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A. INTRODUCTION AND BACKGROUND 

Global Context 

Primary Health Care (PHC) is globally recognized as the foundation of resilient, people-centered, 

and equitable health systems. Since the Alma-Ata Declaration of 1978, PHC has been promoted as 

the most effective approach to achieving “Health for All.” Forty years later, the Astana Declaration 

of 2018 reaffirmed this commitment, calling on governments to strengthen community engagement, 

intersectoral collaboration, and health system accountability as essential elements for realizing 

Universal Health Coverage (UHC) and the Sustainable Development Goals (SDGs). 

Community engagement—defined as the meaningful participation of citizens in health decision-

making, planning, delivery, and monitoring—is a cornerstone of PHC governance. Global evidence 

demonstrates that when communities are involved not only as service users but also as co-

implementers, monitors, and governance actors, health systems achieve higher levels of trust, 

accountability, and service uptake. During public health crises such as the COVID-19 pandemic 

and the West Africa Ebola outbreak, communities played a decisive role in surveillance, 

mobilization, and local-level response, underscoring the necessity of institutionalizing their role in 

governance. 

Regional Context 

Across Africa, countries have progressively integrated community participation into PHC 

governance. Regional commitments such as the Africa Health Strategy (2016–2030), the Africa 

CDC’s New Public Health Order, and the African Union’s Agenda 2063 all emphasize the central 

role of communities in strengthening health systems. Moreover, the Global Fund, Gavi, and other 

global health partners have invested heavily in community systems strengthening, creating 

opportunities to align financing with governance reforms. 

However, despite these advances, community engagement often remains tokenistic, underfunded, 

and poorly institutionalized. Governance structures such as Community Health Committees (CHCs) 

and Community Health Promoters/Volunteers (CHPs/CHVs) exist on paper but face challenges of 

weak financing, unclear mandates, and exclusion from decision-making processes. The risk is that 

communities continue to be seen as passive recipients of services rather than active shapers of PHC 

systems. 

Country Context 

Kenya has made important strides in institutionalizing community engagement in Primary Health 

Care (PHC) governance, building on its constitutional, policy, and legislative frameworks. The 

Constitution of Kenya (2010) enshrines the right to health and mandates public participation in 

governance, setting a strong foundation for community involvement. Over the last decade, Kenya 

has introduced a series of policies and strategies to formalize community structures within its health 

system: 

• The Community Health Policy (2020–2030) and the Community Health Strategy (2020–

2025) provide operational guidance for the establishment and functionality of Community 
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Health Units (CHUs), Community Health Committees (CHCs), and the deployment of 

Community Health Promoters (CHPs/CHVs). 

• The Primary Health Care Strategic Framework (2019–2024) set out six strategic directions, 

including governance, health workforce, and community participation as key pillars of 

PHC. 

• The Primary Health Care Act (2023) formalized PHC governance, creating multi-level 

advisory councils, embedding CHCs into decision-making, and linking communities 

directly into the broader Primary Health Care Network (PCN) model. 

Despite this strong policy environment, systemic challenges persist. Representation of vulnerable 

groups such as women, youth, people with disabilities, and nomadic communities remains limited. 

Community participation is often tokenistic, with CHCs sidelined in planning and budgeting 

processes. Financing for community structures is fragmented, with CHPs receiving modest stipends 

while CHCs remain largely unfunded. Feedback loops between households, CHUs, county 

managers, and national health platforms are weak, and capacity-building for community 

representatives is insufficient to enable effective oversight. 

B. RATIONALE FOR THE TECHNICAL ASSISTANCE 

This analysis was commissioned by the Africa Coalition on Tuberculosis (ACT Africa), in 

partnership with the Stop TB Partnership – Kenya, with financial and technical support from the 

Global Fund. Its purpose was to document lessons learned, identify strengths, challenges, and 

opportunities, and consolidate community-driven priorities to strengthen PHC governance and 

inform Kenya’s UHC reforms as well as the Global Fund Grant Cycle 8 (GC8). 

The rationale rests on three key realities: 

1. Legal and policy frameworks exist but remain under-implemented. While the PHC 

Act (2023) and related policies provide a strong mandate for community engagement, gaps 

in financing, dissemination, and enforcement hinder implementation. 

2. Communities are trusted but underutilized actors. CHPs/CHVs and CHCs enjoy 

legitimacy and trust at household and community level, but their voices rarely influence 

county or national health planning, resource allocation, or governance. 

3. Donor investments create opportunities for alignment. External financing from the 

Global Fund, Gavi, bilateral donors, and initiatives such as CHU4UHC have catalyzed 

community health strengthening, but alignment with Kenya’s PHC Act and PCN reforms 

is needed to ensure sustainability and avoid fragmentation. 

C. CONTRIBUTION OF THIS REPORT 

This report consolidates evidence from Kenya’s community health reforms and local innovations 

to generate practical lessons for policy-makers, county governments, civil society organizations, 

and development partners. It highlights strengths, challenges, and opportunities for embedding 

meaningful community participation in PHC governance, emphasizing that: 

• Legal frameworks such as the PHC Act are necessary but insufficient without dedicated 

resources, role clarity, and enforcement mechanisms. 
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• Effective community engagement requires sustained financing, technical capacity-

building, and institutional linkages between CHCs, facilities, county health management 

teams, and national advisory platforms. 

• Local innovations—such as community scorecards in Makueni, digital reporting in 

Kisumu, and co-financing of CHPs through county governments and partners—offer 

scalable models for strengthening inclusive and sustainable governance. 

Ultimately, the report argues that Kenya must move beyond symbolic participation to substantive 

influence, positioning communities as equal partners in advancing PHC, UHC, and Pandemic 

Preparedness and Response (PPR). 

 

 



 
4 

D. COUNTRY CONTEXT AND HEALTH SYSTEM 

OVERVIEW 

1. Population and Health Indicators 

Population Profile 

Kenya has a population of just over 50 million people, with about three-quarters (75%) residing in 

rural areas. This distribution creates unique health service delivery challenges, as rural communities 

often face barriers linked to distance, infrastructure, and workforce shortages. 

Communicable Diseases 

Kenya continues to grapple with a heavy burden of communicable diseases. HIV/AIDS remains a 

major concern, though remarkable progress has been made. According to UNAIDS (2023), Kenya 

has surpassed the global 95-95-95 targets: 

• 97% of people living with HIV know their status, 

• 97% of those diagnosed are on antiretroviral therapy (ART), and 

• 94% of those on ART have achieved viral suppression. 

Overall, there are about 1.38 million people living with HIV (PLHIV) in the country, with 1.34 

million currently receiving ART. However, regional disparities persist, with prevalence exceeding 

10% in counties such as Kisumu, Homa Bay, Migori, and Siaya, while dropping below 0.5% in 

counties such as Wajir and Garissa. In 2023 alone, the country recorded 16,752 new HIV infections 

and 20,480 HIV-related deaths, while nearly 41,000 PLHIV discontinued ART, particularly men 

and children whose treatment coverage lags behind that of women. 

Tuberculosis (TB) continues to pose challenges, with incidence at about 317 per 100,000 

population, though gradual declines have been observed over time. Malaria remains endemic in 

several regions, with an incidence rate of about 70 per 1,000 people at risk, disproportionately 

affecting children under five. 

Maternal, Neonatal, and Child Health 

Kenya has recorded progress in maternal and child health outcomes, though indicators remain 

below global targets. The maternal mortality ratio stands at approximately 342 deaths per 100,000 

live births, a significant decline from earlier years but still far higher than the SDG target of fewer 

than 70. The under-five mortality rate has reduced to 52 per 1,000 live births, and the infant 

mortality rate stands at 39 per 1,000 live births. Preventable conditions such as pneumonia, diarrhea, 

and malaria—often compounded by malnutrition—remain leading causes of child deaths. 

Non-Communicable Diseases (NCDs) 
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The burden of non-communicable diseases (NCDs) is rising rapidly. Currently, NCDs account for 

39% of all deaths and almost 50% of hospital admissions. Hypertension, diabetes, cardiovascular 

diseases, cancers, and chronic respiratory illnesses are becoming increasingly prevalent, alongside 

emerging recognition of mental health conditions as a public health concern. 

Injuries and Emerging Health Threats 

Beyond communicable and non-communicable diseases, Kenya faces additional health threats. 

Injuries, especially from road traffic accidents, contribute significantly to morbidity and mortality. 

Climate-sensitive conditions such as vector-borne and water-borne diseases also strain the health 

system, particularly in arid and semi-arid areas prone to drought and floods. 

Equity and Access Gaps 

While health outcomes have improved, inequities remain stark. Communities in arid and semi-arid 

lands (ASALs), informal urban settlements, and marginalized populations—including women, 

youth, and persons with disabilities—continue to experience poorer access and outcomes. Out-of-

pocket payments still form a substantial portion of health financing, pushing vulnerable households 

into financial hardship despite Kenya’s constitutional commitment to the right to health. 

2. The Devolved Health System 

County governments are responsible for the planning, financing, and implementation of most health 

services, including management of facilities from Level 1 (community health units) to Level 4 (sub-

county hospitals). This ensures that services are brought closer to communities, making them more 

responsive to local health needs, disease burdens, and population characteristics. County health 

departments also recruit and deploy health workers, manage supply chains, and operationalize 

health governance platforms such as Community Health Committees (CHCs) and County Health 

Management Teams (CHMTs) . 

Role of the National Government 

At the same time, the MoH maintains a critical stewardship role, including: 

• Developing national policies and strategic frameworks such as the Kenya Health Policy 

(2014–2030), the Primary Health Care Strategic Framework (2019–2024), and the Kenya 

Community Health Strategy (2020–2025). 

• Standardizing guidelines for Primary Health Care Networks (PCNs). 

• Mobilizing resources, coordinating donor investments, and ensuring cross-county equity 

and accountability. 

• Providing training curricula, health information systems, and technical assistance to 

counties . 

Opportunities from Devolution 

Devolution has created a natural entry point for community participation in governance, allowing 

communities to influence planning, monitoring, and budgeting. It has also increased political 

commitment at the county level, leading to innovations such as community scorecards in Makueni 
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County and digital health reporting platforms in Kisumu. Furthermore, county-level autonomy has 

enabled tailored approaches to address local epidemiological and demographic realities, fostering 

equity and responsiveness in health service delivery . 

Challenges in Practice 

Despite these gains, counties continue to face systemic challenges: 

• Uneven capacity and resources across counties, leading to disparities in service delivery. 

• Weak intergovernmental coordination between MoH and counties. 

• Inadequate financing for health, especially community health, which still lacks a distinct 

budget line in most county allocations . 

• Fragmentation of donor support, which often bypasses county systems. 

3. Structure of Primary Health Care Delivery 

Overview of the Health System 

Kenya’s health system is structured into six interdependent levels under the Kenya Essential 

Package for Health (KEPH). This tiered system is designed to bring health services closer to 

communities while ensuring strong referral linkages to higher levels of care. Each level has a 

defined catchment population, service package, governance structure, and a distinct role in 

advancing Primary Health Care (PHC) and Universal Health Coverage (UHC). The table below 

provides a comparative summary of the six levels (Levels 1–6), highlighting their scope of services, 

referral responsibilities, governance mechanisms, and specific contributions to PHC. 

Leve

l 

Facility 

Type 

Scope of 

Services 

Role in 

Referral Chain 

Governanc

e & 

Linkages 

PHC Role 

1 Community 

Health 

Units 

(CHUs) 

Household-level 

promotive, 

preventive, and 

basic curative 

care; disease 

surveillance; 

health education; 

referrals. 

First point of 

contact; refer to 

dispensaries/healt

h centres. Provide 

community data 

to facilities. 

Governed by 

Community 

Health 

Committees 

(CHCs); 

supervised by 

Community 

Health 

Assistants 

(CHAs). 

Anchor of 

community 

participatio

n and 

health 

promotion; 

frontline for 

prevention, 

surveillance, 

and linkage 

to care. 

2 Dispensarie

s 

Outpatient care 

for common 

illnesses; 

immunizations; 

family planning; 

antenatal/postnata

l screening. 

Refer upwards to 

health centres or 

sub-county 

hospitals. 

Managed by 

County 

Health 

Departments 

via Sub-

County 

Health 

Management 

Provide 

accessible 

first-line 

clinical 

services, 

reduce 

disease 

burden at 
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Teams 

(SCHMTs). 

higher 

levels, and 

strengthen 

community 

linkages. 

3 Health 

Centres 

Broader 

outpatient and 

basic inpatient 

(maternity, 

pediatrics); 

preventive 

services; HIV/TB 

clinics; minor 

surgery. 

Serve as referral 

points for 

dispensaries; 

refer complex 

cases to Level 4. 

Overseen by 

SCHMTs; 

integrated 

into PCNs; 

linked with 

CHCs. 

Ensure 

continuity 

of PHC, 

bridging 

basic 

community 

services with 

more 

advanced 

facility care. 

4 Sub-

County 

Hospitals 

Inpatient/outpatie

nt services; 

emergency and 

surgical care; 

maternal/child 

health; specialized 

clinics (NCDs, 

HIV, TB); 

diagnostics; 

rehab. 

PCN hubs: 

receive referrals 

from Levels 1–3, 

refer upwards to 

Level 5; 

coordinate 

reverse referrals. 

Managed by 

SCHMTs; 

linked to 

faith-

based/private 

hospitals 

where 

needed. 

Function as 

PCN hubs, 

coordinating 

service 

integration, 

supervision, 

and resource 

sharing 

across 

networks. 

5 County 

Referral 

Hospitals 

Specialized care: 

surgery, 

pediatrics, 

obstetrics, 

gynecology, 

internal medicine, 

mental health; 

advanced 

diagnostics; ICUs; 

rehabilitation. 

Secondary 

referral centers; 

receive from 

Level 4; provide 

reverse referrals. 

Mentor/training 

centers. 

Managed by 

County 

Departments 

of Health; 

supervised by 

CHMTs. 

Strengthen 

county-wide 

PHC 

capacity by 

providing 

specialized 

backup, 

training, and 

technical 

support. 

6 National 

Referral & 

Teaching 

Hospitals 

Highly 

specialized 

diagnostics, 

surgery, 

oncology, 

cardiology, 

neurology, 

nephrology, 

advanced rehab & 

mental health. 

Final referral 

destination for 

complex/rare 

cases; lead in 

guideline 

development. 

Governed by 

National 

MoH; linked 

with 

universities, 

research 

institutions. 

Provide 

policy, 

research, 

and 

training 

leadership; 

set standards 

and 

innovations 

that guide 

PHC 

nationally. 
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Kenya’s six-tier health system offers a well-thought-out framework that brings services closer to 

communities while maintaining strong referral pathways to higher levels of care. Each level plays 

a distinct role, from the household-based work of CHUs to the highly specialized leadership of 

national referral hospitals. Together, these levels reflect Kenya’s ambition to achieve equity, 

resilience, and people-centered care through Primary Health Care (PHC). At its best, the system 

shows how policy, governance, and community engagement can converge to improve health 

outcomes and build trust between citizens and the health system. 

However, the journey is far from complete. Dispensaries and health centres remain under-staffed 

and under-equipped, often relying on a single nurse or clinical officer to serve thousands of people. 

Community Health Volunteers (CHVs), despite being the backbone of Level 1 services, face 

irregular stipends, limited recognition, and poor career progression opportunities. Referral systems 

are not always seamless, leading to delays or duplication of care. At the governance level, 

Community Health Committees (CHCs) are sometimes inactive or under-resourced, leaving 

communities without a strong voice in decision-making. These gaps highlight that while the 

system’s design is robust, sustained investment in financing, human resources, and accountability 

mechanisms is essential for Kenya’s PHC vision to fully materialize. 

4. The Primary Health Care Network (PCN) Model 

The Primary Health Care Network (PCN) model, introduced in 2021, represents a transformative 

reorganization of service delivery in Kenya. It was developed in response to weaknesses identified 

during the Universal Health Coverage (UHC) pilot, which had revealed recurring challenges such 

as the overcrowding of higher-level hospitals, weak linkages between communities and facilities, 

and limited trust in primary health care. By adopting the PCN approach, Kenya has sought to create 

a more integrated, people-centred, and accountable system. 

Hub-and-Spoke Arrangement 

At the core of the PCN is a hub-and-spoke structure. Each network is anchored by a Level 4 sub-

county hospital, which serves as the hub. This hub provides referral services, specialist support, 

and supervision to its associated facilities. The spokes consist of Levels 1, 2, and 3—Community 

Health Units (CHUs), dispensaries, and health centres—ensuring that services begin as close to 

households as possible. Every PCN covers a clearly mapped and gazetted population catchment 

defined by county governments, ensuring that no community is excluded from referral pathways. 

In this way, the PCN integrates community health, primary care, and public health services into a 

seamless continuum. 

Functions of the PCN 

The PCN plays a critical role in strengthening referral systems. It ensures that upward referrals to 

higher levels are timely and effective, while also facilitating reverse referrals from specialists back 

to lower-level facilities for continuity of care. It standardizes service delivery across the network 

so that communities can access a consistent package of essential health services regardless of 

location. In addition, PCNs extend outreach to marginalized and hard-to-reach populations, 

ensuring that services such as immunization, antenatal and postnatal care, and screening for non-

communicable diseases are delivered equitably. The model also emphasizes the use of data and 

accountability mechanisms, requiring all facilities in the network to feed into the Kenya Health 

Information System (KHIS) and apply common monitoring frameworks. 
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Governance and Multi-Disciplinary Teams 

Governance of the PCN is anchored in county structures. County Health Management Teams 

(CHMTs) provide strategic oversight, while PCN committees ensure that communities have a voice 

in local decision-making. At the operational level, each hub hospital is supported by a multi-

disciplinary team (MDT) that supervises and mentors staff across the spokes. These teams typically 

include medical officers, clinical officers, and nurses, alongside public health officers, nutritionists, 

pharmacists, and laboratory personnel. Importantly, community health officers serve as the link 

between facility-based services and CHUs, helping to institutionalize community participation 

within the network. 

Financing and Resource Allocation 

Financing for PCNs is shared between national and county governments. The national government 

takes responsibility for high-level functions such as developing guidelines, conducting training of 

trainers, and investing in ICT systems. County governments, in turn, fund the day-to-day operations 

of multi-disciplinary teams, purchase ambulances, carry out community mapping and household 

registration, and supervise service delivery across the network. This pooling of resources within 

the PCN enhances efficiency, reduces duplication, and strengthens commodity management. 

Role of Private and Faith-Based Providers 

The model also recognizes the important role of non-state actors. In many counties, faith-based and 

private hospitals serve as de facto referral hubs, particularly in areas where public sub-county 

hospitals are limited. The PCN guidelines therefore encourage partnerships with such providers to 

expand reach and ensure no community is left behind. 

Opportunities Through the PCN Model 

Overall, the PCN model provides Kenya with a robust framework for people-centred care. It shifts 

the focus away from vertical, disease-specific interventions and toward integrated promotive, 

preventive, curative, and rehabilitative services. It reduces fragmentation by linking facilities and 

communities in a coherent network, strengthens resilience for pandemic preparedness and response, 

and accelerates progress toward UHC by ensuring equitable access to essential services across all 

counties. 

5. Primary Health Care Governance Structures 

5.1. Legal and Policy Anchoring 

Kenya’s primary health care (PHC) governance is grounded in a robust legal and policy framework 

that has progressively evolved to align with constitutional mandates, global health commitments, 

and the Universal Health Coverage (UHC) agenda. 

The table below summarizes the key policy, strategic, and legal documents that anchor Primary 

Health Care (PHC) governance in Kenya, highlighting their specific contributions to community 

engagement and service delivery. 
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Document Focus/Scope Contribution to PHC Governance & 

Community Engagement 

Constitution of Kenya 

(2010) 

Bill of Rights; Devolution of 

health services. 

Guarantees the right to health; mandates 

community participation; assigns 

counties responsibility for service 

delivery. 

Kenya Health Policy 

(2014–2030) 

Long-term policy direction 

for the health sector. 

Positions PHC as the foundation of 

health service delivery; emphasizes 

equity, efficiency, and people-centered 

care. 

Kenya Primary 

Health Care Strategic 

Framework (2019–

2024) 

Strategic roadmap for PHC 

implementation. 

Defines six strategic directions including 

governance, workforce, financing, and 

community participation; 

institutionalizes PHC advisory 

structures. 

Kenya Community 

Health Policy (2020–

2030) 

Policy framework for 

community health services. 

Anchors community health as a formal 

component of PHC; defines CHUs, 

CHCs, and integration of CHIS; 

emphasizes empowerment and 

accountability. 

Kenya Community 

Health Strategy 

(2020–2025) 

Operational strategy for 

community health services. 

Provides standards for CHU 

functionality; defines roles of CHVs, 

CHAs, and CHCs; sets out performance 

indicators for participation and 

accountability. 

Primary Health Care 

Network (PCN) 

Guidelines (2021) 

Guidelines for organizing 

PHC into networks. 

Operationalizes the hub-and-spoke 

model; defines governance, roles of 

MDTs, and integration of public/private 

facilities; strengthens community 

linkages. 

Primary Health Care 

Act (2023) 

Comprehensive legislative 

framework for PHC. 

Formalizes PHC governance structures 

(National/County PHC Advisory 

Committees, PCN Committees, CHCs); 

mandates community engagement; 

regulates PHC workforce. 

Together, these instruments anchor PHC as the cornerstone of UHC, institutionalize community 

engagement, and provide clarity on governance, financing, workforce, and accountability. 

5.2. Community-Level Governance 

Community-level governance in Kenya’s PHC system is anchored in structures that promote 

participation, accountability, and ownership. These governance mechanisms ensure that services 

are responsive to local needs and that citizens have a voice in decision-making. 

Community Health Committees (CHCs) 

Community Health Committees (CHCs) are the formal governance organs of Community 

Health Units (CHUs). They are constituted at the establishment of each CHU and comprise 

members selected by the community, ensuring representation of gender, youth, cultural 

groups, and persons with disabilities . 
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Roles and responsibilities of CHCs include: 

• Providing leadership and oversight for the implementation of health and 

related community services. 

• Preparing and presenting CHU annual work plans and operational plans to 

the linked health facility committee. 

• Coordinating and conducting community dialogue and health action days 

to strengthen accountability. 

• Promoting facility accountability by holding quarterly consultative 

meetings with linked health facilities. 

• Mobilizing resources for sustainability of community health services. 

• Creating an enabling environment for implementation of CHU activities . 

CHCs serve as the critical interface between households and the health system, 

institutionalizing community participation in PHC governance. However, past evaluations 

have highlighted challenges such as low coverage of CHCs across counties, limited 

motivation, and inadequate contextualization of community health strategies, which have 

sometimes constrained their effectiveness . 

Linkages with Broader Governance 

CHCs are integrated within the broader governance framework of the Primary Health Care 

Network (PCN) model. Their feedback is expected to inform facility management 

committees, sub-county health structures, and ultimately county and national PHC 

advisory councils. This layered approach is designed to institutionalize citizen participation 

across all levels of PHC governance . 

5.3. Network and County-Level Governance 

• PHC Network Committees: Manage hub-and-spoke arrangements, coordinating 

resources, workforce, and referrals within a defined catchment area. 

• County PHC Advisory Committees: Established by county governments, these 

committees provide oversight, planning, and resource mobilization for PHC in line with 

devolution laws. 

5.4. National-Level Governance 

• National PHC Advisory Council: Provides strategic oversight, aligning PHC delivery 

with Kenya’s Universal Health Coverage (UHC) agenda and global health commitments. 

It also facilitates coordination between national ministries, counties, and partners. 

This multi-layered governance system demonstrates Kenya’s commitment to embedding 

participation, accountability, and inter-sectoral collaboration at every level of PHC delivery. 

6. Community Participation Platforms 

Community participation in Kenya’s Primary Health Care (PHC) governance is anchored in 

structured mechanisms, accountability tools, and institutionalized platforms that ensure citizens 
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influence health planning, service delivery, and oversight. These mechanisms are designed to 

strengthen trust, accountability, and responsiveness in the health system. 

6.1. Structured Community Mechanisms 

Structured community mechanisms form the backbone of Kenya’s approach to strengthening 

Primary Health Care (PHC) governance. These platforms are designed to ensure that citizens 

actively participate in shaping health priorities, monitoring service delivery, and holding providers 

accountable. These structures include: 

• Community Health Committees (CHCs): At the foundation of Kenya’s community 

health system are Community Health Committees (CHCs), which function as the 

governance organs of Community Health Units (CHUs). These committees play a central 

role in ensuring that household voices are represented in decision-making processes and 

that local concerns are considered in the planning and delivery of health services. In 

practice, CHCs oversee the work of Community Health Promoters (CHPs), coordinate 

dialogue between facilities and communities, and provide accountability at the grassroots 

level. The Community Health Strategy (2020–2025) emphasizes the reconstitution, 

training, and capacity building of CHCs, ensuring that they are inclusive, transparent, and 

capable of providing meaningful oversight within primary health care (PHC) governance. 

• Community Dialogues: Community Dialogues are another structured mechanism that 

facilitates bottom-up planning. These regular forums provide a space where households 

collectively identify health priorities, discuss gaps in service delivery, and propose 

solutions. By linking community voices with sub-county and county health planning 

processes, dialogues institutionalize participation and ensure that local priorities are 

reflected in broader health system decisions. 

• Community Action Days: Complementing the dialogues are Community Action Days, 

which focus on collective implementation. These events mobilize community members to 

translate dialogue outcomes into action, whether through immunization drives, sanitation 

and hygiene campaigns, or targeted health education activities. In this way, Community 

Action Days foster a sense of ownership over health outcomes, strengthen the link between 

planning and practice, and reinforce the accountability of both communities and health 

providers. 

 

6.2. Tools for Citizen Accountability 

Citizen accountability mechanisms have become a cornerstone of Kenya’s Primary Health Care 

(PHC) governance. By institutionalizing tools that allow communities to monitor, evaluate, and 

influence service delivery, Kenya has been able to strengthen transparency, trust, and 

responsiveness within its devolved health system. These tools include:  

• Community Scorecards: The Community Scorecard is one of the most widely piloted 

tools, particularly in counties such as Makueni and Kisumu. Through this approach, 

community members provide structured feedback on the quality and responsiveness of 

services at health facilities. The findings are shared with facility managers and county 

health teams, creating platforms for dialogue and joint problem-solving. This process not 

only highlights service delivery gaps but also builds trust between providers and 

communities by ensuring that citizen voices directly shape improvement plans. 

 

• Social Accountability Forums: Social Accountability Forums provide a broader platform 

for public scrutiny of health system financing. Often convened by civil society 
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organizations (CSOs), these forums enable citizens to review county health budgets, track 

expenditures, and hold governments accountable for resource allocation. By making 

financial processes transparent, they empower communities to advocate for equitable 

distribution of health resources. 

 

• Role of Civil Society and Faith-Based Organizations: Civil society and faith-based 

organizations play a complementary role by amplifying marginalized voices and ensuring 

inclusivity in health governance. They actively advocate for women, youth, and persons 

with disabilities to be represented in decision-making spaces. Their engagement has 

broadened the accountability framework beyond government structures, ensuring a 

diversity of perspectives in planning, financing, and oversight. 

 

• Community-Led Monitoring (CLM): At the heart of these initiatives is Community-Led 

Monitoring (CLM), an approach that institutionalizes citizen oversight across multiple 

health programs, including HIV, TB, malaria, and PHC. CLM involves the systematic 

collection and use of community-generated data to assess service delivery, identify 

bottlenecks, and propose solutions. It not only complements scorecards and forums but 

also strengthens feedback loops from the grassroots to county and national levels. By 

embedding CLM into PHC governance, Kenya is building a culture where communities 

are not passive beneficiaries but active partners in shaping a more equitable health system. 

E. PURPOSE AND APPROACH OF THE TECHNICAL 

ASSISTANCE 

1. Purpose of the Technical Assistance 

The Technical Assistance (TA) was designed to strengthen community engagement in primary 

health care (PHC) governance in line with Kenya’s Universal Health Coverage (UHC) agenda 

and global health priorities. The TA recognized that communities are essential actors in health 

systems, not only as service users but also as co-implementers, monitors, and decision-makers. 

The specific objectives of the TA were to: 

• Assess existing mechanisms of community engagement in PHC governance, 

including their functionality, inclusiveness, and responsiveness. 

• Document strengths, challenges, and opportunities within PHC governance 

structures and processes. 

• Identify community-driven priorities that could inform PHC and Resilient and 

Sustainable Systems for Health (RSSH) investments, especially within the Global 

Fund’s Grant Cycle 8 (GC8). 

• Generate lessons learned and recommendations to strengthen policy, advocacy, and 

practice on embedding meaningful community participation in PHC governance.  
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2. Approach and Methodology 

 

The Technical Assistance (TA) applied a participatory, multi-method approach to capture both 

policy and community-level perspectives on PHC governance in Kenya. 

• A desk review of key policy and legal documents—including the Primary Health Care Act 

(2023), the Community Health Policy (2020–2030), the Community Health Strategy 

(2020–2025), and the PCN Guidelines (2021)—provided the framework for analyzing 

existing governance structures and entry points for community engagement. 

• Key Informant Interviews (KIIs) were conducted with national and county officials from 

the Ministry of Health, civil society and community-based organizations, county and sub-

county health management teams, Community Health Committees (CHCs), and 

Community Health Promoters (CHPs). These interviews offered a balanced view of high-

level policy priorities and the day-to-day realities of PHC governance and service delivery. 

• Focus Group Discussions (FGDs) engaged CHCs and CHPs directly, generating insights 

into their governance and oversight roles, effectiveness, and challenges, while also 

highlighting the realities of frontline service delivery. 

F. FINDINGS: COMMUNITY ENGAGEMENT IN PHC 

GOVERNANCE 

1. Strengths / Enabler 

1.1. Strong Legal Anchoring 

Kenya has established one of the most comprehensive legal and policy frameworks for 

community engagement in primary health care (PHC) in Africa. The Primary Health Care Act 

(2023) provides statutory recognition of community governance structures, including 

Community Health Units (CHUs) and Community Health Committees (CHCs), embedding 

their roles in national law. This is reinforced by the Community Health Policy (2020–2030) 

and the Community Health Strategy (2020–2025), which institutionalize principles of 

participation, accountability, and inclusivity in health governance. Together, these frameworks 

create a robust enabling environment for community engagement that is aligned with Kenya’s 

Universal Health Coverage (UHC) agenda . 

1.2. Formal Governance Role of Community Health Committees 

(CHCs) 

One of the most significant findings is the statutory recognition of Community Health 

Committees (CHCs) as formal governance structures within Kenya’s PHC system. Established 

under the Primary Health Care Act (2023) and further reinforced by the Community Health 

Policy (2020–2030) and the Community Health Strategy (2020–2025), CHCs are not ad-hoc 

or symbolic structures but legally mandated organs designed to give communities a governance 

role in health. Their mandate includes representing households in decision-making, overseeing 

the performance of Community Health Units (CHUs) and Community Health Promoters 
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(CHPs), and ensuring accountability of health services at the grassroots level. This elevates 

community engagement from a voluntary practice to a statutory requirement, positioning CHCs 

as the foundation of participatory governance in Kenya’s devolved health system. Importantly, 

the CHC structure creates a direct interface between households, facilities, and county health 

management teams, institutionalizing a bottom-up accountability chain that is unique in the 

region. 

1.3. Functional Participatory Platforms 

Kenya has institutionalized a range of participatory mechanisms, including community 

dialogues, action days, and community scorecards. CHCs provide oversight of CHU 

performance, while civil society organizations and faith-based groups contribute to broader 

accountability through budget tracking, advocacy, and social accountability forums. These 

mechanisms ensure that communities are not just passive recipients of services but active 

contributors to health planning and monitoring. 

1.4. Momentum from the Primary Care Network (PCN) Model 

Since its introduction in 2021, the PCN model has strengthened linkages between communities 

and facilities through a hub-and-spoke arrangement. Level 4 hospitals act as hubs overseeing 

CHUs, dispensaries, and health centres, thereby improving referrals, supervision, and 

accountability. Early evidence from counties such as Kisumu and Makueni suggests that PCNs 

are helping to institutionalize continuous engagement between households, facilities, and 

county managers, improving service integration and equity. 

1.5. Community Health Promoters (CHPs/CHVs) as Trusted Frontline 

Actors 

CHPs, formerly known as CHVs, remain central to service delivery at the household level. 

Their legitimacy stems from being locally selected and embedded within the communities they 

serve. They provide promotive, preventive, and basic curative services, and act as the bridge 

between households and the formal health system. Communities consistently regard CHPs as 

trusted first points of contact for health advice, underscoring their critical role in improving 

service uptake and building local ownership. 

1.6. Donor and Partner Synergy 

External investments from the Global Fund, Gavi, USAID, and other partners have played a 

complementary role in strengthening community systems. These investments have supported 

training, commodity supply chains, digital innovations, and performance-based incentives for 

CHPs. Such donor engagement aligns with government priorities and has facilitated 

innovations such as digital scorecards and mobile reporting tools that counties are beginning 

to scale. 
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2. Challenges / Barriers 

2.1. Limited Inclusion of Vulnerable Populations 

Despite the constitutional guarantees of equity and inclusion, many vulnerable groups—

including women, youth, persons with disabilities (PWDs), and marginalized communities in 

arid and semi-arid lands (ASALs)—remain underrepresented in formal governance structures 

such as Community Health Committees (CHCs). While policies recognize their rights, practical 

mechanisms to ensure participation are weak. This exclusion reduces the responsiveness of 

PHC governance to the unique needs of these groups, such as maternal health, adolescent 

SRHR, disability-friendly services, and services for nomadic populations. 

2.2. Tokenistic Participation with Weak Influence 

Although community dialogues, action days, and CHCs exist, participation often remains 

symbolic. Communities are consulted but rarely influence budgetary allocations, service 

prioritization, or policy development. Decision-making remains highly centralized within 

county executives and national MOH structures. This tokenism undermines community trust 

and risks disengagement. 

2.3. Poor Dissemination and Vague CHC Mandates 

Evidence from county reviews shows that many frontline actors—including health workers and 

community members—lack clarity about the roles and powers of CHCs. Policy dissemination 

is uneven, with some counties not fully implementing national strategies. Consequently, CHCs 

are sometimes inactive, underutilized, or overshadowed by Community Health Volunteers 

(CHVs), whose service delivery roles are more visible . 

2.4. Role Conflicts Between CHVs and CHCs 

Where CHVs double as CHC members, a conflict of interest arises. CHVs are service providers, 

while CHCs are meant to provide oversight and accountability. This blurring of roles 

undermines the credibility of CHCs as governance organs and weakens accountability 

mechanisms. 

2.5. Weak Feedback Loops Between Communities and Higher 

Levels 

Although community scorecards, dialogues, and social accountability forums capture citizen 

perspectives, these insights often fail to reach sub-county or county decision-making platforms. 

Weak data flow and poor integration of community-generated evidence into planning cycles 

result in communities perceiving their voices as disregarded. 

