
A health promotion approach to emergency

management: effective community engagement

strategies from five cases

J. Hope Corbin 1,*, Ukam Ebe Oyene 2, Erma Manoncourt3,4,

Hans Onya5, Metrine Kwamboka6, Mary Amuyunzu-Nyamongo6,

Kristine Sørensen7, Oliver Mweemba8, Margaret M. Barry9,

Davison Munodawafa10,11, Yolanda V. Bayugo12, Qudsia Huda13,

Tomas Moran14, Semeeh Akinwale Omoleke15, Dayo Spencer-Walters12,

and Stephan Van den Broucke16

1Department of Health and Community Studies, Western Washington University, Bellingham, WA, USA,
2Country Readiness Strengthening Department, WHO Health Emergencies Programme, World Health

Organization, Geneva, Switzerland, 3School of Global Public Health, New York University, New York, NY,

USA, 4Paris School of International Affairs, Sciences Po, Paris, France, 5Department of Public Health,

University of Limpopo, Sovenga, South Africa, 6African Institute for Health and Development, Nairobi,

Kenya, 7Global Health Literacy Academy, Risskov, Denmark, 8Department of Health Promotion and

Education, School of Public Health, University of Zambia, Lusaka, Zambia, 9World Health Organization

Collaborating Centre for Health Promotion Research, School of Health Sciences, National University of

Ireland, Galway, Ireland, 10Department of Community Medicine, Faculty of Medicine, Midlands State

University, Gweru, Zimbabwe, 11Global Health, Thammasat University, Bangkok, Thailand, 12Country

Readiness Strengthening Department, WHO Health Emergencies Programme, World Health Organization,

Geneva, Switzerland, 13Health Security and Preparedness Department, WHO Health Emergencies

Programme, World Health Organization, Geneva, Switzerland, 14Global Infectious Hazards Preparedness

Department, WHO Health Emergencies Programme, World Health Organization, Geneva, Switzerland,
15Field Presence Cluster, World Health Organization, Abuja, Nigeria and 16Faculté de Psychologie et des
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Summary

Community engagement is crucial for controlling disease outbreak and mitigating natural and indus-

trial disasters. The COVID-19 pandemic has reconfirmed the need to elevate community engagement

to build equity, trust and sustained action in future health promotion preparedness strategies. Using

the health promotion strategy of strengthening community action enhances the opportunity for better

outcomes. There is, therefore, a need to improve our understanding of community engagement
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practices during crises, scale-up good community engagement initiatives, and improve and sustain

people-centered approaches to emergency responses. This paper presents five case studies from the

United States, Singapore, Sierra Leone, Kenya and South Africa that demonstrate the potential

strengths that can be nurtured to build resilience in local communities to help mitigate the impact of

disasters and emergencies. The case studies highlight the importance of co-developing relevant edu-

cation and communication strategies, amplifying the role of community leaders, empowering com-

munity members to achieve shared goals, assessing and adapting to changing contexts, pre-planning

and readiness for future emergencies and acknowledgement of historic context.
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INTRODUCTION

The outbreak of COVID-19 in 2020 has shown the

world that globalization, international travel, migration,

interdependency of sectors, globally interconnected pro-

duction and supply chains, and intense social exchange

make its population vulnerable to crises of all types

(Omoleke et al., 2016; Abubakar et al., 2018). While

challenging the sustainability of the healthcare services

and exposing the limitations of public health systems al-

ready reduced in capacity as a result of years of austerity

policies, COVID-19 sent a shockwave through all sec-

tors of society (Dixon et al., 2020; Ramirez-Valles et al.,

2020; Saboga-Nunes et al., 2020; Sherpa, 2020). The

COVID-19 pandemic has literally unmasked the unpre-

pared systems across all sectors to respond to such cri-

ses. At the same time, the experience with COVID-19

made clear that biomedical interventions alone have

only limited effectiveness and take time to develop. Even

when treatment and vaccines become available, distribu-

tion and ensuring uptake remain complex. Hence, there

is also a need for approaches that are social and behav-

ioral in nature. Many of the measures that are imple-

mented to contain the pandemic, such as physical

distancing, face mask wearing, hand hygiene or vaccina-

tion require a change of behavior on the part of citizens

and health workers. In addition, the public’s perception

that existing health systems cannot guarantee the protec-

tion of all citizens, and the feeling that some measures to

respond to the pandemic are unnecessary or unjust, cre-

ate a need for people to regain control of their health

and to deal with the disruptive consequences of the pan-

demic (Chan et al., 2020).

The expertise to address these needs is available in

health promotion. While previous research has shown

the value of health promotion for emergency responses

(Lhussier et al., 2016), the COVID-19 pandemic has

lent some urgency to further examine the contribution

of health promotion in emergency situations and to

draw important lessons for possible future crises. These

lessons relate to various aspects of health promotion.

For instance, according to Ramirez-Valles et al. (2020),

the COVID-19 crisis reminds us that health behavior is

embedded in politics, culture, and social–political sys-

tems, and that prevention must be guided by principles

of social justice and ecological responsibility. Sentell

et al. and Abel and McQueen, on the other hand, high-

light the importance of individual, community and pop-

ulation health literacy (Abel and McQueen, 2020;

Sentell et al., 2020). Studies have also indicated the im-

portance of effective health education aimed at increas-

ing knowledge and understanding—increasing

knowledge and understanding of disease transmission

and health promoting behaviors that support infection

prevention and control (Wang et al., 2018). The experi-

ence with communication in times of disasters shows

that information should be adapted to the literacy needs

of the people it intends to reach, with special attention

for those who are the most vulnerable in pandemics,

such as older people, migrants or people with disabil-

ities, to allow timely and appropriate action in emer-

gency situations (Smith and Judd, 2020; Sørensen,

2020). COVID-19 has also shown that in the current in-

formation society a pandemic is often accompanied by

an ‘infodemic’, i.e. the overwhelming, rapid and far

reaching spread of (sometimes incorrect) information,

which means that addressing a health crisis also involves

dealing with inadequate or misleading information.

