation of inclusion commitments, tracking how 

community voices influence PPR planning, resource allocation, and accountability 

frameworks. 

• Mobilize and coordinate community representatives to strengthen collective advocacy, 

amplify grassroots priorities, and promote cross-county learning exchanges. 

• Generate evidence and documentation through community-led monitoring (CLM), 

social audits, and participatory research to influence policy reform and demonstrate the 

impact of community engagement on health outcomes. 

These actions will position civil society as a sustained driver of accountability and as an active 

partner in shaping Kenya’s inclusive health governance agenda. 

7.5. Parliament and County Assemblies 

Legislative bodies play a critical role in institutionalizing and sustaining community participation 

through lawmaking, oversight, and budget approval. They should: 

• Enact legislation and policies that explicitly protect and institutionalize community 

participation in health governance, including pandemic preparedness and response. Such 

laws should provide for representation, financing, and reporting requirements that 

guarantee continuous engagement. 
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• Integrate community engagement provisions within the Public Health Act, County 

Health Acts, and other relevant statutes to formalize participation across all health-

related processes. 

• Ensure sustained public financing for community engagement by overseeing the 

creation of the Community Engagement Fund and monitoring the allocation and use of 

resources at both national and county levels. 

• Champion transparency and accountability by requiring periodic reports from the 

Ministry of Health, NPHI, and counties on the effectiveness of community inclusion in PPR 

mechanisms. 

Through legislative action, Parliament and County Assemblies can provide the legal and financial 

guarantees necessary to make community participation an enduring feature of Kenya’s health 

security system. 

8. Conclusion 

Community inclusion in Pandemic Preparedness and Response (PPR) governance is both a 

strategic imperative and a moral obligation. It is strategic because communities serve as the 

foundation of every effective public health system—providing the first line of detection, 

mobilization, and resilience during emergencies. It is ethical because inclusive governance 

ensures that decisions affecting people’s health and well-being are made with their participation, 

voices, and consent. Meaningful engagement of communities ensures that preparedness and 

response interventions are not only efficient but also equitable, trusted, and reflective of local 

realities. 

Institutionalizing structured community participation will significantly enhance Kenya’s capacity 

to detect, prevent, and respond to health threats. When communities are formally represented 

in Technical Working Groups (TWGs), coordination platforms, and decision-making processes, 

they contribute valuable local intelligence, strengthen surveillance networks, and improve 

communication between authorities and citizens. Their involvement builds trust between the 

government and the public—trust that is essential for compliance with health measures, uptake 

of interventions, and rapid mobilization during crises. In addition, empowered communities can 

identify early warning signs, monitor the quality of response actions, and promote accountability 

within public health systems. 

Community inclusion also ensures that health interventions are designed with an understanding 

of social, cultural, and economic contexts. Top-down approaches, while technically sound, often 

fail to account for local realities, resulting in limited impact and reduced ownership. Embedding 

community perspectives transforms these interventions into shared initiatives—co-created 

solutions that leverage local leadership, traditional knowledge, and social capital to strengthen 

public health outcomes. Furthermore, continuous engagement fosters social cohesion and 

resilience, enabling communities to recover faster and adapt more effectively to future health 

emergencies. 

To achieve this, Kenya must move beyond ad hoc engagement to systematic institutionalization 

of community participation. This involves embedding community engagement into national 
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policies, legal frameworks, and financing mechanisms. Policies such as the Primary Health Care 

(PHC) Act (2023), the Community Health Policy (2020–2030), and the operationalization of the 

National Public Health Institute (NPHI) already provide a strong policy foundation for this 

transition. Ensuring that community inclusion is explicitly integrated into the mandates, structures, 

and budgets of these institutions will guarantee that engagement is continuous, predictable, and 

impactful. 

Aligning Kenya’s community engagement agenda with international and regional frameworks 

such as the International Health Regulations (IHR 2005) and the Africa CDC Health Security 

Framework will further reinforce the country’s commitment to a whole-of-society approach to 

health security. These frameworks emphasize the importance of partnerships that bridge 

government, civil society, private sector, and communities—recognizing that no single actor can 

manage pandemics alone. 

By institutionalizing community participation across policy, financing, and practice, Kenya can 

establish a resilient, inclusive, and trusted health security system. Such a system not only 

enhances national preparedness but also positions Kenya as a regional leader and model for 

participatory governance in public health. Ultimately, the path to stronger pandemic 

preparedness and response lies in empowering the people most affected—transforming 

communities from passive beneficiaries into active partners who safeguard their own health and 

that of the nation. 
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