2.6. Financial Sustainability and Motivation 

Counties inconsistently remunerate CHVs, and support for CHCs is nearly absent. The lack of 

stipends, operational budgets, or non-financial incentives leads to volunteer attrition and 
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demotivation. CHV stipends, where available, are heavily reliant on donor financing, raising 

sustainability concerns. In addition, CHCs are not systematically resourced, leaving their 

governance roles unfunded. This financial gap perpetuates dependence on external partners and 

undermines institutional sustainability . 

2.7. Human Resource Gaps and Capacity Deficits 

Kenya faces a 66% shortfall in Community Health Assistants/Officers (CHAs/CHOs), who are 

meant to provide technical oversight to CHVs and CHCs. Capacity-building systems remain 

fragmented, with no standardized accreditation for community health training institutions. 

Inadequate training, mentorship, and supervision further limit the functionality of CHCs and 

CHVs . 

2.8. Fragmented Financing and Donor Dependence 

Community health financing is spread across counties, the national government, and multiple 

donor projects. Lack of harmonization leads to inequities, with some counties benefiting from 

strong donor support while others lag behind. Without a pooled, ring-fenced financing 

mechanism for PHC, sustainability and equity remain elusive . 

2.9. Governance and Coordination Weaknesses 

While the Primary Health Care Act (2023) and PCN Guidelines (2021) outline governance 

structures, implementation is slow. County PHC Technical Working Groups (TWGs) and 

advisory committees often lack resources and consistency in operations, limiting their ability 

to integrate community perspectives into county-level planning 

 

3. Opportunities 

3.1. Aligning PHC Governance with UHC and PPR Agendas 

Kenya’s pursuit of Universal Health Coverage (UHC) and its commitments to Pandemic 

Preparedness and Response (PPR) create a strategic opening to institutionalize community 

engagement within PHC governance. The Primary Health Care Act (2023) already provides a 

strong legal foundation for embedding community voices into decision-making, while the 

Kenya Community Health Policy (2020–2030) emphasizes participation, accountability, and 

inclusivity. Leveraging these frameworks can firmly position Community Health Committees 

(CHCs) as governance anchors within Primary Care Networks (PCNs), ensuring that 

communities are not just beneficiaries but active co-designers of health systems. 

3.2. Digital Transformation of Participation 

Kenya’s rapid uptake of digital health tools provides an opportunity to strengthen feedback 

loops between communities and decision-makers. Platforms such as the electronic Community 

Health Information System (eCHIS) and piloted community digital scorecards in counties like 

Kisumu demonstrate how technology can enhance CHV reporting, track service delivery, and 
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make community feedback visible to county and national health managers . Digital innovations 

can also reduce delays in data transmission, improve accountability, and empower communities 

to monitor services in real-time. 

3.3. Capacity Building and Empowerment of CHCs and CHVs 

The current reforms present an opportunity to transform CHCs from symbolic structures into 

effective governance actors. Structured training in planning, budgeting, monitoring, and 

advocacy can enhance their capacity to influence decision-making processes at county and 

facility levels . Similarly, equipping CHVs/CHPs with additional skills in digital health, 

leadership, and community mobilization will improve both service delivery and community 

accountability. These investments can also reduce role conflicts and clarify governance versus 

service delivery functions. 

3.4. Harmonization and Alignment of Donor Investments 

Kenya’s community health system continues to benefit from substantial donor financing 

through the Global Fund, Gavi, USAID, and bilateral partners. However, these investments 

often operate in silos, leading to duplication and fragmentation. The Community Health 

Strategy calls for a partnership engagement framework to map stakeholders, align resources, 

and promote joint accountability . Aligning donor investments with the PHC Act (2023) and 

PCN guidelines will not only ensure sustainability but also create stronger synergies between 

national priorities and external financing. 

3.5. Cross-Sectoral Collaboration for Social Determinants of Health 

Opportunities exist to expand PHC governance beyond the health sector by engaging education, 

agriculture, water, and social protection actors. For example, the strategy encourages using 

schools to deliver promotive health services and leveraging community structures to support 

school enrolment and retention . Such multi-sectoral approaches can address social 

determinants of health, reduce health inequities, and enhance resilience against public health 

shocks. 

3.6. Sustainability Through Innovative Financing 

Kenya’s Primary Health Care Strategic Framework highlights options such as earmarking sin 

taxes, creating performance-based conditional county grants, and supporting income-

generating activities at Community Units (CUs). These strategies provide an opportunity to 

enhance financial sustainability for CHCs and CHVs while reducing overdependence on donor 

funding.  
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G. COMMUNITY PRIORITIES IDENTIFIED 

Community consultations, dialogues, and scorecard exercises revealed a set of recurring priorities 

that reflect both longstanding challenges and emerging opportunities for strengthening PHC 

governance in Kenya. These priorities cut across issues of accountability, inclusivity, financing, 

and institutionalization within devolved health structures. 

1. Strengthening Feedback Loops 

Communities consistently emphasized the need for structured, transparent channels to ensure 

that their inputs—whether from CHCs, dialogues, or scorecard assessments—reach county 

health departments and national advisory bodies. The absence of strong mechanisms often 

results in community priorities being diluted or lost before they influence policy. Strengthened 

referral and reporting pathways, as outlined in the PHC Strategic Framework, can help 

institutionalize these feedback loops . 

2. Budget Transparency and Accountability 

A recurring demand was for greater visibility of health budgets at county and facility levels. 

Communities want access to budget information, including allocations for CHCs, CHVs, 

medicines, and other commodities. This call aligns with national strategies to improve 

accountability and strengthen the use of social accountability tools like community scorecards, 

exit interviews, and suggestion boxes . 

3. Support for Marginalized and Vulnerable Groups 

Participants highlighted the importance of inclusivity in PHC governance. Women, youth, 

people with disabilities, and those living in hard-to-reach areas are often excluded from CHCs 

and participatory platforms. Communities called for deliberate mechanisms—such as quotas 

or representation guidelines—to ensure diverse voices shape decision-making and health 

service delivery . 

4. Recognition and Remuneration of CHVs 

CHVs remain the backbone of community-level health service delivery. Communities strongly 

advocated for regular stipends and formal recognition of CHVs as part of the health workforce. 

They also requested structured career progression opportunities to enhance retention and 

motivation. This aligns with the Community Health Strategy (2020–2025), which explicitly 

calls for sustainable financing and integration of CHVs into county health budgets. 

5. Capacity Strengthening of Community Representatives 

Communities stressed the need for consistent training and mentorship for CHCs and other local 

leaders in areas such as governance, planning, budgeting, monitoring, and advocacy. This 

would enable CHCs to move beyond symbolic roles to actively influence county health sector 

planning, budget tracking, and accountability processes. 
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6. Institutionalization Within PCNs 

Finally, communities identified the institutionalization of CHCs within the Primary Care 

Network (PCN) model as a priority. Embedding CHCs into PCN governance structures will 

ensure that they are recognized actors in planning, monitoring, and decision-making at sub-

county and county levels. This integration would operationalize Kenya’s PHC Act (2023), 

which formally anchors CHCs in national law. 

H. GOOD PRACTICES / CASE STUDIES 

Kenya’s experience with community engagement in PHC governance has generated a range of 

good practices across counties. These examples illustrate how structured community participation 

can translate into tangible improvements in planning, accountability, and service delivery. 

Example 1: Kitui County – Integrating CHCs into Planning 

In Kitui County, Community Health Committees (CHCs) have been formally integrated into 

facility and sub-county planning processes. Through quarterly dialogue forums, CHCs present 

household-level priorities directly to Sub-County Health Management Teams (SCHMTs). These 

priorities are then reflected in facility improvement plans and incorporated into county-level health 

sector annual operational plans. 

This integration has improved alignment between community needs and county priorities, ensuring 

that investments in essential medicines, infrastructure, and health workforce respond to grassroots 

demands. It has also enhanced accountability, as CHCs now monitor the progress of commitments 

made during planning sessions. 

Example 2: Makueni County – Community Scorecards Influencing 

Budgets 

Makueni County has pioneered the use of community scorecards as a participatory accountability 

tool. Through structured scorecard exercises, community members assess the quality, accessibility, 

and responsiveness of health services in their facilities. Findings from the scorecards are presented 

during public participation forums convened by the county government. 

One notable outcome has been the reallocation of resources based on citizen feedback. For example, 

poor ratings on drug availability and long waiting times prompted the county to increase budget 

allocations for pharmaceutical supplies and recruit additional health workers. The scorecards have 

also built trust and transparency, as communities see their feedback translated into concrete policy 

and budgetary changes. 

Example 3: Kisumu County – Digital CHV Reporting Platform 

In Kisumu County, a digital reporting platform for Community Health Volunteers (CHVs) has been 

rolled out to improve data accuracy, timeliness, and accountability. CHVs use mobile devices to 

capture household-level data on service delivery, disease surveillance, and referrals. The data feeds 
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directly into the Kenya Health Information System (KHIS), making community-generated 

information visible at county and national levels. 

This innovation has strengthened feedback loops between CHUs, facilities, and county health 

managers. It allows CHVs to track their own performance, while supervisors can provide real-time 

support and mentorship. The platform has also improved decision-making, as timely data informs 

the allocation of commodities, outbreak response, and the monitoring of PHC performance. 

I. LESSONS LEARNED 

1. Effective engagement builds trust and service uptake. 

Experience from Kenya demonstrates that Community Health Committees (CHCs) are central 

to building trust between citizens and the health system. As formal governance structures under 

the Primary Health Care Act (2023) and the Community Health Strategy (2020–2025), CHCs 

provide oversight of Community Health Units (CHUs), monitor the performance of 

Community Health Promoters (CHPs), and serve as the voice of households in decision-making. 

When CHCs are fully functional—well-trained, resourced, and recognized—they go beyond 

symbolic participation and become credible governance actors.  

2. Resourced representatives strengthen governance. 

Experience in Kenya shows that sustainably financed, well-trained, and properly supported 

Community Health Committees (CHCs) are essential for resilient Primary Health Care (PHC) 

governance. As formal governance organs of Community Health Units (CHUs), CHCs provide 

leadership, oversight, and accountability at the community level. When adequately resourced, 

they are able to monitor the performance of Community Health Promoters (CHPs), mobilize 

communities for action, and ensure that household priorities are reflected in sub-county and 

county planning processes. 

3. Legal frameworks ensure sustainability. 

Kenya’s recent legislative reforms, particularly the Primary Health Care Act (2023), have given 

Community Health Committees (CHCs) a strong legal foundation as governance organs within 

the PHC system. By embedding CHCs into statutory structures, the Act ensures that community 

participation in health is not left to goodwill or ad-hoc arrangements, but is institutionalized as 

a core function of health governance. 

4. Local adaptations yield meaningful impact. 

In Kenya, the success of community engagement in PHC governance lies in adapting national 

policies to local realities. The establishment of Community Health Committees (CHCs) as 

formal governance structures has created a framework for communities to participate directly 

in planning, oversight, and accountability. However, counties have interpreted and applied 

these structures differently, reflecting their unique demographics, health challenges, and 

resource levels. 



 
22 

5. Donor dependency risks sustainability. 

While global partners (Global Fund, Gavi, USAID, Living Goods, etc.) have catalyzed 

community health investments, pilot projects often struggle to sustain momentum once donor 

funding phases out. This underscores the need for government-led financing. 

6. Political commitment varies across counties. 

Devolution allows counties to innovate, but progress in institutionalizing CHCs and CHPs is 

uneven. Counties like Makueni and Kisumu have excelled, while others lag due to weak 

political buy-in or competing budget priorities. 

7. Role clarity prevents conflict. 

Confusion between CHPs (service delivery) and CHCs (governance/oversight) undermines 

accountability. Clear delineation of functions is essential to avoid duplication and mistrust. 

8. Equity gaps persist in representation. 

Even with structured platforms, marginalized voices—particularly women, youth, persons with 

disabilities, and nomadic communities—remain underrepresented in governance. This limits 

inclusivity and reduces the relevance of decisions. 

9. County–national linkages remain weak. 

Community priorities identified at local level rarely translate into county health budgets or 

national policy discussions, revealing a disconnect between grassroots engagement and higher-

level decision-making. 

J. RECOMMENDATIONS 

1. Formalize participation at the county level: Institutional frameworks (such 

as CHC inclusion in PCNs and performance reviews) must be mandated in county planning, 

budgeting, and operational guidelines. Counties should follow the CHU4UHC model of 

co-creation, where CHCs input directly into local health governance structure.  

 

2. Allocate dedicated funding for CHCs: County budgets should include line 

items for CHC operations, CHP remuneration, and resources such as training, supervision, 

and supply kits. This mirrors CHU4UHC’s co-financing strategy, where counties match 

investments in essential tools and stipends.  

 

3. Ensure diverse representation: CHCs must elect members that reflect 

community demographics, including women, youth, and persons with disabilities. 

Inclusive platforms enhance legitimacy and responsiveness. 
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4. Link community platforms with national UHC and PPR priorities: 

Community health platforms should not stand in isolation but be integrated into broader 

systems like UHC, pandemic preparedness, and digital health architecture.  

 

5. Monitor both presence and quality of engagement: Effective community 

engagement in PHC governance cannot be measured simply by counting the number of 

meetings or forums held. What matters is the quality and impact of that engagement. For 

Kenya, this means moving beyond process indicators to assess how Community Health 

Committees (CHCs) and other platforms influence real decision-making and accountability. 

 

6. Strengthen national–county coordination: Establish mechanisms for 

community-identified priorities to flow systematically into County Integrated 

Development Plans (CIDPs) and inform national PHC/UHC strategies. 

 

7. Differentiate roles of CHCs and CHPs: Codify role distinctions through 

training and guidelines: CHPs focus on service delivery, while CHCs drive oversight, 

accountability, and linkages with facility and county managers. 
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K. 8. Annexes 

- List of stakeholders consulted. 

- Community consultation tools. 

- Summary of GC7 RSSH engagement. 

- Infographics, quotes, and visuals to be added. 
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Key Definitions  
 

1. Community health: It is an area of public health which involves genuine community 

participation in health improvement: reflection on needs, priorities, implementation, 

management and evaluation of activities. Community approaches to health therefore attempt 

to understand the health problems of a given geographical area with all the actors involved, 

namely workers (professionals), activists (elected representatives, associations) and people 

living in the area (residents) 

2. Community Health Worker (CHW): his is a man or woman belonging to a community, who 

is selected, supported and trained by the community to manage its health problems under 

the supervision of health services 

3. Dialogue structures: These are frameworks for consultation between beneficiaries and 

health professionals on the functioning of health structures on the one hand, and on the 

organization of the implementation of health services for the benefit of the community on the 

other 

4. Community-Led Interventions: One or more health services conducted at the community 

level, by a representative of the community and under the aegis of the latter. 

5. Primary Healthcare: Essential health care that is universally accessible to all individuals and 

families in the community by means acceptable to them, with their full participation and at a 

cost affordable to the community of the country (WHO). 

6. Community engagement: it is the process by which organizations, institutions, or 

individuals actively involve members of a community in discussions, decision making and 

activities hat impact their collective well-being 

7. Health governance: it is attempts of governments or other actors to steer communities, in 

pursuit of health as integral to well-being through both whole-of –government and whole-

of-society approaches  
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Summary  
 

The implemented of PHC has been governed through the Declaration of Health Policy of 1992, the 

Declaration on the Reorientation of PHC in 1993 and the decree of 1995 on the organization of basic 

health services into health district. The country is currently implementing its first National 

Community Health Strategic Plan, which is aligned to the National Development strategy 2020-2023 

and the Health Sector Strategy 2020-2030 as well as other national and international priorities. As 

regards the coordination, leadership and partnerships on community engagement, there exist a 

Community Directed Interventions Task force at health area, district, regional and national levels. 

A situational analysis of community engagement was carried out involving 40 key stakeholders in at 

institutional and community levels. The objective was to identify the gaps in a bid to propose 

priorities for the future.  

The results reveal that there is a strong political will in favor of CE in PHC governance demonstrated 

by the development of key laws, policies and plans; Multi-sector PHC governance platforms exist 

which enhance top-bottom communication and vice versa, which enhances dialogue and problem 

solving in favor of community engagement; Community trust is still a challenge, given the persistence 

in rumors and misinformation and inefficiencies in communication.  There is need for collaboration, 

and coordination of actors involved in community health interventions in a bid to reduce conflicts 

and duplication; Finances for the implementation of community health activities are not sufficient 

hence there is a high dependence on external funding.  

Key priorities include the development and adoption of a law on the institutionalization of health 

workers, the revision of the governance framework of dialogue structures, the mapping of CSOs and 

a reinforcement of their capacities for efficient integration and participation in governance and the 

realization of a mapping of investments for PHC and advocacy in favor of more financing. 
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Introduction 
 

Before Alma Alta, the Cameroonian primary Health care system was weak, as communities 

were passive recipient of care delivered by health care workers. Cameroon adhered to the PHC 

approach in 1982 through a Presidential decree, after the Alma Ata Conference of 1978, with a focus 

on PHC in rural areas, creation of village health Committees, Health centers, training of Community 

Health Workers and Traditional Birth Attendants. Thereafter, it adhered to the orientation of the 

1985 Lusaka declaration on the reorientation of PHC, that lead to the structuring of the health system 

into 03 levels, periphery, intermediate and central. The “Health for all by 2000” declaration of the 

Harare conference in 1987 led to creation of health districts. Thereafter, the Bamako initiative of 

1987 was adopted by the country leading to the health system strengthening with focus on maternal 

and infant health package, the development of a cost-recovery system and the strengthening of 

community participation through the putting in place of dialogue structures at all levels of the health 

pyramid. Cameroon likewise other countries adhered to the Monrovia Community Health Worker 

Symposium in 2023, that resulted in a high-level commitment for the strengthening of community 

engagement in favor of PHC, through the development of community health programs (Monrovia 

symposium, 2023). 

The implemented of PHC has been governed through the Declaration of Health Policy of 1992, 

the Declaration on the Reorientation of PHC in 1993 and the decree of 1995 on the organization of 

basic health services into health district. This decree define basis for the creation of health areas, 

health districts and their respective management committees.  These management committees 

commonly referred to as dialogue structures, serve as a platform for collaborative management of 

health activities and health facilities at all levels of the health pyramid. It brings together health 

professionals, other representatives of state institutions, technical partners and representatives of 

the local communities. The functioning and organization of dialogue structures is equally backed by 

the Ministerial text of 21 September 1998, which lays down modalities for the creation of community 

dialogue structures in health districts.  

On the other hand, the country is currently implementing its first National Community Health 

Strategic Plan, which is aligned to the National Development strategy 2020-2023 and the Health 

Sector Strategy 2020-2030 as well as other national and international priorities. It focuses on 

reinforcing community engagement, through the institutionalization, appropriation and automation 

of community directed interventions. Its goal is to strengthen community engagement governance in 

PHC, notable in the areas of mother and child health, the management of diseases and priority 
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affections, and general well-being of the population. This plan has identified key strategic areas to 

strengthen community engagement governance in PHC, notable in the areas of governance of 

community interventions, improvement of service delivery, development of communication in favor 

of community health, improvement of population access to health for most vulnerable persons and 

operational research in favor of community health. There also exist disease specific strategic and 

thematic plans aligned to the health sector strategy, which provide guidelines on, disease prevention, 

case management, governance and health system strengthening, with a particular focus on the 

service delivery for vulnerable populations as well as community directed interventions.  

As regards the coordination, leadership and partnerships on community engagement, there 

exist a community health worker/ Community Directed Interventions Task force at health area, 

district, regional and national levels. However, their functioning at health area and district level is 

not optimal. On the other hand, the country has identified and trained community health workers 

nationwide, with only about 49, 7% district coverage.  The ministry of public health works in 

collaboration with some development partners in the implementation of community interventions; 

these include the Global Fund, UNICEF, The World Health Organization, the World Bank, USAID 

through The President’s Malaria Initiative (PMI), Plan Cameroon, German Technical Cooperation, 

The Cameroonian Red Cross, JHPIEGO, Reach out foundation, JHPIEGO, Association for Social 

Marketing and Impact Santé etc…  

Financing of community health interventions is far below the expected; given that the 

country’s budgetary allocation for health is still short of the 15% recommended by the Abuja 

Declaration. According, to the National Health Accounts Report 2018. 2019, only about 5.5% of the 

national budget was reported to be allocated to the health sector. Health coverage was estimated at 

44% and out of pocket payments was estimated at 72. %. Community directed interventions are 

largely funded by technical and financial partners from external sources. Aside resources allocated 

to civil society organizations, and community based organizations, the government does not provide 

funding to communities for community health activities.    

Despite the existence of the above-mentioned legal framework and well as existing plans, the 

country is still faced with major challenges in the institutionalization of community health, 

professionalization of community health workers and the monitoring of community directed 

interventions (Yaoundé declaration, 2024).  Insufficient implication of the population in the 

management of their problems (NSPCH) and poor community participation in the different health 

management and service delivery structures at the district level (NSPCH)Some key drivers to this 

problem identified at country level include the poor coverage of functional dialogue structures, the 
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low coverage of CHW in PHC delivery, the wide gap in the availability and coverage of CHWs 

nationwide, the large dependence on donor financing amongst others (National Community health 

Strategic Plan).  

The Global Fund is in the process of implementing Grant Cycle 7 (GC7) grants and will at the end of 

this year prepare for Grant Cycle 8 (GC8). This is an opportunity for communities to understand and 

contribute to investments in RSSH to better prepare for future pandemics as countries build people-

centric PHC health systems.] 

Brief Country Profile 
 

Cameroon is highly engaged in the development of its health system and particularly strategic 

actions in favor of community engagement in PHC governance, and this has been evident in the 

development of the first health sector strategy from 2001-2015, which has been revised to the 

present strategy spanning form 2016-2027. This current strategy seeks to guarantee sustainable 

access to health services and health care through the improvement of their offer and financing for 

their demand. It is a strategy that is aligned to the national development strategy 2020-2030 as well 

as other global initiatives such as the SDGs and Universal Health Coverage (UHC). In addition to the 

development of strategic documents, the country has ratified, several accords between 2001 and 

2024, notable the Abuja Declaration of 2001, that was reaffirmed in the Maputo Declaration of 2003, 

the Addis Abba and Algiers declarations of 2006 and 2009 the Kampala Declaration of 2006, the 

Ougadougou Declaration of 2008, the Algiers declaration of 2008 on health systems strengthening,  

the Rio Declaration of 2011, the Monrovia declaration on CHW in 2023 and the Yaounde declaration 

on PHC of 2024.   

However according to the health sector strategy, the main challenge is the high morbidity and 

infant-juvenile and maternal mortality rates, the persistent burden of transmissible diseases, despite 

constant efforts and the raising burden of non-transmissible diseases which are mostly chronic 

diseases with high cost of care.  

Geographic context:  

Cameroon fondly referred to Africa miniature, is a central African state, with a total surface area of 

475,040km2 (466,050km2 continental and 9600km2 maritime). It is bordered on the Nord by the 

Lake Chad, Nord East by Chad, South by the Republic of Congo, Gabon and Equatorial Guinea and the 
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East by the Central African Republic. It is made of a diver tropical climate, spanning from the tropical 

rain forest, to the savannah and the sahel.  

Administrative and socio-demographic context: 

Administratively, the country is divided into 10 regions, 58 divisions and 360 sub-divisions. 

It is currently in the process of decentralization since 2004, with the creation of decentralized 

territories, made up of 14 urban councils and 360 local councils. It population was estimated at over 

24 million in 2019, by the National Institute of statistics (based on the 3rd general population national 

census of 2005), with an estimates 50.6% of the population being women. In 2023, about 1,058,220 

births and 334,858 deaths were registers (CRVS). The population is majority youthful, with about 

50% of the population being less than 20 years, 42, 5% are less than 15 years and 3, 6% are above 

65years. Consequently, this results in a high fertility and mortality rates.  

With regards to the country’s cultural peculiarities, it is divided into over 250 tribes, classified 

in 04 cultural groups, the “sudano-sahelian” population of the 03 Northern regions, the “Fang-betis” 

of the South, Centre and East regions, the “Sawas” of the South west and Littoral regions and the 

“Grassfield” population of the West and North west Regions.  

In regard to its religious diversity, several religions are practices in the country; however 

christianism and islam are the two widely practiced religions with 70% and 20% representativeness 

respectively. Non-believers, represent about 5, 6% and free-thinkers 3, 2% https://discover-

cameroon.com/culture-langues-religions/ 

As concerns other social determinants, pre-schooling rates has been stagnant from 2016 to 

2020, recorded a score of 38%. Illiteracy rates stood at 30% for woman and 27% for men aged 15-

49 years in 2018 according to the DHS. Primary education rates in 2017 stood at 70%, and the 

country targets 100% in 2030.  As concerns urbanization, the proportion of urban household 

benefitting from a waste management system was estimated at 75% in 2017. Households are 

progressively benefitting from mobility improvements, with an estimated 33% of households living 

less than 2 km from a butumised road. 

  Socio-Economic context: 

As per the socio-economic context, the country is a middle income country, with total national 

revenue per inhabitant of 1640 dollars according to the IV national Household survey of 2014. 37.5 

persons live below the poverty line estimates at 339,715 frs CFA per adult per year. About 40% of 

the country’s population lives in poverty, an estimated 8 million persons. The covid 19 pandemic had 

a negative impact on poverty level, with the level of poverty increasing from 24,5% in 2019 to 25,3% 

https://discover-cameroon.com/culture-langues-religions/
https://discover-cameroon.com/culture-langues-religions/
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in 2021 ( World Bank estimates ) . According to this report, the Far North, North, North Eest and 

South West Regions are the hardest hit due to the prevailing insecurity. Over 500,000 persons are 

internally displaced and the country is host to about 440,000 refugees since December 2017 ( World 

Bank, UNHCR)..  

Health Context: 

The health system is center on the objectives of the health sector strategy 2016-2030, which is 

aligned to the country’s National development Strategy 2020-2030. The health sector strategy is 

piloted by the Ministry of Public Health, and is divided into 05 strategic axis, namely health 

promotion, disease prevention, Case management, health system strengthening and governance, all 

of which contributes in the implementation of PHC.  Universal Health Coverage being a driver of PHC 

is under implementation, with the pilot phase terminated since the beginning of this year. The focus 

for UHC is the reinforcement of maternal and child health services, as well as some subvention of cost 

of some critical chronic and transmissible diseases such as HIV/AIDS, and kidney disease. The main 

health system challenges include, poor geographical accessibility to health care services by the 

population, low demand for health care services, lateness in service delivery, non-respect of case 

management protocols, high out of pocket payments, hence weak health system, which has a negative 

toll on the population. 

 With respect to the organization and functioning of the Cameroonian health system is divided in 03 

levels, the peripheral, intermediate and national levels as recommended in Lusaka in 1985. It is 

divided into 10 regional delegations of public health and 203 health districts and over 6200 health 

facilities coordinated by the Ministry of Public Health. The health sector is equally divided into 03 

sub-sectors, the public, private and traditional sectors as per the ministerial decision No 2013/093 

of 03 April 2013. The Public sectors involves health care institutions owned by other partner 

ministerial departments such as defense, the penitentiary, and social affairs. The private sector is 

divided into the lay private and confessional institutions. The managerial competencies are gradually 

being transferred to decentralized councils.  

Health Indicators 

Epidemiological profile 

The country is marked by an epidemiological profile, characterized by both infectious and parasitic 

diseases such as malaria, HIV/AIDs, Tuberculosis, with recurrent epidemics and other chronic non 

transmissible diseases such as hypertension, diabetes and cancers. Recent public health events 

recorded in the country include: 
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• Natural disasters (floods, slumps, landslides), 

• Road accidents, 

• Epidemics of various diseases, namely cholera, measles, yellow fever, meningitis, 

Mpox, rabies, COVID-19, etc. 

• Persistent socio-political crises in the Northwest and Southwest regions and 

the Boko Haram phenomenon in the North and Far North regions. 

These events have led to mass population displacements, with potential consequences on 

public health and access to health services. 

 Mortality and morbidity indicators  

According to WHO estimates, life expectancy at birth progressed from 53 in 2009 to 60 

years in 2021. However, the country’s life expectancy is below that of the sub-region which 

stands at 60.6 years. (Source: iAHO 2022 Data, WHO regional office for Africa) 

• Total morbidity due to HIV/AIDs, TB and malaria is estimated at 23.7%, Health 

Sector Strategy 2016-2027 

• Malaria: the incidence in 2023 was estimated at 106.2 cases per 1,000 inhabitants 

and mortality at 6.3 per 100,000 inhabitants (NMCP Report 2023). 

• HIV: the prevalence of HIV in the 15-49 age group is 2.7% (NACC Activity Report 

2023). 

• Tuberculosis: the incidence is 164 cases per 100,000 inhabitants (NTBCP 

Report 2023). 

• Maternal mortality dropped to 406 deaths per 100,000 live births in 2018, 

according to the DHS. 

Health coverage indicators 

• The Universal Health Coverage (UHC) service coverage index in Cameroon was 

44% in 2023,  

• BCG vaccine coverage was 100.9%, Penta 3 83.7%, and Polio 81.2% (DHIS 2, 

2023). 

• According to the WHO, tuberculosis case detection in Cameroon increased from 

49% in 2014 to 51% in 2018 (Global Tuberculosis Report 2018) 
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• Percentage of household with treated mosquito nets was 57% in 2028 according 

to DHS. 

• According to the NACC 2023 report on HIV/AIDS and UNAIDS targets 95-95-95, 98.1% of 

the population know their HIV status, 96.2% are on ARVs and viral load suppression was 

85.9%. In 2022,  HIV/AIDS was most prevalent in Yaoundé (18%), with adolescent girls (15-

24) recording the highest incidence of new infections 78,5% (rapport spectrum 2023)  

• There was an increase in ANC coverage of 4 or more visits from 2011 (62.2%) to 

2018 (64.9 %) DHS-MICS 2011, MICS 2014, EDSC 

• Percentage of assisted deliveries carried out in Health Facilities in the last five 

years was 69% in 2018 according to DHS.  

• The percentage of women (aged 15 to 49 years) receiving postpartum care was 

59% in 2018 (DHSC 2018)  

• The met needs for family planning was 23.7% in 2018 (MOH, DHS 2018)  

• Completely breastfeed children 0-59 months was 92,5% (DHSC 2018) 

Health care system indictors 

• According to the 2019 Health Care Supply and Demand Profile, the number of outpatient 

consultations per inhabitant was 40% in 2019 

• The retention rate of patients on antiretroviral therapy (ART) at 12 months increased from 

was 78% in 2020 

• Health facility density in Cameroon in 2016 was estimated at 2.19 per 10,000 inhabitants 

(Health Map of Cameroon 2016) 

• Essential medicines availability in health facilities in 2019, was 57.7% with disparities 

observed according to the different regions and type of facility, according to the results of the 

health facility assessment (SDI/HFA/DQR)  

• According to the 2017 WHO Regional Human Resources Survey data, 27,978 health workers 

provide health care services in Cameroon, with a calculated density of 11.53 per 10,000 

inhabitants, hence 1.5 doctors per 10,000 inhabitants and 9.9 nurses per 10,000 inhabitants 

• In 2022, WHO reported an estimate 42%, for access to health services, 64% for quality of 

health care service delivery, healthcare demand of 46% and health system resilience of 33%, 

giving a health system functionality index score of 46%. (iAHO 2022 Data, WHO regional 

office for Africa) 
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Figure 1: Health System Performance in Cameroon 2022 

Health financing indicators  

According to the National Health Accounts Report 2018-2019, the State budget allocated 

to the health sector has fluctuated between 3.5 and 5.9% since 2005. This proportion is 

below the 15% health sector budget allocation commitment made by African Heads of 

State at the Abuja summit in April 2001. In addition, households are the largest 

contributors to health financing through their out-of-pocket payments, estimated on 

average at 72.2% of current health expenditures.  

          

Figure 2: Evolution of the percentage of current health expenditure per sources of funding, 2018 -2019  
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Community contribution in Primary health indicators  

 

Recent data (2020-2022) on community contribution on the attainment of the 95:95:95 strategies is 

absent however, the performance of 2018 for the 03 indicators can be summarized as follows:  

• community testing services resulted in the detection of 31,773 cases (33%), for 29,734 adults and 

2,029 orphans and vulnerable children in 6 priority regions in the country  

• Community actors supported the 4,405 persons (6.1%)tested positive for HIV to be placed on 

treatment in all 10 regions of the country  

• Community interventions on HIV/AIDS resulted in the reduction of viral load to an undetectable level 

for 981 PLWHIV (1%) in the entire nation.  

Structure of PHC delivery 

Existing platforms/ mechanisms for community participation 

The national community health system is organized around community health workers, 

dialogue structures, CSOs/CBOs/NGOs and decentralized councils. For an effective community 

engagement in PHC, districts and health areas should have a functional dialogue structure constituted 

by key community representatives who are actively involved in the diagnosis, planning, financing, 

implementation and monitoring and evaluation of community health activities. Also experience has 

proven the central role of CHWs in supporting PHC activities, hence the need for a scaling up of 

community health worker distribution nationwide. Key actors involved in community health in 

Cameroon, include CHWs, Leaders of organized structures, traditional and religious leaders, 

NGOs/CSOs/CBOs/Professional Associations, health area committees, Health District Committees, 

District management staff, Staff at Regional and Central health services, decentralized councils, other 

key government departments and development partners. 

The table below summarizes the organization of the country’s health system showing existing 

platforms for community dialogue.  

Table 1: Organization of Cameroon’s health system in 03 levels 

Level Administrative 

structure 

Competence Health care 

structure 

Dialogue 

structure 

Central 

(National) 

Minister’s Cabinet, 

the Secretary 

general and all 

Develop policies 

and strategies 

General 

Hospitals, 

Central 

National 

Hygiene, health 

and Social 
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technical 

Departments and 

Programs  

Hospitals, 

University 

Teaching 

Hospitals, 

Referral 

Hospitals and 

other 

specialized 

Hospitals 

Affairs Council, 

Hospital Pilot 

Committee and 

Hospital 

Management 

Committee 

Intermediate 

(regional) 

Regional Delegation 

of Public health  

Support health 

districts 

Regional 

Hospitals and 

other 

Assimilated 

Hospitals 

Regional Funds 

for Health 

Promotion 

Peripheral 

(District) 

Health Districts Implementation of 

programs and 

health services in 

collaboration with 

benefitting 

communities  

District 

Hospitals, 

Medicalised 

Health Centers 

and Integrated 

Health Centers 

Health Area 

Committees, 

District Health 

Committees 

 

Community health workers and their interventions in PHC 
 

In a bid to implement HIV/AIDS activities in the country, between 5,500 to 6,000 polyvalent 

community health workers are involved in mother and child heath activities in 5 priority regions (Far 

North, North, Adamaoua, East and Center Regions). There exist varied community health workers 

carrying out community directed interventions under the HIV/TB/malaria programs assigned 

different roles and responsibilities. We can cite Polyvalent Health Worker in health care facilities, the 

Community Health Workers in rural areas, the Active Search Community Workers in marginalized 

zones in urban areas and the Peer-Educators. The Malaria program and the expanded program on 

Immunisation (EPI) support activities of CHWs in the other 5 regions. 130 active research community 

workers have been trained and are actively working in the towns of Yaounde and Garoua.   
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CBO/NGOs/CSOs involvement in community interventions 

Community-based organizations, network of PLWHIV or key HIV populations (peer educators, MSM, 

sex workers, mentors, mother-mentors and navigators) work closely with Nation AIDS Control 

Committee are involved in HIV/AIDS prevention and response activities, notable  

• Mobile strategic for testing of vulnerable populations (MARPS) carried out by peer educators and 

peer mentors in collaboration with health care facilities.  