During a pandemic, this overabundance of informa-

tion—some accurate and some not—can lead to confu-

sion and ultimately mistrust in governments and the

public health response (Limaye et al., 2020). Van den

Broucke points out that health promotion must seek to

understand the unique circumstances of an emergency

situation and take account of the way decisions are

made during the crisis, how institutions respond to

them, and how communication is impacted (Van den

Broucke, 2020). To learn about the virus and ways to

protect themselves, people actively select information
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sources and information from within these sources,

some of which may be contradictory. The selection of

information sources and the activation of cognitive

schemes to filter, classify and assimilate information and

judge the importance of possible measures can cause

various biases, such as negative information bias (i.e. the

tendency to attach more importance to negative than

to positive information), positive information bias (i.e.

the tendency to consider oneself as less at risk for nega-

tive consequence) or familiarity or recency bias (i.e.

considering things that are familiar or recent as more

‘true’ as they can more easily be retrieved from mem-

ory). The fact that information about COVID-19 is

widely diffused via social media enhances the risk of

false information being accessed and being reinforced

by the ‘echo chamber’ or ‘illusion of truth’ effect.

Experience with previous pandemics may offer learn-

ings on how to counter these effects by applying basic

principles of information provision. Such learning is

urgent, as several environmental and social transitions

increase the likelihood of more frequent crises in the

future (WHO, 2018).

Another key strategy for effectively responding to

emergencies is to meaningfully engage communities in

the response and management of the emergency.

Effective responses to disease outbreaks require more

than just information dissemination about a disease and

the ways to prevent it. Consistent with health promo-

tion’s focus and understanding of the social determi-

nants of health, it is necessary to unpack the social

context in which decisions are made and protective

actions taken (Cialdini, 2007; Ariely, 2008; UN, 2011;

Datta and Mullainathan, 2012; Waisbord, 2014;

Haider, 2017). As people’s ability and willingness to in-

dividually and/or collectively adopt protective behaviors

are shaped by an interplay of determinants at the indi-

vidual, family, community, policy and societal level, the

interdependence and interrelatedness of these different

factors needs to be considered. Rather than directing the

information to the ‘general public’, engaging members

of communities in efforts to address the crisis can

strengthen their capacity to deal with the disruptive

effects of a pandemic at organizational and community

level, and as such make a substantial difference in health

outcomes.

This paper will briefly summarize the evidence guid-

ing current community engagement strategies, share a

selection of positive case examples, consider these strate-

gies in relation to health equity, and raise questions on

emerging and contentious issues for the field.

THE NEED FOR COMMUNITY
ENGAGEMENT IN EMERGENCY
SITUATIONS

The World Health Organization’s (WHO) legal definition

of a public health emergency of international concern is

‘an extraordinary event that may constitute a public

health risk to other countries through international spread

of disease and may require an international coordinated

response (WHO, 2005, p. 17).’ Nelson and colleagues

propose a definition of emergency preparedness that

speaks more directly to local responses: ‘public health

emergency preparedness (PHEP) is the capability of the

public health and healthcare systems, communities, and

individuals, to prevent, protect against, quickly respond

to, and recover from health emergencies, particularly

those whose scale, timing, or unpredictability threatens to

overwhelm routine capabilities. Preparedness involves a

coordinated and continuous process of planning and im-

plementation that relies on measuring performance and

taking corrective action’.

Many lives can be saved in the first hours and days of

an emergency through an effective local response. The lo-

cal population also plays the lead role in recovery and re-

construction efforts. Therefore, the capacity of a

community to respond to a crisis, its activities in terms of

primary healthcare, and the roles of local health workers,

civil society and the private sector are central to effective

emergency management (WHO, 2019). Health promo-

tion, by centering participation, empowerment and com-

munity action in education, communication and skills

development, can enable people to gain more control

over their health in the context of emergency response

and management (WHO, 1986; Laverack, 2017).

Previous epidemics and pandemics like Ebola,

SARS, H1N1 and Zika have demonstrated the impor-

tance of community engagement in times of public

health emergencies (Laverack and Manoncourt, 2016;

Toppenberg-Pejcic et al., 2019; Gilmore et al., 2020;

Maher and Murphet, 2020). Based on these experien-

ces, the World Health Organization in January 2020 is-

sued guidelines for implementing Community

Engagement (CE) in response to COVID-19, recogniz-

ing it to be a necessary strategy for protecting vulnera-

ble communities (Hu and Qiu, 2020; Wieland et al.,

2020). Specifically, WHO’s operational guidance for

whole of society engagement alludes to the fact that

community support is vital for critical functions, such

as risk communication, case finding, contact tracing,

cooperation with public health and social measures,

and continuing primary healthcare (WHO, 2021).

Communities and populations must be empowered to
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ensure that services and assistance are planned and

adapted based on their feedback and local contexts.

Community engagement is critical because, as

Laverack (2017) points out, ‘. . . disease outbreaks can

only be fully addressed by helping people to empower

themselves, rather than by simply trying to change their

behavior’ (p. 2). To achieve this, health communication

messages always need to be relevant to context. Like all

communication, health communication has its roots in

culture and should, therefore, be tailored to the needs of

the population concerned (Airhihenbuwa et al., 2020). If

not, well intended health messages might be ignored or re-

fused because the source of the information is perceived

as untrustworthy, because the content of the information

is irrelevant to the community’s knowledge systems, or

because the cultural or community context was not con-

sidered (IDS, 2015; Omoleke et al., 2016). The health

promotion literature gives several examples of such inef-

fective communication. Chilisa (2005), for instance,

wrote about how health communication messages aimed

at preventing HIV infection were dismissed by local com-

munities in Botswana because they were irrelevant to the

local understandings of disease processes. Problems with

the acceptance at local level of health communication

messaging were also encountered during the 2014 Ebola

epidemic in Guinea, Liberia and Sierra Leone, where a

lack of bottom-up communication, distrust, rumors, mis-

information and service delivery failures contributed to

the continued engagement in unsafe traditional practices

(Laverack and Manoncourt, 2016; Omoleke et al., 2016).

