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Abstract: In the rapidly evolving health and education sector of Tanzania, the network of scholars in the respective sectors has grown 
into a vast ecosystem that requires cooperation among stakeholders. Dating back many millennia, education in health and health in 
education is an ancient practice in the evolution of civilization. It was developed when humans thought about it and concluded that not 
everyone in the community was required to acquire the two. Instead, specialized labour, tools, and techniques could help people achieve 
a surplus in terms of their knowledge base for their community. As a key principle of Primary Education Health Care (PEHC) and 
Education Health Systems Reform, community participation has a prominent place in the current global dialogue. Participation is not 
only promoted in the context of the provision and utilization of health services. Advocates also highlight participation as a key factor in 
the wider context of the importance of social determinants of health and health as a human right. However, the evidence that directly 
links community participation to improved health status is not strong. Its absence continues to be a barrier for governments, funding 
agencies and health professionals to promote community participation. The purpose of this article is to review research seeking to link 
community participation via the MKUVIKUATA program with improved health and education status outcomes programmes. It updates 
a review undertaken by the author in 2009 till date. The search includes published articles and examines the evidence in the context of 
health care delivery including services and promotion where health professionals have defined the community’s role. The results show 
that in most studies community participation is defined as the intervention seeking to identify a direct causal link between participation 
and improved education and health status modelled on Randomized Control studies (RCT). The majority of studies show it is not 
possible to examine the link because there is no standard definition of ‘community’ and ‘participation’. Where links are found, they are 
situation-specific and are unpredictable and not generalizable. In the discussion, an alternative research framework is proposed arguing 
that community participation is better understood as a process. Once concrete interventions are identified (i.e. improved edu tech and 
health tech as a catalyst to drive industrialisation and wealth creation) then the processes producing improved education and health 
status outcomes can be examined. These processes may include and can lead to community uptake, ownership and sustainability for 
education and health improvements. However, more research is needed to ensure their validity. 
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1. Introduction 
 

According to the latest Economic Update published by the World Bank, Tanzania needs to undertake 
important and urgent investments to accelerate progress in the health and education of its citizens, especially 
the youth, if the country is to improve its human capital for sustainable development. In recent years, Tanzania 
has made gains in human development, with reduced under-five mortality, an increase in the average number 
of years of schooling for its youth, and improved adult survival. However, its human capital index (HCI) of 0.40 
means that children born today in Tanzania may reach only 40 per cent of the earnings that they could have 
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attained with full health and education. Tanzania’s wealth has increased by 45 per cent since 1995 and this is an 
important achievement, but the country’s population has also grown, leading to a decrease of per   capita   
wealth   which   is   not sustainable,” says Bella Bird, World Bank Country Director for Tanzania. “For the 
country to achieve sustained and inclusive growth, it needs to make a concerted investment in its people, as 
human capital is the most important asset of any country. 

The World Bank launched the HCI in October 2018, as part of the new Human Capital Project to 
encourage countries to invest more and better in their people. The index focuses on five factors that have an 
important bearing on future earnings: the survival rate of children past age five; the expected number of years 
of education completed by youth; the quality of learning in school; how long workers will remain in the 
workforce, as measured by adult survival past 60; and prevention of stunting in young children. There is a lot 
for Tanzania and other countries to learn from the four countries that top the HCI ranking—Singapore, South 
Korea, Japan, and Hong Kong—whose success is explained by the fact that 

they made investing in youth a top priority, focusing on education and skills development at all stages of their 
progress,” says Quentin Wodon, World Bank Lead Economist and co-author of the 12th Tanzania Economic 
Update. Given its level of development, Tanzania performs especially poorly in the number of years of schooling 
that children complete and the risk that children under the age of five will be stunted. In addition, the report 
finds that gender inequality in earnings is also affecting the country’s ability to increase its human capital wealth 
and thereby its total wealth per capita. 

Tackle the country’s barriers to human capital development requires boosting investments in multiple 
areas using a “whole of government” approach to providing quality services. A special emphasis should be 
placed on reaching vulnerable adolescent girls’ sectors and targeting areas lagging behind in the country. In 
addition, to narrow the gender earnings gap, the authors recommend reducing the time women spend in 
unpaid work and redistributing care responsibilities to enable them to spend more time in the labour market; 
giving women more access to and control of productive assets; and addressing market and institutional failures 
that limit opportunities for women. 

