Original research

Community engagement for COVID-19
prevention and control: a rapid

To cite: Gilmore B,

Ndejjo R, Tchetchia A, et al.
Community engagement for
COVID-19 prevention and
control: a rapid evidence
synthesis. BMJ Global Health
2020;5:003188. doi:10.1136/
bmjgh-2020-003188

Handling editor Seye Abimbola

» Additional material is
published online only. To view,
please visit the journal online
(http://dx.doi.org/10.1136/
bmjgh-2020-003188).

Received 17 June 2020
Revised 24 August 2020
Accepted 25 August 2020

| '.) Check for updates

© Author(s) (or their
employer(s)) 2020. Re-use
permitted under CC BY-NC. No
commercial re-use. See rights
and permissions. Published by
BMJ.

For numbered affiliations see
end of article.

Correspondence to
Dr Brynne Gilmore;
brynne.gilmore@ucd.ie

evidence synthesis

Brynne Gilmore

," Rawlance Ndejjo,? Adalbert Tchetchia,® Vergil de Claro,*

Elizabeth Mago,® Alpha A Diallo,® Claudia Lopes,” Sanghita Bhattacharyya®®

ABSTRACT

Introduction Community engagement has been
considered a fundamental component of past outbreaks,
such as Ebola. However, there is concern over the lack of
involvement of communities and ‘bottom-up’ approaches
used within COVID-19 responses thus far. Identifying how
community engagement approaches have been used in
past epidemics may support more robust implementation
within the COVID-19 response.

Methodology A rapid evidence review was conducted to
identify how community engagement is used for infectious
disease prevention and control during epidemics. Three
databases were searched in addition to extensive
snowhballing for grey literature. Previous epidemics were
limited to Ebola, Zika, SARS, Middle East respiratory
syndromeand H1N1 since 2000. No restrictions were
applied to study design or language.

Results From 1112 references identified, 32 articles

met our inclusion criteria, which detail 37 initiatives. Six
main community engagement actors were identified:

local leaders, community and faith-based organisations,
community groups, health facility committees, individuals
and key stakeholders. These worked on different functions:
designing and planning, community entry and trust
building, social and behaviour change communication, risk
communication, surveillance and tracing, and logistics and
administration.

Conclusion COVID-19’s global presence and social
transmission pathways require social and community
responses. This may be particularly important to reach
marginalised populations and to support equity-informed
responses. Aligning previous community engagement
experience with current COVID-19 community-based
strategy recommendations highlights how communities
can play important and active roles in prevention

and control. Countries worldwide are encouraged to
assess existing community engagement structures and
use community engagement approaches to support
contextually specific, acceptable and appropriate COVID-19
prevention and control measures.

INTRODUCTION

Community engagement within health is
crucial to achieve primary healthcare and
promote people-centred services.'™ It can

Key questions
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What is already known?

» Community engagement is considered a fundamen-
tal component during outbreaks and is important to
ensure contextually appropriate interventions.

What are the new findings?

» How community engagement can be used for
COVID-19 has yet to be thoroughly explored.
Findings from this rapid review highlight the main
community engagement actors and approaches and
the interventions that they conduct within prevention
and control of infectious disease. This review also
notes the lack of documented community engage-
ment activities from high-income countries.

What do the new findings imply?

» These findings highlight that well-implemented
community engagement strategies can be used to
support designing of interventions, building trust
and community entry, social and behaviour chance
communication, risk communication, surveillance
and contract tracing, and logistical and administra-
tive support during COVID-19 prevention and control
responses.

support buy-in and sustainability of health
interventions,” health advocacy,” improved
quality and satisfaction of services,” and
contribute to health systems responsiveness’
and strengthening.® Community engagement
refers to involvement and participation of
individuals, groups and structures within a
parameter of a social boundary or catchment
area of a community for decision-making,
planning, design, governance and delivery
of services.” It is used as a parent notion with
terms like communication, social mobilisa-
tion, community participation, community
action and empowerment'” with emphasis on
the agency of community members or groups,
considering them as active rather than passive
participants.11 12 Community engagement
is seen as critical in many health initiatives,
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such as for communicable disease'’ and maternal and
child health initiatives,”” and more recently has been
considered a fundamental component during outbreaks,
largely arising during the 2014-2015 Ebola epidemic in
West Africa.

The way people interact and live with each other
through their structures, as well as their historical path-
ways require considerations on how to effectively adapt
and respond to any disease outbreak. For example,
differences in political-cultural and social structures,
systems and processes among communities and social
norms and beliefs affect health behaviours and outcomes
during outbreaks.'* Experience with public health emer-
gencies of international concern highlight the need for
contextually appropriate community engagement strat-
egies."” ! Moreover, a recent rapid review noted key
lessons in risk communication for control of outbreaks
to include communities taking a central role in the
response, involving local leaders and groups, tailoring
interventions to communities and ensuring a two-way
communication.'”

Early implementation of prevention and control activ-
ities during the 2014-2015 Ebola epidemic had several
barriers, including suspicions regarding the existence
of the disease and motives of the government and inter-
national organisations.”” ' To address these barriers,
community engagement became a key pillar to the
response. Several measures to engage communities were
undertaken, including building partnerships with local
and religious leaders and working with the community
to develop and adjust key messages for behavioural
change," ** and initiation of coordinated response mech-
anisms, such as Sierra Leone’s Social Mobilisation Action
Consortium (SMAC), which supported community
engagement activities during the Ebola outbreak from
2014 to 2016.” These measures significantly contributed
to the success achieved in controlling the outbreak and
ensuring the resilience of the health system.” ' *

In relation to COVID-19, community engagement can
be critical for creating local and context-specific solu-
tions to prevention and control responses.”* Through
this ‘bottom-up approach’, communities participate in
‘decision-making processes of planning, design, gover-
nance and delivery of services aimed at improving
population health and reducing health inequalities’.’
The COVID-19 pandemic as a total social phenomenon
should include actively engaging and adapting local
views, voices and concerns in health crisis response
efforts.?* Moreover, the WHO’s recommended measures
to prevent and control COVID-19, such as physical-
social distancing, case identification and contact tracing
require understanding of the different social dynamics
in communities and how these can better be leveraged to
minimise the impact of the epidemic.”” ** The measures
have a huge reliance on communities reigniting the
importance of community engagement to build trust
and delay disease spread as drug and vaccine develop-
ment efforts continue.

However, there is concern over the lack of involve-
ment of communities within COVID-19. Rajan and
colleagues note the limited number of WHO member
states reporting to have a COVID-19 community engage-
ment plan.”’ The scientific community—mainly drawn by
social scientists—has called for the attention of funders
and implementers on the relevance of community
engagement for COVID-19,** 7 with other interna-
tional stakeholders, including WHO, UNICEF and the
International Federation of Red Cross and Red Crescent
Societies (IFRC) echoing its importance.”” This concern
must be understood considering that, at the beginning of
the pandemic, there was a tendency to prioritise biomed-
ical and epidemiological interventions even if interna-
tional stakeholders have early and progressively defined
some guidelines on risk communication and community
engagement.

Recent reviews on global evidence for COVID-19
have focused on community health workers (CHWs) ™!
providing important evidence and insights to guide
response. However, there is no evidence synthesis that
addresses how community engagement can be used for
COVID-19 prevention and control. Thus, we conducted
a rapid evidence review on community engagement for
infectious disease prevention and control to learn lessons
for COVID-19 and future pandemic response.

Review focus

This review wanted to understand ‘how community
engagement is used for infectious disease prevention
and control during epidemics’. In doing so, we reviewed
evidence from previous epidemics and aimed to identify
what approaches and community actors are involved,
what interventions are conducted, who the target groups
of community engagement are and how equity consider-
ations are incorporated, what the linkages and relation-
ship to other health system stakeholders are, and what
the main implementation considerations for successful
community engagement for infectious disease preven-
tion and control are. To address these questions, we draw
on findings from five previous epidemics: Ebola, SARS,
Middle East respiratory syndrome (MERS), Zika and
HINI.

METHODS

Given the emergency nature of the recent COVID-19
global pandemic, we conducted a rapid evidence review
to support timely findings. Rapid reviews are a form of
evidence synthesis that tailor the methodology of a system-
atic review to produce contextually relevant evidence on
an arising topic in a timely and efficient manner.*”* To
support the expedited nature of rapid reviews, they can
deviate from traditional reviews in several areas, including
narrowing the scope, limiting the number of searches
or electronic databases, using one reviewer for study
screening and selection, and parallelisation of review
tasks.”> This rapid review followed the methodology
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Table 1 Inclusion and exclusion criteria

Topic Inclusion criteria

Exclusion criteria

Intervention/population
activity

Focus

Scope of intervention

Describes a specific community engagement approach or

Prevention and/or control of infectious diseases: Ebola,
SARS, Middle East respiratory syndrome, Zika and H1N1

Community level—defined by ‘the social boundaries

Exclusively community health worker
programmes

Structures without community members
serving the same community

Not focused on prevention and/or control
of infectious disease

Not community focused

that define the individuals and households whose health
outcomes matter as a health system goal, and also the
social context for the relationships that underpin the success

of many health systems interventions

Published before 2000
Commentaries, abstracts; no specific

reports and descriptions that provide learning on specific CE community engagement approach detailed

Time Published on or after 2000
Article type Primary, empirical studies, of any design, programme
approaches
Language All languages included, searching done in English and some No exclusion criteria

French terms

suggested by the Alliance for Health Policy and Systems
Research.” A co-production team comprising all authors
of this paper was established through the collaborative
platform ‘Community Health—-Community of Practice’,
supported by UNICEF.

A protocol was developed and agreed on by the
research team, which comprises academics, imple-
menters and policy makers from multiple disciplines
and backgrounds. The team then conducted a rapid
evidence review of academic and grey literature in
May 2020. The main focus of the review was to identify
what types of community engagement approaches are
used within infectious disease prevention and control,
which required articles to describe a minimum of one
specific initiative. As such, no criteria for effectiveness
or outcomes were applied. Full inclusion and exclusion
criteria can be found in table 1.

In line with community agency and taking into account
a framework developed by UNICEF and revised by
Community Health—-Community of Practice, the defi-
nition of community engagement adopted in this study
covers the range of collaborative processes with commu-
nity actors that transcend beyond CHWs and includes
community groups, informal providers, faith organisa-
tions or social networks.”* We excluded CHW approaches
and interventions as reviews of this nature have already
been conducted,gl though we included articles if they
described community engagement approaches alongside
CHW programmes and narrowed the scope to include
five recent infectious disease outbreaks: Ebola, SARS,
MERS, Zika and HINT1.

Databases and snowballing

In line with rapid review recommendations, we limited
our searches to three databases: PubMed, CINAHL and
Scopus. We conducted an extensive grey literature and
snowball search by reviewing websites of numerous public

health organisations and repositories, as well as emailing
the authors’ respective networks. Online supplemental
file 1 provides a list of snowballing sources and completed
database searches. Search terms were in both French and
English. In addition, all included articles’ references were
checked. To expedite the review process, two authors
conducted the database search; three conducted grey
literature and snowballing searches; and two conducted
reference searching.

Article screening and extraction

All returned results were entered into Covidence, a
systematic review information managementsystem, where
duplicates were removed. The remaining articles were
screened at title and abstract stage, and full-text stage
independently by two reviewers, with a third resolving
any discrepancies. Two team members independently
screened all returned snowballing resources at full-text
stage, with a third reviewer resolving any discrepancies.
All authors participated in the screening.

Predefined and piloted data extraction tables were
developed. Two authors initially extracted data from
the included articles, with other authors reviewing all
extractions for reliability and consistency. Content on
community engagementactors/approaches and interven-
tion focus was extracted directly as the articles reported if
applicable; however, this often did not occur, leaving the
review team to extrapolate and categorise. Given that the
research question seeks to identify what has been used,
no quality ratings were applied to the included articles.

Public and patient involvement (PPI)

There were no funds or time allocated for PPI, so we were
unable to involve patients. We encourage throughout the
findings for programme and policy makers to involve
communities within the design and implementation of
their respective programmes.
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35 records identified
through snowballing and
grey literature search

1077 records identified through database searching

=| 121 duplicates removed ‘

956 records screened at title/abstract

810 records excluded on
basis of title/abstract

h 4

A 4 ¥

149 studies excluded:

181 full-text studies assessed for eligibility

53 Not community engagement
49 Community engagement approach not
specific

h 4

17 Wrong infectious disease

16 Not prevention and/or control
13 Lacking sufficient detail

2 No full text available

engagement initiatives

32 articles included, describing 37 community

11 guidance resources identified

Figure 1

RESULTS

Database and snowballing searches occurred between
27 April and 2 May 2020. A total of 1112 articles were
returned, and after duplicate removal, 956 abstracts were
reviewed. In total, 32 articles were identified for inclu-
sion, 5 of which were identified through snowballing
(4 from initial grey literature/snowball search and 1
from reviewing included articles’ references) and the
remainder through database searches. Figure 1 presents
the screening process and results.

In addition to the 32 documents included and
reported within, 11 documents that did not address or
describe a specific community engagement initiative
but did provide overarching guidance to community
engagement or aspects of community engagement were
identified. These documents were retained to support
our interpretation and implementation considerations
for community engagement. Online supplemental file 3
includes these details.

Article characteristics

Of the 32 included articles, all but 3 were published on
or after 2015, with 1 article published in 2009, 1 in
2010* and 1 in 2012.%7 The remaining were published
in 2015 (n=2), 2016 (n=6), 2017 (n=9), 2018 (n=3),
2019 (n=3) and 2020 (n=6). All articles were in English
except for one, which was in French.® Thirty-two articles
were included, but two articles report three™ and four™
distinct community engagement initiatives. As such, the
remainder of the review will focus on 37 initiatives.

Preferred Reporting Items for Systematic Reviews and Meta-Analyses diagram.