• Community dispensation of ARTs by RECAJ ( Network of Positive Youths and Adolescents  

Cameroon) 

• Psychological support in favor of adherence to care for youth and adolescents,  

• health education and follow-up of lost cases by community health workers of RECAJ (Network of 

Associations for PLWHIV, Cameroon).  

• Monitoring, notification and case management of gender-based violence cases are also effective 

by Positive generation, CAMNAFAW and Center for Disease Control and Prevention (CDC) 

• Community monitoring interventions are also carried out by some CSOs notable:  

▪  RAIL KP for the notification and protection of GBV on LGBT; 

▪ Positive generation implementing Treatment Action Watch;  

▪ National CSOs Coalition implementing health Mboa;  

▪ RECAP, implementing the Community lead monitoring project on user fees.  

• Activities on the fight against stigma and discrimination and the creation of a favorable 

environment for access and utilization of HIV care services and the respect of human rights in 

health care delivery. 

• Participation in the coordination of the HIV/AIDS national response through their participation 

in the National Coordination Instance 

CBO/NGOs/CSOs Platforms  

A national coalition of CSOs involved in Community led Monitoring (CLM) to fight against, HIV/AIDS, 

TB, Malaria and viral hepatitis was stabled in 2018 with over 200 CSOs involved in all 10 regions of 

the country. A mapping of CSOs and a roadmap on the acceleration of community contribution for 

the attainment of the 95:95:95 objectives of the HIV program were realized. However, the structure 

of platform is still fragile and there is an urgent need to reinforce their capacities on the following 

aspects: Strategic planning and management in a bid to facilitate the elaboration of a strategic plan 

and standard operating procedures as well as the setting up of a secretariat.  
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Objective(s) 
 

General objective  

To analyze the country’s situation on community engagement in PHC governance in a bid to influence 

strategic decision making. 

Specifically, 

1. To map out existing PHC governance structures 

2. To identify decision-making fora and opportunities for community engagement 

3. To assess how communities already participate in decision making on PHC policy and service 

integration.  

4. To document good practices, challenges, and recommendations for gradually strengthening 

community engagement 

5. To identify a package of community priorities PHC and RSSH for future planning 

6. To produce a policy brief with findings and recommendations. 
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Methodology 
 

Desk review: this initial step is carried out by the consultant. online and offline review of gray 

literature, and scientific publications was realized, in a bid to develop a draft report and identify key 

stakeholders to be involved in the next steps. 

Development of data collection tools: Data collection tools were developed by the lead consultant, 

and later reviewed and validated by all country partners. At country level, these tools were reviewed 

and contextualized by key stakeholders in a bid to facilitate understanding.  

Data collection: 

• Key informant interviews: this activity targeted key actors at the ministry of public health, 

notable, the Department of Operational health and Technology (Sub- department of Primary 

health Care)  the Department of health Promotion (Sub-Department of Promotion of 

Community actions) , the Regional Fund for Health Promotion that serves as the dialogue 

structure for community health activities at the regional level, Primary health care officials at 

the HIV/AIDS program, partnership officer at the Malaria Control program , Community 

Health Officer at Cameroon red Cross Society and UNICEF. Field visits were carried out to 

these institutions for data collection, after revision and contextualization of the tool, during a 

meeting attended by these stakeholders. The information collected was summarized and 

integrated in the draft report.  

• Community consultations (FGDs):  were carried out involving key community actors at the 

operational level. They included representatives of civil society coalitions, a representative 

of a local council, a representative of the network of councils, traditional rulers, members of 

dialogue structures at the district level (COSADI), district management staff, communication 

focal points and community health workers. These actors were organized in 03 groups of 7-

10 members and discussions were carried out using the guide developed for the project. The 

summary of the group discussions were documented and Transcribed at the end of the 

session.   (01 day meeting involving 30 persons) -Identify participants 

Validation of deliverables: A one day community consultation meeting with key stakeholders that 

participated in the data collection process was organized in a bid to validate the draft report 

developed by the consultant. This report then served as the basis for the development of a policy 

brief and the revision of the PPR advocacy plan.  

Appropriation: These key deliverables were then presented to the Top management staff of key 

ministerial departments for validation and approval. A case study on community engagement in PHC 

governance was then developed and shared with all partners.   
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Results  

SECTION 1: COMMUNITY ENGAGEMENT IN PHC GOVERNANCE STRUCTURE  

A. Legal and regulatory frameworks, strategies, policies, plans, and platforms for 

PHC governance 

 

Introduction: Cameroon has been involved in PHC service organization for over 3 decades. This has 

resulted in the development of some key legal and regulatory frameworks both at state level, and 

across ministerial departments. Also, the country has developed key strategic documents which are 

aligned to global and national priorities in the domain of health and specifically community 

directed interventions. Furthermore to enhance community engagement in PHC governance, 

coordination and collaborative platforms have been created at all level of the health pyramid and 

most especially for priority health programs. This section below, provides a list of governance 

frameworks aimed at fostering community engagement 

I. Legal frameworks governing community engagement in PHC 

 

National  

a. The constitution of Cameroon of 1972: it is the supreme law of the country and is divided into 13 

parts, detailing the structure of the government and the rights of the citizens. It was amended in 

1996, to include aspects on decentralization. The constitution mandates that regional and local 

councils are responsible for promoting economic and social health, educational, cultural and 

sports development in their areas of jurisdiction.  Municipal councils have the legal obligation to 

budget for and implement health care development in their areas.  

Ministry of Public Health 

b. Law no 96/03 of January 1996:framework law on health: this  law that governs health sector in 

Cameroon, specifically by defining health policy which is aimed at improving the health of the 

population through improved access to integrated and quality care for the entire population with 

the full participation of community members managing and financing health care activities. It 

fixes objectives and principles of the country’s health system. It favors the central management 

of health services with the goal of encouraging community involvement.  

c. Law no 2018/020 of 11 December 2028 on Food safety: which lays down the principles and basis 

for regulating food products; animal feed and food additives and supplements, in order to ensure 

life protect health and the environment. It seeks to protect communities from food-borne 

diseases.  

d. Law no 2024/018 0f 23 December 2024 on the exercise and organization of Traditional Medicine 

in Cameroon: it aims at developing traditional medicine as a modality of access to health care for 
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the population. It lays down the framework for exercising traditional medicines, and outlines the 

rights and obligation of trade-practitioners as partners in the provision of universal care and 

quality services to the population.   

e. 1982 Health reforms- which put in place the first PHC policy: It provided orientation on the 

decentralization of the Cameroonian health care system, dividing it into three levels: central, 

intermediary, and peripheral. Health districts were created with the intention to make them 

autonomous managerial entities that could implement PHC policies. However, the full potential 

of this decentralization has not been realized, partly due to a lack of a comprehensive legal and 

regulatory framework for community health workers 

f. 2011 Organigram of the Ministry of Public Health: it organizes the function of departments and 

programs of the ministry of public health, including those in charge of community health.  

g. Order no 2040/MINSANTE of May 25 2021 : setting the package of activities in certain health 

structures in Cameroon 

h. Law on Community Delegates (Onchocerciasis Program):  

i. Decree  no 0033/CAB/MSP of 21 September 1998 

j. Draft Law on Polyvalent community Health workers  

k. Law no 2010/023 of December 2010, on the status of public interest groups in Cameroon. 

Regional Health Funds for health Promotion are public interest groups; hence they have some 

autonomy in their management with the supervision of the MoH. Their functioning is organized 

as part of a series of texts that define their roles and responsibilities in the national health system. 

They ensure community participation through work with dialogue structure members 

 

Ministry of decentralization and local government 

l. Law no 2004/017 of 22 July 2004 on orientation of decentralization: fixes the modalities for 

transfer of powers to regional and local authorities , particularly in the field of health 

m. Law No 2019/024 of 24 December 2019 on decentralization defines the decentralization 

modalities in Cameroon, transfer technical and financial powers to local councils and 

decentralized structures. which defines the roles and responsibilities of local councils in the 

domain of health; 

Civil society organizations  

n. Law no 90-53 of 19 December 1990, on liberty of  creation of associations; I is a framework that 

organizes the creation and functioning of CSOs in Cameroon 

o. Law no 99/011 of 20 July 1999, on liberty of creation of associations; provides some 

modifications to the 1990 text, with specifications on syndicates and NGOs.  

p. Law no 2019/004 of 25 April 2019, on social economy and community solidary to come together 

to find solutions to their problems. It sets guidelines applicable to social economy organizations 

and enterprises such as coalitions, networks etc ,   

 

II. Strategies and policies on community health and Primary health Care 
 



 
47 

Conversant of the existing gaps with respect to CE in PHC governance, the country has developed 

several policies, strategies, laws, guidelines and declarations, regulations:  

National policies and strategies that organize PHC  

a. 2035 Vision of the President of Cameroon: it presents the overall policy direction in the pursuit 

of development. Its objective of reducing poverty to minimal levels is in line with strategies 

envisage for community development. It provides orientation on the development of health 

sectors (development human capital and improvement of human development: improving health 

service provision) and provides details on partnerships with civil societies. It encourages 

promotion of social economy in all sectors including health.  

b. National Development Strategy 2020-2030 (NDS30): it is the current framework for the 

development of the country developed by the ministry of planning. All health sector priority areas 

including community health are presented in this document in the chapter, on the development 

of human index, which includes activities in the health, education and social security sectors 

aimed at ensuring social security.  

c. National One Health Strategy: it provides guidelines on the collaborative effort by human, animal, 

environment and food sectors including communities in the implementation of joint activities in 

favor of health security at institutional and community levels.  

d. National One Health Risk Communication and Community Engagement Plan  

Policies and strategies of the ministry of Public health that organize PHC 

e. Health Sector Strategy (2020-2030); the strategy aims to strengthen the health system and 

improve performance of key health indicators. It is aligned to the country’s development strategy 

(NDS 2030). It emphasizes on PHC as a cornerstone for achieving UHC. It defines key strategic 

actions in the areas of health promotion, disease prevention, case management, health system 

strengthening and governance and leadership.  

f. The National Development Plan (2021-2025) ; as a first operational plan aligned to the HSS 2020-

2030, it focuses on controlling major communicable and non-communicable diseases. PHC health 

care delivery is a key aspect documented in this document.  

g. Agenda for the transformation of the Cameroonian health System- a time to act: This document 

serves as a compass for the Minister of Public Health, in favor of the humanization of health care. 

It capitalizes on the effectiveness of UHC and the assurance of social security. Community health 

strategic actions are integrated in the 07 pillar of this strategic document.  
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h. Yaoundé Declaration: November 2024; this declaration was adopted after the community health 

forum held in Yaoundé. Attended by national and international actors representing public and 

private sectors. This declaration affirms the country’s commitment to community health 

governance, in the areas of community participation, community-led governance, and inter-

sector collaboration. The declaration commits to the following: 

• Investing in actions that empower communities and individuals. 

• Engaging community leaders to participate as "co-creators" of solutions. 

• Partnering with communities to strengthen local governance and accountability. 

• Ensuring the active participation of all sectors involved in community health. 

i. National Community Health Policy (2017): This policy aimed to bring health care services closer 

to the population and committed the government to involving communities in the management 

of their health problems. 

j. The National Strategic Plan for community Health 2021-2025; this plan highlights the key 

challenges of community participation in health care management as well as key priority actions 

for enhancing community engagement in PHC governance.  It recognizes community 

participation as a “missing link” and aims to reduce morbidity and mortality with the “full 

participation of communities” by 2025. It also highlights the need to strengthen the 

institutionalization, financing and governance of community health care initiatives. It outlines 

the epidemiological profile of the country as well as bottlenecks for community health 

interventions implementation. It aims at strengthening community participation and particularly 

to sustain community directed health interventions through their institutionalization, 

community ownership and self-funding.  

k. Investment Case for Community Health in Cameroon 2021-2025: it serves as a reference for the 

MoH, donors, implementing partners for advocacy and as part of the resource mobilization 

efforts for the implementation of the NSPCH. It provides an estimated (modeled cost) of 

implementing community health interventions, with packages of services for each program 

identified, it also presents the funding gap, which serves as the basis for advocacy. It concludes 

that health promotion services are the main service category, followed by monitoring of 

prevention services and lastly curative and support treatment.  

l. National Operational Plan for Community Health 2023-2025: Aimed at strengthening community 

participation and the continuity of community-led interventions through their implementation, 

ownership and empowerment. It outlines priority actions inscribed in 34 priority interventions 

of the national strategic plan for community health. Community engagement favor of PHC is 
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inscribed in strategic action 01(strengthening the institutionalization and governance of 

community actions.  

m. Primary Health Care Cost Benefit Analysis 2023: It justifies the relevance of PHC in the implement 

and attainment of UHC. It evaluates the cost and benefits for PHC from 2022-2026. It attempts to 

estimate the cost of investment for PHC in 2026. 

n. Standard operating procedures for CHWs:  Procedures for polyvalent community Health workers 

for the global fund programs. These actors have acquired the required training using these 

manuals and are executing their functions.  

o.  National Community Engagement Plan 2024; it identifies priority actions necessary to assure 

community autonomy.  

p. National Social Behavior Change Plan:  

q. National Health Emergency Risk Communication and Community Engagement Plan :    

r. National guide for Community –Directed Interventions 

s. Every new born plan 2022-2025: developed with the support of partners, this plan provides 

strategic action for the provision of quality care to new born both in the community and in health 

care facilities.  

t. National Digital Health Strategic Plan 2020-2024: This plan leverages digital technologies to 

support PHC objectives, such as using mobile health (mHealth) for data collection and 

telemedicine to improve access to care in remote areas. It serves as a reference framework for 

digital health interventions to achieve UHC. 

u. Universal Health Care package: it proposes a package of preventive and promotional community 

health care interventions aimed improving access to health care for the entire population.  

v. National Multi-Hazard Plan: It identifies key strategic actions to be carried out to prevent, 

prepare for and respond to major public health threads. It defines key areas of action that also 

involves the participation of community actors  

w. National Integrated Disease Surveillance Guide 2021: at its third edition, it identifies major public 

health events under surveillance in the health sector and provides guideline for functioning of 

community actors in community based surveillance. It also provide basic tools for community 

based surveillance in all key sectors 

Disease specific Plans /strategies  

Aligned to the HSS and other global initiatives these plans recognize the role of communities in 

disease prevention and control and emphasize greater community actor involvement in their 
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activities. It identifies the role of community leaders such as religious and traditional authorities as 

well as community –based organizations leaders in the planning, implementation and monitoring of 

activities. They also incorporate activities targeting women and youths aiming to increasing their 

knowledge on malaria prevention and care. They highlight community-led monitoring (CLM) as a 

new approach that allows service users to evaluate service delivery quality and access. Also they 

recognizes the need provide technical and support to key community groups and to strengthen 

community leadership to build trust and adherence to health care services. 

a) National Integrated Strategic Plan for the fight against Malaria, HIV/AIDS and Tuberculosis 

b) National Tuberculosis Strategic Plan  

c) National HIV/AIDS Strategic plan  

d) National Malaria Control Plan 2024-2028:  

e) National Strategic Plan for Prevention and Cancer Control 2020-2024: This plan includes the 

integration of cancer prevention and control activities into the "minimum health package" at 

all levels of care, with a specific focus on the PHC level. 

f) National strategic plan for the fight against illicit drugs has a chapter on community actions 

to be implemented. 

Policies and strategies of partner organizations 

Development partners do have their specific strategies and policies, agreed at global level, and 

currently being implemented in Cameroon in the areas of community health (Primary health care, 

irsk communication and community engagement and social and behavior change. another area of 

interest is the strengthening of social mobilization through the strengthening of dialogue structures.  

a) Community Engagement Strategy (CRC)  

b) National Strategic Development Plan (CRC)  

Collaboration frameworks  

Collaboration between the CSOs and the government; 

a) Signature of collaboration frameworks between the ministry of public health and CSOs 

through the Division of Cooperation (acquisition of “receipts of declaration” on registration 

of the organization with the ministry of territorial administration); 
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b) Partnerships between CSOs and other ministerial departments such as the ministry of 

women’s empowerment and the family, the ministry of youths, the ministry of 

communication and the ministry of justice etc;  

c) Partnerships with some ONGs for the provision of technical and financial support and for 

collaboration. 

III. Primary Health Governance Platforms  

 

National Multi-sector Platforms 

a) National Community Directed Interventions Taskforce: under the supervision of the 

Department of the operationalization of health and technologies, this platform brings 

together ministerial departments ( ministry of planning, finance, …) representatives of 

priority health programs, and NGOs .  

b) National Risk Communication and Community Health Taskforce ( One Health):  

c) National Community engagement Task Force:  ( composition Ministry of Health, Ministry 

of Women’s Empowerment and the family, Ministry of labor and social security , Ministry 

of Youths, Ministry of Basic Education, Ministry of Secondary Education, civil society 

organizations (PROVARES, COFIS CSU, ISA, FIS), and technical and financial partners 

(WHO, UNICEF, GIZ)   

d) National Network of Mayors for Social and Economic Development: (over 250 mayors are 

members of this institution). It has as mission to enhance social and economic 

development of communities through the support of health care provision and access. 

Local councils are involved in supporting care of indigenous person, supervise allocation 

and construction of health care facilities and support the recruitment and functioning of 

community health care workers.  

e) Inter-Agency Coordination Committee (Expanded Program on Immunization) : consist of  

representatives of departments of the ministry of health, technical and financial partners 

(GAVI, UNICEF, WHO) and CSOs ( PROVERESC) 

f) Country Coordination Mechanism of the global fund (9 ministerial departments- Prime 

Minister’s Office, Ministries of public health, finance, planning, higher education, social 

affairs, women’s empowerment and the family, and defense.; delegation of civil society 

actors- local elite, representative of vulnerable groups, CSOs representing 03 diseases, 

representative of private sector (GICAM);  and technical and financial partners – such as 

WHO, UNICEF etc). Community actors serve as community relays providing information 

and retro-information. This institution is carrying out a mapping of CSOs and the revision 

of the CSOs chart is in process.  

g) National network of councils for social and economic development in Cameroon 

(REMSES:  

h) Multi-sector framework for the monitoring of Malaria Control Strategic Plan: it is an 

organ attached to the National Malaria Control Strategic Plan. It is aimed at reinforcing 

multi-stakeholder collaboration. It’s validation has been effective at the level of the MoH 
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and has been forwarded to the Prime-Minister’s Office for onward validation. It is 

composed of CHWs, Mayors, Parliamentarians, CSOs (CS4ME), and ministerial 

departments such as Ministry of public Health, Ministry of Finance, Ministry of Planning, 

Ministry of Tourism, Ministry of Secondary Education, and Ministry of basic Education 

amongst others.   

i) PETVISIDAME: multi-sector platform for the coordination of mother to chilc prevention 

of HIV/AIDS and pediatric HIV care. It brings together ministerial departments such as ( 

ministry of health, women’s emperment and the family, social affairs, youths and sports, 

secondary education and primary education), NGOs such as Care Cameroon and CSs such 

as RECAP and RECAG.  

j) Health Sector Collective Convention  

k) Infodemics Management Taskforce ( Vaccination program)  

l) National council for health, Hygiene and Social Affairs :  

m) Global Financing Facility (World Bank)  

 

Regional Platforms 

a) Steering Committee of the Regional Fund for Health Promotion (10 Regions): the 

existence of dialogue structures at the regional level, with the development of their 

procedure manual by the ministry of health and GIZ. Also, these actors have been trained 

on their functions and they benefit form refresher courses from time to time. They have 

their work plan and carry out their activities, such as sensitization in favor of UHC, 

sensitization of communities against roadside drugs, monitoring of pharmacies etc. It is 

management organs are the general assembly and a management committee. The general 

assembly meets yearly while the management committee meets 2x a year, there could be 

extra-ordinary sessions if need be. These communities have a 30% representation while 

the government has 70% representation. Community representatives are members of 

district management committee who have been voted into office.  

b) Coalition of District Management structures in Mfoundi :  (it involves 08 districts in the 

Center region (town of Yaoundé). They hold their meetings every 2 months , during which 

they present their reports and carryout advocacy in favor of financing)  

c) Regional Councils : 

 

District level Platforms 

a) Health District committee ( the general assemble of the health district, it is made up of 

representatives of all health areas in the district; traditional and religious leaders, CSOs, 

CBOs, heads of health related sectors, representatives of local councils, parliamentarian, 

district management team etc..s ) 

b) Health District Management Committee (coordinates health district activities made of 

members voted into office who are representatives of health areas.)  

c) Health Area Management Committee ( coordinates health area activities, comprise of 

members voted by the general assembly of the health area ) 
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d) Health Area Committee ( serves as the general assembly of the health area, that is made 

of traditional and religious leaders, CSOs, CBOs, heads of health related sectors, 

representatives of local councils, parliamentarians) 

 

IV. NGO Platforms involved in community interventions 
 

These actors participate in the elaboration of strategies, mobilization of communities and 

sensitization of the public.  

National coalition of CSOs (Transversal platforms) 

a) Coalition of Civil Society Organizations for health (COSCA) 

b) Network of One health Civil society Organization (ROOHCAM) 

c) COFIS-CSU 

d) ISA  

e) National Council of Imams  

HIV/AIDS Program  

a) RECAJ (40 adolescents and youths Organizations )  

b) RECAP (80 active associations of PLHIV/AIDS members and 20 non-active members 

Platform UNITY 

c) Observatory of 34 LGBT organization  

d) RAIL Observatory 

e) RAIL KP to trace human rights violations 

Malaria Program 

a) Platform CS4ME which is a coalition of CSOs involved in malaria control activities, It fosters 

communication amongst actors  

EPI Program 

a) PROVARESC  

Conclusion: Ministerial departments, health programs, donors, implementing partners and civil 

society organizations are all engaged in the development of vertical and somewhat integrated 

ventures in favor of PHC governance. However the coordination of PHC governance structures 

depends on the functioning of national, regional, district and health area dialogue structures which 
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regroup key multi-sector stakeholders. These structures have been created and are functional 

however, there need for revitalization and re-dynamization of their organization and functioning, It 

is worth noting that the dialogue structure organ at the national level is not functional (National 

Council for Health, hygiene and social affairs.   
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B. Capacity of stakeholders to implement PHC policies and sustainability of CE in 

PHC governance 

Technical and financial needs for implementation of CE in PHC governance strategies 
 

The most import need for community action is financial needs for the implementation of activities 

inscribed in the national strategic plan and well as technical capacity building of polyvalent CHW that 

is ongoing.  An evaluation of the implementation of the National strategic plan reveled that only 50% 

of the activities were financed from 2021 to 2024. Also, it was reported that only 10000 CHWs have 

been trained hence the need for more efforts to close the gap of 25000 targeted by the Yaoundé 

Declaration. Specific technical and financial need required for the implementation of community PHC 

governance activities include: 

• Finances to support training and monitoring of the functioning of dialogue structures (RFHP) 

• Finances for the monitoring of community actions (RFHP) 

• Finances to support training of multi-task community health workers.  

• Absence of technical and financial resources for the monitoring of governmental actions  

(CSO) 

•  Financial deficit for the implementation of strategic plans ( malaria program and others ) 

• Technical expertise of communities to monitor their activities (HIV program) 

• Finances to support training of community actors (HIV/ADIS program) 

• Designation of a unique spokesperson to represent CSOs 

• Systematic involvement of CSOs in all PHC decision making instances 

Support received from partners:  
 

There are several partners engaged in providing technical and financial support to the government. 

They include United Nations development agencies such as UNICEF, WHO, UNFPA…., bilateral 

partners such as GIZ, CDC, international NGO such as CHAI, Impact santé Afrique and nation NGOS 

such as  

Key aspects of collaboration with technical and financial partners include: 

• Governance and development of legal framework for CHWs activities: UNICEF and 

other partners have been championing the development of the Law on CHWs. Thus law 

has been drafted and it is pending revision and adoption.  
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• Capacity Building: There are ongoing efforts to build the capacity of both community 

leaders and health workers. For example, community leaders have received training on 

"infodemic management" for community-based surveillance and response. This is part of 

a broader effort to strengthen the health system for future pandemics. UNICEF and CHAI 

are supporting the training and institutionalization of polyvalent CHWs. GIZ has equally 

been engaged in financing capacity building of dialogue structure members and UHC 

activities.  

• Strengthening of the Dialogue Structures: The German Technical Cooperation has 

contributed in the organization and functioning of the dialogue structure at regional and 

district level. They are working in collaboration of the Ministry of Public Health to build 

capacity of these actors and support the organization of regular meetings.  

• Motivation of polyvalent CHW: The ministry of health, with the support of UNICEF is 

engaged in the payment of monthly motivation fees to community health workers, 

• Provision of CHW equipment and provision of essential medicines: In collaboration 

with UNICEF, the ministry of health has been provided the necessary equipment such as 

boots, raincoats, and umbrellas to CHW. Also they are providing anti-malarias and test 

kits for community diagnosis and treatment.  

• Risk Communication and Community Engagement (RCCE): Both government and 

partner organizations, such as the World Health Organization (WHO), highlight the 

importance of risk communication and community engagement in their strategies. The 

WHO has worked to strengthen this pillar, which includes making sure that risk 

communication is culturally and linguistically tailored to migrants and displaced 

populations. 

• Decentralized and Multi-sector Response: The government of Cameroon, with support 

from partners like the World Bank, has focused on strengthening the public health 

system's capacity for emergency preparedness at the sub-national level. This includes 

activating a Public Health Emergency Operations Center (EOC), which improves multi-

sectoral collaboration, data sharing, and decision-making during emergencies. 

• Community-Based Surveillance: Community-based surveillance (CBS) is a key strategy 

for early detection and response to disease outbreaks. The Cameroon Red Cross, with 

support from partners, has trained community volunteers to recognize signs of different 

diseases and report them quickly using digital tools. A case study on cholera 

demonstrated that early detection by a Red Cross volunteer helped contain an outbreak 
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within four weeks, which local health authorities believe would have been far worse 

without this community-based effort. The success of these systems relies on careful 

selection of Community Health Workers (CHWs) with strong community engagement. 
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C. Political will in favor of PHC governance 

 

There is a strong political will exhibited by public and private sector actors. This can be justified by 

the development of policies on health care delivery and particularly community health care in all 

strategic documents at country level. Also the Yaounde forum was an exhibition of high level 

commitment, advocacy and collaboration. This event witnessed the presence of numerous senior 

level management personnel in several ministerial departments and development agencies as well 

as international participants. Plans are on the way for the evaluation of the Yaounde Declaration road 

map in the months ahead in 2025.  

The country is advancing in the right direction due to the strong political will exhibit by the Minister 

of Public Health. Community Health priorities have been inscribed in his current Transformation 

Agenda, that is being executed. There is a positive trend in the development of community health 

interventions as well as advocacy in favor of community health carried out by all key actors. Lastly, 

efforts are in progress for the development of a legal instrument for the institutionalization of 

community health workers in the country. 

However, CSOs are decrying the recent implementation of a decision of the ministry of territorial 

administration which excludes some civil society organization from benefitting from financial 

support  

Community Health stakeholder analysis in favor of CE in PHC governance 

Low interest/Low power High Interest/ High Power 

 • Development partners NGOs 

• Directorates and priority health programs of the 

ministry of public health 

High Interest/ Low Power Low Interest/ High power 

•  Civil society 

organizations  

• Community actors 

(CHWs, traditional and 

religious leaders, groups 

etc…)  

• Other Ministerial Departments 

• Parliamentarians 

• Media practitioners 

• Presidency 

• PM Office 
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Formal Decision-Makers  

These are the institutional bodies and individuals officially responsible for policy and program 

implementation. 

a) The President of Cameroon: This institution is involved in the ratification of global 

engagements as well as the signature of legislation on community health after the validation and 

adoption of the law makers at the parliament. 

b) Parliamentarians: There is a parliamentary commission in charge of social and economic action, 

which is actively supporting the development of policies in the health sector. Also at community 

level, individuals who are parliamentarians support community actions and participate in 

dialogue structure meetings as well as community development projects. 

c) Prime Minister’s Office: This institution is in-charge of coordination of government’s action in 

all ministerial departments; consequently it coordinates the activities of all multi-sectorial 

working groups and is responsible for the technical validation of key legal frameworks before 

their onward transmission to other higher instances for validation and adoption.  

d)  Partner Ministries (Ministry of planning and regional development, ministry of finance) 

these ministries are in charge of the strategic planning and financing of all state projects and 

programs, hence their involvement is vital for the success of all community health initiatives. 

There are key actors in PHC and community health governance platforms at the national level.  

e) Other Partner ministries supporting the implementation of health sector activities 

(education, social affairs, justice, tourism, youths and sports, women’s empowerment and 

the family, labor and social etc.): These ministry activities provide their technical expertise in 

the implementation of health sector activities through fruitful collaborations. They have 

designated focal points for health in these ministries, and these actors support strategic planning 

in the different platforms as well as operational activities.  

f) Ministry of Public Health (MINSANTE): As the central authority, MINSANTE plays a primary 

role in health policy and strategy, including strengthening political commitment at both the 

national and community levels. It is the primary authority responsible for the national health 

system. It is responsible for policy-making, strategic planning, and overall coordination of health 

services. It oversees national programs notable the Community Health Strategic Plan (PSNSC). 

National Programs and Directorates of the ministry of public health such as the department of 

operational health and technologies, the department of health promotion amongst others are 

responsible for implementing specific community health strategies and interventions. Key actors 
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include Department of Operational Health and Technology (Sub- Department of Primary Health 

Care), Department of Health Promotion (Sub-Department of Promotion of community actions) in 

charge of coordinating social mobilization actions with a focus on the coordination of activities 

of dialogue structures in collaboration of other actors such as local councils, Department for the 

fight against Diseases, Epidemics and Pandemics , Department of Family Health, Department of 

Human Resources, The Division of Cooperation (National Partnerships Unit), Division of Legal 

Affairs, The Nation Universal Health technical Coordination Unit, National Malaria Control 

Program, National HIV/AIDS program, National Tuberculosis Program, National Program for the 

fight against Maternal and Infant Mortality, Expanded Program on Immunization, Regional Fund 

for Health Promotion, etc.. 

g) Regional and local authorities:  These local government bodies, such as local and municipal 

councils, are supporting the development of community health initiatives, including the 

integration of health programs into their own development plans. They are crucial for the 

decentralized implementation of health activities. 

h) Community Health Management Committees: Described as "Management committees” these 

organizations are intended to represent the community and contribute to the planning, financing, 

and management of health activities at the district and health area level.. 

i) Health District and Health Area management teams: These health care personnel are 

responsible for managing health services at their level and overseeing the selection and training 

of community health workers (CHWs), which is a key part of community engagement. 

 

Influencers 

a) International Partners: They are crucial for funding, technical support, and partnership 

coordination in Cameroon's health sector. They include United Nations systems organizations, 

multi-lateral and bilateral partner organizations notable German Technical Cooperation, United 

Nations Children’s Emergency Fund, World Health Organization, World bank, United Nations 

Population Fund, United States Agency for International Development (USAID)  through U.S. 

President's Malaria Initiative (PMI), Center for Disease Control Atlanta, Global Fund, French 

Development Agency, CDC Atlanta, CDC Africa etc… 

b) Non-Governmental Organizations (NGOs) and Civil Society Organizations (CSOs): These 

groups are considered important partners in implementing health strategies. The government 

has established partnerships with civil society networks at all levels—national, regional, and 
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district—to leverage their contributions to health initiatives notable  Clinton Health Access 

Initiative, Cameroon Red Cross, International Federation of Red Cross and Red Crescents, Impact 

Sante Afrique, JHPIEGO, Chemonics, Plan Cameroon, Reach Out Cameroon, Cameroonian 

Association for Social Marketing (ACMS), TRAFFIC and Care Cameroon. We also have civil society 

networks such as HIV/AIDS coalitions (RECAG, RECAP), TB coalitions, Malaria coalitions

 (CS4ME), HTM coalitions (COSCA santé), UHC CSO coalition (COFIS CSU), One Health CSO 

coalition (ROOHCAM), vaccination coalition (PROVARESC) and Professional associations.  

c) Elites: these are influential persons in the society/ communities who support social and 

economic development actions. Their goodwill community actions have made them popular and 

influential. These people could include senior members of the government such as ministers, 

parliamentarians, senators, mayors, and other private sector actors such as successful business 

men and women.  

d) Pressure groups: These are groups of persons that have come together to work towards the 

common good of the community or a specific target population. They include activists, 

professional associations, and syndicates amongst others.   

e) Media Professionals: These actors are pivotal in the realization of advocacy activities in favor 

of community engagement at all levels. They are however not interested but have the power to 

enhance communication in favor of behavior change.  

There are also individuals and groups, while not part of the formal government structure, are 

recognized as crucial for mobilizing communities. 

• Community and Religious Leaders: The documents mention engaging community leaders 

to empower communities and individuals to become "co-creators" of health solutions. These 

leaders are seen as essential for promoting community participation and strengthening local 

governance and accountability. 

• Community Health Workers (CHWs): As frontline health providers, CHWs are critical for 

delivering primary health services directly to communities. They play a significant role in 

communication and behavior change, which is essential for community engagement. 

• Families and Households: The government recognizes that households and individuals 

themselves are key actors in health, for example, by providing direct payments for health 

services. 
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• Women's Groups: Specific reference is made to women's groups as a channel for raising 

awareness about prevention and care, particularly for diseases like malaria. The document 

highlights their role in increasing women's knowledge about health. 

 

D. Political will in favor of PHC governance by development partners and civil 

society organizations 

Development partners: 

They include United Nations systems, multilateral Organizations and bilateral partners who provide 

policy guidance and financial support for health sector interventions. These organizations have a 

strong support for community engagement in PHC governance structures as they place specific 

constraints on the government in favor of the involvement of communities (beneficiaries) in all key 

projects financed as well as governance platforms, in a bid to enhance community ownership, 

sustainability and accountability. Also, they support the development of laws, strategies, policies, 

plans, operating procedures, and projects. Also, they participate actively in PHC governance 

structures in favor of community health.  

Civil Society organizations: 

These organizations work in partnership with the government and serve as intermediaries in the 

execution of some projects financed by development partners especially in humanitarian zones of 

the country. They are in constant contact with the government and participate in PHC governance 

instances in which they are represented. For more effectiveness and representativeness, these 

organizations have been organized into coalitions and networks are constantly advocating for their 

involvement in PHC governance platforms. They have been trained on planning and implementation 

of community actions and are consequently involved in contextualization of projects and social 

mobilization in favor of community engagement. They work in collaboration with the government, 

development partners and communities.  