In both of these examples, the term ‘community’

refers to groups of people who share a common geo-

graphical locality as well as a common culture and

shared beliefs and norms. But a community need not

necessarily refer to a locality; it can also be simply de-

fined in terms of a network of people tied together by a

shared identity and a shared set of norms, without neces-

sarily residing in the same place (Bradshaw, 2008). In

responding to the COVID-19 pandemic, the concept of

community engagement has been expanded to include

‘virtual’ communities and digital engagement, as much

of the public discourse about the coronavirus is happen-

ing on social media (Ali, 2020). As a result, the sharing

of information about COVID-19 within communities is

not only affected by rumors, distrust and cultural incom-

patibility as experienced in earlier epidemics, but is also

hampered by the incomplete, incorrect and sometimes

intentionally misleading disinformation that is dissemi-

nated via the internet, the ‘dark web’ and different social

media, creating confusion and feeding conspiracy theo-

ries (Cuan-Baltazar et al., 2020; Romer and Jamieson,

2020; Tasnim et al., 2020; Uscinski et al., 2020). A

novel and unique challenge to health communication

efforts in this regard are the ‘opinion leaders’ on social

media, who have a huge impact on the perceptions and

beliefs of people in the community without even being

in physical contact with them.

To mount an effective response to these challenges,

efforts to inform and encourage the population to adopt

protective behaviors against the pandemic can benefit

from combining advice from experts with local commu-

nity knowledge and leadership. Community leaders and

members should be engaged throughout the planning,

implementation and evaluation of interventions in a

manner that seeks to understand local perspectives,

solicits input, shares information and collaboratively

addresses the outbreak (Airhihenbuwa et al., 2020;

WHO, 2017, 2020). Comparable coordination mecha-

nisms should be employed or established at other levels

of government and among different levels of govern-

ment. Local authorities and community groups can re-

duce the risks faced by the local community and should

be ready to address the needs of affected populations re-

quiring assistance, including people with higher levels of

social, economic and health vulnerability. Hence, local

governments should coordinate planning and action

with local agencies, local or district offices of ministries,

and civil society organizations, and with other levels of

government (WHO, 2021).

Another reason why community engagement is impor-

tant is that emergency situations have a magnifying effect

on existing problems. The impact of the Ebola outbreak

in West Africa in 2014–2015, for instance, was compli-

cated by a fragile healthcare infrastructure (Laverack and

Manoncourt, 2016). In a similar vein, COVID-19 has

been a catalyst for exacerbating preexisting inequities in

society, as shown by the higher rates of infection, morbid-

ity and mortality among vulnerable populations like the

Black, Indigenous, communities of color, people

experiencing homelessness or living in crowded condi-

tions, low income communities, and incarcerated people

(Alberti et al., 2020; Leitch et al., 2021). This magnifying

effect may well be related to the issue of trust: the existing

inequities and the historical and structural processes that

led to the disenfranchisement of these vulnerable groups

help explain their distrust and skepticism toward health

advice, and toward the health system in general (Leitch

et al., 2021). Legacies of colonialism and medical experi-

mentation linger in many settings and profoundly impact

the beliefs and willingness to engage in recommended

behaviors (Miller, 2007; Mosby and Swidrovich, 2021;

Tilley, 2020).

On the other hand, COVID-19 has also highlighted

that impoverished and vulnerable communities are not
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mere sources of problematic responses to disease threat,

but are crucial resources for pandemic global prepared-

ness and response, through various forms of community

engagement (Leach et al., 2021). The response to the

Nepal earthquake and similar experiences made clear that

community engagement can facilitate a more efficient use

of resources, strengthen coordination and build local ca-

pacities (UN OCHA, 2016). In this regard, the call to in-

clude hard to reach populations, women leaders, people

with disabilities, and minorities in preparedness and re-

sponse planning is getting louder. Understanding their

perspectives and including them in intervention planning

and delivery is critical to addressing effectively the com-

plexity and diversity of health emergencies, disasters and

humanitarian crises (De Weger et al., 2020; Elisala et al.,

2020; Patel et al., 2020).

METHODS AND STRATEGIES FOR
COMMUNITY ENGAGEMENT IN
EMERGENCY SITUATIONS

While it is increasingly recognized that communities must

be engaged throughout the full cycle of emergency pre-

paredness, readiness, response and recovery, the question

remains how community engagement can be ensured.

Strategies to strengthen community engagement and to

adapt evidence-based practice to local needs and circum-

stances are well-known to health promoters, but emer-

gency situations can complicate the implementation of

these strategies. With regard to COVID-19, for instance,

the mechanisms that are typically used for building com-

munity engagement, such as organizing community meet-

ings, have proven difficult to roll out when quarantine

measures and lockdowns are limiting the possibility of

meeting others (Tindana et al., 2020). Moreover, in crisis

situations community engagement can be complicated by

fear (Shrivastava and Shrivastava, 2020). An illustration

of this is given in Zhu and Cai (2020), as they describe

the disorderly reactions of the residents of Wuhan in the

early part of the lockdown. Fear can also be a driver of

stigma and discrimination. Several studies conducted

through the course of the pandemic response have

revealed discrimination against health workers in some

countries as well as against vulnerable populations such

as refugees and migrant workers (RCCE Collective

Service, 2021). The imperative to take swift action during

a crisis can also be problematic for community engage-

ment. It is not evident for communication to be at the

same time engaging communities and enabling swift and

nimble behavior change, except perhaps in the case of a

community-initiated response (Artelle et al., 2020). While

social media can be a useful resource for quickly dissemi-

nating information about risks and protective actions to a

large audience, it also carries the risk of information

errors and misinformation (Ekzayez et al., 2020), and

depends on development level in a particular setting such

as the local internet coverage.