Context and outbreak
Of these 37 initiatives, 28 were for Ebola, with 25 relating
to the 2014-2015 West Africa outbreak from Sierra
Leone (n=11), Liberia (n=9), Guinea (n=2), Nigeria
(n=1), Ghana (n=1) and one mixed-country study. The
remaining three Ebola examples4l_43 were related to
the 2018-2020 outbreak in the Democratic Republic
of Congo, two of which focused on efforts in Uganda.
Five community engagement initiatives were used for
Zika within the USA and Puerto Rico (n=3), and one
each in Singapore and Uruguay.M_47 Four articles were
specific to HINI1, with three from Australia and one
from Canada.*>*"* No articles were found that detailed
community engagement for SARS or MERS. Figure 2
highlights the examples found per country and topic.
Broad contextual concerns preceding the outbreak
refer to poverty, unemployment or economic
Crisis,g8 9 health system failure, lack of development
infrastructure,49 50 colonial/postcolonial factors, ethnic
and political CODﬂiCtS,38 ¥ Jack of trust in government
and international agencies,42 traditional practices and
rituals that are resistant to change,15 51 geographical chal-
lenges52 and mobile populations.™

Community engagement approaches and interventions

The review identified six broad types of community
engagement actors or approaches, which addressed
infection prevention and control through six main
channels. As highlighted in table 2, the main actors
included community leaders (traditional, religious and/
or governing); community and faith-based organisations

Gilmore B, et al. BMJ Global Health 2020;5:6003188. doi:10.1136/bmjgh-2020-003188
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Figure 2 Number of articles per country and topic.

(CFBO); community groups or networks or commit-
tees; health management committees; individuals (no
further clarification provided); and key stakeholders,
which included students, survivors, women representa-
tives, elderly and the youth. These community engage-
ment interventions addressed infection prevention and
control through six main channels: designing and plan-
ning interventions (including messaging), community
entry and trust building, social and behavioural change
communication (SBCC), risk communication, surveil-
lance and contract tracing, and broader logistics and
administration activities, such as procuring and setting
up hand washing stations, constructing facility or record
keeping.

From table 2, it can be seen that community engage-
ment was mostly used for social and behavioural change
communication and risk communication, followed by
surveillance and contract tracing. Many of the reported
community engagement activities involved multiple
actors and took multifaceted approaches for prevention
and control, as can be observed from table 2. For example,
Skrip et al detail the Community-Led Ebola Action efforts
implemented by the SMAC, which involved local radio
stations to provide a platform for engagement with
trusted community leaders, survivors and responders;
community champions and mobilisers recruited from an
existing cohort of CHWs, youth volunteers and people
nominated by their communities; and religious leaders
to promote key messages and role model behaviours to
support community surveillance through standardised
monitoring forms and a structured participatory dialogue
to identify and address community needs targeting areas
of trust building, risk communication and SBCC54;
McMahon et al detail health management committees,
made up of leaders and key stakeholders, and their efforts
in SBCC and risk communication, and also supporting
health facilities by conducting screening and adminis-
trative duties in relation to Ebola’; Ho and colleagues
highlight how resident committees, grassroot leaders and
volunteers conducted risk communication and source

ey
n=3, HIN1 |

o -

reduction for Zika*; and Mbaye and colleagues high-
light how community groups, faith organisations and
key stakeholders (youth, women and elderly) conducted
trust building, surveillance and SBCC.*

The majority of the community engagement activ-
ities were not reported as a component of a larger
programme, with the exception of surveillance systems
which included community engagement for monitoring
at the community level linked to a structured contract
tracing system. Online supplemental file 2 includes the
extraction data for each article.

Target groups and equity considerations
The majority of community engagement activities had
community-wide focus, with no specific equity consid-
erations reported. One article from Kirk Sell et al'’
discusses CFBOs targeting marginalised populations,
including non-English speakers and undocumented
persons, in the USA for risk communication in relation
to Zika. On the contrary, all articles in relation to HIN1
had an equity focus; remote and isolated First Nations
communities in Canada® and Aboriginal or Torres Strait
Islanders communities in Australia.”® ** * Important to
note, however, is that community engagement for these
communities was limited to design and planning, with no
reported inclusion in implementation of activities.
Specific make-up of community engagement
approaches was often not detailed or did not include
diversity and representation, though several reported
community engagement structures, including represen-
tation from Ebola survivors,”® women within reproduc-
tive age and students,” women representatives® and
youth. #5456

Health system linkages and support

Of those that provided details on linkages, very few were
explicitly linked to other health system components
(with the exception of tracing). Community health
committees’ and health management committees that
were supporting health facility activities™ were linked

Gilmore B, et al. BMJ Global Health 2020;5:6003188. doi:10.1136/bmjgh-2020-003188
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Table 2 Gommunity engagement actors and thei invalvement ncpidemic prevention and confrl actvitis

Social and Logistics,
Community engagement Design and Community entry/ behavioural change Risk Surveillance, provision,
actors planning trust building communication communication tracing administration

Community-based Mbaye et al’® 2017  Mbaye et a/*® 2017; Mbaye et al®® 2017; Mbaye et a/*® 2017  Santibariez et al®'
organisations and faith Santibariez et al®’ Kirk-Sell et al. 2020; 2017
organisations 2017 Adongo et a®' 2016

Ebola (n=1) Ebola (n=1), Zika Ebola (n=2), Zika Ebola (n=1) Zika (n=1)

(n=1) (n=1)

Health management McMahon et al*® McMahon et al®® McMahon et a/*® McMahon et a/*®

committees/community 2017; 2017; 2017; 2017;

health committees Meredith,> 2015 Meredith,* 2015 Meredith,?® 2015 Meredith,?® 2015
Ebola (n= 2) Ebola (n=2) Ebola (n=2) Ebola (n=2)

Key stakeholders Massey et al*® Massey et al*® 2009 Masumbuko et al**  Masumbuko et a/*®  Liet a®® 2016
2009; 2020; 2020;
Rudge and Ho et al*® 2017; Ho et al*® 2017;
Massey,* 2010; Gray et al®® 2018 Juarbe-Rey et al*®
Charania and 2018;
Tsuji,*” 2012; Li et a*® 2016
Le Marcis et al®®
2019b;
Juarbe-Rey et al*®
2018;

Miller et al*® 2015;
Kinsman et al”®

2017
H1N1 (n=4), Zika  H1N1 (n=1) Ebola (n= 3), Zika Ebola (n=2), Zika Ebola (n=1)
(n=1), Ebola (n=2) (n=1) (n=2)
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*HC3 and Le Marcis have four and three examples of community engagement, respectively. For the purpose of this table, to demonstrate frequency of approaches, each
example is cited as either a,b,c or d. However, as these come from the same included article, references do not appear this way within the reference list.
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Figure 3 Components and implementation considerations of community engagement for infectious disease prevention
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activities that were undertaken within each broader intervention classification. HMCs include community health committees.
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communication; IPC, interpersonal communication.

to community care centres, and Ebola survivors, leaders

and youth groups were used for behavioural change and
. . . . . 5

surveillance, and linked with existing CHWs.®

Best practices for community engagement during epidemic
response

Key barriers and facilitators for community engagement
for COVID-19 prevention and control that were extracted
from the included studies are presented in figure 3. More
broad implementation considerations synthesised from
guidance documents are provided in online supplemental
file 3, which emphasise the need for community engage-
ment, which has to be context specific as per the cultures,
traditions and customs, social norms and collective
beliefs. Understanding local realities may require social
research, including anthropological studies, if possible,
and research to uncover knowledge gaps and existing
sociocultural barriers. Community engagement should
be an ongoing, collaborative process that starts early with
community members who are seen as legitimate actors
able to represent and influence the community. Commu-
nities should be involved in issue identification and code-
sign of interventions and response. A two-way dialogue
with communities and other stakeholders, essential for
trust building, should be established through multiple
channels with transparent, accurate and consistent infor-
mation to help address rumours and misconceptions.
Messages should be imparted which are focused, not fear
inducing, respectful, tailored to local contexts, with relat-
able examples. Regular feedback mechanism for moni-
toring and course correction that reveal how knowledge,
beliefs and practices are changing are also needed for

inclusive and meaningful engagement. These considera-
tions are also discussed in a policy brief on this research
targeted towards implementers.‘:’7

Reviewing the aforementioned findings and materials,
in addition to considering the unique attributes of the
COVID-19 pandemic and important guidance put forth
by WHO, UNICEF and IFRC on ‘Community-based
healthcare, including outreach and campaigns, in the
context of the COVID-19 pandemic’,58 had led to devel-
opment of key programme and policy recommendations
for using community engagement in prevention and
control approaches. Box 1 summarises these consider-
ations, which aim to guide best practice.

DISCUSSION

Engagement lies on a spectrum, from more passive to
active involvement. It can consist of providing information
and conducting consultation; having involvement via regular
interactions throughout the project cycle; and collaboration,
which entails working in partnership with shared decision-
making™ ® that involves communities carrying out critical
health systems functions and innovating with localised solu-
tions.” Within this review, most included articles could be clas-
sified as having involvement, where communities were thor-
oughly brought in but often did not share decision-making
powers. Notably, however, almost all examples of community
engagement from high-income contexts consisted of consul-
tation, demonstrating passive involvement with target ethnic
and minority population. In addition, very few examples
were identified that had an equity focus or strong equity
considerations within target groups and engagement actors.
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Box1 Key programme and policy recommendations

for COVID-19 prevention and control though community
engagement approaches

» Early discussions and negotiation with communities to understand
sociocultural contexts and developing culturally appropriate pre-
vention and control strategies, what types of engagement interven-
tions are safe, feasible and acceptable, and what existing platforms
and initiatives can be leveraged to support COVID-19 activities. Best
practice, key actors and approaches for this have been outlined
previously and in figure 3.

» Communities should codesign and support delivery of prevention
and control interventions and messaging (interpersonal commu-
nication/information, education and communication), including
the development of appropriate, evidence-based messaging. Best
practice, key actors and approaches for this have been outlined
earlier and in figure 3.

» COVID-19 pandemic management teams incorporate community
members into planning, response and monitoring of standard oper-
ating procedures. These plans should be disseminated within com-
munities to ensure support. This should include topics of
— Population movement monitoring, surveillance and contact trac-

ing systems discussed.

— Community remote monitoring and alert systems.

— Community response mechanisms if cases occur, including so-
cial isolation procedures, enacting contract tracing, quarantine
procedures and community quarantine options.

— Lockdown, isolation or quarantine support, especially for vulner-
able populations, including distribution of essential supplies.

— Referral pathways and medical supply procurement for serious
cases.

— Planning and community sensitisation on safe burials.

» Health and safety considerations should be collaboratively iden-
tified and addressed in planning stages. These include the safe
structuring of engagement activities, such as delivery mode of
engagement; appropriate distancing measures for face-to-face in-
teractions; quarantine or isolation procedures of community; avail-
ability of water and sanitation supplies; resource procurement for
engagement actors, such as personal protective equipment; and
protocols for suspected/confirmed contact with COVID-19-positive
persons.

While leadership buy-in is imperative for many community
activities, so too is ensuring a balance between power and
representation of diverse voices.

Findings from this review highlight a need for more
documentation of community engagement activities espe-
cially from more diverse geographical settings and across
different populations. While some activities are under way,
for instance, GOAL Global, based on experience gained
from their Ebola response, is implementing community-led
action for COVID-19 in numerous countries’' or community
action networks in Cape Town working together to identify
and address the needs of community members,” imple-
menters, policy makers and researchers, and encouraged to
share learnings from past community engagement initiatives
and document ongoing activities for COVID-19.

Interpretation of these findings should be done based on
existing context, as the majority of articles were from Ebola
response. Ebola had many unique considerations, including

3

lack of trust, fear, rumours and cultural practices around
burials and stigma.”” Engagement of local leaders, those
with high levels of respect, were critical to support disman-
tling some of these notions and working towards prevention
and control activities. However, the COVID-19 response may
parallel Ebola in many ways, given the social spreading and
potential stigma around contracting COVID-19. Additionally,
most examples were implemented in low-income countries
or in high-income countries where community engagement
was used to target minority populations for HINI and Zika.
There is a need for more documentation on community
engagement from more diverse geographical settings and
with different populations. Implementers, policy makers
and researchers are encouraged to share learnings from past
engagement initiatives and to document ongoing engage-
ment for COVID-19 activities.

Countries with pre-existing community engagement struc-
tures with strong ties between health teams and communities
can thoroughly and meaningfully embed such actions into
national response plans. Recent modelling in Africa, where
the large majority of articles including this review are based,
has noted that, if not controlled, COVID-19 could result
in up to 190000 deaths and 44million infections in 1year
alone.”” Many South Asian countries, which have recently
seen exponential increases in COVID-19 cases, have a long
history of community health and engagement activities
and were some of the first to document the mobilisation of
CHWs like India’s accredited social health activists (ASHAS),
for COVID-19. Countries without a strong history of commu-
nity engagement need to identify where this may be most
beneficial, for instance, to support ethnic minorities in the
global North who in many countries, because of inequitable
systems, are being infected and killed at a disproportionate
rate.”*

Community engagement may be specifically appropriate
and needed for complex contexts, such as for migrants in
humanitarian settings® or in urban informal settlements.”
Itis also needed to address more complex situations, such as
settings dealing with both COVID-19 and risk of hunger® or
supporting already overburdened health systems.

Worthy of note are the limitations of community
engagement within the COVID-19 context due to restric-
tions related to large gatherings and traditional face-
to-face approaches. Innovative approaches to adapt
traditional community engagement approaches may
be required, and how governments and organisations
overcome these barriers should be well documented,
evaluated and shared. If done physically, COVID-19
prevention and control guidelines around physical
distancing, wearing of masks and practising good respira-
tory and hand hygiene should be ensured. Alternatively,
new innovations within community engagement may be
more suitable, which may relate to technology and digital
tools. Emerging examples of community engagement via
digital methods in the COVID-19 context have included
the involvement of community governance systems and
CHWs in garnering acceptance for quarantine measures
in China,”® mobilising local resources and volunteers
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and using social media tools such as WhatsApp to collect
health information and communicating COVID-19
messages in Syria,” and working with community local
and religious leaders to deliberate on facilitators and
barriers in the USA and to disseminate COVID-19 infor-
mation using conference calls.”