However, some of these organizations do not truly represent their communities as they do not 

effectively carryout community consultations and do not provide the necessary feedback. Also, there 

is need to carry out an exhaustive mapping of CSOs and restructuring of civil society organizations 

governance in a bid to enhance collaboration and coordination.  
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E. Collaboration and coordination of stakeholders 
 

Collaboration:  The implementation of the National Strategic Plan on community Health has to some 

extend facilitated multi-sector collaboration between actors. None the less community implication 

and involvement in the development and implementation of the NPCH was not very effective (as 

documented by the evaluation report.  Key actors in both private and public sector do work together 

in PHC governance platform and collaborate in policy planning, execution and monitoring. The 

management of COVID 19 was an opportunity for better collaboration and networking. There exist 

good collaborative efforts between local councils and CBOS, as well as collaborations between CBOs 

and private institutions and development partners.  

However there are still some challenges faced due to inadequacies in representation and 

participation. Communities are represented in these platforms by CSOs, community leaders and 

dialogue structure members. Also dialogue structure platforms exist but their function is not optimal 

since their meetings are not regular and some members are not very active.  There is need to revive 

these structures, and reinforce their technical and financial capacities. There is need for enhanced 

collaboration between community actors in a bid to curd conflicts and reduces duplication of 

interventions.  

Coordination: Government policy seeks to enhance coordination at all level of the health pyramid, 

through the organization and functioning of dialogue structures. Dialogue structures are operational 

at the district level and regional level only. These structures enhance coordination of PHC activities. 

Also, the above mentioned governance platforms and civil society organizations coalition serve as 

avenues for coordination.  

However, the dialogue structure at the central level is not yet functional, given the lapses in its 

organization and functioning. Also, at the operational and regional level, dialogues structures do not 

yet have the full capacity to coordinate their activities given the existing lapses in their composition 

and functioning. There still exist pockets of conflicts amongst key community health actors in some 

areas and also some communities do not have functional dialogue structures. Also there are still some 

challenges with the adhesion of come CSOs in existing CSO coalitions. The absence of an exhaustive 

mapping of civil society organizations is also a barrier for the coordination of their activities and 

advocacy efforts.   
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F. Knowledge, Attitude and Practice of community actors 

 

In Cameroon, the level of development of community engagement can be categorized at level 03 

(autonomy), given the recent evaluation that reveal that community participation and appropriation 

has been achieved. Here we can cite community involved in community health governance such as 

dialogue structure members, civil society organization and community health workers.  

Knowledge: Key actors involved in community health governance have been trained and are 

carrying out their functions. We can cite the example of dialogue structure members at regional and 

district levels that have been trained and are involved in the management of health care activities. 

Community health workers have been trained equally and are involved in the implementation of 

activities on the field. CHW are informed and involved in advocacy in favor of the promulgation of 

the Law on CHW, which has been initiated.  

This has also been exhibited in the creation of national CSO coalitions to enhance advocacy, in favor 

of their involvement and participation in PHC governance through their integration in governance 

platforms. However, there still exist challenges for the effective participation of communities in the 

strategy planning. Their reports are not up to standard given their inadequacies in monitoring and 

evaluation.  

Attitude: Communities are engaged in health activities and most especially in PHC governance, 

however, they believe that their level of involvement is not yet optimal. There are engaged in 

mobilization of funds and advocacy. An example is the platform of CSO involved in malaria control 

activities at community level (CS4ME).   

Practice: Communities and most especially CHW, and CSOs are involved implementation of health 

activities under the global fund priority programs. Also, there are ongoing collaborative actions 

between CSOs and other key stakeholders such as local councils, health care facilities, and 

government. Also these actors are involved in advocacy in favor of the promulgation of the Law on 

CHW, which has been initiated. 

Lessons Learnt on community engagement in PHC governance 

• It is important to restructure civil society organizations in Cameroon, in a bid to enhance 

representation, accountability and community engagement; 

• Community Health Care workers are essential in ensuring community participation and access 

to health care , and consequently should be formally recruited and paid a salary; 
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• Collaboration between community actors has to be reinforced, i.e. between CHW and traditional 

leaders. Religious leaders and others;  

• Communities have potentials and could work together and become autonomous, it is necessary 

to provide the right skills and capacity to these actors. There need for the co-creation 

opportunities with community actors. CHW have the capacity to evaluate their needs and 

contextualize strategies;  

• There is need to create a favorable atmosphere for dialogue with community actors (traditional 

and religious leaders etc ).  

Successes  

 

• Strong political commitment in favor of PHC: the organization of the Yaounde forum on PHC 

and the institutionalization of PHC, is prove of high level commitment and engagement of the 

state and development partners. This event was graced with the participation of top ranging 

government official in key ministries such as health, finance, planning, local authorities 

representing councils and other. It was an international event, attended by participants from 

other countries. Over 250 mayors participated and supported the advocacy in favor of the 

implementation of the recommendations of the Abuja Conference on health Financing.  

• Decentralized Implementation: The government has made progress in decentralizing the 

health system, with local councils and health districts playing a role in implementing community-

based health interventions. CHW workers are being recruited by local councils to reduce the gap 

in health workforce.  

• Collaboration with law makers: Civil society actors are advocating at the level of the National 

assembly in favor of the institutionalization of health workers and community health initiatives 

in general. The CSO Impact Sante Afrique, has established this collaboration.  

• The institutionalization of polyvalent community health workers: the country has adopted 

this strategy in  which CHWs working vertically with priority health programs have been 

identified and provided training to support the implemented of activities in all programs. This 

has contributed in reducing verticality in health care delivery which results in duplications of 

resources. These CHW are being trained progressively in all 10 regions of the country to 

intervene and support all programs in their localities. A draft law on the institutionalization of 

CHW has been proposed and is under review by the country. The Yaoundé Declaration even aims 

to increase the number of CHWs from 9,932 to 25,000 by 2027 to improve access to services. 
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• Empowering Community Participation: There is a stated commitment to empower 

communities and their leaders to act as "co-creators" of health solutions. This includes partnering 

with communities to strengthen local governance and accountability. Also the government as 

established partnerships with civil society organizations (CSOs) at national, regional, and district 

levels to leverage their contributions in favor of community engagement. 

Challenges 

 

• Financial Constraints: The financial burden remains a significant challenge. Approximately 

70% of health expenditures come from direct payments by households, which can lead to 

catastrophic expenses and impoverishment. Additionally, the budget allocated by the 

Ministry of Public Health (MINSANTE) for key programs like malaria control has been a very 

small percentage of the total budget (e.g., 1-2% from 2019-2021). Finally, the NSPCH 2021-

2025 was financed only at 50%, hence the need to scale-up resource mobilization for the 

implementation of the next plan.  

• Structural and Procedural Weaknesses: 

o An inadequate legal framework and inconsistencies between political structures and 

the new health structure have been identified as obstacles to PHC reorientation. 

o There is a highly centralized system of management with poor coordination, which 

hinders the effectiveness of community health initiatives. 

o A lack of a clear partnership framework between the national programs and civil 

society networks at all levels prevents the full capitalization of contributions from 

these organizations. 

• Governance and Accountability Issues: A 2011 report on health district governance 

identified several weaknesses, including a poor understanding of the legal framework for 

decentralization, power imbalances, and poor accountability. The report also noted a lack of 

transparent and inclusive processes for community participation. 

• Humanitarian and Security Context: The effectiveness of collaboration is hindered by 

ongoing humanitarian and security crises in some regions, which have led to population 

displacement and the destruction of health facilities. This has resulted in a collapse of 

surveillance systems and a lack of access to essential health services. Insecure areas are 

particularly difficult to access, which makes outbreak response more complex. 

• Absence of a system for continuity of health care during emergencies: At the start of the 

COVID-19 pandemic, Cameroon faced an unprepared healthcare system with capacity gaps 
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in public health services and disease surveillance points. The lack of resources and a 

fragmented legal framework have historically been obstacles to effective governance and 

community participation. 

• Poor documentation of community health activities: Dialogue structure members, 

traditional leaders and civil society organizations are very present and active in most 

communities. However, there is still a significant challenge in documentation and 

communication of their activities. This situation does not favor their visibility and consequent 

integration in PHC governance.  

 

Opportunities 

 

• Implementation of varied health financing schemes notable Universal health Coverage, 

Performance-Based Financing, Cheque santé, national social insurance fund, Valeur for results, 

and mutual health organizations, BEPHA, and other private health insurance schemes which have 

contributed in enhancing PHC access to the population.  

• Process of decentralization which will enable the transfer of competencies and resources to local 

councils thereby fostering financing and management of community health interventions.  

• Existence of multiple community health coordination platforms such as the Global fund 

subvention coordination unit, national CSOs networks etc 

• Existence of public private partberships in favour of PHC delivery such the partnership between 

MoH and GICAM, Cameroon Baptist Convention, Catholic Health Board, Adlucem amongst others. 

• Technical and financial support provided by development partners in the domain of community 

health such global fund, UNICEF and others 

Community engagement initiatives and best practices  
 

1. Universal Health Coverage community Project:  Community actors are involved in preventive 

and health promotional activities such as hygiene and sanitation, vaccination and 

sensitization. The government in collaboration with its partners has instituted a project 

hygiene and sanitation community project (Total sanitation piloted by communities), in a bid 

to combat poor practices such as open defecation thereby preventing the incidence of 

epidemics such as cholera and measles.  
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2. COVID 19 community engagement vaccination Project: With the support of WHO, the 

government carried out a pilot project on community engagement in favor of vaccination. 

Community leaders were identified by districts and trained on community leadership. They 

were given the autonomy to identify their problems, develop plans of action, implement the 

and monitor their community projects. Piloted in 04 regions where the COVID 19 vaccination 

coverage was lowest, (South, Center, Littoral and North West), this project was a high point 

of community autonomy.  

3. District Viabilisation Project: Initiated by the ministry of public health and its partners, this 

project will also support the strengthening of dialogue structures and their functioning.  

4. “Councils friends of children project”: a project carried out by local council with the support 

of UNICEF and other partners. This project supports the payment of salaries of community 

health workers.  

5. Advocacy in favor of community health by Impact Santé, at the level of the Parliament.   

6. Recognition of Community Health Workers (CHWs) Services: Best performing CHWs were 

offered motor bikes during the Yaoundé forum in recognition for their dedication, hard work 

and service to the community.   
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SECTION 2: 

COMMUNITY PERCEPTION ON CE IN PHC GOVERNANCE 
  

A. Knowledge of legal framework on CE in PHC governance: 

 

A Majority of the community actors acknowledge the absence of a law on polyvalent community 

health workers, “there no formal framework between the ministry of health and CHWs “. However, 

CHWs are engaged in projects implemented by priority health programs such as malaria, HIV/AIDS, 

TB, and vaccination, within which their roles, responsibilities and motivation packages are well 

defined. These CHW have well defined Terms of reference and Technical files and have been trained. 

Also, they acknowledge the support provide by some local councils in some communities however, 

they reported the absence of financial support of CBOs by local councils.  

 

B. Participation in PHC governance platforms: 

 

Community actors acknowledge the adoption of a participative and the joint approach to health 

activities with beneficiaries (communities). This is evident is the realization of different activities: 

• The development of micro plans during response vaccination activities ; 

• Also affirmed their participation in PHC governance platform, a participant said “at the top, they 

can do nothing without communities “. Another said’ participation exist but it is still to be 

institutionalized” ; 

• The participation of dialogue structure members in district coordination activities;  

• Mayors’ participant in the coordination of activities at the district and health areas, as they are 

presidents of steering committees in these instances; 

• Over 250 delegates representing local councils participated in high level advocacy in favor of UHC 

and health financing in favor of the application of the Abuja declaration. Also they supported 

advocacy efforts in favor of PHC and the institutionalization of CHWs; 

• Religious authorities participate in the confessional technical working group of the HIV/AIDS 

control program and the UHC technical working group; 
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• CSOs organization of community campaigns aimed at sensitizing, screening, orientating and 

sharing experience; 

• CSOs participate in the elaboration of strategic plans ( integrated plan for the 03 diseases, the 

Communication Plan of the National Malaria Control Program), in the monitoring of strategic 

global fund programs (HIV/AIDs, TB, malaria); in communication technical group for the 

National Malaria Control Program; in activities of the coalition of parliamentarians advocating in 

favor of malaria control policies; in the Country Coordination Mechanism of the global fund (9 

ministerial departments, delegation of civil society actors and technical and financial partners ) 

;in the project aimed at integrating gender aspects in case management of 03 priority diseases 

(HIV/AIDS, TB, malaria) in collaboration with CIDIMUC; 

• Some CSOs, acknowledge their participation in only implementation activities are benefit from 

adhoc finances of development partners;  

C. Strengths, weaknesses, opportunities and opportunities for CE in PHC 

governance 

 

Strengths: 

• Dialogue structures exist and they participate in health activities in the community. “we are 

direct communicators to the public “ said one of the respondents and we assist in the 

management of resistant cases”; 

• The accountability principle enhances provision of feedback to the communities and the 

government; 

• The existence of multi-sector governance platforms which enhance top-bottom communication 

and vice versa, which enhances dialogue and problem solving; 

• . CSO are in national platforms and they contribute on the develop, implementation and 

monitoring of strategic plans ; 

• CSOs represented in the national reprioritization committee working towards the development 

of an integrated plan for the HIV/AIDS, TB and malaria activities in the face of reduction in 

funding for these programs.  

Weakness:  

• Dialogue structure members do not have offices assigned to them; 

• Dialogue structure meetings are not held at regular interval; 
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• Finances for the functioning of dialogue structures are not sufficient hence there is a high 

dependence on external funding; 

• Poor collaboration between dialogue structure and district management teams. a participant 

affirmed  “our priorities are not the same”; 

• Poor collaboration between dialogue structure members and CHWs ; 

• There is no remuneration provide for members working in these governance platforms such 

as CCM , CS4ME etc; 

• Most CSOs and CBOs still face some challenges in developing good quality reports. Their 

reports are usually not up to standard, since do not have monitoring and evaluation staff; 

• Most CSOs have challenges in sharing information with other actors; 

• There is limited access to information by the population, which favor misinformation and 

spread of rumors;  

• Involvement in national governance platforms is limited to CSOs based in Yaoundé; 

• CSOs are not conversant with the development of their plan of action; 

• CSOs are absent in some governance structures; 

• Fragmented structure and organization of CSOs that hinders governance and accountability; 

• CHWs are not represented in governance platforms at the national level. 

Opportunities  

• International NGO and development partners support community primary health activities. 

 

D. Capacity of community actors to plan their activities 

 

A majority of these actors are involved in current health activities implemented by priority programs 

and development partners hence they have been capacitate in planning, implementation and 

monitoring. They have the capacity to develop micro plans during response campaigns; they can plan 

their daily activities, given their targets. However, there still exist challenges in managing projects 

initiated by these community actors. An actor justified his planning skills as such “I can plan for a 

defined period”, other examples of activities of community actors in the area of planning include:  

• Planning, implementation and care of indigenous population by local councils; 

• Development of  community development plans by local councils; 
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• Planning of activities with community leaders (traditional and religious) in favor of vaccination 

of children and adolescents against cervical cancer (family Club); 

• Collaboration of council of imams and UNFPA in favor of sexual and reproductive health ( 

prevention of gender-based violence, detection and treatment of fistulas etc); 

• Traditional leaders are in constant communication with CSOs and CHWS during vaccination 

campaigns (Nkolbisson); 

• Traditional leaders also organize health campaigns in their localities with the collaboration of the 

district and CSOs;  

• Anti-corruption campaigns carried out by dialogue structure members;  

• Distribution of anti TB and antiretroviral medications by dialogue structure members 

• Elaboration and execution of plan of action by CSOs; 

• Mobilization of finances of CSOs and CBOs for the realization of community projects….. 

 

E. Community health actors training needs: 
 

Community actors have been trained on different aspects depending on their roles. These include 

actors of dialogue structures, traditional leaders during vaccination campaigns, CHWS, CSOs etc Also; 

it is worth noting the capacity need of community workers varies based on the needs of the technical 

partners. These community actors have been trained for the execution of past and current projects 

however identified the following priority need: 

• Institutionalization of a professional certificate program for community health workers;  

• Training on the minimum package of health;  

• Refresher courses for members of dialogue structures and polyvalent CHWs given the fact that 

new policies and strategies are developed overtime;  

• Training on monitoring and evaluation of health programs;  

• Training on the elaboration of administrative and financial procedure manuals;   

• Training mobilization of finances;  

• Training on advocacy and best practices;  

• Training on social entrepreneurship, in a bid to reduce their dependence on external funding and 

support running cost of their organizations.  

 

F. Community engagement perceptions by community actors  

 

Community actors affirmed the existence of some collaboration between the population and the 

community actors.  



 
73 

• They said in some cases community leaders, administrators and politicians do provide support 

in community activities. They cited the good collaboration between the leaders of the moslem 

community some neighborhoods such as Nkollbisson and health actors;  

• Also, one participant said”the contact is there, but not a good adhesion, also, this varies 

amongst different health programs”.  

Some participant expressed their challenges faced such as: 

• Strong resistance from populations living in precarious conditions and in high standing 

neighborhoods, one participant said “the population is very resistant at first contact, but 

eventually open up after being convinced”; 

• Some participants also said that community trust has deteriorated post COVID 19 and the 

widespread use of internet has promoted the propagation of rumors and misinformation. He said 

“the population trust information from family sources than from CHWs”; 

• “Credibility of community leaders are at stake in case of unfortunate events post 

immunization” said a Religious authority;  

• Local council’s officials are overwhelmed with needs of neither indigenous persons in areas with 

difficult access, where a majority of the population is peasants who are poor and there are no 

qualified personnel nor health care facilities in the area. This growing need for support in 

management of cases of illness amongst indigenous persons poses a huge financial strain on local 

councils.  

G. Community satisfaction in PHC governance:  

 

Some community actors were very satisfied, while others were quite unsatisfied: 

Poor satisfaction: The following reasons were advance for poor satisfaction in the capacities to 

support PHC;  

• CHWs reported that the remuneration provide for their activities was not sufficient he said 

“we are involved in CHWs activities for voluntary activities, but when it comes to 

activities with a higher remuneration, we are sidelined”;  

• Another CHW, declared “community actors are not always involved in planning, and 

districts do not often involve CHW in their activities, instead they work with health care 

personnel”;  
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• A dialogue structure member declared that “community activities are carried out by 

strangers” further reported that CSOs and other institutions carry out activities within 

the district without the knowledge or authorization of the dialogue structure;   

• A traditional leader expressed worries about their credibility in the society, he said 

“oftentimes community member believe that they have received funds from the 

government or other partners, whereas, most are these activities do not budget any 

funds for Chiefs”. Consequently, they are ridiculed by their council members if they do not 

receive any funding from them for meetings convened, he said “according to our customs, 

we cannot gather together without sharing”. Another said “loss of credibility kills 

enthusiasm”; 

• Members of dialogue structure frowned at the lateness in payment if motivation of CHWs and 

the lapses in collaboration with the district medical officer, who sometimes spear head 

community visits without the members of the dialogue structure; 

• District dialogue structure representative said “all parties need to respect work ethics; the 

DMOs respect the district management personnel who intend respect the health area 

management staff. Health area management team should intend respect CHWs”. 

 

Good Satisfaction:  

• CHWS expressed satisfaction on the trainings received so far, which has enabled them to 

carry out their functions in the communities;  

• District management team also expressed satisfaction for the trainings receives;  

• A religious leader, was satisfied with the budget provided for motivation of Chiefs and council 

workers;  

• CSOs are satisfied somewhat by the level of collaboration that amongst actors although it is 

not yet perfect, some CSOs and community actors are represented in governance platforms 

such as the CCM of the global fund;    

• A representative of a CSO reported satisfaction of collaboration at the national level, but no 

satisfaction on the collaboration at operational level.  

 

H. Confidence in health care system to foster community engagement: 
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Opinions on this subject were divided, some had confidence and others did not have confidence in 

the present health care system.  

Reasons for no confidence  

• Remuneration of CHW was insufficient, and sometimes the quota of motivation agreed on during 

some projects is not respected;  

• A representative of a civil society organization said” I do not totally trust the government 

because, the government is planning to sideline CSOs in favor of CHW”s: 

On the other hand, some actors affirmed their confidence in the system 

• A community health worker had no choice but to trust the ministry of public health and its 

partners;  

• A representative of a CSO said “I have confidence in the health system, because it has 

evolved overtime, and the UHC package is under implementation”;   

• A representative of the district management committee said “the Cameroonian health 

system has developed good plans and he is happy that UHC activities are being carried 

out” 

• A traditional ruler said, “COVID 19 has transformed the health system, the population has 

been transformed and there is good collaboration”. 

 

I. Challenges and opportunities for community engagement: 

 

Challenges: The following key challenges were identified: 

• Misinformation was identified as a major obstacle in community engagement; one participant 

said “community workers experience violence because of misinformation “community 

actors were sabotaged during the management of COVID 19 “;   

• Also, often times CHW do not have their minimum package, as they do not have the necessary 

funds. The minimum packages are not supplied regularly and they are not given free of 

charge, hence they encounter significant challenges in some areas where the indigenous 

populations cannot pay for their packages. A participant said “we sometimes need to 

support the cost of medications given to very poor persons in the communities”; 
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• The dialogue structure at the district level face financial challenges, hence the poor 

implementation of planned activities;  

• There are still challenges in involvement, participation and collaboration between 

community actors at the district level. Some CSOs carryout activities in district without the 

knowledge of district management staff and dialogue structure members. This is equally 

trues for some other community actors;   

• Community actors also still face challenges with reporting and monitoring of their activities.  

• Some district work with health care personnel during implementation of community 

activities instead of community actors ;  

• Information on community health interventions are sometimes received late in the 

communities;  

• The population “cares less”, there are resistant to the numerous vaccination campaigns 

organized in the community;  

• Most high class citizens refuse vaccination services offered in the community, with the 

justification that their vaccines are received overseas;  

• The paupers in the community are equally requesting for compensations to be able to adhere 

to health interventions;  

• Also collaborators in the education sector although partners in health care deliverable in 

their institutions, sometimes are resistance to health care interventions;  

• With the advent and experiences on the management of COVID 19, the population has lost 

trust in community actors delivering health care interventions with the justification that they 

are allies of the government whom they mistrust;  

• CSOs cannot support running cost of their institutions since their finances are insufficient; a 

participant said “we are like prostitutes because we do not have financial autonomy;  

• Some CSOs have developed their annual work plans, and these are highly dependent on the 

priorities;   

• Motivation of CHWs for their services goes through an intermediary, and this usually needs 

in disputes, and other mal practices.  

Opportunities: The following key opportunities were identified: 

• Community actors acknowledge support in cash and kind provided by community members 

who acknowledge their work or sympathize with them. They said “ we meet mothers we give 

us foodstuff (cassava, sugar cane) and money to pay our transport”;  
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• Also, they acknowledge, the generosity of some rich community members toward the poor. 

They said’ “some community elites of goodwill help the poor to buy their medications”. 

These elites also support the organization of community activities in their communities. 

• Also, family members of CHWs receive some benefits from the service provided to the 

community; a participant said “my wife was recruited to work in the health center, 

because of the good relation and reputation I have in the health care system in my 

community as a CHW ”;  

• Also there exist partnerships between local councils and CSOs for provision of care to the 

population through the organization of free screening campaigns etc..;   

• Mayors who are community actors and political figures can influence population attitudes in 

favor of community engagement.  

J. Strategies for the improvement of community engagement: 

 

The following propositions were provided: 

• The ministry should support CHWs as priority actors in health care delivery, a participant 

said “CHWs should be taken seriously”;  

• CHWs should be involved in decision making;  

• CHWs should be integrated as health care professionals;  

• CHWs should be involved in advocacy activities in the entire community (chief’s palace and 

churches);  

• Leaders of communities’ of persons who are foreigners should be integrated in the health 

area health committees etc ..;  

K. Community engagement priorities for PHC governance. 

 

• Reorganize and improve dynamism of dialogue structures;  

• Institute a certificate program for CHWs;  

• Integrate CHWs in governance platforms at the national level;  

• Ameliorate the working conditions of CHWS (Support the acquisition of minimum packages 

for CHWs; define an appropriate system for remuneration etc..;  

• Regain the trust of the community, by providing feedback regular on health activities; 
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• The population trust their religious leaders, and will readily accept messages passed on by 

them, these leaders should be given the power to carry out community interventions; 

• The government should intensify education, communication and the promotion of  moral 

values amongst community members; 

•  The collaboration mechanism at the operational level should by reinforced, authorities in a 

particular locality such as mayors, divisional officers, traditional leaders etc should work 

together; 

• Health work force at the district management committee should be valorized, CHWs should 

be valorized by local councils and recruited in health facilities as support staff (cleaners, 

security agents, customer service personnel etc); 

• CSOs should develop realization autonomous plans ( SMART) which can be executed using 

their personal funds;  

• Put in place a good system for the management of rumor and misinformation , in a to regain 

community trust;  

• Capacitate multi-task CHWS to be able to carry out actions using the “One Health “ approach;  

• Develop a system of direct payment of CHWs for their service at community level.  
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SIERRA LEONE 

REPORT SUMMARY 

This report presents findings from a comprehensive situation analysis 

on community engagement within Sierra Leone's Primary Health Care 

(PHC) governance. The assessment was conducted through a 

meticulous desk review of six key national policy documents and 

supplemented by a national consultative meeting featuring Key 

Informant Interviews and Focus Group Discussions. The assessment 

reveals a significant policy-practice gap. While a robust policy framework 

for community participation does exist, its implementation remains 

fragmented, under-resourced, and inconsistently inclusive, limiting 

progress toward a truly people-centered health system. 

The desk review of foundational national documents, including the 

National Health Sector Strategic Plan (NHSSP) 2021-2025, the PHC 

Handbook, and the National Community Health Worker (CHW) Policy 

2021 shows a high-level commitment to community ownership. The 

NHSSP’s allocation of 5.4% of its budget to community participation and 

community participation being a standalone strategic pillar is notable. 

These policies outline clear, multi-tiered governance structures, such as 

Facility Management Committees (FMCs), Village Development 

Committees (VDCs), and Chiefdom Health Committees, designed to 

facilitate engagement from the national to the village level. CHWs are 

rightly positioned as a crucial bridge between households and the formal 

health system. 

However, data from national consultations and stakeholder interviews 

paint a different on-the-ground reality. These community structures are 

inconsistently functional, with estimates suggesting only 20-30% 

operational effectiveness. Their capacity is severely hampered by a 
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critical lack of sustainable funding, training, and logistical support, 

leading to low motivation and high volunteer attrition. A major identified 

weakness is the systemic exclusion of marginalized populations, 

including People Living with HIV, key populations, and People with 

Disabilities, from meaningful participation in PHC decision-making fora. 

Furthermore, accountability mechanisms are weak; communities are 

often consulted but rarely see their feedback reflected in decisions, 

eroding trust. This distrust is compounded by critical systemic failures, 

most notably an unreliable supply chain for essential drugs. 

The analysis concludes that translating policy commitments into practice 

requires a concerted shift from tokenistic consultation to empowered 

community ownership. To bridge this gap, the report proposes 

actionable recommendations. For the Government of Sierra Leone and 

development partners, priorities include systematically building the 

capacity of community structures through funded training and incentives, 

mandating the inclusive representation of marginalized groups, and 

strengthening accountability via tools like community scorecards and 

joint monitoring. For the upcoming Global Fund Grant Cycle 8 (GC8) 

dialogue, key priorities are to fund community system strengthening, 

promote integrated and stigma-free service delivery, and establish 

robust community-led monitoring systems for health services and 

human rights. Through acting on these recommendations, stakeholders 

can harness the invaluable knowledge of communities to build a more 

resilient, equitable, and accountable PHC system capable of achieving 

Universal Health Coverage. 
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ABBREVIATIONS  

CBO-Community-based Organization 

CHC-Community Health Center 

CHP-Community Health Post 

CHW- Community Health Worker 

CISMAT-Civil Society Movement Against Tuberculosis 

CSOs-Civil Society Organizations 

DHMTs-District Health Management Team 

DLBS- Directorate of Laboratory, Blood and Diagnostic Services 

DMOs-District Medical Officers 

DPPI-Directorate of Policy Planning and Information 

DPS-Directorate of Pharmaceutical Services 

GC8-Grant Cycle 8 

FMC-Facility Management Committee 

GoSL-Government of Sierra Leone 

HEP-Health Education Program 
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MCHP-Maternal and Child Health Post 

MDAs: Ministries, department and agencies 

NACP- National AIDS Control Program 

NAS-National HIV/AIDS Secretariat 

NGO-Non-governmental Organization 

NHSSP-National Health sector Strategic Plan 

NLTCP-National Leprosy and TB Control Program 

NMCP-National Malaria Control Program 

NMSA-National Medicines Supply Agency 

PHC-Primary Health Care 

PHUs-Peripheral Health Units 

PPR-Pandemic Preparedness and Response 

RSSH-Resilient and Sustainable System for Health 

SLeSHI-Sierra Leone Health Insurance Scheme 

UHC-Universal Health Coverage 

UNAIDS-The Joint United Nations Program on HIV/AIDS 

UNICEF-United Nations Children’s Fund 

VDC-Village Development Committee 
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COUNTRY CONTEXT AND HEALTH SYSTEM OVERVIEW 

Brief country profile 

Sierra Leone, a low-income country that lies on the west coast of Africa with a total 

land area of 71,740 km2. Its population of 8.9 million (2024 projection from 

Statistics Sierra Leone Census data) is predominantly young and living in rural 

areas.  Sierra Leone is bordered by Guinea and Liberia, and the 340 km Atlantic 

Ocean coastline. It has faced numerous disease outbreaks, including Lassa Fever, 

Ebola and ongoing mpox, as well as other public health emergencies such as 

devastating slum floods, and mudslides.  

Sierra Leone is administratively divided into five major regions: Northern Province, 

Northwestern Province, Southern Province, Eastern Province and the Western 

Area, where the capital Freetown is located. There are 16 health districts in Sierra 

Leone, including 2 from Western Sierra Leone (Western Area Urban and Western 

Area Rural), 3 from the Northwestern region (Portloko, Kambia, and Karene), 4 

from the Northern region (Bombali, Tonkolili, Koinadugu and Falaba), 4 from the 

Southern region (Bo, Bonthe, Moyamba, and Pujehun), and 3 from the Eastern 

region (Kailahun, Kenema and Kono). There are 190 chiefdoms with each 

chiefdom headed by a Paramount Chief.  

Socio-economic context   

The Sierra Leonean economy is predominantly driven by agriculture, which 

accounts for about half of the real gross domestic product (GDP). The 

manufacturing sector, consisting mainly of import–substituting industries, accounts 

for only 2% of GDP. The mining sector accounted for less than 6% of GDP between 
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2001 and 2011 but increased to 12% of GDP in 2012 (SSL, 2012). Coffee, cocoa, 

and fish are the major agricultural exports.  

Demographic Profile 

Sierra Leone had a total projected population of 8.9 million people in 2024, with an 

annual population growth rate of 3.2 percent. The country has a rural population 

of 59% and an urban population of 41%. There are slightly more women (50.8%) 

than men. There are about 15 distinct ethnic groups reflecting a rich cultural 

diversity. The country experiences two main seasons: the dry season, between 

November and May, and the wet/rainy season, from May to November. Sierra 

Leone has a young population: 40.9% are aged below 15 years and 3.5% are aged 

above 65 years. The working age population (15–64 years) represents 55.6% of 

the total population with a literacy rate of 51.4% for persons aged above 10 years. 

Structure of the health system  

The government is responsible for responding to the population’s health needs, 

ensuring programmes and activities improve outcomes and advancing towards 

financial risk protection. The MoH determines and shapes the health policy 

environment regarding service delivery, resource mobilisation, allocation and 

regulation.  

District Health Management Teams (DHMTs) are responsible for managing, 

monitoring and overseeing service delivery. They also manage, monitor and 

oversee disease prevention, health promotion, health education, safe water and 

environmental sanitation service provision. The District Medical Officer who 

provides leadership for DHMT is supervised by the Director of Primary Healthcare.  

In striving to promote community ownership and developing a people-centred 

health system, the MoH collaborates with civil society organisations, NGOs, 

international donor partners, the private sector and other government agencies.  

The Sierra Leone health system is divided into national and sub-national systems 

and organized into three tiers:  
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a. Primary health care. These are services provided at household and 

community levels by community health workers (CHWs) and peripheral 

health unit (PHU) staff. Based on the clinical skills of the staff and the 

availability of infrastructure, PHUs are classified into Maternal and Child 

Health Posts (MCHPs), Community Health Posts (CHPs), and Community 

Health Centers (CHCs) in increasing order of capacity. There are 1,512 

functional health facilities across the country, comprising 67 hospitals, 153 

clinics, 251 CHCs, 423 CHPs, and 618 MCHPs. The CHCs and CHPs are 

headed mostly by community health officers (CHOs).  

b. Secondary health care. Services are delivered at district hospitals, which 

handle referrals from PHUs and provide services to people in the 

catchment communities. 

c. Tertiary health care. This is provided at more advanced and specialized 

regional hospitals, mainly in Freetown. 

The Government of Sierra Leone is the main health care provider. It is supported 

by faith-based, local and international NGOs and the private sector. There are 

approximately 8,400 CHWs who provide a range of health care promotion services 

at the community level. Although not well catalogued, Sierra Leone has a large 

number of formal and informal private for-profit entities and private non-profit 

healthcare providers, including NGOs and faith-based institutions. DHMTs provide 

leadership for all PHUs. Primary Health Care (PHC) is central to achieving 

Universal Health Coverage (UHC), health equity, and resilient health systems. As 

the foundational level of the health system, PHC plays a critical role in delivering 

integrated, people-centered services that are accessible, affordable, and culturally 

appropriate. Despite its recognized importance, the meaningful engagement of 

communities in PHC governance remains limited or tokenistic in many countries. 

 

BACKGROUND AND RATIONALE  
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In many low- and middle-income countries, such as Sierra Leone, Kenya, Liberia, 

and Cameroon, governance structures tend to be top-down, with minimal input 

from community voices. Decision-making processes in planning, implementation, 

and monitoring of PHC policies often exclude the very people who are most 

affected by them, community members, civil society groups, and frontline health 

workers. This disconnect can lead to misaligned priorities, limited uptake of 

services, and missed opportunities for more accountable and responsive health 

systems. 

Moreover, communities bring valuable lived experience, local knowledge, and 

innovative practices that, if fully integrated into health decision-making, can 

significantly improve health outcomes. Yet, the lack of clear mechanisms for 

engagement, insufficient capacity, and weak accountability frameworks continue 

to hinder community participation. 