There is, therefore, a need to improve our understand-

ing of community engagement practices during crisis,

scale-up good community engagement initiatives, and im-

prove and sustain people-centered approaches to emer-

gency responses (IFRC, 2019; Bardosh et al., 2020;

UNICEF, 2020). Some of this understanding is beginning

to emerge from the literature. For instance, Gonah (2020)

notes that effective community engagement during crises

relies on partnership and collaboration with relevant

groups, clear plans and guidelines, well-established coor-

dination structures, and transparent reporting and docu-

mentation. Gilmore et al. (2020), in their rapid review of

the gray literature on community engagement during

communicable epidemics, identified six categories of

actors who are vital for successful community engage-

ment efforts in crises: local leaders, community and faith-

based organizations, various community groups, health

system committees, individual community members and

key stakeholders. Governments need to involve civil soci-

ety organizations, local communities and the local work-

force in developing plans for managing the risks and

impacts of emergencies and disasters. They also identified

key activities that should be supported during interven-

tion implementation to include these actors: planning and

design, introductions and trust building, developing com-

munication strategies, surveillance and tracing, logistics

and administrative tasks. Toppenberg-Pejcic et al. (2019)

performed a review of the literature on emergency risk

communication strategies in response to Ebola, Zika, and

Yellow Fever, and concluded that communities should be

engaged in developing their own emergency risk strategies

well before the next crisis, so the structures are ready to

be activated with haste (Bedson et al., 2020).

These studies help to identify the conditions, strategies

and actors for enhancing community engagement in the

context of responding to a health crisis situation. However,

they remain rather descriptive in nature, which reduces the

replicability of their findings. Moreover, the conclusions

and lessons they draw are rather general and not embedded

in a theoretical framework. This study aims to add to the

existing understanding of community engagement in the

context of addressing emergency situations by presenting

five case studies and analyzing the strategies used to de-

velop or enhance community engagement in a systematic

way, in accordance with health promotion principles

(Laverack, 2017).
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METHOD

Case data sources

The cases presented in this study come from two sources.

Three cases were drawn from the World Health

Organization (WHO) Community Engagement Package

database. This database serves as a repository of experien-

ces of community engagement practices in different set-

tings, contexts and groups. It showcases good practices,

lessons learned, challenges, and innovative approaches to

working with communities in WHO regions. It is also

used for developing learning resources on community en-

gagement. We selected three cases from among 52 in the

health emergencies and disaster management category

from this database, based on the following inclusion crite-

ria: (i) Case studies documenting good health promotion

principles and strategies, with innovations and potential

to adapt and scale up across regions in emergency con-

text; (ii) Cases representing different emergency settings;

(iii) Cases reflecting COVID-19 and other health emer-

gencies; and (iv) Cases published within the last 10 years.

Cases 4 and 5 are drawn from the IUHPE COVID-19

Response for African Region project, focusing on imple-

mented actions in communities in Kenya and South

Africa. The project aimed to engage with key partners in

Africa to plan and implement a range of risk communica-

tion and community engagement measures, based on

health promotion principles, to stop the spread of

COVID-19 within communities, equitably, while protect-

ing people’s basic needs and their physical and mental

health. Case studies from two of the four participating

countries in this project are included in this paper, one

from South Africa and one from Kenya, where commu-

nity engagement activities were implemented with disad-

vantaged communities, including black townships and

informal settlements, in collaboration with local agencies,

partners and networks.

Analysis

Two matrixes were created as analytical tools for data

analysis. One was informed by social–ecological theory

(Bronfenbrenner, 1979, 2005; Glanz et al., 2008) and

was designed to capture key details about the context of

the intervention. The second matrix was developed from

the Bergen Model of Collaborative Functioning (Corbin

and Mittelmark, 2008) to ascertain information on the

process of implementation with special attention to col-

laboration among stakeholders. For Cases 1–3, the

WHO team analyzed texts to complete the raw ma-

trixes. For Cases 4 and 5, country leads responded to

questions based on these matrixes. These qualitative

data were then examined for key themes and presented

in this report accordingly.

RESULTS

Case study 1: Engaging the community in a
chemical disaster recovery, Graniteville, USA

Background

The source of information for this case, included in the

WHO database, was published in the International

Journal for Environmental Research and Public Health

(Abara et al., 2014). The town of Graniteville, South

Carolina, suffered a chlorine spill which led to deaths and

injuries requiring medical attention due to inhalation of

chlorine (Abara et al., 2014). Whereas past disaster

responses did not adequately address community engage-

ment, the chlorine disaster response in Graniteville was

different, as the research team from the University of

South Carolina, Columbia, from the onset engaged key

stakeholders from academic, civil society, private organi-

zations and residents in the response efforts. To that ef-

fect, the research team partnered with local stakeholders

to identify and address locally identified health and envi-

ronmental concerns. Through these efforts, research and

health services responded to and addressed community-

identified concerns (Abara et al., 2014).

Critical success factors

Trust was crucial and the engagement through town hall

meetings facilitated the building of relationships be-

tween the community and the external responders. The

community advisory board fostered local ownership

that catalyzed local resource mobilization to support the

response efforts. The recruitment and involvement of

community members also empowered them and in-

creased their sense of agency (Abara et al., 2014). The

community’s early engagement was crucial and contrib-

uted to the initiative and partnership’s success by pro-

viding additional resources and navigating technical and

managerial capacity gaps. According to the authors, it is

relevant to engage and mobilize communities faced with

different types of disasters, which allows to adopt multi-

sectoral, speedy and inclusive response approaches to

get the job well done. Also, listening to affected people

is essential in planning successfully for emergencies

(Abara et al., 2014).

Key challenges

The authors indicated that past disaster responses did

not adequately address community engagement. The

chlorine disaster response in Graniteville benefited from
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the support of the research team from the University of

South Carolina in addressing the CE issue. However, it

is not indicated if the Public Health authorities in South

Carolina will be scaling up the community engagement

intervention in preparedness, response, and rehabilita-

tion or recovery phases based on lessons learnt in

Graniteville and adapted to the realities in other parts of

the state.