Key lessons identified (box 1) in additional to early insights
from COVID-19 also highlight the need to seriously consider
how and what, information is being presented to all stake-
holders and especially communities. An overabundance of
information, accurate or not, also called ‘infodemic’, may
have serious consequences for community stakeholders,
not limited to lack of trustworthiness, confusion and resis-
tance. Key to combatting infodemics and supporting proper
communication will be identifying and dispelling rumours
through the use of community leaders, open channels for
two-way communication between organisations/government
officials and community actors who have been prepared to
identify misinformation and to support accurate messaging,
and transparent and honest messaging with communities
that also addresses and explains any changes to information.

Of further importance is that community engagement
does not occur in a vacuum. It should be part of wider systems
approaches and initiatives to address COVID-19. Ensuring
appropriate health systems supports and buy-in will be
fundamental to its success. Additionally, contextual commu-
nity and implementation factors can largely influence the
success of community engagement,” with approaches being
considered within the wider system of implementation. This
may involve improving community capacity’> and supportive
environments for engagement, supporting linkages and
supportive policy and funding environments™ "* and estab-
lishing environments of respect, trust and shared values and
goals.” Using existing frameworks or standards for commu-
nity engagement, such as UNICEF’s 16 Minimum Standards
for Community Engagement” to support planning, imple-
mentation and monitoring, is encouraged to support high-
quality implementation.

Community engagement supports shaping social
dynamics based on power and control that perpetuate the
marginalisation of certain groups. The actors involved in
mobilisation efforts and decision-making need to be seen as
legitimate by the other members of the community. Recog-
nising that power and legitimacy are contested resources that
may be changed over the course of the outbreak is crucial
for effective community engagement.” It needs to start early
and continue after the critical stages of the health crisis to
contribute to empowerment and building resilient commu-
nities. Addressing COVID-19 will require multisectoral
responses and a variety of approaches from biomedical and
social sciences. Community engagement should be a funda-
mental component within all of these responses. Whether
it be related to prevention and control, vaccine testing and
ethics” or resilience and recovery,” community engagement
can support successful efforts. It can also have fundamental
roles in rebuilding a stronger health system after the more
acute phase of COVID-19 and supporting an equity-focused
public health response. However, for all of these to work,

community engagement needs to be meaningful, to follow
best practice recommendations and guidelines, and to be
specific to the context.

Limitations

As this was a rapid review, our database searching and snow-
balling were limited in scope and time, which may have
resulted in missing articles. In addition, while our search
terms attempted to include all relevant topics related to
community engagement, and we did include search terms for
specific community-based interventions (ie, SBCC and risk
communication), this was not exhaustive, which may have
resulted in missing articles. Excluding articles with a predom-
inantly CHW focus may have resulted in missing some inter-
ventions that detail CHWs and other community engage-
ment actors, though this review did attempt to include such
studies. Several articles were limited in detail, and extracting
and labelling content were at the review team’s discretion,
which may have resulted in incorrect coding on the type of
actors and interventions. This may have been particularly
relevant in situations where the engagement approaches
and interventions conducted were of similar nature, for
instance, the distinction between CFBOs and community
groups, and SBCC and risk communication. Nevertheless,
this review shares important lessons regarding community
engagement approaches from past epidemics that should
guide COVID-19 response.

CONCLUSION

COVID-19’s global presence and social transmission path-
ways require social and community responses. This may be
particularly important to reach marginalised populations
and support equity-informed responses. Previous experience
from outbreaks shows that community engagement can take
many forms and include different actors and approaches
who support various prevention and control activities,
including design and planning, community entry and trust
building, social and behaviour change communication, risk
communication, surveillance and tracing, and logistics and
administration. Countries worldwide are encouraged to
assess existing community engagement structures and to use
community engagement approaches to support contextually
specific, acceptable and appropriate COVID-19 prevention
and control measures.
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Supplementary File 1: Searching Supplements (snowballing sources, completed database searches, data

base results)

Table 1: Snowballing source and number of returns

Contact

CH-CoP

CORE Group
Collectivity / FARAFRA
CHW-TWG

UNICEF

USAID

Team member
SB/AT

SB

AT

SB

SB

SB

No. of resources

Websites
World Health Organization Covid-19 database

Centre for Disease Control (Atlanta)
Centre for Disease Control (Africa)

https://www.nccmt.ca/knowledge-repositories/covid-19-
evidence-reviews

https://www.evidenceaid.org/coronavirus-covid-19-evidence-
collection/

https://www.cochrane.org/coronavirus-covid-19-cochrane-
resources-and-news

http://blogs.lshtm.ac.uk/hppdebated/2020/04/08/evidence-to-
inform-the-covid-19-response-collection-of-hpp-papers/

https://www.ids.ac.uk/publications/covid-19-health-evidence-
summaries/?utm_campaign=News%20at%201DS5%208%20April%

202020&utm _source=emailCampaign&utm content=&utm_ me
dium=email

Mesh Community Engagement Network

British Red Cross Community Engagement Hub

Covid-19 Research Knowledge Hub
ReliefWeb
WHO Website

Google Search - first 10 pages of "community engagement +
(Zika, Sars, etc)

John Hopkins University
(https://www.mcsprogram.org/resource-search-
results/?_sf_s=Zika)

Team Member
vdcC

AT

AT

AT

AT

vdC

SB

SB
SB
vdC
vdC
AT
vdC

SB

Total:
Duplicates:

Taken to Full text
screen:

No. of resources

18
10

12

64
29

35
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https://www.who.int/emergencies/diseases/novel-coronavirus-2019/global-research-on-novel-coronavirus-2019-ncov
https://www.nccmt.ca/knowledge-repositories/covid-19-evidence-reviews
https://www.nccmt.ca/knowledge-repositories/covid-19-evidence-reviews
https://www.evidenceaid.org/coronavirus-covid-19-evidence-collection/
https://www.evidenceaid.org/coronavirus-covid-19-evidence-collection/
https://www.cochrane.org/coronavirus-covid-19-cochrane-resources-and-news
https://www.cochrane.org/coronavirus-covid-19-cochrane-resources-and-news
http://blogs.lshtm.ac.uk/hppdebated/2020/04/08/evidence-to-inform-the-covid-19-response-collection-of-hpp-papers/
http://blogs.lshtm.ac.uk/hppdebated/2020/04/08/evidence-to-inform-the-covid-19-response-collection-of-hpp-papers/
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Table 2: Database Search Terms for PubMed

Full search:

Cluster 1 AND Cluster 2 AND ( #SARS OR #Ebola OR #Swine Flu OR #MERS OR #Zika)

Cluster 1:

audience [Title/Abstract] OR care group [Title/Abstract] OR caretaker [Title/Abstract] OR
change agent [Title/Abstract] OR citizen [Title/Abstract] OR civic [Title/Abstract] OR
community [Title/Abstract] OR champion [Title/Abstract] OR collaborator [Title/Abstract]
OR leader [Title/Abstract] OR marginalised [Title/Abstract] OR member [Title/Abstract] OR
minority [Title/Abstract] OR peer [Title/Abstract] OR representative [Title/Abstract] OR
resident [Title/Abstract] OR service user [Title/Abstract] OR stakeholder [Title/Abstract] OR
target group [Title/Abstract] OR volunteer [Title/Abstract] OR vulnerable group
[Title/Abstract]

Cluster 2

consultation[Title/Abstract] OR communication C4D[Title/Abstract] OR
engagement[Title/Abstract] OR empowerment[Title/Abstract] OR
participation[Title/Abstract] OR behavioural change[Title/Abstract] OR social
change[Title/Abstract] OR social norms[Title/Abstract] OR SBCC[Title/Abstract] OR risk
communication[Title/Abstract] OR RCCE[Title/Abstract] OR PLA[Title/Abstract]

Ebola

Ebola[Title/Abstract] OR Ebola virus disease[Title/Abstract] OR EVD[Title/Abstract] OR
EBOV/[Title/Abstract] OR Zaire ebolavirus[Title/Abstract] OR hemorrhagic
fever[Title/Abstract] OR EHF[Title/Abstract] OR maladie virus Ebola[Title/Abstract] OR fievre
hemorragiquel[Title/Abstract]

SARS

SARS|[Title/Abstract] OR Coronavirus disease[Title/Abstract] OR severe acute respiratory
syndrome[Title/Abstract] OR SARS Virus[Title/Abstract] OR SARS-CoV/(Title/Abstract] OR
SARS-related coronavirus[Title/Abstract] OR sudden acute respiratory
syndrome|[Title/Abstract]

HIN1

swine flu[Title/Abstract] OR swine influenza[Title/Abstract] OR HIN1[Title/Abstract] OR
grippe A[Title/Abstract] OR grippe porcine[Title/Abstract]

MERS

MERS [Title/Abstract] OR Middle East respiratory syndrome[Title/Abstract] OR MERS-
CoV([Title/Abstract] OR syndrome respiratoire du Moyen-Orient[Title/Abstract]

Zika

Zika[Title/Abstract] OR Zika virus[Title/Abstract] OR Zika fever[Title/Abstract] OR maladie a

virus Zika[Title/Abstract]

Table 3: Database Search Terms for CINAHL

Full Search

Cluster 1 AND Cluster 2 AND (Zika OR Zika virus OR Zika fever OR maladie a virus Zika) OR
(MERS OR Middle East respiratory syndrome OR MERS-CoV) OR (swine flu OR swine
influenza OR H1N1) OR (Ebola OR Ebola virus disease OR EVD OR EBOV OR Zaire ebolavirus
OR hemorrhagic fever OR EHF OR maladie virus Ebola OR fievre hemorragique) OR (SARS OR
Coronavirus disease OR severe acute respiratory syndrome OR SARS Virus OR SARS-CoV OR
SARS-related coronavirus OR sudden acute respiratory syndrome)

Cluster 1

audience OR care group OR caretaker OR change agent OR citizen OR civic OR community
OR champion OR collaborator OR leader OR marginalised OR member OR minority OR peer
OR representative OR resident OR service user OR stakeholder OR target group OR
volunteer OR vulnerable group (AB: Abstract)

Cluster 2

consultation OR communication OR C4D OR engagement OR empowerment OR
participation OR behavioural change OR social change OR social norms OR SBCC OR risk
communication OR RCCE OR PLA (AB: Abstract)
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Table 4: Database Search Terms for Scopus

Full Search

Cluster 1 AND Cluster 2 AND ( #SARS OR #Ebola OR #Swine Flu OR #MERS OR #Zika)

Cluster 1

audience OR care AND group OR caretaker OR change AND agent OR citizen OR civic
OR community OR champion OR collaborator OR leader OR marginalised OR member O
R minority OR peer OR representative OR resident OR service AND user OR stakeholder
OR target AND group OR volunteer OR vulnerable AND group ) AND ( LIMIT-TO (
LANGUAGE, "English") OR LIMIT-TO ( LANGUAGE, "French"))

Cluster 2

ALL ( consultation OR communication AND

c4d OR engagement OR empowerment OR participation OR behavioural AND

change OR social AND change OR social AND norms OR sbcc OR risk AND
communication OR rcce OR pla) AND (LIMIT-TO ( LANGUAGE, "English") OR LIMIT-TO (
LANGUAGE , "French"))

SARS

ALL ( sars OR coronavirus AND disease OR severe AND acute AND respiratory AND
syndrome OR sars AND virus OR sars-cov OR sars-related AND

coronavirus OR sudden AND acute AND respiratory AND syndrome ) AND ( LIMIT-TO (
LANGUAGE , "English" ) OR LIMIT-TO ( LANGUAGE , "French"))

EBOLA

ALL ( ebola AND (virus OR disease OR maladie ) OR evd OR ebov OR zaire AND
ebolavirus OR hemorrhagic AND fever OR ehf OR fievre AND hemorragique ) AND (
LIMIT-TO ( LANGUAGE , "English" ) OR LIMIT-TO ( LANGUAGE, "French"))

HIN1

ALL (swine AND ( flu OR influenza) OR hlnl OR grippe AND (a OR porcine)) AND (
LIMIT-TO ( LANGUAGE , "English") OR LIMIT-TO ( LANGUAGE, "French"))

MERS

ALL ( mers OR middle AND east AND respiratory AND syndrome OR mers-
cov OR syndrome AND respiratoire AND du AND moyen-orient) AND ( LIMIT-TO (
LANGUAGE, "English") OR LIMIT-TO ( LANGUAGE , "French"))

ZIKA

ALL ( zika AND (virus OR fever OR maladie)) AND ( LIMIT-TO ( LANGUAGE , "English"
) OR LIMIT-TO ( LANGUAGE , "French"))

Table 5: Database Returns and Search Date

Community Engagement (C1+C2) +
Database C1 Cc2 C1+C2 | COVID | Ebola | Zika | HIN1 | MERS | Full search
SARS
PubMed | 1,019,990 | 293,217 | 57,498 34 163 | 57 68 8 306
Date: May 01, 2020
CINAHL 549,771 | 235,416 | 76,852 55 128 | 34 79 29 316
Date: May 01, 2020
Scopus 407,092 | 338,211 | 36,201 98 41 108 227 0 451
May 01, 2020
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Engagement During Epidemic