The growing global emphasis on service integration, particularly the intersection of 

universal health coverage (UHC), HIV/TB/Malaria (HTM), and pandemic 

preparedness and response (PPR) has brought renewed attention to the role of 

PHC as a platform for delivering comprehensive services. These evolving priorities 

underscore the urgent need to ensure that community engagement is not only 

encouraged but embedded within national PHC governance frameworks. Active 

community participation is essential to inform service design, improve trust and 

uptake, and enhance system responsiveness, particularly for marginalized and 

vulnerable populations.  

PHC delivers better health outcomes, improves health security and provides 

integrated, people-centered services at the first point of contact, serving as the 

bedrock for a robust health system. Resilient Sustainable Systems for Health 

(RSSH) builds on PHC to strengthen the overall health system, including 

government health systems, community health systems, and private sector 

providers. RSSH is essential for ending epidemics, preventing and responding to 

future pandemics, and ensuring that people receive the right care at the right time. 

The Global Fund is in the process of implementing Grant Cycle 7 (GC7) grants 
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and will at the end of this year prepare for Grant Cycle 8 (GC8). This is an 

opportunity for communities to understand and contribute to investments in RSSH 

to better prepare for future pandemics as countries build people-centric PHC 

health systems.  

This assignment undertakes a situation analysis of community engagement in 

PHC governance in Sierra Leone. The analysis mapped existing PHC governance 

structures, identified decision-making fora and opportunities for community 

engagement, and assessed how communities already participate in decision 

making on PHC policy and service integration. The analysis also documented good 

practices, challenges, and recommendations for gradually strengthening 

community engagement. By highlighting good practices, barriers, and gaps, the 

assignment helped inform national dialogue on strengthening people -centered 

governance approaches within PHC systems. 

 

As part of this assignment, communities were also oriented on The Global Fund 

Grant Cycle 7 (GC7) Resilient and Sustainable Systems for Health (RSSH) 

Guidance to better understand how PHC has been incorporated in country grants 

and developed a package of community priorities that can be used for GC8.  

Ultimately, the findings from this exercise will support more inclusive, transparent, 

and responsive health governance, aligning with global calls for equity, rights-

based approaches, and community ownership in health systems strengthening.  

 

AIM AND OBJECTIVES   

This project aims to evaluate the extent and quality of integration of community 

engagement in PHC governance in Sierra Leone from planning, implementation 

and monitoring of primary care service delivery.  
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community engagement in PHC governance through desk review and 

consultations.  

Specifically, the project will:  

 

● Review and analyze PHC documents to evaluate the extent and quality of 

integration of community engagement in PHC governance.    

 

● Consult stakeholders and communities to evaluate the extent of 

community engagement in PHC governance in Sierra Leone. 

 

● Familiarize with GC7 investments in RSSH and identify a package of 

community priorities around PHC and RSSH for GC8. 

 

● Revise the pandemic preparedness and response advocacy strategy 

to include key PHC issues and validate through on-going quarterly 

community coalition meetings 

● Produce a policy brief with findings and recommendations. 

 

METHODS  

Scope: The project will focus on identifying and analyzing gaps to ensure the 

meaningful integration of health equity, gender lens and human rights principles 

into PPR policies and interventions. 

Target beneficiaries:  

● People living with HIV and TB  

● Communities most affected by HIV, TB, and malaria 
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● HIV, TB and Malaria key populations  

● Vulnerable and key affected populations  

● Other marginalized communities such as people with disability 

● CSOs  

Target audience: The project will target government and non-governmental 

entities as enlisted below.   

Entity Specific organizations  

Ministry of Health  Directorate of Primary Healthcare (DPHC), Directorate of 

Pharmaceutical Services (DPS), Directorate of Policy Planning and 

Information (DPPI), Directorate of Laboratory, Blood and 

Diagnostic Services (DLBDS), the National Medicines Supply 

Agency (NMSA), the Sierra Leone Health Insurance Scheme 

(SLeSHI), Health Education Program (HEP), National AIDS Control 

Program (NACP), National Malaria Control Program (NMCP) and 

the National TB and Leprosy  Program (NLTCP), and regional 

district health management teams (DHMTs).  

Other government 

agencies   

National HIV/AIDS Secretariat (NAS), Ministry of Local 

Government and Community Engagement and Ministry of Basic 

and Senior Secondary Education  

Communities, key 

populations, 

vulnerable and key 

affected populations  

People living with HIV and TB, key and vulnerable populations for 

HIV, TB, and malaria, people with disability, community members 

participating in the facility management committees and village 

development committees.    

Non-government 

stakeholders  

Country Coordinating Mechanism representing the Global Fund, 

UNAIDS, WHO, UNICEF and US State Department 

 

DESK REVIEW REPORT 
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METHODS  

A desk review of relevant documents assessed community engagement in the 

PHC governance system.   

The analysis investigated:  

● Community engagement in PHC with the question of whether communities 

were engaged 

● Community decision-making fora 

● Community decision-making processes 

● Community engagement platforms for discussing health service integration  

The documents reviewed were the Universal Health Coverage (UHC) Roadmap 

for Sierra Leone 2021-2030, the PHC Handbook, National CHW Policy 2021, 

Facility Management Committee (FMC) Operational Guidelines, the National 

Health Sector Policy and the National Health sector Strategic Plan (NHSSP) 2021-

2025.  

 

 

 

RESULTS 

UHC Roadmap 2020-2030 

Background: The UHC roadmap (2021-2030) is a strategic framework for 

achieving equitable, affordable, and quality healthcare for all people in Sierra 

Leone without suffering undue financial hardship. The critical elements of the UHC 

roadmap are to improve quality of services, and reduce financial hardship for 

citizens.  

FINDINGS: The roadmap revealed that Sierra Leone has a high density of health 

facilities compared to other countries in the subregion, yet there are several hard-
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to-reach communities, both urban and rural, as well as challenging riverine 

communities that require quality and comprehensive health care services. The 

emphasis is on mobilizing and empowering communities to take leadership roles 

in addressing their own health needs, as well as encouraging individuals to take 

responsibility for their own health. It focuses on demand generation through 

innovative and appropriate health technology and approaches, particularly for 

underserved populations, including the urban and rural poor. 

The Primary Healthcare Handbook  

BACKGROUND: The primary healthcare (PHC) handbook is an operational tool 

to streamline PHC structures and mechanisms through coordination, collaboration, 

networking and community engagement. It guides PHC service providers to work 

with communities to increase their control over their situations through more 

informed decisions and actions. 

FINDINGS: This PHC handbook incorporates up-to-date standard guidelines for 

community engagement and ownership by citizens on health and well-being, 

aligning with the 1978 Alma Ata Declaration, the 2018 Astana Declaration on PHC 

in the 21st century, and the 2019 Cotonou Declaration on the Community 

Component of PHC. The PHC handbook emphasizes collaboration between 

communities and service providers and inclusivity of communities in PHC 

governance. It highlights the principles of equity and social justice as essential for 

accountability, community engagement, and ownership. The community 

engagement processes, including community entry, organization into health units, 

governance, and linkage to the health system through health committees, are 

outlined. This description covers the formation, composition, roles, and functions 

of leadership and governance at every point of engagement. 

Establish accountability structures between the community and the health system 

by strengthening community-based health information systems and setting out a 

framework with targets that cascade from national plans to districts, chiefdoms, 

PHUs, and villages. The community engagement process will be achieved through 
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linking the community with health systems, increasing facility ownership, and 

fostering community collaboration and responsibility for health. The Handbook 

describes the processes and structures that include communities in the 

governance of health facilities and related resources. Ongoing engagement and 

sustained community leadership are facilitated by community organization, 

involving health workers, CHWs, community elders, and chiefs. 

Strengthening PHC governance, linkage, and management structures include: 

● Village development committees (VDCs), the lowest health governance 

structure, comprising representatives of major stakeholders in the 

community, responsible for leading community health action at the village. 

It is composed of up to 15 people selected from the community and holds 

regular meetings that relate to the 100-day improvement cycle, community 

dialogue, and action. It represents specific community constituencies, 

including villages, faith communities, youth, the disabled, and women.  

● Facility management committees (FMCs) are 15-member committees 

that serve as the second-lowest health governance structure, comprising 

equal representation from villages, communities, and catchment areas. 

They meet at least monthly to review progress and make decisions for 

continued actions at the facility, community, household, political, and 

administrative levels.  

● The chiefdom health committee shall consist of the paramount chief as 

chair, the community health officer as secretary, and representatives from 

various sectors, including VDCs, community-based organizations, faith-

based organizations, NGOs, agriculture, education, water, social services, 

roads, and environmental services. The committee holds monthly meetings 

to review accountability reports, using the evidence-based accountability 

dialogue model, which informs decisions and refines action plans to 

enhance performance, with each individual acknowledging their roles and 

responsibilities. The committee is responsible for ensuring community 

ownership with accountability of community-level structures in which key 

service providers and users are represented. 
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Government governance structure: The district councils are the government 

governance structures responsible for supporting the implementation of PHC at 

the district level, including ensuring interaction with other local structures, 

financing, and establishing accountability mechanisms. The council should review 

chiefdom health committee reports, provide guidance on issues affecting 

operations in the chiefdom, provide input into the district health planning process, 

and facilitate collection, collation, and deliberation on implementation progress 

reports by all stakeholders. 

Community-level health workforce: The CHWs are the community level health 

workers. They are respected members of the community, chosen by the 

community to provide basic health care. They complement the roles of other health 

workers, as they support household-based care providers that are the backbone 

of care at that level. The selection of a CHW is a collaborative effort between the 

community structure, comprising the FMC, VDC, and PHU staff, to which the CHW 

will be attached. Local political structures (e.g. chiefs, councillors) may participate, 

but should not be in charge of the selection process. External observers, such as 

civil society organizations (CSOs) and implementing partners, should provide a 

watchdog role. The CHW should be widely accepted by the community, as they 

serve as the crucial link between households and the health system. 

NATIONAL COMMUNITY HEALTH WORKER POLICY 2021 

BACKGROUND: The policy is designed to complement the limited health 

workforce with improved access to essential health and nutrition services, reaching 

the last miles to improve the health and well-being of the population. This policy 

showcases a renewed commitment to investing in PHC, with CHW at the forefront 

and as a foundation of PHC systems in Sierra Leone. The policy aligns with the 

broader context of the national commitments and goals, in alignment with the 2021 

National Health Policy, and the Universal Health Coverage Roadmap for Sierra 

Leone (2021-2030). It serves as a cornerstone to improve equitable and quality 

access to community health services by focusing more on hard -to-reach 

communities, increasing the proportion of female CHWs, and enhancing the 
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governance. The goal of this policy is to contribute to strengthening PHC systems 

through an adequately trained, motivated, and equitably distributed CHW 

workforce to deliver health promotion and essential health and nutrition services.  

FINDINGS: The goal of the CHW Program is to improve provision of services “at 

people’s doorstep”, contribute to “enhancing health knowledge of the population 

and promoting healthy environment” and ensure integration of services through a 

“community-based approach”. The core principles are community ownership, 

inclusivity, coordinated partnership, transparency, and accountability. The 

organogram illustrates linkage of the CHWs with community structures such as 

VDC, FMC and mothers support groups. Ensuring participation and ownership 

requires coordinated governance at the ministerial, local council, and chiefdom 

levels.  

 

NATIONAL HEALTH SECTOR POLICY  

BACKGROUND: This document clearly sets out the policy framework for 

achieving UHC and building a resilient health system to withstand public health 

shocks while providing routine essential healthcare services in health 

emergencies. Finally, Sierra Leone’s commitment to achieving UHC by 2030 

comes with a responsibility to improve health systems and healthcare delivery, 

hence population health outcomes. The current health policy does not reflect the 

necessary reforms to achieve these goals, making it essential to revise the NHSP 

to align with the GoSL’s aspirations for achieving Universal Health Coverage by 

2030. The MoH hopes to shift the trajectory from disease-focus interventions to life 

stage programming where healthcare would be person-centred instead of disease-

centred. 

FINDINGS: Community stakeholders such as Paramount Chiefs, youth, disabled 

groups and market women representatives were involved in the development of 

the document. Community participation and ownership are among the guiding 

principles. In the legal context, the policy was developed in line with the 1991 
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constitution, establishing the right to medical services regardless of race, 

geographic location, or other demographics. The document emphasizes the 

community’s role in transparency and accountability and ensuring equitable 

access. The policy statement related to community engagement in PHC are the 

Government of Sierra Leone shall: 

● Empower communities to take an active role in designing, planning, and 

implementing interventions that improve their health outcomes, and 

ensure they receive feedback from those responsible for their well-being.  

● Ensure that all people in Sierra Leone, regardless of their diversity and 

demographic backgrounds, have equal access to health care. This would 

imply greater investments and financial protection to ensure affordability 

for the most vulnerable groups who suffer the largest disease burden.  

● Expand service coverage and ensure equitable access to quality 

healthcare services at all levels, with a focus on community participation 

and ownership.  

● Identify and address socio-cultural barriers to access, ensuring all persons 

can access health services. Enforce statutory documents for health facility 

establishment by all parties, including community stakeholders.  

● Provide resources to bring quality health services closer to communities at 

the chiefdom level. 

● Collaborate with communities to promote hand hygiene and engage them 

on WASH issues. 

 

NATIONAL HEALTH SECTOR STRATEGIC PLAN (NHSSP) 2021-2025 

BACKGROUND:  

The NHSSP is a strategic document that narrates the Government of Sierra 

Leone’s commitment to community-based health service delivery. It highlights the 

role of communities in health planning and better management of health facilities 

at all levels as key features for a coordinated approach. The NHSSP aims to 
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empower communities to design, plan, and develop health interventions, as well 

as build and strengthen community systems, ultimately shaping and influencing 

health service design, provision, and outcomes at all levels. 

 

FINDINGS: Community participation and ownership is explicitly listed as one of 

the 11 strategic priorities, demonstrating high-level, formal commitment to this 

principle. Community participation and ownership" is a standalone strategic pillar, 

indicating it is a core component of the plan's architecture for achieving UHC, on 

par with financing, HRH, and service delivery. 

The first specific objective in restructuring UHC is to "redesign community 

structures and platforms to implement UHC Roadmap by 2025," showing intent 

to formally integrate and align community structures with the national health 

framework. 

Budgetary commitment for community ownership has a total indicative cost of 

SLL 174.9 million, demonstrating a significant financial commitment to 

operationalizing community engagement strategies. This budget represents 

approximately 5.4% of the total NHSSP budget, providing a quantifiable 

investment towards community engagement activities alongside other technical 

pillars. 

The NHSSP recommends the:  

● Revitalizing of community health management structures, such as facility 

management committees, inter-religious councils, traditional healers and 

rulers, market women, etc., to identify key actors in the community 

governance ecosystem.  

● Monitoring and strengthening coordination and collaboration with CSOs, 

CBOs, community media outlets, and NGOs on community health 

development  
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● Developing community ‘welbodi’ partnerships and social safety nets 

indicates a shift towards creating formal, health-focused community 

coalitions  

● Developing a two-way feedback mechanism between communities and 

health stakeholders," which is critical for accountable and responsive 

governance. 

● Establishing and strengthening the interaction between communities and 

health services will enable needs-based and demand-driven health service 

provision, allowing the community to take an active role in shaping service 

delivery rather than being a passive recipient. PHUs will transition from 

providing selective care to comprehensive care, and CHWs will be formally 

integrated into the primary healthcare teams. The primary objective of 

service delivery is to redesign, develop, and sustain a community-based 

PHC delivery model that provides improved, equitable access to quality 

services. 

● Decentralizing service level agreements with strengthened oversight at 

national, district, and community levels 

● Implementing maternal death reviews at the community level while digitizing 

the community health information system. 

● Establishing patient committees or groups to promote direct community and 

patient involvement in quality improvement initiatives.  

● Fostering community awareness, readiness and skills for disease and 

disaster prevention, preparedness, response and recovery," recognizing 

communities as the first line of defense.  

 

FACILITY MANAGEMENT COMMITTEE OPERATIONAL GUIDELINE 2024 

BACKGROUND: This guideline is developed to demonstrate a commitment to 

strengthening community engagement in health. It is developed through a 

consultative meeting and validated in close collaboration with other directorates 

and district health management teams. The guideline reflects that community 
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engagement is key to optimizing Sierra Leone’s transition from its emergency 

response to a recovery phase and is an essential component of sustainability.” 

FINDINGS: Community engagement is key to optimizing Sierra Leone’s transition 

from emergency response to recovery and is one of the essential components for 

sustainability. The FMC Operational Guidelines define stakeholder roles and 

responsibilities in promoting FMC functionality and sustainability. The intended 

users of the guidelines include community stakeholders, the district health 

management team, and implementing partners. The FMCs’ primary roles are to 

ensure the effective operation of peripheral health units, facilitate community-PHU 

interaction, oversee facility maintenance and operations, and conduct community 

needs assessments, which identify existing health hazards and risky behaviors 

and present them to communities for collective action to mitigate.  

DISCUSSIONS OF PHC GOVERNANCE POLICIES: POLICY GAPS AND 

OPPORTUNITIES 

This assignment reviewed six PHC governance policies in Sierra Leone, including 

the UHC Roadmap (2021-2030), PHC Handbook, National CHW Policy (2021), 

FMC Operational Guidelines, the National Health Sector Policy, and NHSSP 

(2021-2025).  

The PHC handbook outlines the community governance structures and linkages, 

including decision-making fora. This model of community networks in PHC 

governance offers clear opportunities for community engagement at different 

levels. The VDCs, FMCs, and CDCs are fora for community engagement in PHC 

governance in Sierra Leone.  

The National Health Policy and the NHSSP demonstrate the Government of Sierra 

Leone’s commitment to community involvement by empowering communities and 

ensuring equal access to primary healthcare services, which can be utilized to 

enhance community engagement in PHC governance. The budgetary allocation of 

5.4% of the total health system budget for the five-year period to community 

participation in health service delivery is an initial step to strengthen community 
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engagement in PHC governance. Furthermore, the NHSSP clearly highlighted the 

establishment of patient committees or groups, thereby providing platforms for 

people living with or affected by diseases to leverage their advocacy. 

The FMC operational guideline is a community document that clearly defines the 

criteria for selection of FMC members and their roles and responsibilities. The 

national health workers policy clearly outlines community-led health workforce 

structures, which provide a unique opportunity for community ownership and 

participation in PHC service delivery. The CHWs structure is linked and embedded 

in the district PHC system. The criteria for admission into the CHW workforce 

system are clearly highlighted.  

However, the major gap in PHC governance lies in the exclusivity of patients living 

with or affected by the disease in many of its policies. The UHC roadmap, the CHW 

policy, PHC handbook, FMC operational guidelines, and the National Health Policy 

fail to specify the involvement of other marginalized groups, including people living 

with HIV, those affected by tuberculosis, and people with disabilities. These 

populations may be excluded from critical decisions at the chiefdom level unless 

they organize themselves into a strong CBO. The UHC roadmap did not identify 

existing PHC governance structures or decision-making fora and opportunities for 

community engagement. There is no clarity in the roadmap on how communities 

already participate in decision making, including PHC policy development and 

service integration. The process of community engagement is completely absent 

in the roadmap, including documented good practices, challenges, and 

recommendations.  

CONCLUSION AND RECOMMENDATIONS ON PHC GOVERNANCE 

POLICIES 

When combined, the PHC governance policies clearly indicate the commitment of 

the Government of Sierra Leone to community ownership and participation. All the 

PHC governance policies highlight that the community should be engaged in 

designing, implementing and evaluating PHC services. There are clearly defined 
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platforms for community engagement in PHC governance at different 

administrative levels. Some of the gaps in inclusivity of people living or affected by 

the disease are addressed by the NHSSP, which recommends the establishment 

of patient committees or groups.  

The following recommendations could further improve community engagement in 

PHC governance: 

● PHC governance policies should prioritize diversity and inclusivity, ensuring 

the involvement of all community stakeholders, including marginalized 

populations such as people with disabilities, those living with HIV, and key 

populations.  

● Future revisions of PHC governance policies should clearly outline 

platforms and channels for community engagement in PHC governance.  

● PHC governance policies should establish formal community and CSO 

PHC coalitions to address power balance, empowering communities and 

ensuring equitable and diversified representation and oversight of 

community structures in PHC governance. 

 

 

REPORT ON THE NATIONAL CONSULTATIVE MEETING ON 

STRENGTHENING COMMUNITY ENGAGEMENT IN PHC GOVERNANCE 

Background: A national one-day consultative meeting was organized by 

CISMAT in Freetown, Sierra Leone’s capital on August 25, 2025. The purpose is 

to convene a diverse group of PHC stakeholders for a national consultative 

meeting aimed at assessing the status of community engagement in PHC 

governance, identifying gaps and opportunities, and developing actionable 

recommendations that strengthen community voices in health decision-making. 

The consultative meeting:   
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1. Review the current status of community participation in PHC governance 

structures. 

2. Conduct a SWOT analysis to identify strengths, weaknesses, 

opportunities, and threats in community engagement. 

3. Facilitate Focus Group Discussions to capture perspectives from diverse 

stakeholders. 

4. Develop priority recommendations for GC8 to enhance people-centered 

PHC governance. 

 

 

Participants 

Of the 40 people who participated in this meeting, 5 were officials from the 

Ministry of Health directorates and disease program managers, 3 were District 

Social Mobilization Coordinators from the DHMTs, 1 was an FMC member, and 

31 were drawn from various community and civil society organizations such as 

people living with or affected by the disease, people with disabilities and key 

population networks.  

Methods 

The meeting employed: 

● Plenary sessions to introduce concepts, frameworks, and findings from 

previous PHC analyses. 

● SWOT analysis to assess the current PHC governance environment. 

● FGDs with four stakeholder groups to capture specific perspectives (60-90 

minutes) using the interview guide in Appendix 1a (Focus Group 

Discussion interview guide) 
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● Interactive framework session to understand the integration of 

community engagement in PHC and RSSH. 

Outcomes 

● Comprehensive stakeholder input on community engagement in PHC. 

● Situational analysis of community engagement in PHC governance 

(Identified strengths, weaknesses, opportunities, and threats to community 

engagement in PHC governance). 

● Draft recommendations for improved and sustained community 

representation in PHC decision-making. 

● Shared understanding of community engagement frameworks in PHC and 

RSSH. 

● Priority recommendations to feed into GC8 country dialogue processes. 

OUTCOME OF THE CONSULTATIVE MEETING 

Situational analysis of community engagement in PHC governance  

The SWOT analysis of community engagement in PHC governance highlighted 

strengths such as the existence of community structures and PHCs policies and 

guidelines. Donor support and interest for effective and efficient community 

engagement in PHC.  

The identified opportunities are the existing global policies and innovative 

technologies to support community participation in PHC governance and the global 

commitment to support community participation in health service delivery such as 

the 1978 Alma Ata Declaration.  

There are many weaknesses in community engagement in PHC governance such 

as lack of effective communication between the health system and community 

structures, weak coordination among the existing community structures and low 
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operational capacity of community structures to participate actively in PHC 

governance.  

The participants identified major threats to community engagement in PHC 

governance such as limited global funding landscape and donor fatigue, donor 

dependence to support PHC activities and change in political ideologies and focus.  

Other details of the SWOT analysis can be found in Table 1.  

Table 1. Situational analysis for community engagement in PHC governance 

Strengths (Internal, Positive) Weaknesses (Internal, Negative) 

● The existence of community 

structures such as paramount chiefs, 

youth leaders, facility management 

committees, village development 

committees and the community health 

workers program.  

● Existing PHCs policies and 

guidelines, such as the PHC 

handbook, clearly indicate the need 

for community participation in the 

design, implementation, and 

monitoring of PHC services. 

● Availability of active civil society 

organizations and community-based 

organizations provides a platform to 

improve community participation in 

PHC.  

● Existing health and community 

structures at district provide a 

platform for community engagement 

in PHC governance at all levels  

● Availability of meeting structures such 

as schools, court barrays, religious 

places/events to discuss community 

engagement in PHC.  

                                              

● The lack of effective communication 

between the health system and 

community structures results in low 

community participation in decision-

making and service delivery. 

● Weak coordination among the 

existing community structures on 

PHC service delivery 

● Low operational capacity of 

community structures to participate 

actively in PHC governance 

● Weak popularization of PHC policies 

and guidelines among community 

members. 

● Limited community involvement in 

planning, implementation and 

monitoring of PHC service delivery 

● Limited focus and involvement of 

marginalized communities such as 

key populations, people with 

disability and diseases in PHC 

governance.  

● Low knowledge of community 

structures about PHC governance. 
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● Limited accountability mechanisms 

in PHC governance  

● Lack of resources to support 

community structures in 

participating in PHC governance. 

● Limited or no monitoring and 

supervision of community structures 

such as facility management 

communities and community health 

workers. 

● Potential conflicts of interest 

between different community 

groups, including differences in 

political support.  

● Cultural and religious barriers often 

limit the participation of women and 

other vulnerable groups in PHC 

governance. 

● Representation gap. People with 

higher status are more likely to 

represent the community.  Again, the 

government control of the 

community health workers program 

limits community voices 

Opportunities (External, Positive) Threats (External, Negative) 

● Donor support and interest for 

effective and efficient community 

engagement in PHC. 

● Existing global policies and innovative 

technologies to support community 

participation in PHC governance 

● There is an existing global 

commitment to support community 

participation in health service delivery 

such as the 1978 Alma Ata 

Declaration.  

 

● Limited global funding landscape 

and donor fatigue, which hinder 

community participation in PHC 

governance  

● Donor dependence to support PHC 

activities, including community 

engagement in PHC governance.   

● Change in political ideologies and 

focus can impact community 

participation in PHC governance 

● Competing government priorities 

may limit support to communities  
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● Physical barriers, such as difficult 

terrains, can limit rural community 

participation in PHC governance                                                       

 

Recommendations to improve and sustain community engagement in PHC 

decision-making 

The participants made recommendations to improve and sustain community 

engagement in PHC governance. 

Governance, coordination and financing  

● Review, update, and operationalize the community engagement manual  

● Government and donor partners should support communities in chiefdom 

level engagement on PHC governance, ensuring that all stakeholders, 

including those in remote areas, are included.  

● Improve on communication and coordination of PHC governance issues at 

all levels.   

● Enhance marginalized community involvement and ownership. 

Government and its development partners should establish policies to 

deliberately include marginalized populations in decision-making related to 

PHC governance.  

● Develop models to mobilize funds through various channels, including 

community development cooperatives to support community engagement 

in PHC governance 

● Involve the communities in the planning, implementation and monitoring of 

PHC policies at all levels to ensure community ownership. 

● Establish a multi-sectoral forum to discuss community engagement in PHC 

governance.  

Service delivery  

● Develop a strategy and platform for periodic community engagement on 

PHC governance, and put it into operation.  
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● Leverage technology to improve community participation in implementing 

PHC policies and guidelines.  

● Map, analyze, and build the capacity of relevant community 

structures for PHC governance at all levels, including defining their roles 

and responsibilities, through training, mentorship, and coaching. 

● Establish community led supervisory and accountability systems to support 

PHC governance. 

● Update and implement the advocacy framework to increase political 

will and prioritize healthcare, including support for communities engaging 

in PHC governance.  

● Establish a PHC/pandemic preparedness and response coalition to improve 

intra-community and inter-community partnerships and prevent fragmented, 

uncoordinated, and unimpactful community engagement. 

Priority recommendations to feed into GC8 country dialogue processes 

The participants defined priority activities to feed into the Global Fund Grant Cycle 

8 (GC8) dialogue process.  

● Map and analyze community structures for PHC governance and Global 

Fund grant implementation at all levels, including defining their roles and 

responsibilities. 

● Review, consolidate and validate existing community governance and 

accountability systems.  

● Build the capacity of relevant community structures on their roles and 

responsibilities through training, mentorship, and coaching to help improve 

PHC governance and accountability. 

● Strengthen service delivery and reach more vulnerable groups, including 

key populations through integrated outreach services involving peer 

navigators/educations targeting key populations.  
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● Strengthen KP service delivery at health facilities by making health facilities 

KP friendly centers to ensure that health services integrated into 

government facilities are inclusive, respectful, stigma-free, and gender-

responsive, with training for providers to support this.  

● Strengthen community involvement in PHC governance. This should 

involve building capacity at the national and global levels for PHC strategies 

and guidelines and Global Fund grant implementation.   

● Enhance the capacity of Drop-in Centres and other community service 

delivery points to offer integrated healthcare services, encompassing 

malaria, TB, HIV, viral hepatitis, non-communicable diseases, and mental 

health. Community structures should be trained, mentored and coached on 

the detection, management and reporting of these diseases  

● Establish community led supervisory and accountability systems to support 

the Global Fund grant implementation and PHC governance, including 

strengthening the capacity of communities to supervise the delivery of 

health services. The capacity of communities and civil society organizations 

should be built by utilizing existing digital health solutions, such as mSupply 

for logistics and supply chain management, and DHIS2 for monitoring data 

quality, timely reporting, and analysing epidemiologic trends of diseases. 

● Support communities in monitoring the implementation of human rights, 

gender, and equity. This should include reporting of human rights violations, 

and gender dynamics such as mainstreaming, empowerment, and equality. 

The community should lead monitoring and evaluation frameworks for these 

domains. 

● Develop community-led models for nation-wide stigma reduction, including 

routine stigma monitoring frameworks at facility and community levels using 

standardized stigma scale data collection. The capacity of the community 

should be built to analyse stigma data and follow up with actions.  
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● Support communities to promote health and wellbeing through edutainment 

by developing and disseminating audio podcasts, community recordings 

and airing of interactive radio programmes, and community theatre/drama, 

using local entertainers (musicians & comedians).  

● Community support to develop/review, update and disseminate IEC 

materials targeting vulnerable groups, including key population 

● Strengthen community led monitoring system through integration and 

capacity building of community structures on data analysis and utilization.  

● Strengthen community stakeholder engagement platforms comprising key 

population, health service providers, mentor mothers and technical 

programme leads through quarterly review and dialogue meetings  

● Establish a feedback and accountability mechanism  

● Support monthly facility management committee meetings to include people 

affected by the diseases and people with disabilities.  

● Establish rehabilitation services for key populations involved in drug use in 

all district head quarter towns 

● Expand and strengthen community and civil society involvement in the 

delivery one stop-shop services for HIV, TB, malaria and other community 

interventions 

● Strengthening the ecosystem of quality supply chain by involving the 

communities in supply chain processes and systems.  

● Roll out training and strengthen relevant community engagement structures 

on their roles and responsibilities to help improve the Global Fund grant and 

PHC governance and accountability system.  

● Prioritize activities that strengthen the capacity of community systems to 

prepare for and respond to public health emergencies.  
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Comprehensive stakeholder input on community engagement in PHC 

through Focus Group Discussions  

This report consolidates the findings from four FGD conducted with a range of 

stakeholders, including District Social Mobilization Coordinators, FMC members, 

CSO representatives, and community health workers using the interview guide 

(Table 1a). The purpose is to present a unified qualitative analysis of their 

perspectives on community leadership, engagement, and governance within the 

PHC system in Sierra Leone. 

  

 

 

 

RESULTS 

Availability of an established community leadership and governance 

structure for the Primary Health Care Facility 

There is a recognized community leadership and governance structure for PHC 

facilities, but its presence and functionality are inconsistent at certain levels. While 

all districts have structures like District Health Committee, DHMT, FMC, VDC and 

CHWs, the operational effectiveness of FMCs and VDCs varies significantly at the 

community level. However, participants reported that these structures are not 

universally operational or fully functional, with estimates suggesting only about 20-

30% of areas have effective governance, and their membership often fails to 

adequately represent the entire catchment population, focusing instead on the 

immediate facility town. 

Their governance structure 
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The governance structure is multi-tiered. At district level, we have the DHMT, 

headed by the DMOs and the DHMT, which includes coordinators for social 

mobilization, health education, and specific disease programs heads. At facility 

level, we have the CHCs, CHPs and MCHPs, managed by CHOs, CHAs and MCH 

Aide. At the Community level, there are FMCs, which are the cornerstone, 

composed of community stakeholders such as chiefs, religious leaders, women 

and youth representatives, and the PHU in-charge. CHWs operate in hard-to-reach 

communities while the FMC is intended to oversee drug supplies, manage minor 

facility infrastructure, help secure accommodation for health workers, foster 

community ownership, and provide a link between the community and the health 

facility. 

Description of existing space to execute roles and responsibilities effectively 

The existing space to execute roles and responsibilities is described as 

constrained and challenging, yet with identifiable opportunities. Significant 

challenges include a lack of clearly defined Standard Operating Procedures for 

FMC members, poor collaboration and monopolization of decision-making by 

some facility in-charges, and a critical lack of financial support for transport and 

operations, which demotivates volunteers. Additionally, the key opportunity lies in 

the very existence of these structures, which provides a foundational platform for 

attracting funding, expanding operations, and receiving external support from 

partners, as evidenced by NGOs who effectively use these structures to report 

issues to donors and influence national policy. 

Existing Capacity to Engage in PHC Governance and Constraints in PHC 

Decision-Making 

The current capacity within the governance structure is most frequently described 

as "inadequate" and "under-utilized." This inadequacy spans three areas: 

institutional capacity (lack of essential drugs, broken or absent equipment, poor 

infrastructure, and at times, lack of transport refund for some community 

meetings), staff capacity (health workers and FMC members lacking refresher 



 
112 

training and motivation due to unpaid salaries), and community capacity (a 

widespread lack of knowledge about health rights and policies that prevents 

accountable oversight). The opportunity to utilize existing capacities is severely 

limited; members are not provided with the necessary training, information, 

financial resources, or formal platforms to contribute meaningfully to PHC decision-

making and oversight. 

Existing capacity gaps that hinder or prohibit effectively engaging in PHC 

decision-making and oversight 

Several critical capacity gaps actively hinder effective engagement. These include 

major training gaps, where FMC and CHW members receive little to no induction 

or refresher training on their roles; financial gaps, with no provision for transport or 

operational costs, disproportionately excluding participants from remote areas; 

communication gaps, where information and decisions from higher levels are not 

shared with communities; and data gaps, where communities lack access to 

simple, clear performance data that would enable them to engage in oversight from 

an informed position. 

How citizens are engaged in PHC decision-making and oversight 

Citizens are engaged through several fragmentary channels. The most common 

methods include community meetings, such as "barray" discussions and outreach 

sessions organized by PHU staff and CHWs, where health issues are discussed 

and feedback is gathered. Furthermore, The FMCs serve as a platform that brings 

together community leaders and health staff for periodic planning and monitoring 

of services and supplies. Additionally, CSOs and NGOs engage in advocacy, 

district meetings and can also report community-level issues upwards through their 

donor channels. However, this engagement is often fragmented and dependent on 

local initiative, lacking a consistent framework to ensure community input is 

integrated into formal planning and budgeting. 
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Existing space for citizen engagement in PHC decision-making and 

oversight 

The existing space for citizen engagement is described as inconsistent, limited, 

and largely unsatisfactory for many community members. While districts have 

functional platforms like partner meetings at the district level that include civil 

society, and representatives from the district health committee and partners, these 

engagements are not universal or systematically applied with the same strength 

across districts. A primary challenge is the lack of genuine inclusivity, where 

marginalized groups such as People with Disabilities, key populations face 

significant stigma, discrimination, and a lack of disability-friendly facilities, 

effectively excluding them from participation. Furthermore, engagement often feels 

tokenistic; citizens are consulted through community meetings and "barray" 

discussions, but their views are frequently not considered in final decisions, leading 

to dissatisfaction. This is compounded by a significant lack of transparency, as 

decisions are often made at the district or national level without the information 

being shared back with the communities. The opportunity for improvement lies in 

formalizing and structuring these existing but fragmented spaces to ensure they 

are representative, empowered, and capable of genuinely influencing PHC 

outcomes. 