Case study 2: Community-Led Ebola
Management and Eradication in Sierra Leone

Background

The source of information for this case, taken from the

WHO database, is the Community-Led Ebola

Management and Eradication (CLEME) program report

prepared by Action Contre la Faim International (ACF,

2015). This NGO partnered with District Health teams in

Sierra Leone to introduce the CLEME approach. During

the 2014–2015 Ebola outbreak, ACF collaborated with

health authorities and district partners in Moyamba and

Kambia. The report describes the rapid early spread of

Ebola because communities did not fully adhere to the

recommended safety measures, which was attributed to

weak social mobilization and community engagement

practices (ACF, 2015). The ACF’s CLEME approach

employed a five-phase process that included selecting

communities and assessing them on the Ebola outbreak

and dangers; applying a Participatory Rural Appraisal

(PRA) methodology; developing a community-guided ac-

tion plan; and ensuring long-term safety by following up

on the CLEME approach (ACF, 2015).

Critical success factors and core health promotion

principles

The program involved community members in multiple

stages of the CLEME process to build trust and relation-

ships. The response teams used communication and en-

gagement strategies that enhanced community members’

participation and addressed the needs of low-literate

members of the community. Many of the small-sized

communities that implemented CLEME had higher group

participation. As a result, the program hastened social co-

hesion and built ownership of the community action

(ACF, 2015).

According to the report, the program’s success fac-

tors included a continuous analysis of the situation and

adaptation of messages and strategies to align with the

prevailing situation context. It also incorporated tools

and strategies that addressed women’s, men’s, boys’ and

girls’ unique needs. Follow-up visits to the communities

and constant reviews helped the continuous

improvement of the engagement process. Equally impor-

tant was the integration with existing community-based

initiatives and programs, which was critical for the com-

munity engagement efforts and the systems’ viability

and continuity of community mobilization and involve-

ment in emergencies (ACF, 2015).

Key challenges

The NGO collaborated with the health partners to plan

and roll out the community engagement intervention

during the 2014–2015 Ebola outbreaks. However, it

was uncertain that the project would be scaled up and

continued after the funding lapses at the end of the out-

break and mainstreamed in the national response and

health promotion framework. Also, the implementation

of the CLEME project was quite successful in small rural

communities and not quite adapted to the larger and

heterogynous populations in the urban settings.

Case study 3: Community engagement for
migrant workers’ response to COVID-19 in
Singapore

Background

The source of information for this case, maintained in

the WHO database, is the Wai Jia Tam’s report (2021)

on the Migrant Workers Risk Communication &

Community Engagement Project, by My Brother SG and

the National University of Singapore. Migrant workers,

mainly from Bangladesh, India and China, make up a

sizable percentage of the Singapore population. They of-

ten live in highly overcrowded dormitories with an occu-

pancy rate that far exceeds what is approved by

authorities, which makes them vulnerable to COVID-19

infection (Tam, 2021).

According to the report published in August 2020, a lo-

cal NGO (My Brother SG) and the National University of

Singapore initiated a Risk Communication and

Community Engagement project to address the specific

communication and engagement needs of this migrant

worker population. This was motivated by the high num-

ber of confirmed cases of COVID-19 among migrant

workers residing in crowded dormitories. At the beginning

of the RCCE project, an assessment of communication

requirements was done, followed by developing and adapt-

ing information products, and recruiting and forming

teams. The project trained team members, built synergies

with government and other agencies, set up platforms and

held coordination and resource mobilization meetings.

The report indicated that public health measures

were taken regarding workers that tested positive and

followed up the contacts. Team members took steps to
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ensure social distancing. Culturally sensitive communi-

cation and engagement strategies were deployed, and en-

gaged workers practiced the recommended behaviors to

keep workers safe from COVID-19 while quarantined.

The report also highlighted a collaboration with relevant

government agencies and local organizations to develop

information products through appropriate formats and

channels. Furthermore, the project teams adopted strate-

gies that resonated with specific target audiences, such

as understanding hierarchies, co-creating products, or-

ganizing participatory workshops and incorporating

community feedback in decision making. Efforts were

made to enhance two-way communication between ex-

ternal responders and the affected migrant communities.

Critical success factors

The report revealed that the strategies that were adopted

reinforced trust and relationships, and forged connections

with migrant workers’ communities. The participatory

approaches such as storytelling theater and film discus-

sions created opportunities for reinforcing relational con-

nections and the process built in the entire engagement

contributed to the project’s stakeholder participation and

eventual success. Another successful strategy involved in-

viting migrant worker social media influencers to co-host

regular webinars on their online platforms to promote di-

alogue, address concerns and promote trusted health ad-

vice. Listening to the affected people and establishing

two-way communication and co-creation addressed their

concerns, which enabled the incorporation of their per-

spectives in the project design and rollout. The project’s

adoption of a people-centered strategy prioritized a

bottom-up participatory approach and included a wide

range of stakeholders, which helped reduce negative con-

sequences that characterized communication in the early

phase of the COVID-19 response.

Key challenges

As human and material resources and systems for coor-

dinating stakeholders were not put in place in the pre-

paredness and readiness phase, this might have

contributed to the initial weak response to the COVID-

19 pandemic. It is necessary to build a relationship early

with the affected population in order to enhance their

sense of empowerment and ownership.

Case study 4: COVID-19 response for the African
Region project in Kenya

Background

This project was undertaken by the African Institute for

Health and Development (AIHD) and IUHPE/Vital

Strategies, in close collaboration with the Nairobi

Metropolitan Services (NMS), the Ministry of Health

(MoH) at the National and County levels, and key

stakeholders. The health promotion project was imple-

mented in the Ruai and Njiru wards of the Kasarani

Sub-County in Nairobi County (IUHPE, 2021). It used

the community engagement strategy to engage the NMS

and key partners in the COVID-19 response. Working

in collaboration with national and local agencies and

partners, Health Promotion Officers (HPOs) were

employed to implement intervention activities at the

community level and help train the Community Own

Resource Persons (CORPs) that included religious and

traditional leaders, community health workers and vol-

unteers, women and youth leaders in the project area.