Typology classification
(Community groups, social

networks, informal networks,

Prevention and Control
Measure (Risk-
communication, Behavior
Change Communication,
Surveillance, Tracing,

local governance/community  Trust-building, Provision, Gender/Equity Pre-existing initiative
World Bank Description of Community leadership, education, faith Source Reduction considerations for of new for epidemic  Duration of
Author/Reference Year of Publication Country Classification Epidemic Type and Date ucture engaged organisations, justice, other)  activities, other) Target Group(s) target groups Implementing Agency only programme Notes
Abramowitz, et al. 2017 Liberia Low Income Ebola Virus Disease, 2014- [CE for dissemination and assimilation of =~ |Community groups Behavior change Community wide Not reported Jointly implemented by |New Not reported
2016 information accessed through mass media communication Govemment of
Liberia (GOL) and
UNICEF social
mobilization teams.
Aceng, et al. 2020 Uganda Low Income Ebola Virus Disease, 2014- |CE for community-based surveillance Community volunteers and Risk Communication, Community wide Not reported Uganda Ministry of New August 2018- May
2016 systems, develop and disseminate risk leadership Behavior Change Health (MoH) with 2019
communication messages. Communication and technical assistance
Surveillance from WHO, other non-
health ministries and
partner organisations
Adongo, et al. 2016 Ghana Lower Middle Income Ebola Virus Disease, 2014- | Social mobilization and risk communication |Faith organisations Risk Communication Community wide Not reported Ministry of health and |New 2014
2016 a for safe burial practices partner organisations
Baker, et al. 2020 Liberia Low Income Ebola Virus Disease, 2014- | Community-based surveillance teams Community leadership Behavior Change Community wide Not reported Ministry of Health and |New 2014-15
2016 Community volunteers Communication, Risk NGOs
Communication,
Surveillance, Tracing,
Trust building,
Infrastructural support to
health system
Basson, et al. 2017 Uruguay Upper Income Zika Social mobilisation Social groups like community [Behavior Change Community wide (whole [Not reported University of Republic, |New 2011-2013
organisations, Schools Communication urban area of the city partnering with Ministry
of Salto) of Health, Ministry of
Social Development
(MIDES) and the
Municipality of Salto
Charania and Tsuji. 2012 Canada Upper Income H1N1, 2009 Community pandemic committee Local leadership, faith group |Planning Community wide Not reported Implementing agency [No 2010
representative and along with existing
educational representative Band Council federally
funded
Dada, et al. 2019 Sierra Leone Low Income Ebola Virus Disease, 2014- | Community liaison team and Social Locally recruited members CE for vaccine trials Trial site- Community Not reported The vaccine trail team |Yes 2014-16
2016 science team wide led by EBOVAC1 and
supported by EBODAC
Gillespie, et al. 2016 Guinea, Liberia, and Low Income Ebola Virus Disease, 2013- |Communication for Multiple community partners Risk Communication, Community wide Not reported United Nations New 2014-2015
Sierra Leone 2016 development - social including religious leaders, BCC Children’s Fund
mobilization and community engagement |journalists, radio stations, and (UNICEF) implemented
partner organizations with government
and civil society
counterparts
Gary, et al. 2018 Sierra Leone Low Income Ebola Virus Disease, 2014- | Community led prevention and control Community members, Surveillance, tracking, Community wide Not reported Not reported New 2014-15
2015 measures particularly the Ebola survivor |Provision, quarantine,
and local leaders supported BCC
by youth groups
Health Communication (2017 Liberia Low Income Ebola: 2014-2015 Community Leaders: traditional and Local Governance/ community |Risk Communication, Community wide Not reported NGOs, MoH, UN New engagement Not reported This document reports on multiple Social
Capacity Collaboration religious leadership (chief and religious) |BCC, Trust Building, Mobilization and Community Engagement
(HC3) Case detection SM/CE activities that occurred across
Liberia during the Ebola outbreak in 2014-
2015. We have extracted key CE activities
that had sufficient detail reported within
the document. There are other examples,
also other considerations (such as
Monitoring and Evaluation for SM/CE) and
lists of partners and organisations and
types of activities they were involved in
(Appendix 1 and 2).
Ebola: 2014-2016 Community leaders and CHWs Local Governance/Community |BCC, Surveillance Community wide Not reported Carter Centre, UNICEF, [New engagement Not reported
leadership (chief and religious) World Bank, technical
assistance from African
Union, HC3/CCP, CDC,
Tony Blair African
Governance Initiative,
UNICEF, and WHO.
Ebola: 2014-2017 Care Groups Community Groups, BCC Community Wide Not reported Concem Worldwide New engagement Not reported
Community Leaders
Ebola: 2014-2018 Community volunteers Individuals BCC, Design Community Wide Not reported PSI and Mercy Corps  |New engagement Not reported
Ho et al. for Singapore (2017 Singapore Upper Income Zika: 2016 Grassroots leaders, resident committees, |Community groups, community [Risk Communication, Community wide Not reported Not reported not reported Not reported Supplementary File 1 contains some

Zika Study Group,

volunteers

leaders, volunteers

Source Reduction

information on Community engagement
activities, not contained in manuscript
body.
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and culturally safe ways to reduce the
influenza risk in communities

aboriginal population

(HNE) Aboriginal
Health Partnership
collaboration between
the Area Health
Service and all
Aboriginal Community
Controlled Health
Services (ACCHS)

Jiang, et al. 2016 Sierra Leone Low Income Ebola Virus Disease, 2014- | Social mobilization for awareness Village leaders, community Risk Communication, Community wide Not reported District health New 2015
2015 generation leaders, religious leaders, and |BCC management team of
community volunteers the Western Area Rural
District and the public
health team from China
Juarbe-Rey, et al. 2018 Puerto Rico Upper Income Zika Community based participatory research  |Women in reproductive Planning, developing, N/A N/A N/A N/A January and March
age,mothers, sport leaders, and implementing a risk 2015
students, and community communication
leaders initiative
Kinsman, et. al. 2017 Sierra Leone Low Income Ebola Virus Disease, 2013- |Community participation in development |Community members Inputs in development of |Community wide Women in reproductive [Consortium - New 2014-2015
2016 of messages including traditional leaders, BCC messages age groups and Enhancing Leaming
imams, pastors, pregnant are included |and
women’s leaders, youth Research for
leaders, health personnel, and Humanitarian
teachers Assistance (ELRHA)
Kirk-Sell, et al. 2020 United States Upper Income Zika 2016-2017 Faith Based Organisations and Faith Organisations, Risk Communication Community wide Equity - marginalised Govemment Engaged pre-existing [Unknown This article describes many risk
Community Based Groups Community Groups populations, non- community groups communication strategies that were taken
English speakers, in the US during Zika. We have only
undocumented documented the CE aspects.
persons
Le Marcis, et al. 2019 Guinea Low Income Ebola: 2014-2015 Comités de veille villageois (CVV), or Community Groups, Local Trust-building, Community wide Not reported CVV established by CVV new, cadets pre- |Not reported This article describes the CE intervention
village-watch communities AND Cadets leaders Surveillance, Risk- UNICEF in 2014. existing of CVV, however it more so describes the
Sociaux communication Cadets Sociaux were issues it faced.
active during early
2000 war.
Liberia Low Income Ebola: 2014-2015 Community Liaison Community leader Design Community wide Not reported IRC implementing New Not reported
Ebola Treatment
Centre, and supported
discussions
Sierra Leone Low Income Ebola: 2014-2015 Chief Community leader Risk-Communication, Community wider Not reported Government New Not reported This case study briefly notes how chiefs
Shut-downs were used to support community-level
Ebola activities, and then describes a
situation where after 2 months of Ebola-
free, a new case emerged and the
government shutdown a local market in
the area. This was met by rioting and
violence between communities and police
sent in to shut-down and monitor
community. Apparently, the Chief (who
was supposed to be link to communities
for Ebola related activities) was not
consulted about the closure and thus
could not communicate with community on
this.
Li, et. al. 2016 Sierra Leone Low Income Ebola Virus Disease, 2014- | Community based response strategy in Community social mobilizer Risk Communication, Community wide Not reported Chinese Center for New 2014-16
2016 contact tracing and social mobilisation including including community |tracing, BCC Disease Control and
and religious leaders, Prevention
community activists,
primary health-care workers,
and volunteers
Maduka, et.al 2017 Nigeria Low Income Ebola Virus Disease, 2014- | Community mobiliser Community members trained |House-to-house Community wide Not reported Federal ministry of New 2014-15
2016 as mobiliser interpersonal health set up Ebola
communication (IPC) Emergency Operation
Centre. It partnered
with Nigerian
Centers for Disease
Control (NCDC), in
collaboration
with partners such as
Centers for Disease
Control and Prevention
(CDC), World Health
Organization (WHO),
United Nations
Children’s Fund
(UNICEF) and
Médecins
Sans Frontiéres (MSF).
Massey, et al. 2009 Australia Upper Income H1N1 Community consultation for appropriate Community members from Planning, trust building  |Aboriginal communities |Not reported Hunter New England New 2008
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Consortium, US
Centers for Disease
Control (CDC) and
Sierra Leone Ministry of
Health and Sanitation.

but full implementation
June 2015.

Masumbuko and 2020 Democratic Republic of [Low Income Ebola Virus Disease, 2014- |Student-led educational campaign to Medical students Risk Communication, Community wide Not reported Université Yes 2017-2018
Hawkes. Congo 2018 increase community awareness and fromUniversité Catholique du |BCC Catholique du Graben
engagement Graben (UCG), (UCG along with
Ministry of Health of the
DRC, the World Health
Organization (WHO),
UNICEF, and the
Association for
Health Innovation in
Africa (AFHIA)
Mbaye, et al. 2017 Guinea Low Income Ebola: 2014-2016 Community Based Surveillance & Community groups, faith Risk communication, Community wide Essential UN, MoH, NGO, not reported 2 years and more As the article focuses at the beginning on
Sensitization Committee (SABC in french) |organisations, Community BCC, Surveillance, Trust- commodities(electricity, |Communities community reactions among which
Religious leaders leaders, Community building water...) for Local or resistance. It is relevant to consider the
members(youths, women, ethnic groups and resistance behaviors as a plea for
elders) employment, BCC for community engagement as they manifest
youths complaints/concems for not being really
involved
McMahon, et al. 2017 Sierra Leone Low Income Ebola: 2014-2015 Health Management Committee Community Groups, Provision, Surveillance, |Community wide N/A Not clear from article - |Pre-existing On-going The majority of this article focused on
community leadership Logistics, BCC, Risk but usually part of MoH HMCs, however, some non-HMC members
Communication and often supported by were present within interviews. Notably,
NGOs, likely IRC in this some contract tracing community
case. members. However, given the main focus
in this article, and how it does not
specifically distinguish between different
types of CE, we only include HMC.
Meredith, C. 2015 Sierra Leone Low Income Ebola: 2014 Community Health Committees Community Groups; Case identification and Community wide N/A Oxfam, with District Pre-existing WASH N/A Community leaders in group too - so
Community Leadership referrals; Risk Health Management programmes multiple 'typology'
Communication; BCC; Team, and District
Provision/Logistics Ebola Response
Coordination.
Miller, et al. 2015 Australia Upper Income H1N1: 2009 Participatory Action Research for Leaders, Individuals Designing Indigenous Australians: [Indigenous Australians |Academia and Public |N/A One off event
redesigning response Aboriginal and Torres  [disproportionately Health
Strait Islander people |affected by H1N1,
often due to systematic
marginalization.
Munodawafa, et al. 2018 Liberia Low Income Ebola: 2014-2015 Traditional leaders, traditional healers and |Leaders, Individuals Trust-building / Community wide Not reported County Health New Not reported Case study of implementation of Ebola
religious leaders Community entrance Promotion Team, UN response activities in two rural counties in
Mission in Liberia, Save Liberia: Lofa and Margibi
the Children and Red
Cross
Nakiire, et al. 2020 Uganda Low Income Ebola: 2019 Community Members and Leaders Informal networks, community |Participatory Mapping Participants and event |N/A Infectious Disease New One time event Ebola outbreak in DRC
leaders locations to ensure Institute (IDI) Uganda,
multi sectoral and Centre for Disease
representation and Control and Prevention
incorporate principle (CDC)
locations along
community-level
movement plans
Ratnayake, et al. 2016 Sierra Leone Low Income Ebola: 2015 Volunteer Community Health Monitors Individuals Surveillance Community Wide No Ebola Response New Initiated Feb 2015
Consortium
Rudge and Massey. 2010 Australia Upper Income H1N1: 2009 Community Members: key informants and |Individuals Design Community wide Not reported New South Wales Consultations for Unknown
stakeholders Department of Health [specific topic new
and Aboriginal
Community Controlled
Health Services
Santibariez, et al. 2017 United States - Puerto |Upper Income Zika 2016 Faith Based Organisations and Faith Organisations, BCC, Provision (repellent,| Community wide Not reported Over 100 organised Epidemic only Unknown Only Box 3 from Atrticle, the rest provides
Rico Community Based Groups Community Groups condoms), other joined alliance with overall guidance but does not detail a CE
(inspecting windows, govemnment activity
detecting stagnant water)
Sepers, et al. 2019 Liberia Low Income Ebola: 2014 Community Leaders Local Governance/community |Risk Communication, Community wide Not reported MoHSW, WHO and Leaders pre-existing, |Reported Feb 2014 - |Evaluating WHO's Ebola Response
leadership (chief and religious) | Surveillance NGOs but engaged for Ebola |Jan 2015 Roadmap in Margibi County, Liberia. The
purposes Road Map had objectives, with one being:
achieve full geographic coverage with
complementary Ebola response activities
within the most affected counties/areas,
especially those activities that promoted
social mobilization through community
engagement.
Skrip, et al. 2020 Sierra Leone Low Income Ebola: 2014-2015 Community-led Ebola Action (CLEA) Social Networks, Individuals, |Risk Communication, Community wide Not reported Social Mobilization New November 2014 to
Approach, via community mobilisers and |Community Leadership BCC, Trust-Building Action Consortium December 2015
Community Champions
Stone, et al. 2016 Sierra Leone Low Income Ebola: 2014-2015 Community health monitors Individuals Surveillance Community wide Ebola Response New January 2015 (start),
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Table 2: Community Engagement Technique Described