The latest Economic Update also provides data on recent economic developments and the outlook over 
the next few years. The external environment for trade and investment in Sub-Saharan Africa remains 
challenging, and there has been softening on both fronts in Tanzania. However, it is the pace of domestic policy 
reform implementation that will remain most critical for the country’s growth outlook. Government action to 
improve the business environment and fiscal management should be top priorities, including lowering the costs 
of regulatory compliance, reducing domestic arrears (VAT refunds and payments to suppliers), preventing new 
arrears, and ensuring prioritization of investment projects based on sound criteria and growth-enhancing 
prospects as well as securing adequate and affordable financing to complete these projects on schedule. 

The global dialogue around policies for health today places much discussion on specifically 
those living in poverty. Participation is not only promoted in the context of provision and utilization 
of health services. Advocates also highlight participation as a key factor in the wider context of the 
importance of social determinants of health and health as a human right (WHO 2008a). Despite the 
growing interest in the role of participation, there is little concrete evidence that links participation 
directly to better health outcomes (Rifkin 2009). The absence of this link continues to  be a  barrier  to  
gain   full support of governments, funding agencies and health professionals to promote this 
approach (Atkinson et al. 2011). The purpose of this article is to review the research that seeks to 
examine the links between community participation and improve health outcomes in programmes  
that  target  poor people. To do this, it starts with systematic reviews and casestudies from 2003 to 
2013. 

Relying mostly on systematic reviews, it shows that most research studies view community 
participation as an intervention and use Randomized Control Trials (RCT) as the framework to 
investigate the link. The majority of studies find that such a link  is  not  possible to  identify  because  
there  is  no  standard  definition  of  ‘community’ and   ‘participation’.   Where links are found, they are 
situation- specific and unpredictable and  not  generalizable.  It suggests that if community 
participation is viewed as a process facilitating an intervention rather than an intervention research 
investigating the link between participation and health status outcomes would have greater validity 
reflecting how intended beneficiaries see their situations rather than the views of policymakers and 
planners. 

Participation of community members in health care is not new. An obvious example is the 
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participation of lay/community people in the provision of care to  family  and  community in their 
own cultural settings. In addition, community lay people have been involved in the delivery of 
allopathic health services for the last one and a half centuries. One of the most prominent experiences 
is the experiment of the Rockefeller Foundation in Ding Xian, China in the 1920s where local people 
helped deliver services in an area lacking doctors trained in Western medicine (Chiang 2001). King 
also records similar experiences in Africa using locals as doctor’s assistants (King 1966) in colonial 
Africa. 

Worldwide experiences, published by the World Health Organization (WHO), argued 
forced the importance of community participation in health care (Newell 1975). However, these 
experiences were based on selected case studies produced assumptions 

rather than evidence of the value of participation. These assumptions included: (a) people will be 
more supportive of health services if they have been involved in decisions about how services are 
delivered thus promoting sustainability. (b) People will provide resources (time and money) to 
contribute tohealth improvements in their community. (c) People will change risky health 
behaviours when they have been involved in decisions about change. 
(d) People will be empowered by gaining opportunities for knowledge, skills and confidence by 
being involved in community health (Cueto 2004). Rifkin  (2009)  has analysed the consequences 
of building programmes on these assumptions. The  results show that many publications present 
advocacy rather than evidence. 

With the acceptance of Primary Health Care (PHC) as the official policy of the member 
states of WHO in the Alma Ata Declaration in 1978, the importance of community participation 
entered the global health policy arena. The Declaration stated that health is a human right, that 
the inequalities in existing health status are ‘politically, socially and economically un- acceptable’   
and   that   essential   health   care   must   be   made ‘accessible to  individuals  and  families  in  the  
community  through    their    full    participation’    (WHO 1978). The document highlighted social 
justice and linked it to equity and participation as principles of PHC. 

Responding to the call for community participation  in  the Alma Ata declaration,  one of the 
more immediate actions taken by several governments was the creation of a cadre of community 
health workers (CHW) to serve poor rural populations where the majority of the world’s  population  
lived.  Modelled    on   China’s   ‘Barefoot   Doctors’,   they   were   community members trained to 
provide basic health care and   referrals   to health care centres. Embedded in the community and 
supported by the community, it was  believed  they  would lower  the cost of health provision. In 
theory, they   also   acted as   community ‘change agents’ who  would make an impact on poor health 
behaviours and ‘empower’ communities to  make  joint decisions about health care (Werner 1977). 
Answering Alma Ata’s call for community participation, CHWs became synonymous with PHC 
(Mburu 1994). 