The intervention areas presented unique characteris-

tics. Ruai ward hosts among other groups, the Maasai

community, whose traditions and culture require them

to live a nomadic lifestyle while living within closed

communities. The ward also experiences challenges of

access to water, sanitation and hygiene (WASH). The

Njiru ward, on the other hand, is characterized by a

high-density population of young people, an extremely

busy transport and market sectors. It is home to a busy

matatu (a mini bus or similar vehicle used for transport)

terminus and is characterized by cultural diversity in

terms of religion, ethnicity and social status. According

to the 2019 population census, the Kasarani Sub-County

has a total population of 398 902 people, with 94 499

dwellers in Njiru and 105 485 in Ruai (Kenya National

Bureau of Statistics, 2019).

The selection of CORPs was conducted through con-

sultation between the Sub-County Health Promotion

Community Services team leads and the targeted risk

groups. The CORPs were selected based on their level of

positive influence, acceptability and the respect they

command within their groups. Influencers were drawn

from the various risk groups, including the youth, reli-

gious leaders, bodaboda (motorcycle) riders, Matatu

crew, market vendors and the Maasai community. The

CORPS denoted community involvement while execut-

ing implementation activities aimed to encourage com-

munity entry, acceptance, ownership and sustainability

of adoption and promotion of positive social behavior

practice during and beyond the project phase. The iden-

tified CORPs received training, were commissioned as

change agents and encouraged to continue community

conversations at individual, family, community, and

workplace levels and within other social spaces. They

were equipped with information and skills that would

allow them to provide correct information, clarify
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myths, challenge misconceptions and misinformation on

COVID-19, and address other health-related concerns.

Critical success factors

The project organization structure, which involved

global and local health promotion experts, enhanced

project inception and implementation. An additional

strength of the project was the partnership between the

MoH, NMS and the AIHD, who shared the common

goal of engaging the community in the COVID-19 re-

sponse. The support of the county and sub-county ad-

ministrative leaders provided an additional layer of

support for the team.

A key success factor was the intervention’s multi-

strategy approach through advocacy, community engage-

ment, social mobilization and media communication.

Advocacy ensured smooth community entry into the proj-

ect area, capacity building of the CORPs resulted in a

shared understanding of the strategies, approaches and ac-

tivities, and the communication strategy ensured that the

key messages were tailored to the needs of local communi-

ties. The use of Community Engagement Forums addressed

the misinformation, myths, rumors and misconception in

the community while imparting the right information. The

use of media (a local radio station and public address sys-

tem) as a key communication strategy enhanced informa-

tion dissemination to the target population by HPOs.

Awareness creation through transect walks and public ad-

dress systems with branding proved successful, as it created

curiosity, thereby increasing the reach. The CORPs and

facilitators donned branded reflector jackets and sashes

with a unifying message at the front and back sides stating

‘#Social Mobilizers #Change Agents’. Testimonials from

COVID-19 survivors enabled the community to under-

stand the disease through lived experience.

The project incorporated the deaf and physically dis-

abled as CORPs to disseminate information to their so-

cial groups, this fostered inclusion and acceptability by

their social groups.

Key challenges

The COVID-19 health promotion activities were ini-

tially coordinated by the MoH at the national level,

with limited attention to the decentralized and commu-

nity structures. Consequently, some of the decisions

taken did not take the individuals and their communi-

ties’ circumstances and contexts into consideration (for

instance, guidance on social distancing in crowded poor

informal communities). Consultations with community

leaders and opinion leaders were at most ad hoc, while

the use of the community health structures was limited.

Lack of trust in the Government plays a key role in the

way people respond to the health directives.

On the other hand, the study results show the impor-

tance of working with local people to sensitize commu-

nities on COVID-19 and the utility of employing

accessible media. This requires governments to invest in

RCCE as a key strategy for preventing and controlling

the pandemic, while putting measures in place to ad-

dress the physical barriers to prevention, including pro-

viding access to water in areas where this is a challenge.

Case study 5: IUHPE COVID-19 response for
African Region project: South Africa

Background

This intervention by IUHPE/Vital Strategies as a comple-

ment to the efforts of the national Department of Health

and key NGOs and CBOs responding to the COVID-19

pandemic focused on resource-limited rural and urban

settings within three districts (Waterberg, Vhembe and

Sekhukhune) in the Limpopo Province of South Africa

(IUHPE, 2021). These locations are mining towns sur-

rounding communities with poor access to COVID-19

diagnosis and healthcare facilities. Given that the main

aim of the intervention was to enable members of the

community to take behavioral actions to prevent

COVID-19 infection, emphasis was placed on decision-

makers within households.

The three districts were chosen on account of their

high COVID-19 prevalence rates. Since this project in-

volved well-developed health promotion strategies, it fo-

cused on more remote communities where the

interventions from the government were not as present.

The work began with translating risk communication

messages into local languages and engaging local people

to bring those messages to community members. The

team collected baseline data and conducted intervention

activities, which included producing an app for household

preparedness (which was originally designed by DOH but

was not successfully rolled it out in these communities). A

total of 8000 community health workers (CHW) were

identified and supplied with mobile phone on which an

app was installed, connected to the DOH. The team also

conducted a ‘Train the Trainers’ workshop to enable

CHWs to support their colleagues in using the app.

Additionally, efforts were made to tap into existing

networks, including traditional leaders, healers, reli-

gious leaders, artists, teachers and school staff. This

group formed a coalition made up of appointed coordi-

nators, which was supplied with personal protective

equipment (PPE) and informational materials custom-

ized to the local language. They used SMS messages to
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communicate on mobile devices and local radio to send

health messages. Following the interventions, data were

collected to trace the effectiveness of the strategy in

terms of gains in knowledge, changes in the attitude of

the community toward the pandemic, practice of protec-

tive behavior (handwashing, wearing face masks, etc.),

and the people’s ability to recognize and address miscon-

ceptions and misinformation.

