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INTRODUCTION 

Community participation has been a central theme of 

health programming since the Alma Ata Declaration in 

1978, which aimed to achieve 'people-centeredness'.1-3 

Participation is defined as the active inclusion of affected 

populations in policy formulation, implementation, 

management and evaluation.4  

The community health approach in Kenya is founded on 

the concept of primary health care, with community 

participation serving as one of the guiding principle.14 In 

this context, community participation within health facility 

catchment areas and localities should be maximized 

through a variety of activities.14  

One of these activities is community dialogue. Community 

dialogue is a forum that brings participants from across the 

community, including health providers, to exchange ideas 

in face-to-face moderated sessions, share personal stories 

and experiences, express perspectives, clarify viewpoints 

and develop solutions to health problems, and is thus used 

as a participatory tool.14,20,22 Social accountability refers to 

approaches in which citizens can express their opinions 
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about the quality of services, the performance of service 

providers, or policymakers, who are then required to 

respond to citizens and account for their actions and 

decisions.7 Power dynamics, social economic status and 

illiteracy level prevent health clients from speaking up, 

even when there is evidence that they are mistreated or are 

not receiving expected health services.1,2,11,12,15,18,23 In this 

regard, community dialogues can be important forums for 

health clients to air their concerns, particularly those 

related to health; however, the extent to which community 

dialogues achieve this is not well documented. 

Most of community dialogue research has concentrated on 

participation in health promotion and service utilization, 

rather than community involvement and empowerment in 

health service governance.17,20,24 For example, a research 

conducted in Kenya, South Africa and Zambia used 

community dialogues to engage community members and 

health providers in discussions about family planning.26 

Similarly, a study in Zambia used the approach to facilitate 

discussions on how to achieve quality care in family 

planning and contraception provision, guided by ground 

rules agreed upon by the various stakeholders.20 However, 

there is little documented literature on how community 

dialogue has been used to raise awareness, enforce and 

provide feedback on health issues. Successful social 

accountability intervention ensures the achievement of 

voice, enforceability and accountability on health issues.9 

This study examined how community dialogues were used 

to express community concerns and provide feedback 

within government community health structures. Even 

with the increased emphasis on the importance of 

community dialogues as a key deliverable in community 

health, many questions remain unanswered. Questions 

about how health concerns raised in these forums are 

handled, as well as their articulation and feedback, are 

rarely documented, particularly as a routine activity in the 

community health systems. Understanding how 

community dialogues achieve social accountability is 

critical in achieving quality services and health outcomes, 

particularly when client feedback is used to shape the 

health care system. As a result, the goal of this research 

was to complement primary evidence on the effectiveness 

of community dialogues in promoting social 

accountability. 

METHODS 

Study design and setting 

A cross-sectional qualitative survey was conducted 

between July 2021 and August 2021 among community 

health volunteers (CHVs) and their supervisors attached in 

health facilities in Nairobi. The study was carried out at 

community health units attached to Kayole 1 health center, 

Kayole 11 sub-district hospital and Dandora 1 health 

center in Embakasi Central and Embakasi North sub-

counties.  

Study population 

The study population included CHVs, CHCs, community 

health assistants and officers (CHA/O) and health facility 

in-charges. Participants were chosen purposively based on 

their work experiences in community health field. 

Inclusion criteria 

Participants (CHVs) were included if they had 80% 

performance score in the previous reporting months and 

attended at least one community dialogue meeting in the 

past three months. Key informants included Community 

Health Assistants/Officers, CHC and Health Facility 

incharges. Community dialogue minutes from January 

2019 to August 2021 were included for review for data 

triangulation purposes. 

Exclusion criteria 

The study excluded participants (CHVs) that were from 

community health units not attached to a health facility 

providing maternal health services. 

Sampling of study participants 

This was a qualitative study; therefore, the participants 

sampled were those with experience working with 

communities and could share their perspective on 

community dialogues. Respondents included CHVs, 

CHA/O, community health committee and those involved 

in health facility management. Participants for the study 

were purposively selected. The CHVs involved in the 

focus group discussion were selected in consultation with 

the CHA/O. This was done to ensure that participants in 

the study had extensive experience working with the 

community and could freely share their experiences. The 

KIs were purposively chosen to be the CHA/O supervising 

the selected CHVs and the health facility in charge 

responsible for managing health services in the selected 

facilities. 

Data collection 

The focus group discussion guide (FGD), key informant 

interview (KII) guide, and document review checklist were 

used to collect data. The data collection tools were used to 

evaluate the influence of community dialogues on social 

accountability. 