How community engagement can be improved in PHC decision-making and 

oversight 

Participants proposed several concrete strategies for improvement. A primary 

recommendation is to establish regular, structured meetings between FMC, 

community representatives, and PHU staff to ensure decisions reflect community 

priorities. There is a strong call to revitalize FMCs and CHW by providing them 

with clear terms of reference, comprehensive refresher training, and modest 

financial incentives or transport allowances to ensure sustained and meaningful 

participation from all areas, including hard-to-reach communities. Improving the 

flow of communication at all levels is also seen as key. Furthermore, providing 
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communities with accessible information, such as community health scorecards, 

would empower them to engage in oversight from an evidence-based position. 

Fostering a stronger sense of community ownership and improving coordination 

between DHMTs, local councils, and NGOs are considered vital to make 

engagement sustainable and effective. 

Trust the current Public Health System to support community engagement 

in PHC Governance 

Trust in the current Public Health System is mixed and not absolute. While some 

participants expressed trust, citing improvements in their local PHUs and the 

dedicated work of frontline workers like CHWs, this sentiment is not widespread. 

Others quantified their trust as low, around 40%, and some stated they have no 

trust at all. This distrust is primarily driven by critical systemic failures, most notably 

the unreliable supply chain for essential drugs and commodities, including the 

frequent provision of near-expired medicines. A significant lack of communication, 

accountability, and responsiveness to community feedback further erodes 

confidence in the system's commitment to a genuine partnership with the 

communities it serves. 

  

How the current public health system can be more accountable to the 

community 

To enhance accountability, participants recommended actionable mechanisms 

that promote transparency and community oversight. A widely suggested tool is 

the implementation of community scorecards to provide a direct and visible 

channel for feedback on service quality. Strengthening joint monitoring processes 

involving the DHMT, local councils, and FMCs is considered crucial. Formalizing 

the role of FMCs in critical processes, particularly in verifying and monitoring drug 

supplies from the district medical store using delivery notes, would prevent misuse 

and increase transparency. Establishing formal feedback channels, such as 



 
115 

suggestion boxes and regular town hall meetings, would ensure community voices 

are systematically captured and addressed. Ensuring that bodies like the NMCP 

and NMSA are accountable to the FMCs and involve them in decision-making 

regarding commodity allocation based on target populations is a key 

recommendation. 

  

Knowledge of relevant public policies, including laws, rules, and regulations, 

intended to address community engagement in PHC governance 

Awareness of relevant policies is highly variable among participants. Some 

demonstrated knowledge of documents such as the PHC Handbook (which has a 

community participation component), the Free Healthcare Initiative, disease-

specific policies for HIV, TB, and Hepatitis, and the newly revised FMC Training 

Manual and SOPs (2024). Others mentioned the Public Health Act (2022), and the 

One Health governance manual. However, a significant number of community-

level respondents, including some FMC members, stated they were unaware of 

these policies until they were presented during the PHC community engagement 

consultative meeting, with some noting it was their first time seeing the FMC 

manual. The current policy environment is therefore described as existing on paper 

but suffering from poor dissemination, a lack of popularization, and weak 

implementation, which prevents these documents from being effective tools for 

community empowerment and accountability. 

  

Priority and recommendations for the Ministry of Health/ current health 

system to improve community engagement in PHC governance 

The Ministry of Health needs to ensure genuine inclusivity, by involving community 

people, CBOs, and NGOs in all stages: planning, implementation, and monitoring 

of every facility and development program to foster true ownership. The ministry 

also needs to clarify roles and build capacity by providing clear SOPs, ongoing 
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refresher training, and ensuring all community stakeholders, including traditional 

leaders, understand their responsibilities. They should also provide sustainable 

funding and motivation, including differentiated transport allowances and stipends, 

to enable consistent and motivated participation, especially for volunteers and 

those from remote areas. The ministry also needs to strengthen communication by 

ensuring information is shared in an accessible manner and that the government 

"comes down to the level" of the community. They should also enhance monitoring 

and supervision by establishing clear benchmarks for community engagement and 

strengthening joint oversight mechanisms. The ministry also needs to urgently 

address the supply chain to resolve chronic issues of drug stockouts and the 

delivery of near-expired commodities, which are a fundamental source of eroded 

trust. 

 

KEY INFORMANTS INTERVIEW REPORT 

Key informant interviews with PHC stakeholders were conducted using the 

interview guide in Appendix 1b.   

The key informant interviews were conducted among key leadership structures 

within the health sector—DPHC, DPPI, NMCP, NLTCP, NACP, HEP and the 

Sierra Leone Health Insurance Scheme.  

 

RESULTS 

Knowledge of relevant public policies, laws and regulations intended to 

promote community engagement in Primary Health Care Governance 

All the participants have knowledge in at least one of the PHC governance policies 

and laws relevant for community participation. The policies highlighted are PHC 

Handbook, NHSSP, the CHW policy, UHC Road Map, Program strategic plan such 

as malaria, TB and HIV, Basic Package of Essential Health Services, and Facility 
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Management Committee Operational Guidelines. They highlighted two acts that 

are relevant to PHC: Public Health Act (2022) and the Local Government Act 

(2004). 

 

How PHC policies promote community engagement in PHC governance, and 

successes in their implementation  

The leadership interviewed stated that PHC policies have guided many community 

engagement activities such as monitoring health commodity distribution, reporting 

absenteeism and supporting public health emergencies.   

Impact of policies in establishing or strengthening community engagement 

in PHC governance-extent of strengthening community engagement in PHC 

governance, capacity building, formation of PHC community governance 

structure, oversight and management, and participatory monitoring 

PHC policies have strengthened health service delivery, improved structures, 

mobilized people for immunization and health campaigns, and ensured that 

services at the community level are resilient and sustainable. The CHW program 

empowers trained community stakeholders to communicate with and serve their 

communities. The FMCs and VDCs are strong links between communities and 

PHC structures. Overall, there are clear governance structures from the national 

to the community level. The major gap is the operationalization of these 

governance structures, which is uneven and fragmented.  

Specific roles or functions does the community health governance structure 

play in supporting the implementation of PHC services 

The participants stated that community governance structures have really helped 

in monitoring service delivery, mobilizing communities during campaigns, 

disseminating prevention messages, and supporting early detection and referral of 

cases. The gap remains in sustaining these activities beyond donor support and 

specific campaign activities, such as the mass bed nets campaign.  
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 FMCs oversee facility and community relations, ensuring transparency in drug 

supplies, while CHWs deliver basic health services, conduct home visits, and 

promote preventive practices. VDCs and support groups complement these efforts 

through advocacy, mobilization, and health education.  

Some lessons learned, successes, or challenges community engagement in 

PHC governance 

Lessons learned: There are a number of lessons highlighted by the key 

informants.  

● One of the lessons learned is that there was low ANC attendance in some 

districts attributed to a lack of awareness about its importance and the 

services provided by hospitals. The ANC visits were improved through 

community engagement and awareness raising leading to a reduction in 

maternal deaths. The engagement allowed community stakeholders to 

contribute and make early referrals.  

● The other lesson learned is the crucial role CHWs play in community 

engagement, contact tracing, and even transporting health commodities to 

remote communities during public health emergencies.  

● Importantly, the key informants highlighted that health is not just a Ministry 

of Health issue; it must be owned by the community. This statement 

resonates with the lessons the government learned during the Ebola Virus 

Disease response in 2015. The government struggled initially to contain the 

epidemic but when community structures became involved, the response 

became much more effective. Their participation helped break chains of 

transmission and restore trust in the health system.  

● Community participation has improved the effectiveness of health 

campaigns such as mass distribution of bed nets.  

Challenges:  The participants highlighted challenges in involving communities in 

a number of PHC governance.  

● One of the challenges is parallel and uncoordinated  community health 

programs run by different NGOs, each with different terms and approaches, 
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which sometimes results in fragmented activities. They recommend a 

coordinated program under a central governance structure to achieve a 

successful community health program.  

● They also stated that many committees have faded out due to lack of basic 

allowances, training, or transport to support meetings and coordination. 

FMC members are volunteers, so motivation is low. Literacy levels also limit 

community members' participation in PHC governance.  

● The biggest challenge is sustaining community engagement year-round 

when a donor withdraws support.  

What are the gaps in resources (both financial and technical) that are 

required to implement and sustain meaningful policy or interventions for 

community engagement in PHC governance? 

● A significant gap exists in sustainable funding, since CHW activities largely 

rely on donor support. The key informants recommend that the local 

councils should  take ownership of community health activities by funding 

community engagement and providing incentives to CHWs.  

● Logistics, including transport refunds and refreshments, pose another 

challenge. During the Ebola outbreak, people became accustomed to 

receiving allowances for participation, and removing these incentives has 

since reduced cooperation. There is a need to shift this mindset and 

emphasize that community engagement is about protecting our collective 

health, not just financial gain.  

● The technical gaps include limitations in leadership training, financial 

management, and monitoring. Health workers also need more skills on how 

to work with community structures. Integrated training for all community 

health actors would help build their capacity for effective engagement. 

● Donor support with training, logistics, and community sensitization is 

project-based and this should be addressed through domestic financing.   

Key formal and informal decision-makers, influencers, ‘movers and shakers’ 

with a focus on promoting community engagement in PHC governance 
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Most of the participants agreed that the Ministry of Health works with other 

ministries, departments, and agencies, parliamentarians, and development 

partners in decision-making on PHC governance. At the district level, DHMTs, 

which are embedded within district councils, engage directly with community 

stakeholders such as paramount chiefs, tribal heads, ward councilors, and youth 

leaders. These structures connect national policies to grassroots implementation, 

serving as key formal and informal decision-makers, influencers, and ‘movers and 

shakers’ that focus on promoting community engagement in PHC governance.  

 

Having political will to drive and sustain community engagement in PHC 

governance 

All the participants agreed that there is a strong political will as demonstrated by 

the inclusion of community engagement in strategic plans and during public health 

emergencies. Again, the importance of educating and sensitizing communities 

about disease transmission, prevention, early notification, and timely referrals are 

district and community leaders. However, the key informants express frustration in 

practicalizing the political commitment to sustainably finance community 

participation in PHC governance.  Leaders speak about community engagement, 

but resources to support it are often not prioritized. 

Clear willingness and commitment from development actors, civil society 

organizations, etc., for the implementation and sustainability of community 

engagement in PHC Governance 

Civil society organizations and NGOs are generally committed to supporting 

community engagement and they act as advocates and mouthpieces for citizens. 

However, their involvement often depends on the availability of funds and the level 

of resources they are willing to dedicate.   

Level of coordination and collaboration among actors and stakeholders, 

including the government, in support of community engagement in PHC 

governance?  
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Coordination is improving at national level through the Health Sector Coordinating 

Committee, where government, donors, and NGOs meet and is fairly strong at 

district level, where partner meetings serve as platforms for sharing updates and 

discussing community needs. Partners also engage with national teams, creating 

a two-way flow of information between local and national levels. These platforms 

have helped align activities, though challenges remain in ensuring consistent 

participation by all actors. Again, another challenge is that different organizations 

often duplicate efforts, and community voices are frequently overlooked in high-

level decision-making, likely due to busy schedules that prevent attendance at 

meetings. 

Informed communities informed of engagement in PHC governance  

Communities are informed about their engagement in PHC, but knowledge is 

uneven. While some communities are aware of their committees and roles, many 

others only find out about them during health campaigns or specific activities, such 

as WASH projects. Limited sensitization and low literacy levels result in many 

people not fully understanding their engagement role.  

Extent are communities engaged in PHC governance 

There are several engagement platforms where communities receive information; 

one typical example is the monthly meetings in the districts where stakeholders 

are invited and provided feedback. During these meetings, they are informed about 

ongoing and planned community engagement activities. Furthermore, various 

levels of chiefdom and community engagement are involved whenever health 

activities are about to be implemented. For any district-level intervention, the 

DHMT ensures that communities are engaged.  

Challenges and successes documented for community engagement in PHC 

governance 

Successes:  

● Communities have mobilized for campaigns like vaccination, reported drug 

shortages, and advocated for improved services. Activities implemented 

without community involvement may likely fail.  
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● Community town criers and village barrays have been effective for 

mobilization of communities. 

Challenges:  

● Poor attendance at meetings, lack of incentives, low literacy, and weak 

support from some district health teams.  

● Attrition of community members participating in community PHC structures 

such as FMC affects their functionality.  

● Community engagement is often donor-driven, so activities decline when 

funding ends 

● Language barriers in rural areas sometimes limit message delivery. 

● Sustaining activities beyond mass campaign  

Lessons learned:  

● Community engagement improves when committees are trained, supported 

with small resources, and when there is visible feedback and effective 

engagement from health authorities. 

● Lessons learned include the value of early involvement of chiefs and opinion 

leaders, and the use of peer groups like mothers’ clubs to sustain activities.  

● Multi-sectoral partnerships and providing feedback loops so communities 

see their input reflected in PHC decisions. 

Other issues on PHC governance  

● Sustainable finding and capacity building are key for a continuous and 

effective community engagement. Government, Local councils and 

Partners must continue to invest in PHC. Community engagement connects 

with financial protection, so people not only access services but also do so 

without facing financial hardship. 

● Strengthening data collection and documentation at the community level is 

critical. Many community activities are happening but are not well captured 

on official reports, so their impact is undervalued. If community engagement 

efforts are properly recorded and shared, it will improve accountability, 
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attract more support, and guide better decision-making for PHC 

governance. 

RECOMMENDATION FOR IMPROVING COMMUNITY ENGAGEMENT IN PHC  

● PHC governance policies should prioritize diversity and inclusivity, ensuring 

the involvement of all community stakeholders, including marginalized 

populations such as people with disabilities, those living with HIV, and key 

populations.  

● Future revisions of PHC governance policies should clearly outline 

platforms and channels for community engagement in PHC governance.  

● PHC governance policies should establish formal community and CSO 

PHC coalitions to address power balance, empowering communities and 

ensuring equitable and diversified representation and oversight of 

community structures in PHC governance. 

● The government should practicalize the political commitment to sustainably 

finance community participation in PHC governance.   

● Government and development partners should ensure sustained funding 

support for community engagement in PHC governance, including domestic 

financing.  

● Build capacity of community members on engagement in PHC  

● Strengthen data collection and documentation of community activities to 

understand the impact of community participation, inform planning and 

improve accountability.  

● Establish sustained and coordinated  community health programs under a 

central governance structure to prevent duplication and fragmentation of 

community activities.  
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Appendix 1a:  Focus Group Discussion (FGD) interview guide for 

Community Engagement in PHC Governance 

Confidentiality Protocol  

HELLO, my name is ______________________. I would like to conduct an FGD 

with you as part of a situational analysis to gain a deeper understanding of 

community engagement in Primary Health Care (PHC) governance. I am holding 

this Focus Group Discussion to gather your perceptions, concerns, priorities, and 

recommendations regarding community engagement in PHC governance. This will 

help inform Global Fund project implementation toward achieving Universal Health 

Coverage (UHC) and building resilient health systems. Please note that all 

information collected will be used solely for the purpose of informing the study and 

will not be shared with other audiences or used for any other purpose.  

Thank you for taking the time to speak with me today. Do you have any questions 

for me before we get started? 

Community Leadership and Governance  

● Let’s start by asking, Is there an established community leadership and 

governance structure for the Primary Health Care Facility?  

● How would you describe the governance structure? Ex. Name of the 

structure, roles and responsibilities, membership and composition, etc.? 

● How would you describe the existing space for you to execute your roles 

and responsibilities effectively? What are the challenges and 

opportunities? 

● Now, let’s talk about capacity. What words can you use to describe the 

current capacity that exists within the governance structure to engage in 

PHC decision-making and oversight effectively? Are you being provided 

the opportunity to utilize these capacities effectively?    
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● Are there existing capacity gaps that hinder or prohibit you from effectively 

engaging in PHC decision-making and oversight? 

 

Community Engagement in PHC Governance  

● Can you tell me about how citizens are engaged in PHC decision-making 

and oversight? Ex. Advocacy, planning, and monitoring, etc.  

● How would you describe the existing space for citizen engagement in 

PHC decision-making and oversight? How satisfied are community 

members with their ability to participate in PHC decision-making and 

oversight?  What are the challenges and opportunities?  

● How do you think community engagement can be improved in PHC 

decision-making and oversight?  

● How much do you trust the current Public Health System to support 

community engagement in PHC Governance?  

● How can the current public health system be made more accountable to 

the community?  

Understanding and Knowledge of existing policies, laws, and frameworks for 

community engagement in PHC governance.  

● Do you know of any relevant public policies, including laws, rules, and 

regulations, currently in place that are intended to address community 

engagement in PHC governance? How would you describe the current 

policy, law, or framework?  

Priorities and Recommendations for Community Engagement in PHC 

Governance  

● We are going to come up with priorities and recommendations for the 

Ministry of Health/ current health system that could help improve 
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community engagement in PHC governance.  What advice would you like 

us to pass along to them that you think would make community 

engagement in PHC governance effective and sustainable?  
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Appendix 1b:  Draft Key Informant Interview for Primary Health Care 

Stakeholders (DPPI, DPHC, SLeSHI, NACP, NMCP, NLTCP) 

Confidentiality Protocol  

 

HELLO, my name is ______________________. I would like to conduct this 

interview with you as part of a situational analysis to gain a deeper understanding 

of community engagement in Primary Health Care (PHC) governance. This will 

help inform Global Fund project implementation toward achieving Universal Health 

Coverage (UHC) and building resilient health systems. Please note that all 

information collected will be used solely for the purpose of informing the study and 

will not be shared with other audiences or used for any other purpose.  

 

Thank you for taking the time to speak with me today. Do you have any questions 

for me before we get started? 

Permission to Proceed  

 

May I start the interview/discussion?  

 Yes  No 

 

Name of Institution:  ______________________ 

Position(s) of respondent (s):  ________________________ 

 

Location:  ___________________ Male ___ or Female ___  
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Date of Interview: ___________________ Time of Interview: 

___________________  

 

Name of Interviewer: ___________________ Confidentiality explained: Yes_____ 

or no_____    Respondent(s) agreed to be interviewed: Yes_____ No ____ 

 

 

 

 

 

 

 

Gauge understanding/knowledge of Primary Health Care (PHC) policy 

framework 

I would like to begin by asking if you know of any 

relevant public policies, including laws, rules, and 

regulations, currently in place that are intended to 

promote community engagement in Primary Health 

Care Governance?   

If yes, probe further (do you know of 

any of these laws, policies?) 

 

IF NO, … ask. So, what roadmap do you have for 

Community Engagement in PHC governance?  
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(ONLY ASK IF FIRST RESPONSE IS YES) How would 

you say the current policies, including laws, rules, and 

regulations to promote community engagement in PHC 

governance, are doing as far as implementation and 

success? 

DO NOT PROBE 

Do the policies seek to establish or strengthen 

community engagement in PHC governance? If yes, to 

what extent has community engagement been 

strengthened in PHC governance? Ex. Capacity 

building, formation of PHC community governance 

structure with roles and responsibilities, providing 

oversight and management, conducting participatory 

monitoring, etc.  

If community governance structures 

have been formed, further probe to 

understand the membership and 

composition of the governance 

structure.  

What specific roles or functions does the community 

health governance structure play in supporting the 

implementation of PHC services?  

Probe further to understand how 

effectively communities have used 

their roles and functions to support 

PHC services.  

(ONLY ASK IF FIRST RESPONSE IS YES)  

Can you illustrate by example some lessons learned, 

successes, or challenges with community engagement 

in PHC governance?  

DO NOT PROBE 

 

Capacity of PHC stakeholders for policy implementation and sustainability 

of community engagement in PHC governance: 

What are the gaps in resources (both financial and 

technical) that are required to implement and sustain 

meaningful policy or interventions for community 

engagement in PHC governance?  

 

DO NOT PROBE 
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Political will 

Who are the key formal and informal decision-

makers, influencers, ‘movers and shakers’ with a 

focus on promoting community engagement in PHC 

governance?  

DO NOT PROBE                                                                        

Do you think they have the political will to drive and 

sustain community engagement in PHC 

governance?  

PROBE (IF YES, ask HOW … IF NO, ask 

WHY?)                                                                     

 

Sectoral willingness and commitment to community engagement in PHC 

Governance  

Do you think there is a clear willingness and 

commitment from development actors, civil society 

organizations, etc., for the implementation and 

sustainability of community engagement in PHC 

Governance?   

 

If Yes or No, please explain.  

PROBE (IF RESPONSE IS YES/NO, 

ASK…Why do you think so?)                                 

-                                    

 

Collaboration and coordination of actors 

How would you describe the level of coordination 

and collaboration among actors and stakeholders, 

including the government, in support of community 

engagement in PHC governance?  

 

DO NOT PROBE                                                                        
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Please explain.  

 

Knowledge, Attitude, and Practice (KAP) 

Are communities informed of their engagement in 

PHC governance?  If yes, what challenges and 

successes have been documented; what are the 

lessons learned and best practices adopted? 

PROBE (IF RESPONSE IS YES/NO, 

ASK…Why do you think so?) 

 

Crossing-Cutting Issue 

Anything else you might want to add? DO NOT PROBE 

 

THANKS FOR YOUR TIME 
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Executive Summary   

This desk review assesses the current status of Community Engagement (CE) in Primary 

Health Care (PHC) governance in Nigeria. It identifies strengths, challenges, and 

opportunities for strengthening CE structures such as Ward Development Committees 

(WDCs), Facility Health Committees, and Community-Based Organizations. 

Findings show that while Nigeria has strong policy frameworks supporting CE such as the 

National Health Act and BHCPF Guidelines implementation remains inconsistent across 

states. Many WDCs are inactive, inclusiveness is limited, and coordination between CE 

structures is weak. Donor-supported interventions have improved CE in some areas but 

lack sustainability and alignment with state systems. 

The report concludes with practical recommendations to: 

1. Institutionalize CE policies and structures at state level; 

2. Reactivate and standardize WDCs with inclusive representation; 

3. Integrate CLM findings into PHC performance reviews; 

4. Provide routine training and budgetary support for CE activities; and 

5. Promote donor harmonization and sustainability planning. 

These findings will inform the design of subsequent primary data collection through Key 

Informant Interviews (KIIs) and Focus Group Discussions (FGDs), as well as the 

development of a validated roadmap for strengthening CE in PHC governance. 
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1. Introduction  

Primary Health Care (PHC) serves as the foundational platform for equitable, accessible, 

and resilient health systems. Globally, community engagement (CE) is increasingly 

recognized as an essential component of PHC governance helping ensure that health 

services are not only people-centered but also accountable, sustainable, and locally 

owned 1. In the context of health emergencies and pandemic preparedness, CE becomes 

even more critical, as communities are often the first responders and bear the brunt of 

health system disruptions2. 

In Nigeria, PHC delivery has undergone several reforms, including the PHC Under One 

Roof (PHCUOR) policy3 , the creation of State Primary Health Care Development Agencies 

(SPHCDAs), and the rollout of the National Health Act 20144. Despite these policy gains, 

meaningful community engagement in PHC governance remains fragmented, 

inconsistent, or symbolic in many states particularly in the North-East and North-Central 

regions, where socio-political and resource challenges persist. Governance tends to be 

top-down, with community structures like Ward Development Committees (WDCs) and 

Facility Health Committees (FHCs) either inactive, under-resourced, or excluded from 

critical planning, implementation, and oversight processes5. 

This desk review forms part of a broader Technical Assistance (TA) assignment under the 

Global Fund-supported Community in Pandemic Preparedness and Response through 

Community Engagement (COPPER CE) initiative. The assignment, implemented by Africa 

Coalition on TB (ACT AFRICA) in collaboration with Janna Health Foundation, focuses on 

four northern Nigerian states Adamawa, Bauchi, Gombe, and Taraba. The objective is to 

assess the extent, quality, and institutionalization of community engagement in PHC 

                                                             
1 World Health Organization. Declaration of Astana: Global Conference on Primary Health Care. Astana, 

Kazakhstan: WHO; 2018. 

2 UNICEF. Community engagement for COVID-19 prevention and control: A rapid evidence synthesis. New York: 
United Nations Children’s Fund; 2020. 
3  National Primary Health Care Development Agency. PHC Under One Roof Implementation Guidelines. Abuja: 
NPHCDA; 2012. 
4 Government of Nigeria. National Health Act. Official Gazette of the Federal Republic of Nigeria. Abuja: Federal 
Government Press; 2014 
5 ACOMIN. Community-Led Monitoring Report on PHC Service Delivery in Nigeria. Abuja: ACOMIN; 2022 
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governance and generate evidence-based recommendations that can inform advocacy, 

policy reforms, and Nigeria’s Global Fund GC8 funding priorities6. 

The purpose of this desk review is to identify and analyze existing policies, strategies, 

legal frameworks, donor investments, and practice-based evidence related to CE in PHC 

governance. By understanding what already exists, what works, and where the gaps lie, 

this review provides a foundation for key informant interviews (KIIs), focus group 

discussions (FGDs), and the final situational analysis. In particular, the review 

interrogates how national and state-level policies facilitate or constrain community 

participation in PHC governance, and how these dynamics intersect with the Global 

Fund’s Resilient and Sustainable Systems for Health (RSSH) priorities7. 

The output of this desk review will also contribute to the development of: 

• A policy brief for national advocacy, 

• A community guide on CE in PHC, and 

• A revised PPR advocacy strategy that integrates PHC governance as a core element. 

In doing so, the TA aims to ensure that community voices particularly those of 

marginalized and vulnerable populations are meaningfully integrated into PHC decision-

making, thereby contributing to a more equitable, accountable, and resilient health 

system in Nigeria. 

2. National and State PHC Policy Landscape 

This section provides a comprehensive overview of the legal, policy, and institutional 

frameworks that define Primary Health Care (PHC) governance and community 

engagement (CE) in Nigeria, with specific reference to the four target states: Adamawa, 

Bauchi, Gombe, and Taraba. It critically assesses the intention versus implementation of 

these frameworks and highlights key areas of alignment, divergence, and opportunity for 

reform. 

                                                             
6 Global Fund. Guidance Note on Resilient and Sustainable Systems for Health (RSSH) – GC7. Geneva: Global Fund; 
2023. 
7 Global Fund. GC7 Implementation Updates and Priorities for GC8. Geneva: Global Fund; 2024. 



 
137 

2.1 National Legal and Policy Frameworks Supporting CE in PHC 

a) National Health Policy (2016): Nigeria’s National Health Policy emphasizes 

people-centeredness, accountability, and participation as guiding principles. The 

policy advocates for community participation in the planning, implementation, 

and evaluation of health services as a means to improve ownership, service 

uptake, and health outcomes. However, while the policy sets a strategic direction, 

operationalization at the local level remains weak, largely due to limited funding, 

unclear institutional mandates, and a lack of performance indicators tied to 

community engagement. 

b) National Health Act (2014): The Act provides a legal framework for the 

delivery of health services and the coordination of health governance across 

Nigeria. Section 2(1) mandates the establishment of Ward Health Development 

Committees (WHDCs) and other community-based governance structures to 

support health facility oversight, planning, and public accountability. However, 

there is no national enforcement mechanism or financial provision to ensure that 

these structures are active or functional. In many states, WHDCs are either 

defunct, politically appointed, or bypassed entirely in decision-making processes. 

c) PHC Under One Roof (PHCUOR) Policy: Introduced in 2011 and formalized 

through implementation guidelines in 2012, PHCUOR seeks to integrate all PHC 

services under a single state-level authority   typically the State Primary Health 

Care Development Agency (SPHCDA). A critical pillar of PHCUOR is the inclusion 

of community structures (e.g., WDCs, FHCs) in governance. However, evidence 

from states shows that: 

a. Many SPHCDAs lack a dedicated community engagement desk or strategy. 

b. WDCs often exist in name only, with limited authority or access to 

operational funds. 

c. Interventions involving WDCs are often donor-driven and not 

institutionalized into state PHC budgets or planning cycles. 

d) National Strategic Health Development Plan II (NSHDP II), 2018–2022: 

The NSHDP II identifies CE as a cross-cutting enabler and prioritizes community 

involvement in accountability and service delivery monitoring. Yet, 

implementation has been hindered by: 

a. Inadequate M&E frameworks that do not track CE indicators, 

b. Absence of clear national targets for functional WDCs, 
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c. Low engagement between state M&E teams and civil society actors. 

2.2 Community Engagement Structures and National Implementation Gaps 

Ward Development Committees (WDCs): Established across wards in Nigeria as the 

primary community governance mechanism, WDCs are intended to: Provide oversight for 

PHC facility operations; Mobilize community resources; Represent citizens in health 

system dialogue. 

Despite their promise, most WDCs: 

a. Lack operational budgets, training, and meeting spaces, 

b. Operate without legal identity or protection, 

c. Are vulnerable to political interference and elite capture, 

d. Have limited vertical linkage to LGA and state-level health planning bodies. 

Community Health Influencers, Promoters and Services (CHIPS) Program: CHIPS 

agents are trained community volunteers who link households to PHC services, focusing 

on health promotion and surveillance. While not governance actors per se, the CHIPS 

program: 

a. Builds trust between PHCs and communities, especially in hard-to-reach areas, 

b. May serve as a foundation for broader CE activities, 

c. Lacks formal integration with WDCs in many states, creating missed synergy 

opportunities. 

2.3 Sub-National (State-Level) PHC Policies and Performance 

Despite national guidelines, state-level implementation is highly uneven, reflecting 

differences in political will, donor presence, and health system capacity. Below is a critical 

synthesis for the four focus states: 

Adamawa State 

a. Has passed a State PHC Law and established a functional SPHCDA. 

b. WDCs exist in most LGAs but receive minimal state funding. 

c. Security concerns in LGAs like Michika and Madagali have disrupted community 

structures. 

d. Community engagement is often driven by partners (e.g., UNICEF, WHO), not 

systematized. 
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Bauchi State 

a. Demonstrates a relatively strong SPHCDA with decentralized structures. 

b. Functional WDCs are supported through ACOMIN and other community-led 

monitoring programs. 

c. However, state-level budget allocations to CE remain unclear. 

d. Community representatives have limited voice in PHC planning and M&E 

frameworks. 

Gombe State 

a. Noted for proactive civil society engagement and state-CSO partnerships (e.g., 

Janna Health Foundation, ACOMIN). 

b. The SPHCDA includes a Community Engagement and Social Mobilization Unit. 

c. Some LGAs (e.g., Balanga, Akko) have highly active WDCs. 

d. However, disparities exist between rural and urban PHC governance inclusiveness. 

Taraba State 

a. Implementation of PHCUOR has been inconsistent across LGAs. 

b. WDCs and FHCs operate in silos, with no institutionalized feedback to the SPHCDA. 

c. There are gaps in coordination between facility-level actors and LGA health teams. 

d. Political buy-in for CE remains weak despite pockets of community activism. 

2.4 Summary of Gaps and Missed Opportunities 

Issue Key Observations 

Legal 

recognition 

Most community structures lack formal legal identity or protection 

Funding Very few states allocate operational budgets for WDCs or CE 

activities 

Monitoring CE indicators are rarely included in routine PHC M&E tools 

Coordination Disconnect exists between WDCs, LGAs, and SPHCDAs 

Sustainability CE efforts are often donor-led and short-lived 

Inclusiveness Women, youth, and marginalized groups are underrepresented in 

governance 
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2.5 Implications for Field Inquiry 

The desk review reveals a significant policy-implementation gap. While national 

frameworks support CE, state-level adoption and institutionalization remain weak. These 

findings raise critical questions to be explored through: 

a. Key Informant Interviews (KIIs): probing the actual role and influence of 

WDCs/FHCs, 

b. Focus Group Discussions (FGDs): validating whether communities feel 

empowered or excluded from PHC decision-making, 

c. Observation Checklists: assessing the presence and functionality of CE structures 

in sampled facilities. 

3. Community Engagement Frameworks and Guidelines in PHC 

Governance 

This section explores the normative frameworks, operational guidelines, and structural 

mechanisms established to facilitate community participation in Primary Health Care 

(PHC) governance across Nigeria. It critically reviews both the formal expectations (what 

should happen) and practical realities (what actually happens), including how community 

engagement (CE) is institutionalized through guidelines, tools, and designated structures. 

3.1 National Guidelines and Standard Operating Procedures (SOPs) 

a) Ward Development Committees (WDCs) and Facility Health Committees 

(FHCs) 

The Ward Development Committee (WDC) is Nigeria’s most recognized 

community health governance structure. It is composed of elected or appointed 

representatives from various community interest groups, including: 

a. Traditional leaders 

b. Women’s and youth groups 

c. Religious bodies 

d. Health facility in-charges 

The Facility Health Committee (FHC) often operates at the facility level and 

may be a sub-structure of the WDC or function independently. 

National guidelines for WDCs and FHCs typically assign them the following 

roles: 
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a. Participate in planning and monitoring PHC activities 

b. Mobilize local resources for health service delivery 

c. Serve as liaison between communities and health workers 

d. Monitor absenteeism, drug stock outs, and service quality 

e. Provide social accountability mechanisms (e.g., community scorecards) 

However, despite these roles: 

a. SOPs are inconsistently applied or adapted across states 

b. Committees often lack orientation materials, training tools, and feedback 

mechanisms 

c. There is no national legal instrument formally mandating WDCs in every 

ward 

Critical Observation: In many areas, the presence and performance of WDCs is 

highly dependent on the presence of donor support or NGO facilitation, rather 

than sustainable government investment or institutionalization. 

3.2 CHIPs Program as a CE Enabler 

The Community Health Influencers, Promoters and Services (CHIPS) program was 

introduced in 2018 by NPHCDA to complement clinical PHC services with community-

based service delivery. CHIPS agents are volunteer women from communities, trained to: 

a. Promote maternal and child health 

b. Track immunization defaulters 

c. Refer clients to PHC facilities 

d. Conduct household health education 

Although not a governance structure, the CHIPS program strengthens CE by: 

a. Building trust between households and the PHC system 

b. Reinforcing referral linkages 

c. Amplifying community voices, especially among women 

Yet: 

a. CHIPS agents are often under-supervised by facility staff 

b. Integration with WDCs is not systematic 

c. CHIPS does not explicitly focus on community decision-making or planning 
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3.3 Community-Led Monitoring (CLM) Frameworks 

Several CSOs and coalitions, including ACOMIN, Janna Health Foundation, and Stop TB 

Partnership Nigeria, have piloted community-led monitoring (CLM) tools and models to 

track: Quality of care; User satisfaction; Drug and staff availability; Stigma and 

discrimination 

CLM frameworks are increasingly recognized by the Global Fund and national partners as 

legitimate forms of community oversight. Some tools include: Community scorecards; 

Feedback boxes; Health facility report cards, WhatsApp reporting platforms. 