Composition of community Codelivering of Links and Monitoring and
‘engagement team (including Description of CE/ services delivered / codelivered services with other  relationships with supervision  Training and job-aid Incentives (monetary _Provision of
Author/ Reference Name Typology nder) cE health acto other actors structures provision Protective G Contextual Facto Key Lessons Reported
Abramowiz S,. etal  |Mass media communications | Community groups Not reported Not reported Socil leaming included verbal information sharing, | Not reported Not reported Not reported Not reported Not reported Not reported Faciltator: Utban Liberian neighborhoods shared a | Under extreme public health conditions, local Method is mited, lacking detais on data collection and analytical
and social leaming peerto-peer verbal and text phone communications, common media market; communities can rapidly leam and intemaiize strategies. Social leaming theory is applied beyond behaviour to
public and private conversations, and direct positive health messages, abandon negative include communication processes.
observation of Ebola morbidity and mortaty Bariers: (1) Serious problems of trusting and health messages, and refine known health
interpreting information about Ebola due to problems [messages. A combination of the formal mass
with mass media campaigns' credbilty, coherence | communications campaign and informal social
and lack of specificity of messages (irehose learming processes can have an ampification
approach) by distrct in govemment. (2) Past sffect. Boliefs and pracices may be inconsistent
experiences wih the Liberian govemment and rebel —|with people adopting positive behaviours when siil
groups using public health and mass media holding conspiracy theories. Changing beliefs may
have litle impact on changing behaviours.
in order to gain strategic miltary advantage. (3) Local
conditions create conflcts between beliefs and
practices, with beliefs losing strength to accommodate
current practices (vs nomative ideals).
Aceng IR, elal Community engagement for fsk | Gommunity volunieers | Community volunieers, Vilage | Not reported Cary out communal and doorto-door EVD health | Communily District health team _|Supervised by Distict |Volunteers were Not reported Not reported Faciltator: Mul-secloral plan wih commiliees al | country-wide comprehensive pian with The method has imited information about data collection and
BCCand nd leader health team education and community sunveilance suneillance and comprising of district | health team trained on EVD different administrative level, to avoid duplications, |committees to monitor at different levels can help in analytical strategy. Socialleaming theory is applied beyond its
suneillance health education | poliical, civic, securly, screening identiy gaps, monitoring stucture. community engag and |scope 0 processes.
and health leadership suneilance.
s well as technical Barers: Large influx of people from DRC, constrain in
advisors funding and resources
rom different partners
working in the districts.
Adongo, etal Social moblization and fisk | Faith Organisalions | Tradilional and religious leaders | Not reported Information for the community for safe burial praclices |BCC messages of [working with Not reported Not reported Not reported Personal Proteciive | Facillalor: Decentralzed govemance system and oul | Need for dialogue and involvement of communily | Gol information through cross-referencing
communication during EVD high rsk socio- cultural|comittee comprising Equipment was. of 5 key areas for planning social mobilization and risk [leaders, faith groups to modify high-risk socio- | hiips://apps.who.intiris/bitstreamhandie/10665/145675/WHO_EV'
belefs of Government and provided to health | communication constituted was included cultural practices as part of preparation efforts.  |D_PCV_Ghana_14_eng.pdf
nongovemmental facilties, but no Social mobilization through community leaders and
partners tion if wer Bariors: Risky socio-cultural practices for burials, [culurally appropriate health education are needed
provided to community leading to direct contact with dead. Social norms for |10 contain an Ebola outbreak.
volunteers hand shakes and self-medication.
Baker, ot al. Community Suvellance Team | Community leadership | Community leaders and Communtly leaders Information sharing, planning process, coidenty |Information sharing, _|Country health team | Not reported High-quaty Autonomy of taking | Not reporied Faciltator: Use of community resources and ther [(1) Bulding of trust and better communication is
y identified volunteers problems and implement solutions, service provision |advice on planned  [and NGO information provision ( |decision and ingenuity 1o come with solution for resourc key for CE, understand community practices and
interventions, through fiers, bilboard | suggesting solutions. constrained situation, like community provided food  [draw on existing social tructures and resources.
sunveillance and advertisements and for laboratory technicians, buiding isolatio facilties | Trust and CE faciltate community buy-in to health
dentiying cases. radio messaging) and taking care of families in quarantine; collecting  [intatives and are essential o health system
between community funds to keep the local radio station functioning for | resilience. (2) Meaningful CE s a criical component
members and information sharing for buiding tust in the health system and ensuring
members of the formal effective response to crises.To achieve meaningful
and informal heath Bariers: Limited or no avenues for communication | CE, communities should be realed as acive
systems. with health officials due to understaffed hotiines, lack |participants in—as opposed to passive recipients
of vsibity of central govermment offciats of—health response efforts. (3) Underlines the
importance of communites to carry out crical
health system functions and create innovative
solutions to perceived health needs. (4) preference
for consultation-ype CE approach in which health
actors sought opinions and advice from
communites to more effectively tailor messages
and identify new approaches. (5) Health system
actors must work 1o buid public tust and
communication platforms for CE ahead of a criss.
(6) A fortuitous cycle of increased trust, improved
and continued meaningful CE—al
necessary conditons for health system reslience
Basson, et al Social mobilsation Social groups lke Teachers, parents, Not reported Awareness and parlcpation in delivering the intervention eams |A household survey | Broadeasting of Not reported Not reported Faciltators: Figher contact with home owner resulted (1) Community moblization and inter-secloral
community organisations, |students,epresentatives of intervention Universiy of Republic [aimed at evaluating | message about the in cost effective ways of checks of unused containers, [partnerships Increases the effectiveness and more
Schools ferent communit who were partnering |the information level of actviy by using a car high percentage of the delivered bags and removal of acceptance of an intervention. (2) To obtain the
organizations, physicians with Ministry of Health, |the neighbors about | with loudspeaker breeding areas. support of public health authoriies, and taking into
Ministry of Social  [the activity count the cost increase caused by promotional
Development (MIDES) Bariors: Electoral processes at national and local  [actvies for community participation, it is important
and the Municipalty of levels duing the scaling up activtes created o underine the positive mpact of this participation
salio uncertainty and of residents dl on d acceptance of the
ay time home visits. Adjusting the time of isits had [ intervention. (3) Community partiipation can
costimplcations. contribute to empowerment f these processes take
place over longer periods of time and are
accompanied by the creation of opportunities and
environments where issues of power and control
are expliily addressed.
Charania and Tsul Community pandermic [ Faith fromhealth [Nt reported Joit development of pandemic plan Development of plan | Intervention team | Not reported Each member Communtty pandemic.|Not reporied Faciltator: Community Level pandemic commitiee | Community-evel pandemic plans are dynarmic in
committee representative and center, provincial hospital, related sunveilance, receiving a personal |committees are already existed. nature, so there is need to re-assess and modified
educational nursing station, supplies, services. copy of the pandemic federally funded with community participation on an annual basis
representative Band Councll, education, dlergy. plan during the Bariers: confusion and lack of preparedness, il [and after each publc health emergency in order to
Northem (a store), meeting, a computer defined roles and responsibities of govemment [meet the evoling needs of the community.
water treatment plant, and projector was used to bodies overseeing the delvery of health care and | Moreover community members possess information
emergency medical senvices display the plan and insufficient detais in from their d can provide
committee’s feedback invaluable insight about local values and beliefs to
create up-to-date and culturally-appropriate.
community-evel pandemic plans.
Dada, et al Communtly aison team (GLT) _ | Locally recruted GLT comprised of nine localy | Not reported [Acted as faison (o the community to make them Not reported To the vaccine trial | Universiy researcher | Team received Paid from the vaccine |Not reported Bariors: Delayed response In effectively addressing _|GE approach delivered in vaccine trial establishes | Same intervention descrption can be found in another aricle Luisa
and Socil science team (SST) |members recruited staff employed by the understand of the tral, its importance, recruit ackground training  trial budget the outbreak and other factors like mobile trust. between the teams and community members |Enria et.al]
University of Siema Leone's participants and to address any umours or on cinical tals and populations, lack of trust in govemments, weak health [that was reciprocal, relatable, relational, and
Colege of misconceptions of the tral . Conducted activties rosponsible for systems, poor coordination, inadequate respectful
Medicine and Alled Hoalth including one-to-one stakeholder meetings, implementing the CE communication strategy, misconceptions around the
Sciences (CoHMAS) and two group area meetings, public performances and radio strategy, monitoring disease, ignorance of local culture and customs, and
LSHTM supervisors. The SST lingles and concems lack of involvement of local communities in the control
was comprised of four ocally circulating in the strategies
recruted community, and
research assistants, a data providing information
analyst, a transcrptionist, and an about the trial at
LSHTM social scientist national and
intemational levels
Gilespie, ot al. Communication for Wiliple community Varied community networks of | 1dentiying influential or |BCC messaging for prevention, control and buiding | Not reported Not reported Local pariner NGOs _[Strong protocols o | Not reporied Not reported Barors: the situation was rapidly unfolding and full | Engaging communities earty on. understanding
- socia i n relgious leaders, chiefs, healers, |trusted influential person | rust manage key guide all aspects of of surprises and the communtties that were affocted [social and behavioral dynamics to shape the
mobilzation and community | religious leaders, mayors and counciors, and other ke in rural communities messages,micromappi [the response strategy. the most were largely low-ncome and femote, and | response, adapting to the evolution of the
engagement jouralists, radio stations, |community leaders. religious and other ng of communities to. [Different they often held traditional practices and rituals that | epidermic and to feedback from communities, and
and partner communtty leaders who improve targeting [communication tools were difficultto change faciltating a more central and active role o
organizations have extensive reach ke Radio faciltated 2- communities with mutual accountabilty
unlike in urban areas way communication mechanisms. There is need identilying tusted local
community members to faciitate community
entrance and use key communication networks and
channels with wide reach and relevance to the
community, such as radio in low-esource settings.
o faith-based organizations,
Gary, etal. Community led prevention and | Community members, | Ebola survivors, chief of the | Not reporied Health promotion, identiying the sick contact tracing, | Health promotion, _|Community health | Not reported Not reported Not reported Not reported Faciltator: Local leadership inspired confidence and _|Health messaging is best conducted at household
control measures partcularly the Ebola | vilage, youth groups isolating, donated land for community care centers, |surveilance, tracing,  [worker reassurance, helped implement measures such as [level through local leaders or people who have
sunvivor and local leaders surveilance and case reporing, provision of hand | tracking, isolating contact tracing and health promotion, and contrbuted [experienced Ebola fist-hand, rather than mass
supported by youth wash points at 0 the planning, ideas, and solutions for effective
groups entrance to community and houses controls
Bariers: Delay in response led the community
devising selireatment or other local options
Heallh Communication | Communily Leaders: iradiional | Local Goverancel Local leaders Pre-existing local leaders | Tradilonal and communily leaders combaled rumours |Wider implementation |NGOS and UN bodies | Not reported Training conducted for | Gven mobile phones. |Not reported Communtly resistance (o Ebola nolices. Pre Existing _|Including leaders supported appropriale (argeting | These last four examples were allwilhin one repor, which
Capaciy Collaboration  |and religious community leadership and assisted communities to accept messages. of community level | implementing social ail community and democracy and peacekeeping work by NGO, meant [of messages, especially ones that previous documented SMICE in Liberia during Ebola In 2014-2015. All were
(HC3), 2017 (chief and refgious) Leaders part of planning, decision-making, discussed |services. mobilsation and traditional leaders in foundations were already in place, and the produced fear. under the govemment led ‘Social Mobilzation’ pillr, that was s
how they could best enter communities, and then did community November 2014. relationships established, and leaders trained. Proved structured faciltated and more systematic way of planning and
the messaging sharing across variety of settings (.e. engagementioutreach invaluable for gaining trust and supporting monitoring such activity. Readers are directed to this document for
Imam in mosque, leaders holding community meetings techniques engagement. Multevel targeting: messages were more details on each type of engagement process, as ell as
etc). Supported overcoming community resistance. dentied by social mobilsation group, then leaders monitoring and evaluation and more background o the SMCE
They also reported suspected cases of Ebola engaged, and also radio messages played. movie structures in Liberia. Key challengesirecommendations addressed
played, information distributed, hand-washing stations across allfour examples, taken from the document, are as follows.
set up. Challenges: 1) partner coordination and communication; 2) local
Gormmunty eaders and GRS [ Local Local Leaders and general G Pr-&xing ocalleaders [RED Statogy, Reach Every DRIt geroral ot rapored GarerGorirs, (Mot repored Capadly Bulding —[Netes proven of [Nt wpored kg 1 communics ) mied resrcdaa fom e ek 8
Govemance/Community Communtty Health Workers, Chiefs, elders and UNICEF, World Bank, cliviies’ logistcal support and logisticalfinancial constraints; and 6) working in difficult
leadership (chief and relgious leaders were trained on prevention and technical assistance provided incentives empowered \erainichallenging environments. Lessons leamed: 1) community
roligious) surveillnce, then formed watch comitees to protect rom African Union, communites to wmership are key: 2) utlise Ebola survivors in
their communities. CHWs would go door to door with HC3/CCP, COC, Tony actively protect and <ocial mobilzation and community actities; 2) invest in capacily
BCC, and community support was fostered by leaders Blair Affcan improve their own building of community structures and systems strengthening at all
Govemance Initative, levels; 4) systematic, sustainable, and targeted approaches work;
UNICEF, and WHO. 5) develop standards for incentives for community work; 6)
Care Groups y Groups, | 10-15 y Not reported Care Group Model: Implemented by Concen not reported Concem Worldwide | Vet regularly wilh | Met regularly with | Not reported Not reported Faciltator: Trusted members of community were coordination and communication are essential. 7) faciitate two way
Community Leaders Wordwide, care groups are comprised of 10-15 programme staff programme staff involved in Care Group. Community members were (communication with communites; 8) work in collaboration with local
community volunteers who acted as health educators (Concem Worldwide) ~[(Concem Worldwide) able to receive individual counseling sessions with media; 9) delver consistent messages and do not oversimplfy. Key
[Volunteers shared leaming with communities and for traning support |for training, support members. Large coverage area with mked staff recommendations: 1) Maintain ciear and consistent messaging; 2)
helped facilitate behaviour change at the household and supervision. and supervision resources. establish clear channels for communication; 3) support continuous.
1 commantly level. community engagement; 4) promote key preventive behaviours in
community: 5) set up effective reporting and data systems; 6) buid
Communtty volunteers individuals Indiidual (but 15,000 trained) | Not reported Listen! Leam! Actl (LLA), by PSI, is an inovaiive, | Not reported PSI Communtty workers Not reported Not reported This was implemented under the Ebola Community _|Bottom-up approach, supporting communities (o | capacity of local media; 7) improve partner coordination and

both-up community approach that used community
Volunteers faciltate discussions across three phases.
1) Listen: during which community members share
experiences, rumours, fears, hopes and successes; 3)
Leam: during which faciltators made connections.
between the group and reliable sources of information
(e.g. the call centre, general community health
volunteers) that would provide correct information
supplied by MoH; and 3) Act: where group would
identify ways they can make changes based on
discussion. Emphasis on promoting communities to
take actions to prevent Ebola. Community workers
were trained and mentored to deliver thee.

were trained and
mentored by PSI

‘Community workers.
o

mentored by PSI

(Action Platform (ECAP), a project developed by Mercy
Corps. All community mobilizers under ECAP
implemented ListeniLeamIAct. The primary aim of
ECAP was to coordinate social mobilization across the
country and provide support to local NGOs and
community groups.

design own plans, trusting local NGOS wit
outreach responsibilty, building capacity that
covered entire country through effective community
engagement and ownership, leading to behaviour
change.