Three FGDs were held in the three selected health 

facilities. Participants in each FGD were invited to discuss 

the extent to which community dialogues were an 

important tool in social accountability. KIs were chosen to 

represent the key players in community health in the 

selected sub-counties and were interviewed. A total of 

eight key informants were interviewed with the help of a 

guide. With the permission from the participants, FGDs 

and KI were audio-recorded and transcribed verbatim. 
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Access to previous community dialogue minutes was 

requested. Previous minutes from January 2019 to August 

2021 were reviewed to aid in data triangulation. A total of 

11 community dialogue reports were provided, and it was 

noted that there was less reports available in the year 2020. 

This was as a result to COVID-19 restriction guidelines of 

limiting social gatherings. 

Data analysis 

The data was read and re-read for familiarity. FGD and KII 

data were audio recorded and transcribed in Microsoft 

word. Two coders coded the data separately, but they were 

routinely discussed to address any coding biases and 

improve inter-coder reliability. The researcher created a 

coding guide, which was followed during the coding 

process. Coding was done in Microsoft word. Thematic 

analysis was used and themes were created based on the 

research objectives and questions of the study. 

Ethical approval and consent to participate 

Written and verbal informed consent was obtained from all 

participants. Prior to the commencement of the study, 

approval was obtained from the Kenya Methodist 

University’s scientific ethics and research committee 

(KeMU/SERC/HSM/36/2021), National commission for 

science, technology and innovation 

(NACOSTI/P/21/12157) and Nairobi metropolitan health 

department. This enabled permissible access to all 

information that was necessary for the research. The 

participants who voluntarily consented were involved. 

RESULTS 

Demographic characteristics of participants 

The demographic characteristics of participants in the 

study are presented in Table 1. Most participants were 

female 74.2% compared to male 25.8%. Most of the 

participants were aged between 40-49 years (51.6%). 

Those with primary education were 38.7%, 35.5% had 

secondary education and 25.8% had tertiary. Most of them 

had worked between 5 to 10 years (64.5%). 

Perception of community dialogue 

Participants interpreted community dialogues as meetings 

that engage the community and health system 

stakeholders. Community dialogues were used to educate 

the community on health issues as quoted as: “Community 

dialogue is a meeting where we educate the community 

members on health matters” (KI, female). 

Community dialogues were also used to inform citizens on 

various health interventions. Participants' responses gave 

the impression that community dialogues were a one-sided 

(health system) activity rather than a collaborative effort as 

envisioned by the Ministry of Health, as illustrated by the 

following quote: “When we want to educate the community 

on good health practices, we invite them to dialogues” 

(FGD, female CHV). 

Table 1: Demographic characteristics of the 

respondents. 

Characteristics Frequency Percentage 

Gender 

Male 8 25.8 

Female 23 74.2 

Total 31 100 

Age 

20-29 3 9.7 

30-39 9 29.0 

40-49 16 51.6 

50-59 3 9.7 

Total 31 100 

Level of education 

Primary level 12 38.7 

Secondary level 11 35.5 

Tertiary level 8 25.8 

Total 31 100 

Work experience (years) 

Less than 5  3 9.7 

Between 5-10 20 64.5 

More than 10  8 25.8 

Total 31 100 

The KII findings collaborated with those of document 

review, where most information captured in the minutes 

were of educating the community on hand washing, 

breastfeeding among other practices as illustrated by the 

following excerpt:  

‘The CHA sensitized them on the importance of 

breastfeeding…’ (minute 8). 

Minutes were taken in a way that showed what the CHV or 

CHA did or said during the dialogue, with little 

information on what the community thought or said. This 

made capturing community voice or participation in 

community dialogues difficult. This was attributed to 

either a lack of skills in writing the minutes or a lack of 

opportunity for the community to express their opinions. 

Results showed that community dialogues were held 

quarterly. This was in line with community health policy. 

However, they could hold more dialogue days in a quarter, 

but on demand, as illustrated by the quote: “We hold 

community dialogues on quarterly basis according to the 

guidelines” (KI, male). “Sometimes we hold more than 

one dialogue in a quarter, upon request from the CHA” 

(FGD, female CHV). 

Participants in the community dialogues 

According to the findings, the Chief, CHV/CHC and CHA 

were the most active participants in community dialogues. 
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There was limited evidence of other health facility staff 

and sub-county health management team (SCHMT) 

participating in community dialogues. The study findings 

showed that, health facility staff and SCHMT hardly 

attended these dialogues because of ‘high workload’ and 

‘insufficient logistic’ support as shown by the following 

quotes. 

“We are unable to attend community dialogues due to our 

heavy workload, but we are usually willing” (KI, female). 

“We do not attend community dialogues because of a lack 

of logistical support, especially if they are held far away 

from the facility” (KI, male). 