These expectations proved to be  somewhat  idealistic.  Not  only was the idea  of   CHWs  as a 
means of providing a relatively cheap health service challenged but also the reality of community 
participation as a guarantee for uptake  and support  for local health services was not supported 
(Berman et al. 1987; Walt 1990). As a result, the concept of community participation became more nuanced. 
The argument for a wider role for community people in decisions about health   programmes resulted  in  
replacing  the  term  ‘participation’  with  ‘empowerment’  (WHO 1986). The Bamako Initiative, 
underpinned by the move for decentralization of health services from the centre to peripheral units 
identified  the  concerns  over  accountability  and governance (Mehrotra and Jarret 2002). The 
financial crises of  the 1980s added discussions about  cost-effectiveness  and  sustainability.  In  
addition,  the  WHO  report  of  the Commission on the Social Determinants of  Health  (2008a) and 
World Report on Primary Health Care (2008b) highlighted the importance of the social determinants 
of health and the importance of addressing  issues  around  power  and  control  over  decisions  
about community health and behaviour change. These developments brought issues  of 
empowerment, capacity building of local  people,  financing  and  programme  sustainability into the 
dialogue. 

In summary, the increasing complexity of factors influencing community participation 
complicated the search for  a  direct link between community participation and improved health 
outcomes. This was particularly true in the health field where the dominant paradigm, 
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exemplified by RCTs, examines phenomena in a linear, causal relationship and explains events 
that do not fit into this framework as confounding variables. 

 

2. Method 
 

This article updates an earlier review undertaken by  Rifkin (2009). It is based on a  systematic 

search of PubMed and Google Scholar for relevant articles published between 2009 till date. It mainly 
relies upon a review of published systematic reviews in English on the topic (Table A1). Key words 
included community participation, CHWs, community health committees, community accountability, 
community engagement, participatory learning and  action. Inclusion criteria were evidence of 
community participation in the context of health care delivery including services and promotion 
where health professionals have defined the community’s role. The criteria also included reviews that 
examined programmes where professionals designed the programme and mobilized  communities  to 
take up the benefits. This approach has been  identified  as ‘induced  participation’  in  a  study  by  
the  World  Bank asking ‘does participation work?’ (Mansuri and Rao 2013). It does not include 
research for health where remits involve communities as collaborators in research for health care 
improvements(Green et al. 2003). 

 

Reviews that examine the role of the community health worker 
 

In the period that followed the Alma Ata declaration, CHW programmes 
proliferated. After a hiatus of interest in CHWs for about 20 years, the new concern about the 
crisis in human resources for health (WHO 2006) that highlighted the dismal lack of health 
providers especially in poor rural areas in Africa due to the HIV/AIDs epidemic resulted in the 
expansion of  CHW programmes. Several reviews of CHW programmes have recently been 
published. 
Bhutta et al. 2010 examined CHW programmes for the WHO Global Workforce Alliance. The review  
concentrated on the performance of CHWs to deliver credible health care interven- tions. However, 
despite the recognition that community participation was a key element of successful programmes, 
Bhutto and colleagues clearly state: ‘Importantly, community ownership and supervision of CHWs is 
a key  characteristic which is insufficiently described and analyzed in available literature’ (Bhutta et al. 
2010). In a more recent review by Perry and Zulliger (2012), the authors provide evidence of 
performance of CHWs and make a series of recommendations about the technical and structural 
support for CHWs. 

However, they note ‘there are very few studies that give ‘voice’ to CHWs and provide an 
opportunity to learn about their views regarding the challenges they face in  their work  and how 
programmes could help them to be more effective (Perry and Zulliger 2012, p. 43). These conclusions 
are confirmed in a review done by Naimoli et al. (2012) who looked at 18 programmes for the United 
States Agency for International Development.  Their data shows that while community involvement 
is  considered  a  key  component of programme design there was little participation in the design, 
recruitment and implementation in the programmes (Naimoli et al. 2012). The focus on health 
outcomes is repeatedin the Earth, Inc. Report (2012) arguing for expansion of CHWs. While noting the 
importance  of  community participation these reviews’ views fail to take up the challenge of 
examining its contribution. 