Challenges: transportation, community perceptions,
health workforce and capacity, poor sanitation and
hygiene facilties, leadership, funding, partners in
tems of standardizing approach and having
presence in communities.

8) establish
9)faciitate strategic cross-border and intercultural activities.
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Committee (SABC in french)
Community Leaders

Youths, other community
mbers, faith and other
communtty leaders

support of intemational
partners

entry and exit points of communities, safe corpse
management and burials

a5 mediators between
communities and the.
health sector

international partner

consultations

utiization (18.8%) of health services, Poor geographic
reach of health facilties (about 1033 health facilties
for 10.95 milions people. Ethnic and politcal conflcts,
Poverty and Youth unemployment.

expression for populations during an epidemic can
prompt community engagement; Communities are
not passive during an epidemic, they take initiatives|
the state of their knowledge and health system!
State/ Intemational community supports;

Ho, etal. forthe Grassroots leaders, resident | Community groups, Unknown Unknown Grassroots leaders and volunteers distributed Unknown Unknown Unknown Unknown Unknown Unknown Once Zika had moved to mosquito population,

Singapore Study Group, |committees, volunteers communty leaders, information leaflets and mosquito repelents in their govemment used community education and

volunteers communties and reminded people to check for engagement for vector control, which contributed to
mosquito breeding groups. Resident comittees the reduced spread within four weeks. Quick,
organised garbagefiiter collections and surveyed national, multi-sectoral action was required.
environment for mosquito breeding spots.

Jiang, etal Social mobilzation for Vilage leaders, Vilage leaders, community Not reporied Improve the public's awareness in Not reporied Not reporied Not reporied Multiple stages of | Not reported Not reporied Barriors: Prevalence of poor behaviors, including an | The training increased awareness of EVD conirol
awareness generation ‘communty leaders, leaders, religious leaders, and order to change behaviors towards EVD control intensive training with unwilingness to report Ebola, a preference for and prevention, as well as community engagement

religious leaders, and | community volunteers 2 major focus on traditional healing, and unsafe burials It also established a mechanism for coordination
community volunteers educating the public and cooperation between the community and a

on how to prevent the professional team

transmission of EVD,

well as encouraging

people to promptly

seek medical care in

the event that they.

oxperience signs and

symptoms associated

with the disease

JuarbeRey, et al Community based participatory |Women in reproductive | Women in reproductive Community partners Co-developing three risk communication strategy- Zka | Not reported Linkage with Periodic meetings | Use of faciltator guide | Activities were funded |Not reported Faciltator: Partnering with community members Community-based participatory approaches for the

research thers, sport thers, sportleaders, recnited community awareness health fair, health education through academicl intervention | were held to update allowed for contextualizing risk communication design of risk communication and communit

leaders, students, and |students, and community leaders |members theater, and community forums and workshops. team partners, coordinate strategies to convey health information in formats that [engagement strategies enables residents in low-
community leaders. offorts, examine were easiy understood and welkreceived by income communities to make informed decisions for|

publicty plans, community members. communty members' the protection against Zka virus and other

distribut involvement in planning, developing, and mosquito-bome diseases

responsbilties, and implementing this risk communication initative

identify needs contributed to an increased sense of project

ownership.
Kinsman, et al Community participation in | Community members | Imam/pastor, Traditional The study team introduced | Co-developing messages on opics as Not reported Research Consortium | Not reported Activilies were funded |Not reported Barriers: Lessons leamed from messaging in prévious | Communication with the community and message
development of messages  [including raditional community leader, youth leader, |to respective vilage chief, [ambulances, burial tearns, and the use of chiorine team members, viral haemorhagic epidemics were not taken into  [dissemination should be conducted on a two-way
leaders, imams, pastors, |women's group, Traditional who representatives from account, and which contribuled to prolonging the | basis, with the use of trusted messengers for each
women's leaders, youth | healers then called a meeting with the MoHS, the US outbreak. Also the messaging was top-down without ~[segment of the population
leaders, health key stakeholders, including Centers for Disease considering the local sociak-cutural aspects.
personnel, and teachers. traditional leaders, imams, Control, and local
pastors, NGOs -
women's leaders, youth Focus 1000
leaders, health personnel,
and teachers, who later
was identiied as study
respondents
Kirk-Sell et al, Community and faith-based | Faith organisations, Unknown Pre-existing groups Pubiic health officials responsible for responding to | Engaged by, Not reporied Not reporied Not repored Not reporied Not reporied Faciltator: Pre-existing groups in the community, thal_|Deploying messages across multiple platiomns, |Note: does not describe any more in-depth what type of CE was
organisations community groups. Zika highiight the importance of partnerships with CBO | Govemment the Public Health officers would link wih 10 help. talloring nuanced messages for target populations. |done.
and FBO, especially to improve communication with support activities.
non-English speakers or hard to reach populations.
Targeting a variety of different community
organisations (women's clubs, garden clubs etc). Also
coordinated with community health workers.

Lo Marcis, etal. Comités de veill vilageois | Community Groups, CVVs made up of: local sfites, | CVV were to be selected | CVV: intended to create a local mechanism for Not reporied CVV supported by | Not reported Not reporied Not reporied Not reporied Faciltator: Strong historical factors influenced the |CE is not a ‘one-size-fits-all Inflexible or top down | This article presents three case studies, each using different CE
(CVV), or vilage-watch Community Leaders |official representatives of youths |by community members. | resolving issues around population resistance and UNICEF acceptabilty of CVVs, and the community (largely  [responses are not appropriate. CE requires within their own contexts of Siema Leone, Guinea and Lieria.
communities AND Cadets women, religious leaders, | Cadets sociaux - epidemiological surveilance. However, the CVV in influenced by cadets sociaux) response to Ministry of [fundamental recognition that within communities ~ |Case studies are detailed individualy, but under the same article
Sociaux traditional healers and Ebola | recruitment not reported | tself provoked resistance. CVV meant to engage local Health and extemal actors efforts. Outsiders were met [power and legitimacy are always conteste heading.

sunvivors. Cades Sociaux (youth leaders to ‘develop trust' and improve community with violence, leading to arrest of community resources’. CE requires dynamic awareness of
groups set up during 2000s in acceptabilty of response, but had many struggles, members. People had large distrust in outsider history, context and power.
response to conflict). including assault and no admittance to communities. interventions, and had previous mechanisms for

Cadets sociaux challenged and attacked MoH and community monitoring. Cadets took it upon

other outsiders who came into vilages. They themselves to monitor and enforce rules for Ebola

established own ‘watch committees' to protect Lack of historical understanding, and doing pre

Community mediation processes 'ground work to establish connections meant CVV.

(faciitated by WHO) went in to investigate history implementation did not succeed

Ebola development and enable community

empowerment and mobilisation.

Communily Liaison Communtty leader Woman Nominated by community | Communily representalive present during planning | Not reported IRCimplementing | /A NiA Not reported Not reporied Barrier: Containment measures (cremation of the | Communily leadershipirepresentative need (o be |Article has several aspects of CE: new iniliatives, communily task
stages of new Ebola Treatment Centre, who Ebola Containment deceased, lock-downs and ebola treatment centres | present during planning stages, to negotiate on forces, etc. but the most discussed was community representation
expressed concems, priorties, and negotiated for Centre that did not have capacily to support allthose behalf of community, which will support more within the ETC planning, which is reported here.
services for communities. Also related concems admitted) led to much rumours, distrust and citicism  [acceptance and appropriate services. Knock-on
regarding post-Ebola and the impact of the ETC. towards govemment response. A new ETC was being [effects of such engagement may be estabiishment
Negotiated for hiring quotas from in the community. established in a stadium, which was foreseen to be  [of other community initatives that represent
Also led to youth leadership working with dangerous and also take away jobs and activties for [community needs.
govemment/NGOs to raise awareness through people in that area, who already had several other
outreach programmes, and included training of treatment centres nearby.
community task-forces. Weekly meetings were held to
inform communities of ETC updates. Establishment of
new community based organisation called ‘Taking
Initiatives', and other initatives from youths have also
resulted.

Chiof Communtty leader Not reporied Pre-existing community | Community-ownership-model had Chiefs activity Not reporied Govemment Ebola | Not reported Not reporied Not reporied Not reporied Chiefs were initialy recruited to support Ebola Meaningful engagement of leaders/CE activitis

Chief involved as chief community mobilisers, who would do task force activities within communities, however when a new  [needs to be embedded throughout, and not
BCC but also impose unpopular measures (lke fines). case emerged the govemment took action via closing [abandoned during peak crisis times (ie. new Ebola
For the most part, this was accepted as Chiefs were markets without consultation with Chief, and thus  [case in this instance),
from the communities and were already an authority Chief did not get opportunity to communicate with
figure. When new Ebola case emerged, the community. Additionally, large mistrust in Ebola
govemment took action to shut-down markets in town, response to begin with - many community members
without engaging the Chief community mobilisers. considered it a money-making operation for
organizations and health workers

L etal Community based response mmunity social Community and religious leaders, |Community and refigious | Alert case report, contact tracing, and social Contact tracing, Not reporied The community Training workshop on |Not reported Provision of soap and |Faciltator: Community education and social Community-based education for the local residents
strategy in contact tracing and | mobiiizer including communtty activists. aders and activists who |mobilzation. ouse-to-house visis, mobilisers were. EVD messages fike, hand sanitiser mobilization could faciltate public awareness and  [with face to face communication,especially for the
social mobiisation including community and |primary health-care workers, and |had a high school or prepare health faciity supervised by infection prevention in improve the compliance of community members with  [influential community persons is an effective means.

religious leaders, volunteers higher education level or reports, and experienced senior  |the community, and prevention and in for BCC. Need to education 1o the
community activists, had some heal communty report; d field ded for social context of the communtty.
primary health-care educational background Impart messages of supervisors mobilzation Barriers: in absence of an effective EVD vaccine,
workers, and volunteers were recnuited and trained EVD prevention to from the Westem Area community-based risk reduction measures were
to form the local their community District Heal among the best ways to interrupt Ebola transmission
community members via face-o- Management and can be effective even in areas with weak health
response team face, and also wer infrastructure
distributing systematicaly trained
posters and brochures on their roles and how
to implement their task
in the community
Maduka, etal. Community mobiliser Community members | Not reported community mobilzers who |Record keeping of the area which includes the number| Not reported The data manager | One supenvisorwas _|one-day training Not reported Not reporied Faciltator: Use of earlier developed IPC strategy used |IPC although resource intensive and time-
trained as mobiliser already had experience |of households where collated data from all | provided to a cluster | covered basic facts. during infectious disease outbreak in Uganda consuming, this strategy has the potential to
working as community |IPC sessions held, demonstrations, Information, the community mobilier| of five teams and two |about EVD, its contribute to improved knowledge on modes of
mobilizers during Education, and Communication (IEC) materials. and transmitted them |supervisors to each | causes, symptoms, Barriers: Existing risky Cultural practices like self-  [spread, symptoms, and practices on prevention of
cases of and issues/ to UNICEF and the |state. Also, members |and prevention. The medication, open-defecation, ceremonies and mass  [EVD
activties rumours raised during the session. For IPC community operations manager of | of the communication |training emphasized gatherings washing and staying overight with dead
with the communication  |and ear bodies, unhygienic ways of slaughtering domestic
and control messages relating to the causes of and socia for animals, the handing of
EVD, its symptoms, prevention, treatment, and care mobilization team at  [team conducted treatment and care in body fluids during chiidbith, and washing the corpse
the EOC. regular field visits to  [the event of someone of a man
provide supportive | developing EVD.
supervision forthe  |symptoms. It also
teams. omphasized stigma
prevention, safe burial
practices, and hand-
shing
demonstration. The
methods employed for
the training included
lectures, role play,
individual and group
rcises

Massey ot al Community consultation for | Community members | Not reported Key stakeholders in these | Community inpuls were provided on fssues of reducing | Inputs for joint Policy and program | Not reported The implementation | Not reported Not reporied Faciltator: Australian Health Management Plan for | Measures to reduce the risk of influenza in
appropriate and culturally safe —[from aboriginal communities identified by |the risk of influenza at home and at community development of plans |division of the country team provided input Pandemic Influenza was prepared to protect all communities must be developed with the
ways 1o reduce the influenza  [population the ACCHS and key gatherings such as funerals; and providing access to | for aboriginal about the nature of Australians and reduce the impact of a pandemic on | communities to maximise their acceptance. The
sk in communities. informants were health services. Key inputs were provided on the. population influenza, its social function and the economy. of engagement and ongoing respectful

approached to input into  issues of significance of a local resource person, Clear transmission, and the negotiations with communities is crtical to
the influenza consultation |communication, Access to health services, funerals evolving epidemic Barriors: Indigenous people are approximately five  [developing culturally appropriate pandemic
practice and Social and community support issues. during the times more likely than non-Indigenous Australians to | mitigation and management strategies
consultation. be hospitalised for swine influenza and a simiar
proportion required intensive care treatment. There is
no measures that appropriate to be devised for this
group.