Example: In Gombe and Bauchi, community monitors supported by ACOMIN conducted 

quarterly assessments using CLM tools and reported findings to LGA health authorities. 

Challenges in CLM uptake: 

a. Limited funding for follow-up actions 

b. Low responsiveness from health managers 

c. Weak linkage to M&E systems at state level 

3.4 Traditional and Informal CE Structures:  

Beyond formal WDCs and CHIPs, communities also rely on: 

a. Traditional rulers and religious leaders: They play a strong role in agenda-setting 

and trust-building but are often excluded from formal PHC governance processes. 

b. Youth and women’s associations: These are grassroots mobilizers but are rarely 

consulted in decision-making. 

c. Social networks (e.g., compound heads, vigilante groups): They have informal 

legitimacy but no platform to engage with PHC systems. 

Many of these informal actors are highly influential but remain invisible in current CE 

guidelines. 

3.5 Analysis of Framework Weaknesses 

Framework 

Aspect 

Gaps Identified 

Guidelines/SOPs Many states lack updated CE SOPs or user-friendly toolkits 

Legal mandate WDCs are not uniformly established by law across all states 

Capacity WDCs often lack training, supervision, and performance 

monitoring 

Feedback Community voices are not systematically integrated into state 

PHC planning 
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Inclusion Youth, women, and vulnerable groups remain underrepresented 

in governance 

Integration Weak vertical linkage between WDCs, LGA teams, and SPHCDAs 

 

3.6 Recommendations for Strengthening Frameworks 

1. Standardize CE SOPs nationally, with room for state-level contextualization. 

2. Establish legal backing for WDCs and FHCs, ensuring they are protected from 

political interference. 

3. Integrate CLM tools into state M&E systems and commit to responding to 

feedback. 

4. Create joint platforms between formal committees and informal community 

structures. 

5. Institutionalize training and supervision for all CE actors, with routine reviews. 

4. Global Fund and Donor-Supported Strategies for Community 

Engagement in PHC Governance 

This section explores how external partners, particularly the Global Fund, have 

contributed to shaping, strengthening, or filling gaps in community engagement (CE) 

frameworks within Nigeria’s PHC governance. It highlights relevant investments under 

the Resilient and Sustainable Systems for Health (RSSH) component, COVID-19 Response 

Mechanism (C19RM), and other technical assistance that have targeted or influenced CE 

structures and practices. 

4.1 The Global Fund’s Approach to Community Engagement 

The Global Fund prioritizes meaningful community engagement as a cross-cutting 

principle across its programming. Its guidance documents, including the Modular 

Framework Handbook, define CE as essential to: Driving accountability; Building trust in 

health systems; Ensuring inclusive and effective implementation 

The Fund’s GC7 RSSH guidance (2023) explicitly emphasizes the need to: 

a. Strengthen PHC governance structures at the community level 

b. Link CE efforts with pandemic preparedness and response (PPR) 

c. Institutionalize mechanisms for community-led monitoring (CLM) and feedback 

d. Integrate CE into grant design and oversight through Country Coordinating 

Mechanisms (CCMs) 
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In practice, however, community actors often play advisory or tokenistic roles, rather 

than being fully empowered in PHC service planning, resource allocation, or M&E. 

4.2 COPPER CE Initiative (2024–2025) 

The Community in Pandemic Preparedness and Response through Community 

Engagement (COPPER CE) project, under which this Technical Assistance is situated, is a 

flagship example of how the Global Fund has aimed to: 

a. Bridge gaps between communities and PHC governance 

b. Enable community-driven input into future Global Fund grants (GC8) 

c. Build evidence and tools that elevate community voices in health system 

strengthening 

The COPPER CE initiative supports: Situational analyses (like this one) on CE in PHC 

governance; Development of community priorities for GC8 funding requests; Training 

and orientation on RSSH and CE principles; Inclusion of KVPs, marginalized groups, and 

community-based organizations in PPR policy dialogue 

The initiative is being implemented in multiple African countries, including Nigeria, 

Liberia, Kenya, Sierra Leone, and Cameroon. The roadmap for Nigeria aligns with this 

broader regional effort, emphasizing: WDCs and community governance structures; Civil 

society’s role in CE frameworks; PHC/PPR alignment at the national and sub-national 

levels 

4.3 COVID-19 Response Mechanism (C19RM) 

The Global Fund’s C19RM 2020–2022 provided emergency resources for pandemic 

response. In Nigeria: 

a. Part of the funding was directed to risk communication and community 

engagement (RCCE) 

b. CSOs were engaged to support community sensitization, though not always in 

governance roles 

c. Community structures (e.g., WDCs) were mobilized for vaccination campaigns, but 

lacked formalized input in PHC planning 

C19RM served as a test case for rapid community mobilization. However, the absence of 

long-term investment in CE systems meant most community actors returned to the 

sidelines post-crisis. 
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4.4 Other Donor-Supported CE Initiatives in Nigeria 

Several global and bilateral donors have influenced community engagement through 

vertical programs that touch PHC: 

Donor/Program CE Influence 

UNICEF (GAVI HSS) Strengthened WDC training and community participation in 

immunization outreach 

USAID IHP Supported community scorecards and accountability 

frameworks in Bauchi and Kebbi 

WHO Provided national RCCE frameworks during COVID-19, 

including state-level social mobilization 

ACOMIN (Stop TB 

Partnership) 

Promoted community-led monitoring of PHC and TB 

services across 13 states 

NPHCDA (CHIPS 

program) 

Co-funded by FMOH, UNICEF, and BMGF, indirectly boosts 

CE by engaging women as household influencers 

Despite these contributions, donor CE efforts often: 

a. Remain siloed within disease programs (e.g., HIV, TB, malaria) 

b. Lack sustainability plans beyond the funding cycle 

c. Bypass WDCs and SPHCDAs in design and implementation 

4.5 Lessons Learned from Donor Approaches to CE 

Positive Contributions Challenges 

Raised visibility of community voices 

in PHC 

CE activities are siloed by disease area 

Piloted scalable models for 

monitoring and advocacy 

Most CE platforms dissolve when 

funding ends 

Demonstrated that WDCs can 

contribute to service quality 

Lack of coordination among donors 

and across government tiers 

Mobilized youth and women’s groups 

through outreach grants 

CE actors are not routinely engaged in 

PHC planning or budgeting 

 

4.6 Lessons Learned and Critical Reflections 

1. CE must go beyond service uptake   Most donor-funded efforts emphasize demand 

creation or behavior change, with less focus on community co-governance. 

2. Civil society capacity is growing, but institutional entry points remain weak   CSOs 

have tools, reports, and field networks, but little access to decision-making fora. 

3. Government ownership is limited   Many CE initiatives remain donor-dependent, 

with state governments slow to adopt or scale them. 
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4.7 Strategic Implications for GC8 and RSSH 

This desk review shows that donor-led CE innovations: 

a. Provide valuable models, especially in CLM and grassroots mobilization, 

b. But need to be institutionalized through policy reform, budget allocation, and legal 

mandates. 

As Nigeria prepares for the Global Fund GC8 Funding Request, communities must 

advocate for: 

a. Dedicated budget lines for CE in PHC governance 

b. Integration of CE indicators into grant monitoring frameworks 

c. Clear roles for WDCs, CSOs, and community platforms in RSSH implementation 

5. Implementation and Practice Evidence of CE in PHC Governance 

This section synthesizes real-world implementation of community engagement (CE) in 

PHC governance across Nigeria, particularly in Adamawa, Bauchi, Gombe, and Taraba 

States. It draws from grey literature, project reports, state-level assessments, and 

emerging findings from fieldwork conducted by local CSOs and donors. 

5.1 Facility-Level Practices and CE Structures 

Across the four states, implementation of CE structures like Ward Development 

Committees (WDCs) and Facility Health Committees (FHCs) remains inconsistent. Key 

observations include: 

I. Existence vs Functionality: While many LGAs report having WDCs, functionality 

varies widely: 

o Some committees meet regularly and influence decision-making. 

o Others exist only on paper or are inactive due to lack of funding, training, 

or incentives. 

II. Role Confusion: There is often overlap between FHCs and WDCs, leading to poor 

coordination. In some LGAs, traditional leaders dominate decision-making, 

sidelining youth and women. 

III. Monitoring and Oversight:  Few WDCs have capacity to monitor health worker 

attendance, drug availability, or service quality. Where donor projects have trained 

them (e.g., through ACOMIN or IHP), performance improves but declines after 

project closure. 
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5.2 Community-Led Monitoring in Practice 

The ACOMIN/Global Fund TB project in Gombe, Bauchi, and other states has 

implemented Community-Led Monitoring (CLM) using scorecards and structured 

feedback tools. Key findings include: 

a. Improved Community Voice: Communities report greater confidence in raising 

complaints or requesting improvements in PHC services. 

b. Limited Responsiveness: While reports are submitted to LGA and state authorities, 

action taken remains low or untracked. In some cases, community reports led to: 

Restocking of medicines; Referrals for staff sanctioning; Infrastructure 

rehabilitation 

However, in most cases, reports are not institutionalized within SPHCDA systems. 

PHC Facility Autonomy and CE 

Limited facility-level autonomy affects CE implementation. Facility officers in charge 

often report: Inability to approve community-generated workplans; Lack of financial 

discretion to respond to community-identified needs; Bureaucratic delays in LGA or 

SPHCDA response to requests 

This diminishes community trust and weakens the perceived usefulness of WDC/FHC 

efforts. 

5.4 Gender and Inclusion Realities 

Despite national policies promoting inclusivity: 

a. Women and youth remain underrepresented in WDCs and CE platforms 

b. Few structures engage KVPs (key vulnerable populations), PWDs, or informal 

community leaders 

c. Where women are involved (e.g., as CHIPS agents), they are usually confined to 

health promotion, not decision-making 

Real inclusion is hindered by patriarchal norms, poor representation quotas, and lack of 

deliberate strategies for marginalised group participation. 

5.5 Emerging Innovations 

Across states, a few promising practices are emerging: 

a. WhatsApp reporting platforms for community feedback piloted in Bauchi and 

Gombe 



 
148 

b. Integrated WDC-FHC forums in Adamawa LGAs supported by CSOs 

c. Scorecard validation meetings where community findings are reviewed jointly 

with SPHCDA and partners 

d. Joint health planning retreats involving communities and PHC managers (though 

still rare) 

These practices, while not yet mainstream, show potential for scaling with adequate 

funding and policy backing. 

5.6 Implementation Gaps 

Gap Explanation 

Sustainability CE structures rely on donor facilitation or CSO support 

Capacity Training is not institutionalized within SPHCDA HR systems 

Feedback 

Loops 

No system for tracking community recommendations or responses 

Role Clarity WDCs and FHCs often unclear on responsibilities 

Political Will Weak government ownership and follow-through 

Funding WDCs lack operational budgets, transportation, and meeting 

stipends 

 

5.7 Implications for Future Programming 

The gap between policy and practice must be addressed through: 

a. Embedding CE into PHC program design, not just as an add-on 

b. Strengthening capacity and legitimacy of WDCs/FHCs 

c. Formalizing accountability mechanisms at facility, LGA, and SPHCDA levels 

d. Introducing performance tracking for CE indicators (e.g., # of WDCs functional, % 

recommendations acted upon) 

6. Gaps, Opportunities, and Recommendations 

This section critically distills the major implementation gaps, identifies strategic 

opportunities, and proposes actionable recommendations for strengthening 

Community Engagement (CE) in Primary Health Care (PHC) governance   particularly in 

the context of Nigeria’s ongoing health reforms, donor investments, and the upcoming 

Global Fund GC8 Funding Request. 

6.1 Summary of Identified Gaps in CE Implementation 

Category Key Gaps Examples / Clarifications 
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Policy & 

Frameworks 

Absence of a national legal 

framework mandating Ward 

Development Committees 

(WDCs) or Facility Health 

Committees (FHCs) in PHC 

governance. 

In Gombe and Bauchi states, some LGAs 

had WDCs deactivated due to lack of 

legal mandate, meaning they could be 

dissolved at will by LGA chairmen. 

Inconsistent SOPs and role 

definitions. 

In some LGAs, WDCs take responsibility 

for facility monitoring, while in others, 

CHIPS agents assume this role without 

coordination. 

 

Structure & 

Coordination 

Duplication or conflict between 

WDCs, FHCs, CHIPS agents, and 

health volunteers. 

In Adamawa State, both the CHIPS and 

WDC structures conduct household 

visits, causing confusion and duplication. 

Weak link between CE structures 

and higher-level PHC decision-

making. 

Most WDCs cannot attend or influence 

SPHCDA or LGA PHC planning meetings. 

 

 

Capacity 

Lack of standardized training for 

WDCs. 

Many WDC members reported receiving 

orientation only when donor projects 

were active. After that, there was no 

follow-up or refresher training. 

No system to monitor CE actor 

performance. 

SPHCDAs don't track the functionality of 

WDCs there is no "report card" or 

indicator to assess if WDCs are truly 

active. 

 

 

Inclusivity 

Under-representation of youth, 

women, persons with disabilities 

(PWDs), and key vulnerable 

populations (KVPs). 

In a facility assessment in Taraba, all 9 

WDC members were elderly men, 

despite local youth groups being active 

in the area. 

Exclusion of influential informal 

leaders. 

Compound heads, faith-based leaders, 

and market women leaders are often 

excluded, even though they command 

strong social influence. 

 

 

Financing 

WDCs have no operational 

budgets. 

WDCs rely on personal contributions for 

transport to attend meetings; in some 

LGAs, members must pay for printing of 

meeting minutes. 

CE is heavily dependent on donor 

support. 

After the ACOMIN TB project ended in 

some Bauchi LGAs, WDC meetings 

stopped entirely due to lack of 

facilitation stipends. 

 

Accountability 

Mechanisms 

No structured process for 

handling or escalating community 

feedback. 

Reports from Community-Led 

Monitoring (CLM) activities are often 

submitted to LGA officials with no formal 

system to ensure action or response. 

Recommendations from WDCs 

are rarely acted upon. 

In Gombe, one WDC submitted six 

reports in a year with no documented 

response from SPHCDA. 
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6.2 Opportunities for Strengthening Community Engagement 

Opportunity Explanation Realistic Use Case 

Global Fund GC8 

Process 

Nigeria’s GC8 proposal can include 

CE as a strategic investment area 

under RSSH. 

States can propose budget lines for 

WDC reactivation, training, and 

tools (e.g., scorecards, 

transportation). 

PHC Governance 

Reforms 

(BHCPF/SPHCDA) 

PHC governance structures are 

being reviewed under BHCPF; CE 

can be mainstreamed. 

SPHCDA frameworks can include 

clear CE roles, supervision lines, and 

indicators. 

CHIPS-WDC 

Coordination 

CHIPS program provides a ready 

platform for grassroots 

engagement. Aligning CHIPS 

agents with WDCs improves 

synergy. 

CHIPS supervisors can serve as 

mentors or facilitators for WDC 

activities, reporting both community 

health and governance outcomes. 

CSO Networks Organizations like ACOMIN, 

NEPWAN, Janna Health 

Foundation already support CE 

work and have grassroots reach. 

These networks can implement 

community scorecards, train WDCs, 

and channel feedback to policy 

actors. 

Digital Reporting 

Tools 

Use of WhatsApp, SMS, or mobile 

apps to collect, submit, and track 

CE data. 

In Bauchi, a CSO pilot tested a 

WhatsApp-based reporting group 

that included WDC leads and PHC 

managers. 

Post-COVID RCCE 

Learnings 

COVID-19 taught how important 

community trust and 

communication are. RCCE tools 

can be embedded into CE 

frameworks. 

Social mobilizers and town criers 

used during COVID-19 can be 

absorbed into permanent 

community feedback structures. 

 

6.3 Strategic Recommendations with Justification & Examples 

A. Policy and Institutional Reform 

1. Develop a National Community Engagement Policy: Clarify roles, mandates, 

and linkage between community structures and PHC governance. The National 

Social Protection Policy was revised to include grievance redress structures   CE 

policy can do the same for health. 

2. Legalize WDCs within State PHC Laws: Codify WDCs under SPHCDA legislation 

to avoid dissolution after projects end. The Lagos State Health Law recognizes 

Health Facility Committees as governance actors. 

3. Mandate WDC or CSO Presence in LGA and State PHC Planning Meetings: 

Institutionalize their voice beyond the community level. In Kebbi, USAID IHP 

supported civil society to co-chair PHC review meetings. 

B. Capacity Building and Supervision 
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4. Create a National Curriculum for WDC Training: Institutionalize in SPHCDA 

systems   not donor-dependent. CHIPS training curriculum is owned by NPHCDA; 

WDCs can have a similar standardized guide. 

5. Assign SPHCDA Supervisors for WDCs: Give oversight responsibility to a specific 

LGA or ward health supervisor.. CHIPS agents report to LGA focal persons; WDCs 

can use this same reporting line. 

6. Introduce WDC Performance Dashboards: Display metrics like number of 

meetings, reports submitted, and actions taken. A pilot in Niger State tracked WDC 

activity using simple Excel scorecards. 

C. Financing and Resource Mobilization 

7. Provide Quarterly Operational Funds to WDCs: Support meetings, transport, 

documentation. Under the GAVI HSS support, WDCs in select LGAs received 

₦10,000/month as transport reimbursement. 

8. Include CE Budgets in Donor Grant Proposals: GC8, UNICEF, USAID grants 

should earmark funds for CE functionality, not just mobilization. E.g. ACOMIN 

received funds for CLM data collection, but not for follow-up actions   this needs 

correction. 

D. Monitoring, Evaluation, and Feedback 

9. Integrate Community Scorecards into PHC M&E Plans: Every LGA should 

submit a quarterly summary of CE outcomes. USAID-supported LGAs in Kebbi held 

quarterly public scorecard meetings. 

10. Develop Community Feedback Response Systems: Digital or manual logbooks 

to track feedback and responses. In some facilities, complaints boxes exist, but no 

one checks them   this should be formalized and tracked. 

E. Inclusion and Gender Equity 

11. Set Inclusion Benchmarks for WDC Composition: At least 30% women, 20% 

youth, and 1 PWD per WDC. E.g. WASHCOMs in UNICEF programs use quotas to 

ensure women's representation. 

12. Map and Engage Informal Leaders: Identify compound heads, local vigilantes, 

women's cooperatives. E.g. In Taraba, a local vigilante leader helped mobilize men 

for PHC outreach in remote settlements. 

F. Strategic Partnerships and Advocacy 
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13. Leverage Existing CSO Platforms for Advocacy: Platforms like NEPWAN, 

ACOMIN, and JHF should be funded to sustain CE tools. E.g. These groups already 

coordinate CLM and advocacy   they just need scale and structure. 

14. Push for National CE Indicators: Advocate with FMOH and NPHCDA to integrate 

CE indicators into DHIS2 or new M&E systems. This could include number of 

functional WDCs, % of community reports addressed, etc. 

Strategic Implication for Global Fund GC8 

As Nigeria prepares its GC8 submission: WDCs and CSOs should push for dedicated CE 

investments under RSSH and PPR modules. Proposals should include: 

a. Training and supervision of CE actors 

b. Scorecard design, printing, and scale-up 

c. Quarterly CE review meetings at LGA and SPHCDA level 

d. Logistics support (transport, data collection tools) 

e. Feedback tracking platforms 

Without dedicated funding and political buy-in, CE will remain symbolic rather than 

transformational. 

7. Conclusion and Way Forward 

Community Engagement (CE) remains a cornerstone of resilient and equitable health 

systems, particularly in the context of Primary Health Care (PHC) governance and 

pandemic preparedness. This desk review has revealed that while Nigeria has made 

important strides through the establishment of WDCs, CHIPS agents, and CLM 

mechanisms these structures and processes remain fragile, donor-dependent, and 

inconsistently institutionalized across states. 

The gaps are clear: there is no harmonized national policy on CE in PHC; capacity-

building and funding for community actors is ad hoc; inclusion of women, youth, and 

other vulnerable groups is weak; and most importantly, there is no systematized way to 

track and act upon community feedback. At the same time, the current momentum 

around the Global Fund GC8 proposal, SPHCDA reforms, and post- COVID learning 

present a unique opportunity to course correct. 

To strengthen CE in PHC governance in northern Nigeria and nationally, the following 

forward-looking steps are recommended: 
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7.1 Actionable Next Steps 

1. Use this desk review as evidence for GC8 negotiations, and advocate for a CE-

specific investment stream under RSSH and PPR. 

2. Conduct state-level validation workshops with SPHCDAs, CSOs, and WDC 

representatives to refine and endorse the findings and recommendations. 

3. Develop a CE in PHC Governance Toolkit, including scorecard templates, reporting 

tools, and facilitation guides. 

4. Co-create CE indicators with national and state actors for inclusion in routine 

monitoring and performance dashboards. 

5. Engage Federal Ministry of Health and NPHCDA to initiate development of a 

National Policy Framework on Community Engagement in PHC governance. 

6. Support CSOs to scale promising practices, such as WhatsApp-based reporting 

groups, community town halls, and informal leader mapping. 

7.2 Final Word 

A participatory, inclusive, and well-funded community engagement system is not just a 

moral imperative it is a practical requirement for achieving Universal Health Coverage, 

health security, and community ownership. The evidence and recommendations 

provided in this report should serve as a foundational reference for building such a 

system in Nigeria.
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. ANNEXURE   

Annex 1: Stakeholder Mapping Matrix for Community Engagement in PHC Governance 

Stakeholder Group Type Role in CE for PHC 

Governance 

Level of 

Influence 

Geographical 

Scope 

Current Engagement 

National Primary Health Care 

Development Agency 

(NPHCDA) 

Government Policy development, CHIPS 

coordination, technical 

guidance 

High National Leads CHIPS; minimal 

WDC oversight 

State Primary Health Care 

Development Agencies 

(SPHCDAs) 

Government Supervises PHC facilities; 

supports WDCs and FHCs 

High State Oversees WDCs; 

coordination varies by 

state 

Local Government Health 

Departments 

Government Frontline oversight of PHC 

and WDC activities 

Medium LGA Provides support but 

often lacks resources 

Ward Development 

Committees (WDCs) 

Community Community voice in facility 

oversight and advocacy 

Medium Ward Often inactive or under-

resourced 

Facility Health Committees 

(FHCs) 

Community Oversight and grievance 

redress at facility level 

Low–

Medium 

Facility More active where 

supported by donors 

Community Health 

Influencers, Promoters and 

Services (CHIPS) 

Community/Govt Household outreach, health 

promotion, referral 

Medium National/Ward Functional in most states; 

not always linked to 

WDCs 

Civil Society Organizations 

(ACOMIN, NEPWAN, JHF, 

etc.) 

Non-State Actor CLM, community capacity-

building, advocacy 

High State/National Highly active in Bauchi, 

Gombe, and Adamawa 

Development Partners 

(GFATM, USAID, UNICEF, 

WHO) 

Donor Fund PHC governance, CE 

programs, TA, M&E 

High National/Sub-

national 

Provide catalytic funding; 

dependency risks exist 

Traditional and Religious 

Leaders 

Community Mobilization, gatekeeping, 

influence on social norms 

Medium Local Often not formally 

engaged in WDCs 
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Women/Youth/PWD 

Groups 

Community Advocacy,feedback, demand 

creation 

Low–

Medium 

Community/Ward Often underrepresented in formal 

CE structures 

Annex 2: Summary of National and State CE Policies & Guidelines 

Policy/Guideline Level Mandate on Community 

Engagement 

Implementation Status Key Gaps/Challenges 

National Health Act (2014) National Provides for community participation 

in health decision-making and PHC 

governance 

Enacted but poorly 

implemented at sub-

national levels 

Weak enforcement; poor 

awareness among 

communities 

PHC Under One Roof 

(PHCUOR) Policy 

National/State Calls for harmonized management of 

PHC, including functional WDCs and 

community oversight 

Operational in most states Poor funding and 

supervision of WDCs 

State SPHCDA Laws 

(various) 

State State-level legal backing for 

SPHCDAs and WDC inclusion 

Varies across states Inconsistent mention or 

clarity on CE structures 

Basic Health Care 

Provision Fund (BHCPF) 

Guidelines 

National Mandates community participation in 

facility-level fund management via 

WDCs 

Operational in 30+ states WDCs not always 

functional or trained; 

limited transparency 

National Community 

Health Strategy 

National Promotes community ownership 

through CHIPS and community health 

structures 

Being implemented 

through CHIPS 

CHIPS not well-integrated 

with WDCs or PHC 

governance 

Nigeria Health Sector 

Reform Programme 

National Mentions people-centered systems 

and governance 

Under review Lacks CE implementation 

clarity 

State CE Policies (where 

available) 

State Guides community participation at 

LGA and ward levels 

Few states (e.g., Lagos, 

Kaduna) 

Not available in most of 

the focal states 

Donor CE Frameworks 

(e.g., GF CLM, USAID IHP) 

Donor Operationalizes CE through specific 

project frameworks and monitoring 

Project-dependent Not institutionalized 

within state systems 
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Annex 3: Ward Development Committee (WDC) Functionality Checklist 

This checklist is intended for use by SPHCDAs, LGAs, CSOs, and technical assistance teams to assess the functionality of Ward 

Development Committees (WDCs) in alignment with national PHC governance and community engagement expectations. 

Checklist Domain Assessment Criteria Yes/No Comments/Observations 

Legal/Policy Backing Is the WDC formally recognized in state or LGA health governance 

policies? 

  

Membership Does the WDC have representation from women, youth, PWDs, and 

traditional leaders? 

  

Capacity Have members been trained on roles, BHCPF, community mobilization, 

etc.? 

  

Meetings Does the WDC meet at least quarterly with facility staff and community?   

Minutes/Documentation Are meeting minutes or records kept and shared?   

Linkage to 

SPHCDA/LGA 

Does the WDC have a clear reporting or feedback channel to 

LGA/SPHCDA? 

  

Involvement in BHCPF Does the WDC participate in facility-level fund management or 

monitoring? 

  

Community 

Mobilization 

Has the WDC conducted outreach or health campaigns in the last 6 

months? 

  

Feedback Mechanism Is there a process for community grievances to be heard and addressed?   

Support Received Has the WDC received any logistical, technical or financial support in the 

last 12 months? 

  

Inclusion Does the WDC involve marginalized groups (e.g. IDPs, remote dwellers) in 

its processes? 

  

Sustainability Is the WDC operating independent of donor projects?   
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Annex 4: Summary of Desk Review Sources Used 

This annex provides a list of documents, frameworks, and reference materials consulted during the Desk Review. These sources form 

the evidence base for the analysis, findings, and recommendations presented in the main report. 

• National Health Act (2014) 

• National Guidelines for the Establishment of Ward Development Committees (FMOH, 2010) 

• PHC Under One Roof Implementation Manual (NPHCDA, 2013) 

• Basic Health Care Provision Fund (BHCPF) Operational Guidelines (FMOH/NPHCDA, 2018) 

• National Strategic Health Development Plan II (2018–2022) 

• National Community Health Strategy (NPHCDA, 2020) 

• Nigeria Health Sector Reform Programme Draft (FMOH, 2023) 

• Gombe State PHC Law (2013) and Adamawa SPHCDA Law (2012) 

• Community-Led Monitoring Tools – ACOMIN, NEPWAN, and Stop TB Partnership Nigeria 

• Global Fund Modular Framework on Community Systems Strengthening (2021) 

• USAID Integrated Health Program (IHP) Community Engagement Toolkit 

• WHO (2021). Primary Health Care: Monitoring Framework and Indicators 

• UNICEF (2022). Minimum Standards for Community Engagement in Emergencies 

• Draft FGD and KII Tools for CE Situational Analysis (2025) 

• Roadmap for Situational Analysis of CE in PHC Governance (2025) 

• Global Fund Nigeria Funding Request GC7 – Community Systems Strengthening Annex (2023) 
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Annex 5: Desk Review Summary Matrix 

This matrix summarizes key findings from the desk review conducted for the situational analysis of community engagement in PHC 

governance across Nigeria. It highlights what is working, what is not working, and offers preliminary recommendations for 

improvement. 

Thematic Area What is Working What is Not Working Emerging Recommendations 

Legal & Policy 

Framework 

Existence of National Health Act, PHCUOR, and 

BHCPF Guidelines with CE provisions 

Inconsistent state-level adoption; lack of 

operationalization at LGA/ward level 

Ensure state laws integrate CE provisions 

clearly; support legal awareness training for 

CE actors 

PHC 

Governance 

Structure 

WDCs, FHCs, CHIPS institutionalized in national 

frameworks 

Fragmented oversight; poor linkage 

between CHIPS and WDCs 

Develop joint TORs and integration 

guidelines for community structures 

Community 

Participation 

Functional WDCs in donor-supported LGAs; 

use of CLM tools by CSOs 

WDCs inactive in many locations; 

women/youth/PWDs underrepresented 

Reactivate WDCs and mandate inclusive 

representation; build feedback channels 

Financing and 

BHCPF 

Community role in BHCPF implementation via 

WDCs in principle 

Limited fund transparency and community 

involvement in many states 

Strengthen WDC capacity for fund 

oversight and transparency reporting 

Capacity 

Building 

CSO-led training under GFATM, USAID projects 

(e.g. ACOMIN, IHP) 

No routine institutional capacity building 

plan for WDCs/FHCs 

SPHCDAs should establish annual CE 

training calendar with CSOs 

Accountability & 

CLM 

Adoption of Community-Led Monitoring tools 

in some states 

Findings from CLM not formally feeding 

into policy; ad hoc usage 

Institutionalize CLM into SPHCDA M&E 

systems and feedback loops 

Inclusion and 

Equity 

Recognition of PWDs and gender-sensitive CE 

in donor tools 

Minimal representation in actual CE 

structures; rural/remote wards neglected 

Mandate disaggregated representation 

quotas and equity audits 

Donor 

Coordination 

Strong CE components in GF, USAID, and 

UNICEF programs 

Fragmentation of tools; duplication; 

unsustainable post-project 

Harmonize CE approaches into state-owned 

platforms; promote sustainability 
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Abbreviations and Acronyms 

ACT ..........................................................................................................Africa Coalition on TB  
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CHP .........................................................................................................Community Health 

Promoter  

CHSS ........................................................................................................Community Health Services 
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Introduction and Background  

Primary health care (PHC), which first gained global prominence with the 1978 Alma-Ata 

Declaration (WHO, 1978), serves as the primary strategy to achieve “Health for All” through 

universal health coverage (WHO, 2021). The PHC approach emphasizes the need to address 

the social and economic roots of ill health, ensure equitable access to healthcare through 

community participation and intersectoral collaboration, and uphold the idea that all people 

have the right and responsibility to participate in planning their own health (WHO, 1978). 

Since the Alma-Ata Declaration, there have been growing calls for community engagement in 

PHC governance, more specifically, the planning, design, delivery, and evaluation of PHC 

services (Erku et al, 2023). As defined by the WHO, CE is the process of developing 

relationships that enable stakeholders to work together to address health-related issues and 

promote well-being, thereby achieving positive health impacts and outcomes.8   CE is an 

essential feature in the World Health Organization (WHO) 's framework on Integrated, 

People-Centred Health Services (WHO, 2017), and member states reaffirmed their 

commitment to empower individuals and communities at the signing of the Astana 

Declaration (WHO, 2018). As Neuwelt (2012) stated, community engagement in the planning, 

design, delivery, and evaluation of PHC services can lead to improved health outcomes. The 

Global Fund also highlights in its March 2025 report that the inclusion of communities in 

governance and leadership of PPR activities can prevent outbreaks from becoming 

pandemics. The report further articulates that where community-led structures and 

organizations are capacitated and authorized, they can provide cost-effective pandemic 

health services, improve accountability, and influence PPR-related strategies, policies, and 

programs.  

While many literatures on community engagement in PHC governance indicate that engaging 

communities proactively can lead to improved community health, the key issue is to what 

extent communities should be engaged to achieve improved community health. The fact that 

countries' MOH have a designated community health department and designated policies for 

community engagement in PHC governance doesn`t guarantee the effective implementation 

of Community Engagement in PHC governance.   

                                                             
8 WHO Community engagement framework for quality, people-centred and resilient health services. 
2017 Available at https://www.who.int/publications/i/item/WHO-HIS-SDS-2017.15 
 

https://www.who.int/publications/i/item/WHO-HIS-SDS-2017.15
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In 2016, the Government of Liberia launched its second revised post-war National 

Community Health Services Policy with a focus on strengthening the health system by 

integrating community leadership and community health workers into the primary health 

care system (PHC). However, findings from several studies, follow-ups, and lessons learned 

revealed that one of the greatest gains in the implementation of the 2016 community health 

policy was the creation of public awareness on maternal and child health care. On the 

contrary, not much was done or accomplished on the community leadership/governance 

component of the 2016 policy. Most community governance structures remained highly 

ineffective and were not performing their roles and responsibilities effectively. Secondly, 

community engagement was more of a top-down approach in which the community received 

information on what they needed to do. Building on the 2016 Community Health Policy, in 

2023, Liberia developed its third post-war National Community Health Services Policy (2023-

2032), with an aim to accomplish a well-coordinated leadership, governance, and community 

engagement in community health services delivery and primary health care services.  

Apart from the 2023-2032 Community Health Services Policy, in 2020, Liberia MOH 

developed the Decentralized Governance and Management Operational Guidelines with the 

aim of decentralizing the management and oversight of the health system. The guideline 

further provides an extensive view of the purpose, roles, and responsibilities of the health 

governing board, most especially the decentralization of the decision-making process to the 

local level and ensuring that the community has an influence over the process.  For instance, 

the guideline further broadens the role of the HFDC to include oversight of the PHC facility 

team and serves as the medium for coordinating and information sharing between the PHC 

facility and community levels.  

To put it more succinctly, Liberia currently has a National Community Health Policy and a 

Decentralized Governance and Management Operational Guidelines with direct mandates to 

support community engagement in PHC governance. In spite of these policy documents, 

power and control of PHC governance are solely in the hands of health policy makers and 

health care providers, with the community having a weak and passive role in the decision-

making and oversight of PHC governance, as evident from the findings of the Situational 

Analysis research.  
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Summary of the Terms of Reference (TOR) 

To have a better understanding of CE in PHC governance in Liberia, the consultant was 

engaged by the Africa Coalition on Tuberculosis (ACT) to conduct a situational analysis of CE 

in PHC governance in Liberia. Given the objective, the assignment is intended to, among other 

things: (1) develop an Inception Report including a desk review of existing literature on CE 

in PHC governance and development of a standardized toolkit (FGD and KII). (2) Conduct a 

Situational Analysis Report that includes how communities are engaging in PHC governance, 

including key challenges and recommendations. (3) Development of a policy brief with key 

advocacy on CE in PHC and (4) Revision of the existing PPR advocacy strategy to include key 

PHC issues.    