 

Reviews that seek evidence of a direct link between participation and  
improved health outcomes related to disease control and improvements in 
maternal and child care 

 

Motivated by the search for replicable designs and the search for funding, researchers 
have increasingly sought to find evidence of  a  causal link between community participation 
and improved health status. Not surprisingly, strong efforts for the search have been made in the 
area of communicable disease control. For example, a systematic review of control of Chagas 
disease concludes that participation enhanced the control of the disease but further evidence was 
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necessary (Abad-Franch et al. 2011). Concerning the examination of the detail that describes 
participation, the authors say For instance, we found that most community-based experiences in 
Chagas disease vector control are merely, utilitarian, with little or no participation of the 
community in design,planning and evaluation of interventions. Effective involvement of all 
stakeholders along the whole process would no doubt foster true empowerment, and this could 
in itself result in improving health and living standards (Abad-Franch et al. 2011, p. 9). No 
evidence is given to support this statement. 

A  review by  Atkinson  et al. (2011)  responds  to  the lack of  investigation  into  the wider role of  
the  community  by  a  systematic  review  examining  communicable  disease  control  in low- and middle-
income countries using malaria as a case study.  Out  of  60  studies  meeting criteria  standards,  only  4 
addressed  the  relationship  of  disease   transmission.   The  review shows  that  community  participation  
has  played  a  key  role   in   disease   control   and elimination in many countries.  However,the exact 
nature of  this  role  is  hard to  define.  The reason,  the  authors  state  that  the  potential  of  community   
participation   has   not   been realized is that there is a lack of definitions for ‘community’  and  
‘participation’  and  insufficient investment in the ‘peoples component’ of the programmes. 

Research undertaken at the Institute of Child Health, UK, looks at a meta-analysis of seven 
RCTs in Malawi, India, Bangladesh and Nepal (Prost et al. 2013). The intervention was using 
women’s groups practicing Participatory Learning and Action (PLA defined as involving the 
intended beneficiaries in decision making about a programme) (Rifkin and Pridmore2001) to 
improve birth outcomes. Seven trials met the inclusion criteria. 

Meta-analyses of all trials showed that exposure to women’s groups was associated with a 37% 
reduction in maternalmortality (odds ratio 0·63, 95% CI 0.32–0.94), a 23% reductionin neonatal 
mortality (0.77, 0.65–0.90), and a 9% non-significant reduction in stillbirths (0.91, 0.79–1.03), with high 
heterogeneity for maternal (I2 ¼ 58.8%, p ¼ 0.024) and neonatal results (I2 
¼ 64.7%, p ¼ 0.009). In the meta-regression analyses, the proportion of pregnant women in groups 
was linearly associated with reduction in  both  maternal  and  neonatal mortality (p ¼ 
0.026 and p ¼ 0.011, respectively). A subgroupanalysis of the four studies in which at least 30% of 
pregnant women participated in groups showed a 55%  reduction  in maternal  mortality (0.45, 0.17–
0.73) and a 33% reduction in neonatal mortality (0.67, 0.59–0.74) (Prost et al. 2013, p.1736) They 
conclude that women’s groups are both cost-effective and a realistic  way  to reduce maternal deaths 
and improve birth outcomes rapidly and on a large scale. 

Marston et al. (2013) investigate the effects of community participation on improving 
skilled care for maternal and newborn health. From the search of 11 databases with following 
up secondary references, they found 10 interventions. They defined interventions as getting 
people together to think and talk about health problems and services and having people act upon 
or having outsiders help people to act upon what people said. Looking at community 
participation as an intervention, from the evidence they state that there are few high quality 
quantitative studies, none of which answer the question of why interventions succeed or fail. 
They conclude that aqualitative research component and studies of complex interventions as part 
of the RCT would assess potential of generalizability and help understand the hard to measure 
social/ political effects of participation. 

Preston et al. (2010) examine the literature to seek evidence of the link between community 
participation and improvements in rural health outcomes. Of the 689 articles identified, 37 met 
the qualification criteria. Their review found little evidence of a direct link. However, they state 
lack of evidence did not mean lack of effect. They argue that it is necessary to improve our 
understanding about community participation in terms of the expectations of time and financing 
and tools to measure and understand participation in a health development context. 