Despite the fact that there was limited participation by 

diverse stakeholders in community dialogues, it was noted 

that comprehensive inclusion of stakeholders is important. 

This was due to the community's emerging complex issues, 

which necessitate joint brainstorming of solutions, as 

stated below. 

“Today we are having so many issues in the communities 

so we need to think outside the box and involve opinion 

leaders like pastors, the nyumba kumi initiative because 

there are things, we cannot do without them so we need to 

work together” (FGD, male CHV). 

Due to the non-attendance of health management team 

responsible for service delivery, the findings revealed that 

community dialogues lacked adequate feedback on 

concerns raised. As illustrated below, it was difficult for 

the CHA or CHVs to respond to concerns that were beyond 

their scope: 

“The CHA is in charge of community health, but a doctor 

or health facility representative should be present to 

answer questions about the health facility, such as drug 

shortages” (FGD, female CHV). 

The participants agreed that, over time, community 

dialogues had been left to only CHVs and, on occasion, the 

CHA:  

“Most times it is only the CHA who attends our community 

dialogues” (FGD, male CHV). 

Findings showed that the lack of feedback caused 

community members to be disinterested in attending 

dialogues because they did not achieve the goal of sharing 

experiences, clarity and joint solutions. As a result, CHVs 

sometimes held dialogues with no or very few community 

members who were not a representative of the community. 

“Sometimes you call on members of the community to 

come, and they ask you... What new information will you 

be telling us?” (FGD, female CHV). 

Participants brainstormed ideas for making dialogues more 

inclusive and serving the purpose of participation. The 

proposed solutions included prior planning, sending 

invitations to all stakeholders on time and holding 

community dialogues on the time and day that is suitable 

for community members. They also suggested integrating 

health outreach services into community dialogues so that 

it attracts community members to attend.  

Future research should look into how all of these 

suggestions can be combined to improve the performance 

of community dialogues. 

Agenda in community dialogue 

Participants shared the concerns and issues that were 

addressed during the community dialogue. Dialogues were 

used to empower the community by clarifying myths and 

misinformation and health promotion activities. For 

example, they are used to educate the community on 

proper hand-washing techniques, as well as to promote 

family planning and immunization services, as highlighted 

below. 

“If it's about family planning for example so many mothers 

will come even fathers will come to know more about 

family planning and they will have so many questions so at 

the end of the day that dialogue will be so active” (FGD, 

male CHV). 

These findings revealed little evidence of a community 

dialogue agenda focusing on health rights, complaints, and 

compliments. This could be attributed to the approach of 

using dialogues as primarily educational forums rather 

than also being used to discuss community concerns about 

health service delivery issues. 

Documentation of community dialogue  

The review of minutes revealed that capturing key issues 

discussed in dialogues was difficult. In most cases, 

evidence of minutes documenting the dialogues held was 

lacking, despite the CHVs verbally acknowledging holding 

community dialogues as shown in the quote below. 

“We record community issues in our minute book” (FGD, 

female CHV). 

“When you look at our minutes you will find what the 

issues the community raised” (KI, female). 

Except for two documented minutes out of nine, issues 

raised from the community could not be established by 

review of minutes.  

Instead of sharing the minutes in the event of a complaint 

directed at the health facility, the CHA would only report 

verbally to the health facility in charge.  

“I hardly look at the dialogue minutes but the CHA tells 
me the issue that the community raised during dialogue” 

(KI, female). 
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DISCUSSION 

These study findings showed that community dialogues 
were mostly used to educate the community and health 
promotion activities. The findings also showed the 
dialogues were mostly one sided (health system) and not 
collaborative. The purpose of community dialogues is to 
bring community members together; including health 
providers so that they can share ideas in face-to-face 
moderated sessions, experiences, clarify viewpoints, and 
propose health-related solutions.14,22 Previous research has 
shown that community dialogues are more successful 
when everyone participates.17,21 A study in Uganda used 
community scorecards and dialogues to enable community 
leaders and communities to collaborate and identify 
innovative solutions to health care delivery and utilization 
challenges. Local leaders in their study created safe spaces 
for dialogues where performance and utilization issues 
could be identified and collaborative solutions 
implemented.17 In Mozambique, use of participatory 
communication techniques allowed for the correction of 
misinformation through consensus building in their 
study.21 These findings showed that community dialogues 
are more effective when all stakeholders participate in 
identifying issues and jointly proposing solutions. In this 
regard, adaptation of tools such as chalkboards and 
community scorecards among others can be explored so as 

to strengthen these forums. 