Masumbuko and Studentled educational Medical students Medical students Not reporied Community outreach activities included a parade with | Not reported Link with ministry of | Not reported Students were The social mobilisation [Not reported Barriers: Poverty, HIV/AIDS, and ongoing violent | Medical students appear to be well positioned to

Hawkes. campaign to increase fromUniversité Catholiue branded t-shits and banners through the main streets Health and provided training (one |and the campaign was | conflct following civil and intemational wars, fear of [act as‘opinion leaders' and 'social mobilizers' given
community awareness and  [du Graben (UCG), and market, speeches with loudspeaker, one-on-one intemational half day) in funded EVD since the last outbreak in West Afrca, mistrust of [their tacit cultural understanding and biomedical
engagement interactions organisations the biology, national govemment and intemational agencies and ~[knowledge, they can tailor health messages, buid

with community members in public transmission modes, secury concems rapport, increase interpersonal communication,
spacespresentations at faith-based gatherings and social dimensions  community members, and promote
(Sunday church service), and radio announcements. of EVD, together with optimal health outcomes
pragmatic strategy
and schedule for the
| community outreach.
Mbaye, et al. Community Based Sunveilance |Groups Community driven with the | Community death reporting, Sensitization, Controls at | Anthropologists used |Community meetings | No Funding from 71% of rural population, Poor access(38.9%) and | Community resistance as being a form of
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Welahon et al

Health Management
Committees

Committee

Volunteers from community, who
work together, often in
collaboration with health facilty
staff, to improve community
health and give voice to
communty’s needs. Typically
include: community chief, female
leader, teacher, and several
health mobilizers

Not disclosed, but specific
representation needed

(i.e. community leader).
Often HMCs have some
positions that are elected
(.. female leader) and
some by default ie. if they|
have health facilly
charge in them)

Various roles acoss the county. Not standardised
intervention. Prior to Ebola: Regular meetings.
fundraising, health promotion, engagement with other
health workers, accountabilty (.e. medicines). During
Ebola: Manual labour (buiding walls, cleaning facilties,
digging graves, manning checkpoints). Administration
and outreach (records, contract tracing, screening
upon entry to health faciity), navigating interactions.
with community members (BCC and trust-buiding).
Acted as link to health workers (.. explained

Pro-obola, would
travel with health care
workers to deliver
services, communicate
health messages etc.
During Ebola, support
health facilty activities
(see roles/types of

Health facilty,
Community Health
Volunteers, Contract
Tracers

Linked to Health
Facility. During Ebola,
some HMCs were
supported by NGOs,
others were not.

Training by NGOs
(IRC) mentioned as.
Source of motivation
for HMC members.
'Specifics of training
unclear. Pre-existing
HMC that likely had
some initiation, and

Varies - sometimes
NGO andior
govemment support in
terms of monetary and
non-monetary
incentives. Contract

given monthly
allowance, though this
did not always

For health workers
and burial team
members. Not clear if
any HVIC members
were part of these
teams.

Faciltators: Many listed, see document for more.
detais. Key contextual factors: 1) Pre-existing
relationships between HMCs and Health Facilty which
supported trust and timely action; 2) Extemal inputs
(.. trainings by NGOs and IPC supplies) provide
direction and support; and 3) specific nature of Ebola
and recognition of intemal action galvanize
community action. Article identified faciltators (via
intrinsic and extrinsic motivation) an

Intrinsic motivation: desire o serve and lead, fear of

Article articulates 4 key lessons leamed (Table 3,
pg 8), directly quotes as follows: 1) Community
leaders, volunteers, and home committee members
can perform vital functions during public health
emergencies; 2) The importance of community
leaders, volunteers and health commiltee members
rests not only in their capacity to camy out manual
labor and administrative tasks, bu also in their
capacity to mediate between communities and the
health system; 3) Positive pre-existing relationships

[This article elaborates further on role and responsibilty of HNICs.

during Ebola, contextual factors, barers and faciltators. Refer to

article for more specific details and expansion of points reporied
e.

monitors (Volunteers)

health monitors in
collaboration with
traditional leaders in each
vilage. 1 monitor for 50
households. 1 Supervisor
per Chiefdom. CHMs
should be respected
residents in their
communities with previous.
experience in a role of
responsibilty (.e. teacher).
Wherever possible CHMs
would be CHWS.

events that may be associated with Ebola, and report
to Community Surveillance Supenvisor via phone call
Ratio of CHM to household was 1:118, and ratio of
CHM to CSS 52:1. In tital, 7142 CHM trained across 9
districts, covering approximately 63% of Sierra Leone.

imber of events reported increased with time, s roll-
out to different districts slower. When operational, 92%
of all CHM reported. Large majority of events were not
classified by CHM. In evaluation interviews, CHM only
recalled 3/6 trigger events. CHMs actively sought
information by: speaking to community leaders, visiting
households, speaking with other key informants
(teachers, health workers).

response conter

Survellance
Supervisor. Weekly
reporting, even ‘zero
reporting’ used as a
supenvisory tool to
check that CHM s stil
active and looking for
tiggers.

ovents that may be
associated with Ebola

CHWS (Sierra Leone has had community health
worker programme since 2006) were used, as they
already had relationships with the community which
was deemed essential to build trust. District and
Chiefdom level stakeholder meetings conducted to
get buy-in from local leaders to support community
ownership and participation i programme. Failure of
closed user group and lack of motorcycles were
inhibiting factors. Also, knowledge of CH: Large
majorty of events were not ciassified by CHM. In
evaluation interviews, CHM only recalled 3/6 trigger
events. 68% noted that the community supported
their work. Others noted need for strengthened
coordination between CEBS and other Ebola related
activties and surveilance. Logistical challenges.
influenced timeline

months). Importanc of stakeholder meetings to
gt community ownership and acceptance. The
implementation of CEBS supported a stronger and
satisfying linkage between communities and overall
EVD response. More refinement of triggers are
needed, and likely more training for CHMs.
Community health volunteers are capable of
detecting and reporting important health
information.

y , asked health some activies wihin. |happen Ebola, pride/tust in hoalth facilty and providers. | betwoen communitos and health workers aro a key
on behalf of community) and from health workers to Extrinsic motivation: compensation, recognition of |enabler for community volunteers to engage in
‘community (built trust, explained prevention and limited capacity, recognition of Ebola difficult tasks during crises, particularly tasks that
control measures to community for acceptability). severity, and NGO support. violate social noms (e.g. burial rituals); and 4)
During emergencies, the resiience and capaty of
Barrers: Intrinsic - sadness, grief and loneliness, fear |communil leaders, volunteers and health
of contracting Ebola, concem tha govemment has —|comitee members can be supported by enstring
forgotten them clariy among stakeholders ab
about payment, and community anger at them for | reassuring community workers that they are not
‘collaborating with heatth systern. forgotten, providing trainings and squipment, and
croating spaces fordialogue between heallh
workers and community workers.
Worsdith. C. Gommunily Heallh Commiies | Commitee; Leaders Not disdosed dentiied barers to offecive provention, case Gommunily Heallh | Suppor by DHNIT and |Linked to Communiy | Training o NA NA Disbalie and disiust from some community members. | Acively involving community heallh commilees | There are two examples in ths one arlle. They are from diferent
Committees linked with | District Ebola |Care Centre communication, to prior to initiating Committees. Pre-existing the development of prevention and protection countries (Siera Leone and Liberia) and different examples. Sierra
action plans to address such bariers. This ranged | Community Care Response build confidence of implementation and relationships by NGO in the |approaches built trust and increased community Leone reports on CHCs, whereas in Liberia they discuss case
from logistical (fuel for ambulances, water access)to |Centres Coordination. Committees, and to context. However, they note Challenges as. willingness to refer and seek treatment. findings using community health volunteers. For the second, it is
Behaviour Change Communication, and Risk build ‘kangosa’ or "coordinating social mobilisation activities in a context |Communities members are able to engage in social [unclear if these are 'CHWSs' or if they are from the communities. Not
Communication (i.e. dismantiing beliefs that bathing in gossip channels. \where multiple agencies are active in the same bilisation with harder-to-reach or less likely to enough details, so it is excluded.
salt water can cure Ebola, and sharing knowiedge on Training on Ebola communities, each with their own way of working®. disclose populations (.. taxi drvers, dug users)
burial practices). Also, in one case. noted, conducted case ideniication and This was helped i Sierra Leone due to existing |Active case findings with social mobilsation
case identifcation and referrals referrals Social Mobilsation Pilar (SMP) ed by Ministry of |mportant proacive element
Health that is an umbrella structure for all community
operations. Logistical ssues related to geography
cover and remote areas, aiso need to have strong
relationships but also be ready to deploy quickly.
Wi, ot al Paricpatoy Design Loaders, Indwiduals | Not reporied Communiy leaders Focus Group Discussions, inferviews and workshops | A NA NA NA NA NA Faciltator: Communities have previous experience _|Pandemic response plans need o consider: social
using participatory acton research, specific o HIN1 with PAR, involvement of Aborginal Health and |aspects of communities incuding cullural values,
pandemic plans. Community members and leaders Medical Research Couni, multidiscipinary and | norms, famiy ties, and social networks.
identited key considerations for curient and future: staged researchers
pandemic plans.
[Munodawafa, et al. Traditional leaders, traditional ~ |Leaders, Individuals Not reported Community leaders Advocacy meetings with Chiefs, traditional leaders and [UN, Intemational UN, Intemational Not reported Not reported Not reported Not reported Facilitator: Strong relationships with county health Multi-sectoral approaches which include social
healers and religious leaders other influential people to obtain support for the Ebola |Or ti d Or ti d teams, multi-sectoral partnerships and interventions. | mobilisation were mapped to reduced incidence of
response effort. it G t. Context of implementation (lack of facilities, roads, EVD. Key lessons reported, relevant to CD: 1)
infrastructure, water and santiation etc) at community |social mobilisation and communiy engagement
level left famies more vuinerable, and introduced |(e.g. involing chisfs, eiders, relgious leaders) were
many challenges for care seeking. Infection for bringing about
safe burials had much resistance, as these were | changes and sevices. Key recommendations
incompatible with raditonal practices. reported 1) assure early and intense CE actives
atthe loca level (.e. engage chiefs and elders,
religious leaders, women and youth and Ebola
survivors in key activities such as investigating
rumours and diffusing myths)l 2) build capacity and
sustained leadership within community health
committees through training and technical support
for essential community processes (e.g.
assessment, planning, developing nterventions,
intersectoral acton, monitoring and evaluation),
Nakire, et al Communiy Membersand | Members; Leadsrs . informal = Focus Group Discussions and Key Informant Not reporied Not reported Not reporied Not reporied Not reporied Not reporied Findings used (o scale-up prevention sfforts (via risk Wuliple siakeholders involved in pariicipatory mapping - unciear
Leaders raders Intorviews vith Participatory mapping. Community communication, community sunveilance, screening of specific community contrbution
participants describe movement pattoms across ravelirs etc).
borders speciically fo: those seeking refugae status,
conducting trade or business, seeking health care,
visiting family. Also mapped health care facilties that
receive pationts from DRC.
Ratnayake, ot al Volunteer Communiy Moniors | indwiduals WA Voluntears or exsting |Responsile for ther own vilage, or f necessary a few |Communiy Ebola Response |Woniors reporied | Job speciic Uaiming _|Not reported Not eporied Vider contract racing was ongoing, s system was | CEBS genrated ales for about 1/3 EVD cases.
‘Community Health Workers |small villages within walking distance. Trained to detect|Surveillance | Consortium, events to community | month prior to actions. to support more efforts at community level. Some of  [Found to have low sensitivity and positive
6 trigger events suggestive of Ebola, and then report |Supervisors and Intemational Rescue  |surveillance Some districts. |the monitors were previously trained CHWs, and some |predictive value, however this is meant as a
any to supervisor who did primary investigation. Community Health | Committee upervisors via mobile |provided informal were also contract tracers. Contextual considerations |supplement to a wider tracing system, and the
Officers (MoH staff) phones, the refresher training. include: how monitors classify and understand illness, (authors noted this was a positive result.
supervisors then [ Trained to detect & reness of burial practces and how to Additonally, community monitors found other
conducted preliminary [tigger events identiylmportance of reporting, pioting of iness | health issues, including three measies clusters and
investigations. suggestive of Ebola ciassiications, strong links to wider health system. | chickenpox. System may be good o dentiy cases
with no epidemiological inks (that contract tracing
would usualy find), of newly emerging outbreaks.
However, stil needs thorough coverage, adequate
raining, and strong links with wider community
systems. Before rolld out, vaidy of the 6 trigger
categories need to be tested, and exploration of
burialpractices would be required, as the monitors
did not identify many such incidences.
Rudge and Massey. _|Paricpatory Design indviduals Unknown Unknown Focus Group Discussions wih 6 different communities |A NA NA NA NA NA Faciator: Pre-sxisting relationships wilh communities |- dentiy local o (o' people, who are rusted and
on potentialsolutions for adcressing HINT in their meant abilty 1o have rapid discussions on such | easy o access and who community may tum to for
communites. Their input influenced design/approach opics advice: simple, clear information that demonstrates
1o interventions. respect; people need information on where to get
help and control procedures; nfection control
messaging should be aligned to realty of
Aboriginal communites; people need to have a say
in the support provided
Santibariez, et al. Faith-based and community- Faith organisations, Unknown Pre-existing groups In 2016, over 100 FBO and CBOs joined an alliance ~ [Over 100 FBO and Not reported Not reported Not reported Not reported Not reported Facilitator: FBOs and CBOs had direct and existing Only reporting Box 3 from article, which describes a CE approach.
based groups community groups |with the govemment. They had main duties of: 1) CBOs relationships with communities. They know who is Rest of article has CDC recommendations for CE, helpful with
ostabing teams that can inspect their neighbouthoods pregnant, where people ve, key areas in community essons leamed.
weekly 2) planning ahead for mission trips and travel etc. They were recognized as first responders in any
to areas with Zika, 3) building a culture of solidarity lemergency. Groups joined together, identified
and commiment to helping on another, 4) educating common goals and agreed upon roles for groups.
and empowering community members to help prevent
the spread of Zka. they did things such as “zika
[Action Days' whers education was spread and
repelont given, inspecting of stagnan water sources
and houses wih reens, sducation on how to
eliminate mosquito breeding sites, distributing
condoms and repelle.t
Sepers, et al. 2019 | Community Leaders. Local Individual leaders Pre-existing individuals Several engagement activities: convened a national | Several other Ministry of Health, Not reported Meetings and Not reported Not reported Multi-sectoral engagement. CE was part of wider Engagement of community leaders (chief and Table 1 details all implementation components, elements and
Govemance/community consultative meeting with traditional community mobilization activities | Sanitation and sensitisation trainings activities including: 1) surveillance, contact tracing and |religious) to support adherence, education, engaged partners in Ebola response implementation, including all
leadership (chief and leaders; conducted community advocacy meetings | enacted, though many| Weltare, WHO, The cted case investigation; i) case management; i) safe |monitoring and reporing within communites. aspects of CE.
religious) with local and relgious leaders; conducted an not through (Counci of Chifs and burials: v)social mobilzation and community
engagement programme with community leaders to | community Elders, NGOs engagement and v) delivery of basic senvices. Prior
mobiize them for addressing EVD outbreak: engagement bad experience vith law enforcement, and strong
a gration programme. focus on leaders (chi or elgious), including support
Article notes that [In] Liberia, there was less reliance ffom NGO and WHO, had govemment relying on
on communiy isolaton (quarantine) but rather there leaders o ensure adherence from commniles.
was emphasis on community self-policing or
monitoring, whereby each traditonal leader (chief or
religious leader) took it upon themseives to enforce
policies on visitors, strangers and reporting of sick or
decreased.”
Skip, ot al Communiy-Led Abola Action, | Community Champions, | Communiy Champions. Niobitzers: through CLEA Approach, a stuctured particpatory approach CLEA approach used [Follow-up viss by [Trained by mobilsers |Not reporied Not reporied Folowup visits required, and such viss associated |Using the approach faciiated actions pians wilh [ Mobiizers do not seem {o be communly members, but support
with community mobilers and | Individuals supported by Mobilzers (jouth |previous programme. [ nital visils by mabilsers to communites, mobilsers within Sierra Leons's |mobitsors with more satisfied neads. Running of CLEA aligned using this and via Community
| Community Champions workers (18-2 years) who had (Champions: Identified via |use structured tools with community group to facility | Social Mobilization approximately every 3 resources in other sectors and areas, which  |community meetings with local champions Champions
previously been involved n | community faciftated quiry, o faciitate and Acton Consortiom ~|weeks may have supported s success (for instanco, faciltated colletive buy-n. Folow-up visits by
HIV/AIDS community programme) | sessions by mobilisers. to conduct analysis and develop action plans to (SMAC). community care centres could accept increasing mobilisers were associated with higher prompt.
Champions: Unknown. prevent transmission. Community Champions are referrals, dignified burial teams and ambulances referrals. Communities with satisfied capacity had
identiied, who are focal points and support avaiable). Actions were ones communities know that |fewer unsafe burials and more prompt reforas.
communiies to develop plans. Mobilsers make they can adopt and sustain, that promoted local | The need for sustained behaviour change in
subsequent vists to communiies. Expected that ownership of the response based on communily- |outbreaks may be met by communiy identiication
communities identiying prorty actions and defined actions that are protective whie consistent [of needs, action plans and implementation
implementing sirategies to address would affect with local nterest. (facitated by Community Champions) and
behavioural outcomes. supported by community mobiisers
Stone, etal Community health monfors | Communiy heah indviduals ERC dentifes community | Communly members trained to idently 6 tigger Wider CEBS systom |Done by Communiy | Trained on 6 tigger _|Motorbikes and Mobie [Not reported Vihen possbie, previously irained and operational |Startup took longer than sxpecied (over & Aricl also reports on Community Sunvellance Supervsors, bu they|