 

Reviews that seek evidence on community participation  and  improved  
health systems including accountability 

 
With the recognition in the 1980s that improved health status not only depended on 

disease control but also on the systems that delivered health care, interest began to focus  on the 
importance of actively involving the  beneficiaries of care  in decisions about the provision of 
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that care. With a focus on developing countries, Mubyazi and Hutton (2012) have re- viewed the 
published and grey literature about community participation in the context of health planning, 
resource allocation and service delivery. They highlight the fact thatlacking a standard definition, 
community participation in programmes has no common approach. Eighty-five articles met the 
criteria for review. Of these 37% were experimental, 55% were observational and exploratory, 
42% were reviews and/ or discussions. They conclude that the contribution of commu- nity 
participation to improving health depends on a wide variety of factors including system factors 
and socio-cultural factors. They point out that most authors focus on one dimension of 
community participation such as mechanism for community expression for public priorities. 
Seeing participation as a solution to one particular health problem without considering other 
systemic factors also limits the assessment. The review illustrates and the authors  highlight  that  
there  is the lack of data about a comprehensive and generalizable approach to community 
participation and its relationship toimproved health. 

McCoy  et  al.  (2011)  investigate  the  contribution  of  health facility committees, a mechanism seen 
to give ‘voice’ to beneficiaries in the delivery of the care they receive. They also discuss  the  frustrations  
from  the  inability    to    give    standard  definitions   of   ‘community’   and ‘participation’.   They   
identified  only  four  cases  rigorous   enough   to   provide   robust   data   for analysis. From this  data,  
the  authors  found  that  it  was  not possible  to  confirm   external validity.  The  outcomes  depend  on 
the  process  and  the  interaction  between  the  intervention and the context. 

Molyneux et al. (2012) review the literature examining community accountability at the 
peripheral health facilities. They identify 21 articles from low- and middle-income countries 
with robust data. The most popular  mechanism for community accountability was committees 
(health centre and clinic, village health committees and ward committees) fol- lowed by groups, 
most popular women’s groups. They identify several key factors that related to strong 
accountability mechanisms. The success of these committees depended on how and why 
(political interest or response to funding) they were selected, the relationship between 
committees, groups and the health workers and managers and provision of support including 
resources by local and national governments. All these factors are processes on which community 
participation depends. They are context and content specific. 

 

Reviews that seek evidence of community participation and health 
promotion 

 

Community participation, or community engagement as it is often called, has been part of 
the policy of the United Kingdom government since the 1970s. It is intended to involve 
communities in order to change poor health behaviours by involving local people,  motivating 
better behaviour and defining how government can support their choices. In their review of this 
policy, Evans et al. (2010) note that the policy has been followed erratically over the past 40 years. 
They found 2155 documents. In their analysis, they highlighted the lack of RCTs available and 
relied on systematic reviews that  used qualitative research. Only very few reviews met their quality 
criteria (a series of 10 questions developed by Smith et al. 2009) and only four reported on the 
process of participation and communities’ perception of quality and impact of participation. Their 
main finding was there was very little evidence of a direct link between participatory approaches and 
a ‘noteworthy’ impact on health and social outcomes. 

Milton et al. (2011) did another study on the same topic and came to a similar but more nuanced 
conclusion. On the basis of 13 studies that were robust enough to meet their inclusion criteria, they 
found no evidence of positive impacts on population health or quality of services but found that 
initiatives did show a positive impact on housing, crime, social capital and community 
empowerment. They also point to the need for methodological developments that enable 
researchers to identify more robust evidence to assess multi faceted social interventions. 
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3. Discussions 

 
In summary, the reviews identify several common issues   that challenge   the   investigation of a 

direct link between participation and improved health status. These include the lack  of common  
definitions  for  the  terms  ‘community’  and  ‘participation’, the recognition of a  key  role of community 
participation but  the  lack  of  conceptual  and  practical  frameworks  to articulate this role, and the 
inability to disaggregate the contribution of community participation to health from other community 
development improvements. The common  theme  is that the frameworks that have been used  do  not  
allow  the results to be generalizable. Evidence shows that outcomes are determined by context and context 
varies. Adding a qualitative component to the  research design  does  not  address   the challenge  of   
making   the   findings   more   robust.   Qualitative data only defines more clearly the importance of 
context and situation. 