The product of this analysis is intended to serve as an advocacy tool for ACT and its country-

level partners' policy engagement efforts with policy makers, donors and identified 

institutions and implementers to design more effective community engagement initiatives to 

strengthen PHC and achieve UHC in Liberia.  

Methodology  

Prior to engaging stakeholders, an extensive desk review of relevant policies, plans, 

guidelines, and other grey literature and country-level donors’ reports related to CE in PHC 

governance was conducted. The national-level policy and guidelines analyzed included the 

National Community Health Policy (2023-2032) and the National Decentralized Governance 

and Management Operational Guidelines (2020). The policy and guidelines were reviewed 

and analyzed, specifically identifying areas of strengths and weaknesses, especially in terms 

of where they fall short of commitment and or implementation of CE in PHC governance (see 

below). Following the desk review, key informant Interviews (KII) were conducted involving 

stakeholders from the Department of Health Policy and Planning, Department of Community 

Health, Montserrado County Health Team, and the Officer in Charge (OIC) of PHC facilities. 
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The KII were analyzed using content analysis, with stakeholders` contributions arranged in 

three key categories: strengths, weaknesses, and recommendations for strengthening CE in 

PHC governance.  FGD were also conducted with PHC governance structures from three PHC 

facilities in rural Montserrado County, Liberia. Each governance structure from the three PHC 

facilities, including the HFDC and CHC members. The FGDs were analyzed using thematic 

analysis.  

 

 

Figure 1: Policy and Guidelines for Desk Review 

 

A total of 9 key informants, mainly comprised of Primary Health Care, Policy, Planning, and 

Community Engagement policy makers and implementers, selected from the Ministry of 

Health and civil society organization, participated in the KII. Appointments were made with 

each informant. An interview guide was used that covered general information about 

stakeholders’ understanding of PHC policy framework, general issues of how communities 

are engaging in PHC governance, including strengths and weaknesses, the extent to which CE 

in PHC governance is supported and sustained, including political will and coordination, and 

collaboration of actors in support of CE in PHC governance. The approach provided critical 

information that could be analyzed to determine next steps as well as short- and medium-

term recommendations to address the gaps. Below is a table showing the respondents who 

participated in the KIIs.  

Figure 2: KII Respondents  

Line Ministry/Ministry of Health Number of respondents  

Assistant Minister for Policy, Planning, and Monitoring and 
Evaluation 

1 

Director for Policy and Planning  1 
Director and Assistant Director for Community Health  2 

No: DOCUMENT TITLE 

1 National Community Health Policy-2023-2032 
 

3 Decentralized Governance and Management Operational Guidelines -2020 
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Director for Research  1 
Community Health Supervisor (Montserrado County 
Health Team)  

1 

Montserrado County Health Officer  1 
Mount Barclay Primary Health Care (PHC) Center Officer 
in Charge (OIC) 

1 

Health Civil Society   1 
 

Following the KII, 3 FGD were also conducted with PHC governance structures from three 

PHC health care facilities in rural Montserrado County, Liberia, mainly comprised of the PHC 

governance structures, including HFDC and CHC members. Appointments were made with 

each PHC health facility, including the governance structure. An interview guide was used 

that covered general information on community governance structure, understanding of 

their roles and responsibilities, how communities are engaged in PHC governance, including 

activities implemented, challenges, lessons learned, way forward, and recommendations to 

improve CE in PHC governance. Below is a table showing the PHC governance structures and 

FGD respondents.  

Figure 3: FGDs Respondents 

Primary Health Care Governance Structures Number of FGD 
respondents  

Governance Structure (HFDC and CHC) of Mount Barclay 
Primary Health Care (PHC) Center  

4 

Governance Structure (HFDC and CHC) of Johnsonville 
Primary Health Care (PHC) Center 

3 

  
Governance Structure (HFDC and CHC) of Pipeline Primary 
Health Care (PHC) Center  

4 
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Liberia Health System Overview 

According to the World Health Organization, Liberia Country Cooperation Strategy (2024), 

Liberia is a low-income country with a gross national income of US$633 per capita in PPP in 

2020. In fiscal year 2020-2021, the gross domestic product (GDP) grew by -3% due to COVID 

and other factors, and the Human Development Index for Liberia is 0.465 (ranked 173 out of 

186 countries in 2021). According to the Country Strategy, the national population is 5.2 

million people, with a distribution of 50.4% male and 49.6% female. Liberia is one of the least 

populous countries globally, with an estimated population density of 45 inhabitants per 

square kilometer. Population growth and movement from the rural areas have brought rapid 

growth to urban centers. The national poverty headcount of Liberia is 50.9%. About 71.2% 

Liberians have experienced multidimensional poverty, with 33% severely poor and 20.4% 

vulnerable to slipping back into poverty. About half of Liberian women (52%) and three-

quarters of men (75%) are literate. Almost 31% of women aged 15-49 in Liberia have no 

education, compared with 13% men. The estimated life expectancy at birth is 63 and 66 years 

for males and females, respectively. The total fertility rate is at 4.2 births per woman.  

Furthermore, WHO Liberia Country Cooperation Strategy (2024) indicates that Liberia's 

Health system continues to face key challenges that undermine its efforts to achieve UHC.  

Among these key challenges are a high maternal mortality ratio at 742/100,000 live births; 

high under-five mortality rates at 93/1000 live births; and a high fertility rate at 4.2 births 

per woman. Other health system challenges are high causes of deaths due to malaria, 

diarrhea, neonatal disorders, lower respiratory infections, HIV/AIDS, mental health, 

RAPID 

DESK 

REVIEW 

KIIs  FGDs 

This approach 

contributed to the 

collection of data, 

mapping the existing PHC 

governance structures 

and generated 

information on  the 

extend to which 

communities are engaged 

in PHC governance.  

Figure 4: Data collection sources 
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inadequate access to essential medicines and vaccines, inadequate health workforce 

(currently Liberia core health workforce is at 12.8/10 000 where WHO recommends 44.5/ 

10 000 towards achieving SDG 3 targets), out of pocket payment also remains high at 53%.  

In terms of overall governance and administration, the Liberia MOH is mandated by the 

constitution to lead and provide oversight and stewardship on the implementation of the 

national health agenda. The overall national health agenda implementation is guided by the 

National Health Policy and Health Sector Strategic Plan. The Liberia Ministry of Health also 

has various staffing, management, and coordination structures at national and subnational 

levels. It is worth noting that the country's MOH still faced a couple of leadership and 

governance challenges at all levels, including inadequate staffing capacity that needs to be 

addressed.  

There are 15 functional county health teams (CHTs) that oversee the development and 

implementation of the county`s operational plans and service delivery in all districts. As 

indicated, Liberia MOH faced key challenges, including capacities/skills in leadership and 

management.  

As it relates to health financing, in 2021, Liberia's total expenditure on health was 12.3% of 

the annual GDP, which is higher than the regional average of 4.95%, but still lower than the 

15% Abuja Declaration benchmark. According to WHO, public sector expenditure on health 

as a proportion of total health expenditure for Liberia is 16% (WHO, 2019), and the 

proportion of OPP on health is 53% (WHO, 2020). This pushes many people into financial 

hardship and catastrophic health expenditure, whereby 6.8% of the population incur direct 

health expenditure exceeding 10% of household expenditure. 

Overview of Liberia's Primary Health Care (PHC) System  

The primary health landscape in Liberia reflects efforts to work towards universal health 

coverage by enhancing access to essential life-saving services within the country’s most 

remote communities. For over a decade, primary health programs have been shaped by 

iterative policy reform and the intervening Ebola outbreak.  

The Primary Level of Care includes basic Primary Health Care (PHC) center headed by an 

Officer in Charge (OIC). The PHC center is a small facility with not more than five beds, 

providing basic preventive and curative care. The package at this level includes promotional 
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health, basic mental health services, and the management of common conditions of children 

and adults. The PHC facilities support environmental health (water and sanitation) in the 

surrounding communities and supported by the appropriate community governance and 

leadership structures which comprised of Health Facility Development Committee (HDFC)  

that coordinate health activities at the facility level and the Community Health Committee 

(CHC) which govern all community health-related developments and activities in each 

community and serve as a liaison structure between the community and the facility with 

support from the Health Facility Development Committee (HDFC). 9 

There is also a community health workforce at each PHC facility and comprised of Community 

Health Assistants (CHAs), Community Health Promoters (CHPs), Trained Traditional 

Midwives (TTMs) and Community Health Services Supervisor (CHSS). The Community Health 

Assistant (CHA) provide preventive and promotive health services to all within the 

community and curative and diagnostic services for all children under five years of age as 

well as children 6–11 years of age (for malaria services only) in far and hard-to-reach 

communities (beyond 5km). They also served as a community-based link to the health 

system, providing other services in the community, assisting individuals and groups to access 

health services, and educating community members on health issues. Community Health 

Promoters (CHPs) serve communities within 5km (near-facility communities) and provide 

promotive and preventive services. The trained traditional midwife also identifies, 

encourage, refer and accompany pregnant women for ANC visits and skilled-facility delivery 

in collaboration with their CHAs and CHPs. The Community Health Services Supervisor 

(CHSS) serve all communities beyond and within a 5km radius and supervise all CHWs in 

their assigned catchment communities and likewise community within where applicable 

based on a ratio. CHSS is either a Physician Assistant, Nurse, or Midwife. All CHSSs must 

always maintain a current and valid professional license as supervisors in the execution of 

their duties. 10 

Overview of Liberia Community Engagement in PHC Governance 

Situation 

                                                             
9 Please see Liberia National Community Health Policy (2023-2032). 
10  See Liberia National Community Health Policy (2023-2032). Available at 
https://lastmilehealth.org/wp-content/uploads/2023/07/NCHP-Policy-2023-2032.pdf 

https://lastmilehealth.org/wp-content/uploads/2023/07/NCHP-Policy-2023-2032.pdf
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The Liberia community health governance structure is built around a national community 

health system that includes the Health Facility Development Committee (HFDC) and 

Community Health Committees (CHC). 11   The Health Facility Development Committee 

(HFDC) is responsible for mobilizing and coordinating community health efforts within 

catchment areas, including overseeing Community Health Committees.12 The HFDC also plays 

a major role in integrating citizens` participation in the health and well-being of their 

communities. They serve as conduits to strengthen community voice in the health decisions 

and ultimately improve the PHC facility and community relations. Other roles of the HFDC 

include monitoring and ensuring that the PHC facility provides quality and equitable health 

services, providing oversight responsibility for PHC facility operations, including regular 

monitoring of service quality, resource management, client satisfaction, and mobilization of 

communities through the CHCs to support PHC facility development, among others. HFDC 

comprises at least five members, in which the Chairperson is a community member and the 

Officer-in-Charge (OIC) of the PHC Facility is the Secretary. On the other hand, the Community 

Health Committees are composed of local volunteers who assist with recruiting Community 

Health Workers, coordinate their work, and promote community health initiatives. The CHC 

also forms the basis of community interaction and participation in managing the 

community`s health. Both HFDC and CHC are to meet monthly, though separately, to discuss 

issues about community health and the PHC facility. At the National level or at the level of the 

Ministry of Health, there is a Community Health Services Division that is managed by the 

Community Health Services Director and is responsible for overall planning, coordination, 

and oversight of community health and governance programs.  

Key Community Engagement in PHC Governance Policy Trends 

2016-2020 

In 2016, Liberia introduced its second post-war Community Health Policy, aiming to 

strengthen the health system by integrating community leadership and community health 

workers into primary health care (PHC). However, results from various studies, follow-ups, 

and lessons learned indicated that little progress was made in the community leadership and 

governance component of the 2016 policy. Most community governance structures remained 

ineffective and failed to perform their roles and responsibilities adequately. Building on the 

                                                             
11 Please see Liberia Decentralized Governance and Management Operational Guidelines (2020).   
12 Ibid.  
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2016 Community Health Policy, Liberia developed its third post-war National Community 

Health Services Program (2023-2032) in 2023 to establish coordinated leadership, 

governance, and community engagement in community health and primary health care 

services.  

Summary of Findings: Community Engagement in PHC Governance  

The findings presented below reflect the strengths and challenges of desk research of key 

policy documents related to CE in PHC governance and analysis of the perceptions and 

opinions of KII and FGD respondents with regard to community engagement in PHC 

governance. The finding also reflects the cultural context around community engagement in 

PHC governance in Liberia, and highlights opinions of key stakeholders regarding the 

implementation of CE in PHC governance activities. A highlight of recommendations is also 

included to guide practical implementation of CE in PHC governance in the short and medium 

term.  

A. Review and Analysis of Key Policy Documents 

The information gathered from the desk review of key policy documents was examined by 

analyzing their individual strengths and weaknesses. The strengths and weaknesses are 

related to factors of the internal environment, such as policy process, leadership, authority, 

complementarity, and goals and objectives, which influence the effectiveness of the policies 

and guidelines as they relate to CE in PHC governance.  Additionally, the study analyzes the 

prevailing conditions that influence the development and implementation of these policies 

and guidelines, including awareness of the stakeholders, the policy environment, resources, 

trained personnel, and, importantly, the political incentives that exist. Therefore, the 

subsequent session presents the key overview and findings, including the strengths and 

weaknesses of the National Community Health Policy and the Decentralized Governance and 

Management Operational Guidelines, specifically in terms of where they fall short of 

commitments/and or implementation of CE in PHC governance. Findings from the KII and 

FGD of CE in PHC governance are highlighted below: 

a. National Community Health Policy-2023-2032 

Overview: The National Community Health Policy (2023-2032) is the second post-war 

National Community Health policy developed by the Government of Liberia to establish and 
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strengthen coordinated leadership, governance, and community engagement in community 

health and primary health care services, as well as harnessing the achievement of UHC.  

Policy Commitments in the context of CE in PHC Governance: The policy 

commits to strengthening community leadership and governance systems to support the 

implementation of all community health services and interventions through community 

mobilization, engagement, and training.  

Key policy strengths in the context of CE in PHC governance: Key 

findings from the desk review indicate that the 2023 to 2032 National Community Health 

Policy has several strengths.  First, the policy emphasizes the importance of community 

engagement and participation in healthcare planning and delivery, and commits to involving 

community systems in healthcare governance. Second, the policy lists and provides an 

overview of all the community health governance structures (HFDC and CHC), including their 

roles and responsibilities. Thirdly, the policy acknowledges that achieving Sustainable 

Development Goals 3: Good Health and Well-being and Universal Health Coverage will 

require the involvement and participation of community governance systems. Furthermore, 

the policy aligns with several global-level policy frameworks to ensure inclusiveness, equity, 

and ownership, including the WHO guidelines for Community Health Worker Program 

(2018), the Declaration of Universal Health Coverage (UHC-2030), and the 2030 Sustainable 

Development Goals, among others.  

Key weaknesses of the policy in the context of CE in PHC 

Governance: However, the policy is not without major weaknesses and shortcomings. 

For example, while it clearly outlines the roles and responsibilities of community governance 

stakeholders, it fails to explain how their capacity will be built to carry out these roles. 

Additionally, the policy lacks compliance mechanisms. Listing roles and responsibilities in 

the policy does not guarantee community compliance. The policy fails to articulate how the 

impact of CE in PHC governance will be measured. An analysis of the policy also reveals that 

community input in the policy development process was minimal. There is no mention of the 

various community governance structures involved in developing the policy.  

b. Decentralized Governance and Management Operational 

Guidelines -2020 
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Overview: The guidelines recognize that to increase access to quality health services, the 

Ministry of Health must rely on a multistakeholder platform that includes communities that 

demand services. The guidelines emphasize the need to establish and strengthen PHC 

governance bodies such as the Health Facility Development Committee (HFDC) and 

Community Health Committee (CHC). The Decentralized Governance and Management 

Operational Guidelines seek to guide the process of governance, thus ensuring that 

participatory decision-making and planning are closest to those whose health is affected by 

services provided by the health sector in a sustainable and equitable manner. Overall, the 

guidelines seek to strengthen governance and management at the decentralized level 

towards the attainment of UHC.  

Policy Commitments: The policy is committed to strengthening greater community 

engagement in health decision-making and driving the demand for, and utilization of, quality 

health services at all levels in the health sector.  

Key Strengths of the Guidelines in the context of CE in PHC 

Governance: The guidelines acknowledge the Health Facility Development Committee 

(HFDC) as the key governing body of the PHC facility, and it plays a major role in integrating 

citizens` participation in the health and well-being of communities. It further iterates that the 

HFDC serves as the conduit to strengthen community voice in health decisions and ultimately 

improve the PHC facility's community relations. Furthermore, the guidelines remain clear 

that HFDC functions in its governing capacity to provide oversight responsibility for PHC 

facility operations, including regular monitoring of service quality, such as resources, 

management, client satisfaction, and flow of surveillance information.     

Key weakness of the Guidelines in the context of CE in PHC 

Governance: Similar to the National Community Health Policy, the Decentralized 

Governance and Management Operational Guidelines are not without major weaknesses and 

shortcomings. For example, while it clearly outlines the roles and responsibilities of 

community governance stakeholders, it fails to explain how their capacity will be built to 

carry out these roles. Additionally, the policy lacks compliance mechanisms. Listing roles and 

responsibilities in the policy does not guarantee community compliance. The policy fails to 

articulate how the impact of CE in PHC governance will be measured. An analysis of the 
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guidelines also reveals that community input in the guidelines’ development process was 

minimal. There is no mention of the various community governance structures involved in 

the development of the guidelines.  

B. Findings from KII and FGD 

a. Limited Power and Control of Community Governance 

Structure in PHC Governance: 

Even though The National Community Health Policy and the Decentralized Governance and 

Management Operational Guidelines underpin a social-justice oriented participatory 

approach in which communities’ governance structures such as the HFDC and CHC should be 

empowered to participate, negotiate, influence control, and have a say in the decision-making 

processes and outcomes of health services at the PHC level, in contrast, power and control at 

the PHC level are often in the hands of the health care workforce as confirmed by respondents 

at the FGDs and not community governance structures. There is a top-down approach in 

which community governance structures are mostly informed and instructed on what they 

need to do. 

b. Low capacity of Community Governance Structure to 

Implement Roles and Responsibilities  

In terms of the capacity of the PHC governance structure, including the HFDC and CHC, to 

meaningfully engage in PHC decision-making and oversight, analysis of the FGD with the 

community governance structures indicates that the governance structure exhibits very low 

capacity to meaningfully implement its roles and responsibilities effectively. HFDC 

respondents during the FGD confirmed that they have never read the community health 

policy nor the guidelines, and therefore do not even know what their roles and 

responsibilities look like in the policy and guidelines. It is only the KII respondents who 

included national-level policy makers and community health department staff who 

confirmed that they understand the roles and responsibilities of HFDC and CHC as part of the 

community health governance structures. This is obvious because it is the national-level 

policy makers who developed the policy and guidelines.   
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c. Limited Engagement of Community Governance Structure 
in PHC governance 

The extent to which communities are engaged in PHC governance can influence how well CE 

activities impact health outcomes. Community engagement approaches based on a bottom-

up model are more effective in improving participation and achieving the desired health 

outcomes than the top-down model. However, KII and FGD respondents confirmed that there 

still remain key challenges and barriers for meaningful community engagement in PHC 

governance. For example, HFDC needs resources for monthly meetings, for transportation, 

for regular monitoring of the PHC facility, for monitoring the quality of services provided by 

the CHAs, and for dissemination of health messages and mobilization of the community, etc. 

In this case, KII and FGD respondents confirmed that the national government is yet to 

provide resources for the HFDC to engage in these activities. Currently, it is only development 

partners, for instance, PLAN Liberia, that is supporting a small number of HFDCs with 

resources to conduct these activities. In the KII discussion with the staff at the department of 

policy and planning, the Liberia MOH, they mentioned that sustainability and functionality of 

CE in PHC governance remains a critical challenge, and for the short-term, it is only donors 

that are mostly taking the initiative to support CE in PHC activities. For instance, PLAN Liberia 

provides transport costs quarterly in some communities for HFDC meetings and community 

outreach activities. However, a long-term sustainability strategy in the absence of donor 

support remains elusive.  

d. Irregularity of Community Health Governance Structure 
Meetings 

 In terms of regular meetings of the PHC governance structures, both FDG and KII 

respondents indicated that community governance structures barely hold regular meetings. 

The Decentralized Governance and Management Operational Guidelines indicate that HFDC 

should meet monthly to discuss their oversight responsibilities at the PHC facility, review 

planned activities, and hold discussions on resolving health issues in the communities, among 

others. According to the FGD respondents, the main reason why monthly HFDC meetings are 

not held is the lack of transportation by most committee members to get to the PHC facility 

where the meetings are held. However, in some cases, according to FGD respondents, PLAN 

Liberia pays for the cost of quarterly meetings but not monthly meetings.  

Challenges and Barriers  
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As the Analysis indicates, capacity gaps of community PHC governance structures to perform 

their roles and responsibilities effectively, compounded with limited power and control of 

HFDC in oversight responsibilities, a top-down community engagement approach, passive 

community engagement, irregular meetings, and lack of a long-term sustainability approach 

for CE in PHC governance were conceptualized as challenges and barriers to CE in PHC 

governance. Overall, the following issues remain challenging from the policy and guidelines 

reviewed, and the KII and FGD conducted.  

a. Both the Decentralized Governance Guidelines and the National Community Health 

Policy fail to articulate how community governance structures, such as the Health 

Facility Development Committee (HFDC) and Community Health Committee (CHC) 

capacities, will be built to carry out their roles and responsibilities. There is also no 

mention in the policy and guidelines on how CE in PHC governance will be monitored 

or measured.  

b. Quite surprisingly, the policy and guidelines are more top-down as they were 

developed with little or no input from community governance structures (HFDC and 

CHC). 

c. Many communities' governance structures (HFDC and CHC) have no understanding 

of what their roles and responsibilities are, as some have never seen the policy and 

guidelines.  

d. Community governance structures are unable to hold regular monthly meetings, as 

some live more than 5 km from the PHC facility and lack transportation to come to 

meetings.  

e. It is important to note that community governance structures are less autonomous in 

their oversight responsibilities because they are more instructed in terms of what 

they need to do. 

f. There are gaps in skills such as leadership and oversight skills required for HFDCs 

and CHCs' governance structures to fully execute their roles and responsibilities, 

which also impede their engagement in PHC governance.  

g. Sustainability and functionality of CE in PHC governance remain elusive, as there is 

no strategy mentioned in the policy or guidelines on how resources will be provided 

to sustain CE in PHC governance.  

 Opportunities for Community Engagement in PHC Governance  
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Despite the barriers and challenges that exist for CE in PHC, opportunities exist for these 

challenges and barriers to be addressed at both the community and the systemic policy levels, 

as indicated below: 

a. Capacity Building and Strengthening of HFDCs and CHCs   

The current weaknesses among members of the HFDCs and CHCs to perform 

their roles and responsibilities effectively presents an opportunity to address 

these challenges by the Ministry of Health. HFDCS and CHCs need to be 

equipped with leadership and accountability tools to perform their roles and 

responsibilities effectively.  

b. Civil Society Advocacy to influence Community Health Policy 

Implementation 

There are opportunities for civil society to influence community health policy 

implementation so that execution of the roles and responsibilities of HFDCs and 

CHCs can lead to better community health service delivery.  

c. Sustainability of HFDCs and CHCs through Income Generation 

Activities  

Given that HFDCs and CHCs continue to face difficulties in meeting regularly due 

to logistical challenges and lack of funding for transportation and so forth, 

presents an opportunity to empower the HFDC and CHC to engage with 

commercial agriculture activities so that proceeds from the agricultural 

activities can support the HFDC and CHC activities. This will help build the 

financial resilience of HFDC and CHC and sustain their work.  

 

Lessons Learned  

a. Limited leadership and oversight of HFDC and CHC in PHC 

Governance 

HFDC and CHC oversight and leadership responsibilities remain very weak as 

they are not performing their roles and responsibilities effectively, which is 
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mainly due to the Ministry of Health not providing capacity strengthening to 

HFDC and CHC, as mentioned in the community health policy.   

b. Limited Action Taken to Strengthen Community Engagement 

by MOH  

There continues to be limited action taken by the Ministry of Health (MOH) to 

strengthen community engagement in PHC governance.     

c. Limited knowledge among HFDCs and CHCs of their roles and 
responsibilities  

There continues to be limited knowledge among HFDC and CHCs of their roles 

and responsibilities, which serves as a barrier to effective functioning.                                                               

Recommendations  
The recommendations below are based on findings from the analysis (desk research, KII, and 

FGD) presented below and are categorized into various levels, intended to guide practical 

implementation of community priorities in PHC governance in the short and medium term.  

Short-Term Policy Advocacy Level Recommendations 

a. Consider Promoting ownership and accountability of CE in PHC governance: In the 

short term, consider promoting ownership and accountability of CE in PHC 

governance. When communities are involved in the governance of PHC services, they 

develop a stronger sense of ownership in health services, leading to greater 

accountability and improved utilization of health services among community 

residents. When this happens, communities can be considered a core strategic 

partner for ensuring that the health system is oriented towards the needs of the 

people and achieving Universal Health Coverage (UHC).   

b. Coordinate with MOH and consider the development of a simplified but effective 

action plan to roll out training to the community health governance structure, 

including HFDC and CHC on their roles and responsibilities.  

c. Consider developing a simplified version of the National Community Health Policy for 

the health governance committees. The simplified version of the policy will make the 

policy more accessible and usable by the community health governance structures.  

d. Consider coordinating with MOH and reinforcing efforts to convene monthly HFDC 

meeting. This will help strengthen CE in PHC governance.  
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e. Consider convening a policy dialogue with MOH to lead a discourse aimed at 

establishing an M&E framework and monitoring tools to track and measure the extent 

of CE in PHC governance.  

Medium-Term Policy Advocacy Level Recommendations 

a. At the policy level, consider convening stakeholders' dialogue with partners and the 

government of Liberia, Ministry of Health and lead a discourse around the 

development of an integrated strategy that would reinforce efforts to concentrate on 

investing in CE in PHC governance and lay out a plan for capacity building, and ensure 

that the PHC governance structure is provided adequate support to engage in PHC 

governance activities.  

b. Consider convening a policy dialogue with MOH to lead a discourse on the 

sustainability and functionality of CE in PHC governance. Given that community 

governance structures are weak, passive, and inactive outside of donors' support, this 

would help lead efforts to strengthen and sustain CE in PHC governance. 

c. Consider conducting quarterly monitoring visits and using the monitoring tools to 

conduct quarterly monitoring of CE in PHC governance. The quarterly monitoring 

visits aim to ensure that community health governance structures such as HFDC and 

CHC are performing their roles and responsibilities effectively.  

d. Consider collaborating with MOH and other civil society partners to support the 

development of an advocacy plan for CE in PHC governance. The advocacy plan 

should consider, for example, promoting advocacy for the support of the governance 

structure's regular meetings and the sustainability of CE in PHC governance. 

e. Develop a quarterly bulletin on monitoring findings of CE in PHC governance. The 

quarterly bulletin will showcase which community health governance structures are 

effectively engaged in PHC governance, and those that are not performing effectively 

can be elevated for redress.  

f. Consider supporting experience sharing and or peer review and lessons learned 

session with the community health governance structures. Through the peer review 

and lessons learned session, each health governance structure will share with their 

peers on what's working, what's not working, and why, as it relates to CE in PHC 

governance. The peer review will also serve as a platform for sharing best practices 

for CE in PHC governance. 
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Annex I: Questionnaire  

Key Informant Interview (KII) for Primary Health Care 

Stakeholders (Department of Health Policy and Planning, 

Department of Community Health, County Health 

Management Team, and Officer in Charge (OIC)/Clinical 

Officers of Primary Health Care Centers) 

 

 

Confidentiality Protocol  

 

HELLO, my name is ______________________. I would like to conduct this interview with 

you as part of a situational analysis to gain a deeper understanding of community 

engagement in Primary Health Care (PHC) governance. This will help inform Global 

Fund project implementation toward achieving Universal Health Coverage (UHC) 

and building resilient health systems. Please note that all information collected will 

be used solely for the purpose of informing the study and will not be shared with 

other audiences or used for any other purpose.  

 

Thank you for taking the time to speak with me today. Do you have any questions for me 

before we get started? 

Permission to Proceed  

 

May I start the interview/discussion?  

 Yes  No 

 

Name of Institution:  ______________________ 

Position(s) of respondent (s):  ________________________ 

 

Location:  ___________________ Male ___ or Female ___  

 

Date of Interview: ___________________ Time of Interview: ___________________  

 

Name of Interviewer: ___________________ Confidentiality explained: Yes_____ or 

no_____    Respondent(s) agreed to be interviewed: Yes_____ No ____ 
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Gauge understanding/knowledge of Primary Health Care (PHC) policy 

framework 

I would like to begin by 

asking if you know of any 

relevant public policies, 

including laws, rules, and 

regulations, currently in 

place that are intended to 

promote community 

engagement in Primary 

Health Care Governance?   

If yes, probe further (do you know of any of these laws, 

policies?) 

 

IF NO, … ask. So, what 

roadmap do you have for 

Community Engagement 

in PHC governance?  

 

(ONLY ASK IF FIRST 

RESPONSE IS YES) How 

would you say the current 

policies, including laws, 

rules, and regulations to 

promote community 

engagement in PHC 

governance, are doing as 

far as implementation 

and success? 

DO NOT PROBE 

Do the policies seek to 

establish or strengthen 

community engagement 

in PHC governance? If 

yes, to what extent has 

community engagement 

been strengthened in 

PHC governance? Ex. 

Capacity building, 

formation of PHC 

community governance 

If community governance structures have been formed, 

further probe to understand the membership and 

composition of the governance structure.  
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structure with roles and 

responsibilities, providing 

oversight and 

management, conducting 

participatory monitoring, 

etc.  

What specific roles or 

functions does the 

community health 

governance structure play 

in supporting the 

implementation of PHC 

services?  

Probe further to understand how effectively communities 

have used their roles and functions to support PHC services.  

(ONLY ASK IF FIRST 

RESPONSE IS YES)  

Can you illustrate by 

example some lessons 

learned, successes, or 

challenges with 

community engagement 

in PHC governance?  

DO NOT PROBE 

 

 

Capacity of PHC stakeholders for policy implementation and sustainability of 

community engagement in PHC governance: 

What are the gaps in 

resources (both financial 

and technical) that are 

required to implement and 

sustain meaningful policy or 

interventions for community 

engagement in PHC 

governance?  

 

 Have donor partners supported these needs? If yes, to 

what extent have donors’ partners supported? 
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Political will 

Who are the key formal and 

informal decision-makers, 

influencers, ‘movers and 

shakers’ with a focus on 

promoting community 

engagement in PHC 

governance?  

DO NOT PROBE                                                                        

Do you think they have the 

political will to drive and 

sustain community 

engagement in PHC 

governance?  

 

 

PROBE (IF YES, ask HOW … IF NO, ask WHY?)                                                                     

 

 

Sectoral willingness and commitment to community engagement in PHC 

Governance  

Do you think there is a clear 

willingness and commitment 

from development actors, 

civil society organizations, 

etc., for the implementation 

and sustainability of 

community engagement in 

PHC Governance?   

 

If Yes or No, please explain.  

PROBE (IF RESPONSE IS YES/NO, ASK…Why do you 

think so?)                                 -                                    

 

Collaboration and coordination of actors 
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How would you describe the 

level of coordination and 

collaboration among actors 

and stakeholders, including 

the government, in support 

of community engagement 

in PHC governance?  

 

Please explain.  

DO NOT PROBE                                                                        

 

Knowledge, Attitude, and Practice (KAP) 

Knowledge 

Are communities informed of 

their engagement in PHC 

governance?   

PROBE (IF RESPONSE IS YES/NO, ASK…Why do you 

think so?) 

Attitude  

If yes, to what extent are 

communities engaged in 

PHC governance?  

Probe further to understand the level of engagement 
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Practice  

What challenges and 

successes have been 

documented for community 

engagement in PHC 

governance? What are the 

lessons learned and best 

practices adopted? 

Do not probe  

 

Crossing-Cutting Issue 

Anything else you might 

want to add? 

DO NOT PROBE 

 

THANKS FOR YOUR TIME 
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Annex 2: Questionnaire  

Focus Group Discussion (FGD) Questionnaire for Community 

Engagement in PHC Governance: 

 

 

Confidentiality Protocol  

 

HELLO, my name is ______________________. I would like to conduct an FGD with you 

as part of a situational analysis to gain a deeper understanding of community 

engagement in Primary Health Care (PHC) governance. I am holding this Focus 

Group Discussion to gather your perceptions, concerns, priorities, and 

recommendations regarding community engagement in PHC governance. This will 

help inform Global Fund project implementation toward achieving Universal Health 

Coverage (UHC) and building resilient health systems. Please note that all 

information collected will be used solely for the purpose of informing the study 

and will not be shared with other audiences or used for any other purpose.  

 

Thank you for taking the time to speak with me today. Do you have any questions for me 

before we get started? 

 

Community Leadership and Governance  

• Let’s start by asking, Is there an established community leadership and 

governance structure for the Primary Health Care Facility?  

• How would you describe the governance structure? Ex. Name of the 

structure, roles and responsibilities, membership and composition, etc.? 

• How would you describe the existing space for you to execute your roles 

and responsibilities effectively? What are the challenges and 

opportunities? 

• Now, let’s talk about capacity. What words can you use to describe the 

current capacity that exists within the governance structure to engage in 

PHC decision-making and oversight effectively? Are you being provided 

the opportunity to utilize these capacities effectively?    
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• Are there existing capacity gaps that hinder or prohibit you from 

effectively engaging in PHC decision-making and oversight? 
 
 
 
 
 
 

Community Engagement in PHC Governance  

• Can you tell me about how citizens are engaged in PHC decision-making 

and oversight? Ex. Advocacy, planning, and monitoring, etc.  

• How would you describe the existing space for citizen engagement in PHC 

decision-making and oversight? How satisfied are community members 

with their ability to participate in PHC decision-making and oversight?  

What are the challenges and opportunities?  

• How do you think community engagement can be improved in PHC 

decision-making and oversight?  

• How much do you trust the current Public Health System to support 

community engagement in PHC Governance?  

• How can the current public health system be made more accountable to 

the community?  
 

Understanding and Knowledge of existing policies, laws, and frameworks for 

community engagement in PHC governance.  

• Do you know of any relevant public policies, including laws, rules, and 

regulations, currently in place that are intended to address community 

engagement in PHC governance? How would you describe the current 

policy, law, or framework?  
 

Priorities and Recommendations for Community Engagement in PHC Governance  

 

• We are going to come up with priorities and recommendations for the 

Ministry of Health/ current health system that could help improve 

community engagement in PHC governance.  What advice would you like 

us to pass along to them that you think would make community 

engagement in PHC governance effective and sustainable?  
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