The finding on holding community dialogues quarterly 
were in line with Kenya community health strategy policy 
2020-2025. In Malawi, similar findings were reported on 
the successful implementation of community bwalos 
(forums), which were held either monthly or quarterly, 
allowing citizens to voice concerns and receive 
information from duty bearers.27 A feature of community 
dialogue was collaborative problem identification and 
analysis that led to a preferred future. Each community 
dialogue was participatory and empowering because it 
allowed members of the community to analyze, share and 
utilize information. Unlike debates, community dialogues 
emphasized listening to deepen understanding, the 
development of common goals, and the expression of 
participants' opinions on courses of action.19 The 
frequency of holding community dialogue is important 
however, the quality of these forums need to be 
emphasised. 

This study findings showed that most agenda discussed on 
dialogues were to educate community member on health 
interventions like hand washing and use of safe water. 
However there have been studies that have established that 
community dialogues can be used as a tool for the 
community to be empowered on health rights and also 
demand for their rights. For instance, a study conducted in 
Uganda revealed that community members demanded for 
responses from the district leaders on emerging health 
issues after sensitization on health rights during 
community dialogue.22 Participants proposed and 
implemented actions during their dialogues, which 
disproved the belief that community dialogue is "a lot of 

talk" that never achieves significant action.22 Similarly, a 
study in India found that through the process of 
information and dialogues, women were empowered to 
make collective demands on the health system.18 
Ultimately, joint meetings improved trust and 
collaboration between women and the health system, as 
well as elicited appropriate responses from the health 
system. A study in Uganda reported 20% increase in 
utilization of public health services and 30% reduction of 
child mortality after conducting community dialogues.10  

The findings showed that health management teams hardly 
attended community dialogues which affected feedback 
significantly. In sufficient feedback contributed to low 
participation of community members. Feedback is an 
essential component of effective social accountability 
activities.7 Success of social accountability is dependent on 
collective action of different players in the community. For 
instance, a study in Sierra Leone documented the presence 
of district health management team (DHMT) staff at 
dialogue meetings backed village health committees and 
created stronger feedback links between them, 
significantly improving health worker behaviour. 
However, when no DHMT member attended the dialogues 
sessions, there was little change. Therefore, the 
intervention ensured the DHMT received clear feedback 
on shortcomings of primary health care delivery in their 
area. For three years of implementation, the average scores 
and quality of care at the winning clinics improved year on 
year and the health providers improved their 
responsiveness.25 To achieve a successful community 
dialogue, studies have recommended a more balanced 
representation of stakeholders in this forums, including 
adolescents and consideration of issues of power 
differentials related to age, profession, and gender.19,20,26 In 
addition, meaningful community dialogue forums require 
use of powerful tools such as community scorecards, 
citizen report cards, and chalkboards.14,19,20 However, this 
study lacked evidence on the use of such tools in the study 

sites.  

Incomprehensive documentation of community dialogue 
meetings resulted community issues not being captured. 
Documentation is a process in complaint handling 
mechanism as it helps in following the process of how 
issues are handled and can serve as future reference.14 
These findings are consistent with previous research where 
they have documented preference of verbal reporting of 

complaints to formal writing.2,16 

Limitations 

The focus group discussion approach was used as a data 

collection method with potential limitation of knowledge 

and power asymmetry with a likelihood of one group being 

dominated by another. To ensure equal power dynamics 

and prevent asymmetries between participants during 

focus group discussions, the researcher was attentive to 

create fair and meaningful participation. In the first round 

of focus group discussions, the researcher took measures 

such as dividing stakeholder groups, ensuring equal 
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numbers of participants for each of the groups, selecting 

open-minded participants, selecting a range of 

representatives, and ensuring that the selection process was 

purposeful to tap their common experiences.  

CONCLUSION  

Community dialogues provide platforms for the 

community and the health providers as duty bears to 

interact and address health concerns. However, these 

findings reveal that this might not be the case. This study 

established that most community empowerment sessions 

targeted disease prevention messages with minimal 

evidence on information about health rights, service 

charters and health system responsiveness. Document 

review findings revealed that most information captured on 

the minutes was what the facilitator told the community 

and not what the community raised or said. This made it 

difficult to get the voice of the community from the 

minutes. This could be associated with skills of writing 

minutes as FGD findings reported that communities were 

given an opportunity to speak up. 

The findings revealed that the majority of dialogues were 

not attended by health providers, resulting in missed 

opportunities for duty bearers to respond to community 

concerns. The CHA was the only one who was frequently 

mentioned as participating in and facilitating the dialogue. 

The CHVs, on the other hand, felt that more health 

providers from various departments should be present 

because the CHAs would be unable to articulate all issues. 

However, given the high workload of public health 

facilities and the low provider-to-population ratio, the 

feasibility of this request needs to be investigated further. 
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