In the field of health research, intervention studies are dominant. They are designed by 
health professionals and seek to test a hypothesis by introducing interventions and evaluating 
outcomes. Based on assessments of clinical trials, the RCTs set the standard. This approach has 
also been used to study population health. Community participation is the intervention. The 
hypothesis is that this intervention will improve health outcomes. However, the evidence 
suggests it is not possible to adequately test this hypothesis. 
Sanson-Fisher et al. (2007) have reviewed the complications of using RCTs for evaluating for public 
health outcomes. They argue that population-based interventions cannot be evaluated in this 
framework for a number of reasons. These include issues around population validity, time for 
follow-up, external validity, contamination of study population, cost, ethical and informed 
consent and inhibition to develop innovative research questions. 

The case studies in this review all explicitly or implicitly use the RCT framework in terms 
of their research question. They illustrate the limitations of RCTs. Two most explicit examples are 
those concerning the contribution of CHWs and the systematic review of the participatory 
women’s groups to improved birth outcomes. Concerning the former, although the reviews 
recognize the critical role of community participation, they focus on the causal link between 
service provision by CHWs and improved health status. This focus takes a mechanistic, 
reductionist approach to the values of CHWs. Although the reviews highlight the challenge of 
questions around replication, financing, sustainability and ultimately community ownership, 
they do not take up this challenge. Concerning the latter, as Victora (2013) discusses in the 
International Journal of Epidemiology, women’s groups are not aimed at specific changes in 
health status but rather at raising the consciousness of people to take action on their 
impoverished lives through transforming their circumstances through action and change of 
power. The causal chain of poverty and transformation is not caught in a RCT. 

Recognizing the limits of RCTs, important attempts have been taken to modify the approach. One 
example documented by the Medical Research Council in the United Kingdom (2008)  recognizes   
‘complex   interventions’.   It   provides   guidelines   for researchers involved in non-experimental 
studies and interventions that go beyond delivery of health services to understand constraints on 
evaluation designs and to assist users of studiesto assess their in terms of methodology and practical 
considerations. The Rockefeller Foundation of the United States has also taken up the challenge by 
defining and examining indicators as interventions (Davis and Kingsbury 2011). Theauthors argue 
indicators are diagnostic tools for identifying problems and needs, measuring for performance, 
building ways for awareness-raising and public advocacy and instruments of change. While both of 
these approaches seek to address concerns about the use of intervention studies  they still  see  
communities  as  the  object  not the subject of the programmes. In the field of evaluation of public 
services, Pawson  et  al. (2005) have put forward the concept of realistic evaluations. They outline a 
step-by-step framework. Step 1: outline the theoretical framework by defining the assumptions 
about how the intervention(s) is seen to work and its expected impact. Step 2: look for empirical 
evidence to test the framework  in terms of support, contradiction and/or modification. Step 3: 
combine the theoretical and empirical evidence and focus on the context in which the intervention(s) 
is applied, the mechanisms that makes it work and finally the outcomes. 
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Specifically in the health field, community-based participatory research and 
participatory research address important elements of realistic evaluation by involving 
community members in designing, implementing and evaluating specific health 
interventions. However, all these approaches are conceptualized in the context of intervention 
studies. Although recognizing the importance of participation as a process, to date they do not 
explain how these processes develop community ownership, a key challenge identified by Bhutta 
et al. (2010) in the context of CHWs. At present, health professionals make decisions about the 
outcomes that are to be achieved. Trickett et al. (2011), state this research raises the challenge that 
local knowledge and influence is being carried out by science devised by professionals outside 
the community. 

Based on the findings of this article, it can be argued that a new framework is needed to 
understand the value and challenges of community participation to improved health outcomes. 
This does  not suggest  that an intervention  research framework has failed to help us confirm the 
value of community participation. Many of the reviews, as  noted above, have identified health 
improvements as a result of participation. Nor does it suggest a rejection of quantitative data to 
document improved health status related to community participation. Measurements are critical 
to confirm change and improvements. Non- Government Organizations (NGOs) and the 
governments of India and Brazil have national programmes where community participation is 
key. They have evidence of health improvements. The challenge is to define exactly how 
communities have benefited  and why they have benefited. 

In this quest, a research framework that views community participation as a process rather 
than an intervention is  more useful. Merriam Webster  defines  intervention  as the   act or fact or a 
method of interfering with the outcome or  course especially of a condition or process (as to prevent 
harm or actions or events leading to a result) (Merriam-Webster.com. 2014). It defines process as 
‘actions or events leading to a result’ (Merriam Webster no date). In health improvements, an 
intervention is an act or method that seeks to encourage individuals and/or communities to accept a 
change in attitudes and behaviour to improve their health. A process is the actions over time that 
allow acceptance of the intervention. 