Critical success factors

A key success factor was the partnership with the DOH

and the University of Limpopo and the Education

Center. The local partnership ensured a high level of

trust and very good cooperation. The translation of risk

communication messages into local languages worked

to dispel misconceptions. When the intervention com-

munity had a spike in cases, the community members

responded and were able to quickly reverse the trend.

When a new variant of the virus emerged, the training of

CHW helped to change attitudes and behavior within

the community. An additional strength was the organi-

zation of the project, which provided a useful cross-

circulation of ideas through the international collabora-

tion. The partnership between global and local health

promotion experts within the various countries sup-

ported the implementation of robust health promotion

strategies, while the materials, frameworks and docu-

ments shared by the project lead provided useful and rel-

evant support throughout the project.

Key challenges

A number of structural factors were identified as prohib-

iting those who may wish to follow the preventive meas-

ures, and this ultimately affected the expected success of

the intervention strategies. Such factors include the fol-

lowing: inadequate water supply; housing that does not

allow for social distancing; low levels of health literacy;

and unfavorable socio-cultural practices. Economic fac-

tors also played a significant unfavorable role. The fact

that most people earn less than USD 10 per month in the

villages certainly made it difficult for them to make ends

meet, let alone buying soap or sanitizer for hand hy-

giene, for example. In addition, the Government relief

package, meant to support citizens in need, fell short of

achieving its objectives.

It was also evident from the evaluation data that peo-

ple had a lot of misinformation and misconceptions at

baseline. Although there was a positive significant shift

in knowledge of community members and positive

change in perception regarding all the myths and mis-

conceptions/misinformation measured at follow-up,

these changes were minimally translated into practice.

Strategies such as RCCE that apply health promotion

principles and methods, such as developing personal

skills to make informed behavior change decisions and

maintain them, is key in the fight against COVID-19.

These strategies were limited and any existing ones are

at their infancy. Creating a supportive environment will

significantly go a long way in enabling people to trans-

late knowledge into action that will maximize positive

behavior changes conducive to curbing the spread of co-

ronavirus within rural communities in Africa.

DISCUSSION

Community engagement is crucial for controlling disease

outbreak and mitigating natural and industrial disasters.

The COVID-19 pandemic has reconfirmed the need to el-

evate community engagement and health literacy to build

equity, trust and sustained action in future health promo-

tion preparedness strategies (Levin-Zamir et al., 2021).

Only community-led and people-centered approaches can

combine the complementary strengths of a broad set of

partners to support and leverage the widest possible up-

take, which is so important for an effective epidemic re-

sponse. As global and regional efforts are being harnessed

toward more people-centered, community-led and whole

society approaches to addressing pandemic emergencies

(IFRC, 2019; WHO, 2020), platforms such as the RCCE

Collective Service, a new partnership between the WHO,

UNICEF and the IFRC with active support from the

Global Outbreak Alert and Response Network

(GOARN), can strengthen the coordination and practice

of community engagement and foster a more collabora-

tive COVID-19 response. Yet as the need for community

engagement to respond to a health crisis situation is in-

creasingly acknowledged, more information is needed

about the key conditions, strategies and critical success

factors that can sustain community engagement in the

context of a health crisis. Such information can be derived

from concrete examples.

The cases from USA, Sierra Leone, Singapore, Kenya

and South Africa presented in this paper demonstrate

several key features of best practices in community en-

gagement, drawing on health promotion principles and

methods. In line with WHO guidance (WHO, 2020), fu-

ture emergency responses must involve the community

members for project ownership and sustainability. As

adequately documented by the cases from USA and

Singapore, they must allow for community members’

agency and active involvement. These efforts should

build on existing assets and make use of ongoing rela-

tionships, local expertise, existing infrastructure and
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community leaders. The best responses combine diverse

forms of expertise: cultural, technical, logistical and re-

lational. Ideally, community engagement should also

happen early. The best way to achieve that, as seen in

the case examples, is to build and maintain community

engagement and emergency infrastructure before disas-

ter hits.

Relevant education and communication
strategies

Successful implementation strategies, as evidenced in the

cases presented in this article, can involve a range of

practices grounded in a health promotion approach. The

translation of risk communication materials into appro-

priate languages is only a starting point. Ensuring that

the messages are also accessible to non-reading commu-

nity members through diverse media is also crucial. The

incorporation of artistic modes of dissemination enables

co-creation, relevance and uptake within communities

(Corbin et al., 2021). The Singapore Kenyan and South

Africa cases above demonstrate the utility of theater,

roleplay, storytelling, film, music, text, local radio and

other creative communication channels as helpful for

conveying information, engaging in two-way dialogue,

and building trust and relationships.

Community leaders

Another important aspect is who delivered the messages

and/or programming. In the Singapore case, social me-

dia influencers from within the migrant worker commu-

nity helped to elevate discussions of COVID-19

prevention and mitigation strategies. In the Kenya case,

community walks with prominent community leaders

and members clearly identified with branded vests and

sashes amplified health messages and encouraged dia-

logue. They also meaningfully incorporated testimonials

from a COVID-19 survivor to help expel fear, myths

and misconceptions. The Kenya team also enlisted peo-

ple with disabilities as change agents, for example by in-

volving the deaf community as change agents to the

hearing community and within their social groups.

Shared goals

A re-occuring theme among the cases is the unifying power

of a diverse group of stakeholders to address a common

objective. Responding to emergencies might lend itself

more easily to this kind of unified action, since communi-

ties are generally eager to resolve crises and to help. During

the chlorine gas disaster, the ability of community members

to serve in the recovery effort contributed to a sense of con-

tribution and agency (Abara et al., 2014). In the IUHPE

COVID-19 Response for African Region collaboration in

Kenya and South Africa, the global collaboration including

the ability to share ideas with regional and international

colleagues, as well as the sharing of materials, frameworks

and documents supported the implementation of robust

health promotion strategies.