are often health staff and not situated within community or
conducting engagement activites, so this is not reported here.
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Table 3: Guidance document synthe:

g and recommendations relevant to CE for COVID-19

[WHO, 2016 Zka Risk Communication General [ e e s [T e D I e M O s T m, T
1 Sol g in design, and evaluation K for
2) transiational communication, 3) (et tocssorinais mfomaton
stakeholder coordination, 4) community
en9egement, 5) dynamic kstening. 2. "Be firt, be fast and be frequent’. Keep ongoing, open lines of communication with communities and ke;
stakeholders. This s especiall important when facts and findings are emerging. Communication needs to be regular,
reliable and up to date, while engaging communites. People have a right to information. Communication in a
straightforward and honest way s essentialfor buiding tust.
3. *Contain and maintain trust about what is known and not known*_ Do not dismiss fears, acknowledge and clarfy
rumours, myths and misconceptions.
4. "Communicate facts, figures and data with empathy and in language thatis understandable by the intended
audience”.
5. "Recognize bariers to recommended behaviours. Provide resources, strategies, and support on how to address
them. Use networks and partnerships to estabish good listening mechanisms to identify and quickly address umours,
[concems and misinformation.”
o S S 3 S TS T . 2 o
traditions. Integrate these findings into communication and engagement strategies and ta
7. Contextualise communication 5o that people can relate, understand and trust it Use B T D
that are culturally appropriate.
8. "Focus on engaging and empowering people, rather than simply informing them. Prioriize target groups and
stakeholders and leverage social networks. Whenever possible, all communications should be discussed. agreed with
|and defivered by local community leaders and other stakeholders who are trusted within atisk communities.”
Santibanez et al. 2015 Eboia Foalih Communication and _|Parinerships with |10 step approach for healtn 7 Incorporate health @ community mobiization Ino overarching public healih emergency response
(Community Mobilization |community and faith- [with community and faith-based plan
based organizations _[organizations (CFBOs) for Ebola response: ~[2. Assembie the appropriate health communications and community mobilization team and determine speciic oles and
responsibilties
3. Determine which factors place people in a communily at risk of disease
4. Locate communities whers information about preventing Ebola and stigmatization is most needed
5. Identity, engage and collaborate with CFBOs that can help reach and address the needs of affected communities
6. Anticipate and identity specific information needs
7. Work togetherto develop messages as part of a community mobilization strategy for Ebola response. Messages
should be: Be simple, clear and direct; Use fewest words needed to convey information; Communicate one 1o three
points at most; Be free of jargon; Be transiated in appropriate languages for communities; and be framed in positive
tems.
. Use a varty of methods o convertand amplly messages
9. Monitor and evaluate the impact of he: to make
0. Recogriee. polch aff, and maniai eatnens wih CFa0A
Laverack and Manoncourt, 2015 Eboia [Anthropological nsights take into account local perspecives and help understand complexdty e« ey
social mobilzation [ T T R T b S it 5
science research geared towards tor volves. Important to
o e A e A e e s
Interpersonal communication is complex, and folowing Communication for Development (C4D) approaches may be best.
Evidence from Guinea on ‘watch committees' did not have as strong of success as C4D using: SBCC approaches via
social mobiizers in conjunction with mass media and print materias
Building of bottom-up' dialogue, that can bridge communication and promote self-management, including engaging
people and addressing deep-seated practices, is required. Asif disease progress adaptations are required and new
engagement needed; rapid adjustment was challenging.
Community resistance/fearfdistrust may be prevalent - need to buid and maintain community confidence from start of
[outbreak through bottom-up approach that s centred on respect for local perspectives
cross: need consideration. CE often designed for rural areas, but approaches may
need to be adapted for urban seftings.
Cross-border  as often bord travel easiy. Engaging
local leaders D
International Federation of Red Cross | COVID-19 (RCGE - Risk communication_|General 14 key tips for community engagement
d Red Crescent Societies, 2020 and community engagement 1. Dontttell poople what to do - recognise ris. Engage througt
2. Ger peers and leaders to tak - people more likely o respond to information from trusted sources, especially ones with
shared social-cultural contexts
3. Establish particpation and feedback approaches - ask people wha they know, wha they need, and involve them in
deiqing e cabvcing saies and rvntions
4
5. 0i wmmsmale\y ~this d it
Iways dat your messages
6. Communicate in the language individuals are most comfortable in -t s important to use the language people prefer
to speak 1o nsure ey undrstans aro are confident to share
7. P including: a) an instruction to
[olow, ) & beaviout o acpt o o nlrmation vt can shars with s and
8. Test your approach -p acceptable,
rolovant and porsuasive
9. Accountablo  coordinated approach at includes
feedback and action loops
- we need things, 1o sal
pracice.
1. Be open, honest and timely about the disease,
focus on actions people can take. This builds trust
12. Stay informed on latest news and work with others
13. Use media, , speak direct
m (Niederberger, Gerron and [WASH (Water, Communty Engagement _|General 1 Understanding deersny and varied valrabilies Wi commiies s el No#d 1 lake approsches
o mmy) 2016 sanitation and understand and advocate interventions. Researchers (ie.
Hygiene) lessons from nihropologits,spidemioiogists) mey be requred: Appled sodialrosearch i st phases can contrbute 1
Ebola of roles and acceptance leadership structures, and issues of
power and culture.
2 model doe: leed to understand and recognise potential
e e e e e R o o e e s e T T e e o A
[developed with communities, considering key populations (.e. leaders, women, youth, etc).
3. Advocacy need to promote inclusive and representative ideas, concems, questions and solutions of communites.
Communities need access to information that is accurate and appropriate, and supports them to make informed choices.
4. Multisectoral action to increase transparency, especially in contexts with lack of trust, should be done. Also requires
active coordination and planning with other sectors at local, district and national levels.
5. Using fearto encourage changes in behaviour can be counter productive
6. Understand networks of past and current relationships within communites. Leverage existing structures (when
approprate) f available
NUIP (Bjorneseth et al.) 2020, Boas, |Covid-19, wilh lessons |Communily engagement, |General 1 Context sensitviy s key
Erstad, from Ebola cisis communication. 2. Including communities n the design and management of response
countering rumours 3. Sensiiviy to local naratives and knowledge systems
4. Counter myths and rumours - might be especially mportant in places with high levels of distust (why understand
context sensitvty is important), or when fmited knowledge on topic.
5. Transparent and legtimate crisis communication required
[Toppenberg-Peicic, D. etal. 2019 Ebola, Zika and Yelow-| Emergency Risk [One-size fits all approach does notwork |1 Buld trust and community engagement
Fover mmunication Local communities needs to be involved with 2. Begin well - ideally before the beginning of a crsis
3. Go P in emergency response and
processes 4. Involve local leaders
5. Taior interventions - ities are different, and their 1o be P
6. Continual two-way communicatio
Bariers to community engagement identified were: top-down communication, stereotyping and patemalism which broke
[down trust, created fear and alienated communities; use of force was counterproductive; failure to distinguish between
evidence-based messages from uncertain messages ages change over time, reasons should be dlear explained;
[communication needs to be candid, open and honest; effectiveness should be monitored and adapted overdime.
nored, and may of community engagement
interventions.
[SWAC (Pedi otal) 2014 Eboia Communty engagement _|General [Communty-ed Ebola Action (CLEA) aims (o |Key Principles of CLEA (many more examples and speciic lessons, recommendations and (ools vihin document):
lempower communities to do their own d on collective community decision-making and action for al
analysis and planning. There are three |2. Drven by sense of collective achievement and moivations, not my coercive pressure or extemal payments
steps with associated actions: 1 Preparation [3. Engage diverse community members n time-bound specific activiles
1a. Map and select commnities, 1b. meet ~[4. Lead to emerge Community Champions, and or new commitment of existing leaders
local leaders to gain pemission to enter, 1c. 5. Generate diverse local actions and innovations
Plan triggering schedule, including logistics (5. Build on traditional social practices of communtty cooperation
and timing for each visi. 2) Triggering, 2a.  |7. Focus and celebrate community-vide outcomes
| Community mobilisers enter communiies (8. Gian momentum and scale-up.
and conduct triggering activites, 2b. If 9. Recognise the rights of communitios
ready, community develops an action plan. | 10. Rely on clear, accurate, two way information flow that buids trust and positve feedback loops
3) Follow-up. 3a) communities carry out their
action plans, 3b) community mobilisers make
weekly cals and regular visits, including
Ebola Sunivor welcome-homes, 3c)
community mobilisers avaiable for
supportreferral
[WHO, 2018a Eboia Risk Communication and _|General [Several resources and ools included in 1. Establish mechanisms (o sten o and address community concems, rumours and misiformation. Keep the
Community Engagement document to develop and implement RCCE |community updated on the response. Involve trusted community influencers as much as possible and disseminate
strategles across multiple implementation  [information.
loves. 2. Make sure to involve traditional healers, community leaders and influencers in the response as much as possible
P a0 T ST B G 0 e I
ressed through the overall respon:
4. nform and adviss outoreak response pilars about ctural ot socalspecfcations 0 consor for lnv\amenlmg the
response.
5. Ensure standardized and coordinated messaging, community engagement and risk communication interventions.
across response pillrs and partner agencies.
6. Continually adapt the risk communication and social mobilzation strategy to address community concems and
[WHO, 20185 Eboia Risk Communication and _|General Simiar to document above, with some T Use existing and trusted community engagement networks and nteriocutors - brief them, fraim them, bring them on
Community Engagement adaitions. Also highiights same general  [board and work through them
guidance for CE as above, in addition to the [2. Have the capacity to work in the local language and dialect of the community.
information provided here. 3. Observe good practice for entry and exi from the community.
4. Ask about and be cognizant of hierarchies and dynamics within the community
5. Know the spectrum of engagement actvities. Do not stop at inform. Move towards consult and co-design
6. Provide feedback to the community and be honest about uncertainty.
7. Don't over-eassure or overpromise.
PAHO, 2017 Zka Risk Communication and _|General 1 Rapi The ity's atiitude towaro: Tand the want to meet
Community Engagement
2. Establish lines of action, prepare materials and test them with target audience

3. Reorient activiies in ine with the research conducted about the community, such as KAP studies, opinion polls etc.

4. Engage the community and its leaders in an ongoing dialogue about their concems and response activites, and
support them to carry out interventions using social mobilisation and engagement.

5. Identify and communicate often with community leaders, at sk populations and other target groups to leam about
ther information needs and concems.

Note: Of the 11 guidance documents, the,

‘Gealt specifically with with Risk communication, and of those 4 detailed "RC
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