A number of researchers have taken this approach to investigate participation as what 
supports the uptake and sustainability of a concrete intervention (an intervention which has a 
standard definition and a measurable outcome, e.g. improved birth outcomes). Butterfoss (2006) 
presents a frame- work to evaluate community participation as an intermediary step to health 
and social change. She gives tools to examine the relationship between community building and 
organizing prin- ciples and health outcomes. However, the evaluation frame- work is based on 
measuring participation and is, thus, a reductionist approach. It does not take into account the 
specific context of the process or highlight the nature of change over time. Butterfoss recognizes 
that measurements alone are not enough to ensure progress. Critical is how communities are 
defined and who represents them. 

The framework most used (Molyneux et al. 2012, p. 3) was developed by Rifkin et al. (1988)   
and  visualizes  the  process  of   community     participation     as     a     ‘spidergram’.     It identifies 
five factors  that  influence  community  participation  (needs  assess-  ment, leadership, organization, 
management and resource mobilization),  places  each  on  a continuum with wider partici- pation 
at one end and narrow at the other,  assigns a mark on the continuum for each factor, links the 
continua at the end of narrow participation and connects the marks. By assessing these factors at 
different  times  during  a  programme, planners and managers can see if participation has 
increased or decreased. A modification of this framework by  Draper  et  al.  (2010)  replaces  the  
continuum  with  mobilization (narrow) at one end and empowerment (wide) at the other. 

This framework has been used to assess participation in relatively small health 
programmes. It allows programme planners and managers to document changes in community 
participation over time and make programme adjustments. It also allows the intended 
beneficiaries to express their views about participation in the community health programme and 
dialogue with managers about changes. Case studies using the framework include: 
investigating community participation in a Heart Health Program in British Columbia (Naylor et 
al. 2002);assessing rural health trusts in New Zealand (Eyre and Gauld 2003); examining CHWs in 

http://www.jetir.org/


© 2023 JETIR February 2023, Volume 10, Issue 2                                                                 www.jetir.org (ISSN-2349-5162) 

JETIR2302248 Journal of Emerging Technologies and Innovative Research (JETIR) www.jetir.org c373 
 

Cambodia (Jacobs and Price 2003); supporting dengue control in Cuba (Toledo et al. 2007): 
reviewing the contribution of community participation to 23 health programmes in Muldersdrift 
Health and Development Programme in South Africa (Barker and Klooper 2007) and assessing 
Safe Motherhood Health in Myanmar (Soe et al. 2012). The framework defines the process in specific 
situations related to history and culture of the community. To identify what aspects of the process 
might be generalizable more research is needed. This research needs to focus on the social 
determinants  of health as discussed below. 

Considering participation as a process is not merely adding a qualitative component to 
supporting a mixed methods approach to research or using tools to measure peoples’ behaviours and 
beliefs. It also includes examining the social, economic and political  context over time. It includes 
measurements but also focuses on a holistic analysis of a  specific situation. From a collection of a 
wider range of data, communality through comparison can be identified and the search for replicable, 
generalizable factors can be investigated. It is also necessary to investigate the assumptions behind 
the contribution and  to develop frameworks for examining these assumptions. A first step is to 
reframe research questions to identify community participation as a process and recognize this  
process  is   a reflection of the context in which  it  takes  place  over  time (Rifkin 1996). A second step  
is   to  identify  and   examine in detail common domains that influence these processes.Evidence is 
available to start this identification. Domains include leadership, capacity building, resources 
mobilization (internal and external) and management (inclusion of intended beneficiaries in decision 
making) (Rifkin et al. 1988; Laverack 2004; Liberato et al. 2011). A third step is to recognize that 
participation by its nature must  deal  with  issues  about  power and control. Research needs to 
address this issue to understand the link between participation and improved health outcomes. 

 

4. Conclusion 
 

Community participation is increasingly recognized as key to improving and maintaining 
interventions that improve health outcomes. To date, community participation has most often 
been seen as an intervention to improve health outcomes rather than a process to implement and 
support health programmes to sustain these outcomes. To understand the relationship between 
community participation and improved health outcomes, new frameworks are needed. 
Examining community participation as a process and dealing with critical issues around 
empowerment, ownership, cost-effectiveness and sustainability of health improvements would 
move this dialogue further. 