Adapting to changing context

Successful initiatives also engage processes for the con-

tinuous interrogation of the relevance of strategies for

the evolving context. For instance, in the Sierra Leone

case, the organizers engaged in the continuous analysis

of the communities’ barriers to safe behaviors so that

messages and strategies can adapt to the evolving con-

text. Adapting to the specific needs of vulnerable groups

and sub-groups must be relentless, and community-led.

In South Africa, because of heavy local involvement,

when the new variant came, the program was able to

quickly adapt and respond.

Planning and readiness for future emergencies

A key success factor for strengthening community action

in an emergency is the pre-existence of community rela-

tionships and infrastructure. Yet this requires a critical

discussion of the challenges related to health promotion

preparedness. For instance, is a health promotion pre-

paredness system ‘a need to have’ or ‘nice to have’

(Levin-Zamir et al., 2021)? The cases presented in this

article provided multiple solutions to challenges as they

appeared, but more research is needed to develop more

readily available and sustainable solutions for the future,

to identify the specific health promotion skills that are

needed in emergency situations, and to specify how this

capacity can be strengthened.

Moving beyond community mobilization and en-

gagement, an effective strategy to combat disease out-

breaks and address other complex emergencies, both

natural and those created by humans, must factor in the

concept of sustainability and therefore, a long-term goal

of community resilience. Although initial attention is

placed on responding to the various dimensions and evo-

lution of an emergency and/or an outbreak, it is impor-

tant to recognize that strengthening local capacity is

critical so that communities have skills, competencies,

and resources to address future, unknown challenges,

such as climate change, natural disasters and those cre-

ated by humans, civil conflict, etc. For example, in the

IUHPE Africa COVID-19 Project, one of the key lessons

learned in Kenya and South Africa was that much of the

success of local activities was because they were

designed to build on local strengths and resources, and
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implementation occurred through working in partner-

ship with local communities and existing community

structures. These enabled community residents to have a

leadership role in informing their neighborhoods about

COVID-19 and strengthened community members’ per-

ceptions and ownership of the programme itself. By rein-

forcing community systems, local groups and social

networks strengthen information dissemination, build

relevant, trusted knowledge and focus skills and compe-

tencies that are needed to respond to the threat facing

them.

Acknowledgement of historic and current
realities

There are also deeply embedded societal challenges to be

acknowledged. As mentioned above, and seen clearly in

the responses to Ebola and COVID-19, profound dis-

trust in Western/Northern biomedical advice can be

traced back to legacies of colonialism in many parts of

the world (Miller, 2007; Tilley, 2020; Mosby and

Swidrovich, 2021). As this distrust cannot be easily sur-

mounted in emergency situations, addressing historic in-

justice needs to be a part of ongoing health promotion

practice (Leitch et al., 2021). Another societal challenge

concerns the use of social media. While social media

may offer many positive applications to deal with health

emergencies, they also present certain challenges.

Specifically, their role as a catalyst in enhancing the

overwhelming, rapid and far-reaching spread of infor-

mation, and especially in spreading and reinforcing in-

adequate or misleading information, means that

addressing a health crisis also involves a need to develop

critical health literacy (Abel and McQueen, 2020;

Sentell et al., 2020). Finally, broader societal issues such

as nationalism, immigration, inequity and/or social iso-

lation also threaten the response to global pandemics.

Limitations

Despite best practices, the cases have specific weak-

nesses. The Singapore Migrant Project was implemented

at a national level, and the rest of the cases described

communication and community engagement experiences

deployed in a few communities or locations at subna-

tional levels. Nearly all the case studies were initiated

during the response phase. However, it is better to build

networks, leadership, communication and coordination

structures, establish relationships and plan resource mo-

bilization before an outbreak or disaster response and

mainstream community engagement in the entire emer-

gency management cycle. The Sierra Leone case study

indicated the community engagement intervention

thrived better in small rural communities. However, the

whole of society approach must address more compre-

hensively urban and rural settings and appropriate legis-

lation for broad participation and inclusiveness.

Replicating successful initiatives in diverse

settings

The successful strategies presented here might inform

practices in other settings. Replicating these approaches

require analyses of the community’s governance and func-

tion: the socio-economic, political set-up, and operating

environment; the scanning of existing public/community

engagement approaches/tools, including platforms, com-

munication formats, and trusted groups and channels and

feedback mechanism. Once these analyses are done, it

would be possible to implement strategies that fit in the

new setting with any necessary adaptations.

CONCLUSION

Emergencies are complex and turbulent with unpredict-

able impact. Protecting communities that are at risk

from or affected by emergencies and disasters requires

the participation of every member of those communities.

Using the health promotion strategy of strengthening

community action enhances the opportunity for better

outcomes. Community-based organizations can adapt

scientific and government messages and recommenda-

tions to achieve greater participation of populations and

improve the effectiveness of public health and social

measures. The cases presented in this paper demonstrate

potential strengths that can be nurtured to build resil-

ience in local communities to mitigate the impact of dis-

asters and emergencies. The global scope of the paper

shows that empowerment is an asset that can be applied

across the world to harness people’s health and safety.

Adapting health promotion approaches to local needs

can enhance the communities’ power to act quickly

when emergencies occur. The lessons learned illustrate

the high capacity of people and communities to collabo-

rate, communicate, and confront challenges despite be-

ing in vulnerable situations. However, there are also

gaps in the extant literature, both with regard to docu-

menting the process and outcomes of community en-

gagement strategies in practice and in terms of the lack

of evidence regarding the relative effectiveness of differ-

ent approaches. Therefore, further empirical studies are

needed, as well as the development of more integrative

theoretical frameworks to guide health promotion prac-

tice in this important area.
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