 

Acknowledgements 
The author wishes to thank the independent reviewers who strengthened the arguments. 
Funding: Government of Tanzania 
Institutional Review Board Statement: Not applicable 
Informed Consent Statement: Not applicable  
Data Availability Statement: Not applicable  
Conflict of interest statement: None declared 

References 
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Appendix 

Table A1.  Table of reviews examined 

Review Purpose / aim Key findings 

 

Rifkin 2009 Update findings on lessons about community 

partici- pation in health 

Bhutta et al. (2010) Evidence of CHW programmes on Bhutta 
Millennium 

Development Goals (MDG); Maternal and 

child health interventions 

Earth Institute Report (2012) Scale-up and integrate CHW in the national 

health 

systems; Maternal and child health interventions 

 

 

 

Naimoli et al. (2012) Reviews  broad  set  of  interventions;  role  of  

health 

systems and the community 

- CHWs contributed to the reduction in 

maternal and child mortality rates 

- Decrease in the burden and costs of TB and 

malaria 

 

 

CHWs can improve health seeking behaviour 

and provide low-cost maternal and child 

health inter- ventions; cost of CHW 

subsystem is estimated to be 

$2.62 per capita,  and a programme cost of 

$3584 per CHW 

CHWs can successfully deliver a range of 

preventive and curative services to improve 

health outcomes; 

- Number of factors influence 

CHW performance, including CHW, community 

char- acteristics; service mix, contextual factors 

and community are involved in CHW support 

activities 

Perry and Zulliger (2012) Review of literature, expert opinion; CHWs highly effective in promoting breastfeeding; 

treating childhood pneumonia, diarrhoea and 

mal- aria; reducing maternal and child mortality 

Abad-French et al. 2011 Systematic  review of  community  participation  

in  the 

control of Chagas disease 

Prost et al. 2013 Systematic  review  of  role  of  women’s  

participatory groups in improving birth 

outcomes 

Atkinson et al. 2011 Systematic  review   of   the   role   of   

community   in 

communicable disease control with malaria 

as a case study 

 

Preston et al. 2010 Systematic  review  of evidence of community partici- 

pation and improvements in rural health outcomes 

 

 

Marston et al. 2013 Systematic review of evidence of effects of 
community 

participation on improving skilled care for 

maternal and 

newborn 

health 

 

Mubyazi and Hutton 2012 Review of 
community participation in health plan- 

ning, resource 

allocation and 

service delivery 

from published 

and grey 

literature 
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Participation enhances control of disease but further evidence is necessary 

Women’s groups are cost-effective and improve birth outcomes rapidly on a 

large scale 

Challenges of lack of definition for ‘community’ and ‘participation’ and poor 

understanding of the con- structs of participation and a ‘‘peoples’ component’’ in 

control programmes 

Lack of evidence of direct link but this did not mean lack of effect; need to 

improve understanding of participation in terms of time and financing  and 

need tools to measure and understand participation 

Found very few high quality studies and none 

that answered question of why interventions 

succeed or fail; need qualitative component 

to study ‘complex interventions’ as part of 

RTCs 

Barrier to evidence is lack of standard definition of 

‘community’   and   ‘participation’;   contribution   

of participation depends  on  many  factors  

including system  factors  and  socio-cultural  

factors;  lack    of data to make generalizations 

McCoy et al. 2011 Systematic review of health service committees Barriers to evidence is lack of standard definition of 

‘community’   and   ‘participation’;   lack   of   data   for 

robust analysis; cannot confirm external validity; 

outcomes depend on process and context 

Molyneux et al. 2012 Review  of  literature  on  community  

accountability  at 

peripheral health facilities 

 

 

Evans et al. 2010 Systematic review of impact of
 participatory 

approaches on UK public health units  on  

health and social outcomes 

Milton et al. 2011 Systematic   review   of   community   

engagement   on 

health and social outcomes 

Accountability depended on political interests, 

re- sponse to funding, selection, support  

from  local and national government and 

relationships in committees and with other 

groups, health providers and managers 

Little evidence of a direct link between 

participatory approaches and a ‘noteworthy’ 

impact on health and social outcomes 

No evidence on population health or quality  of 

services but some positive impact on  

housing, crime, social capital and community 

empowerment 
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