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1. Introduction 

Substantial progress has been made in improving routine immunisation coverage across the 
world. However, it is clear that a problem of low or stagnating immunisation coverage 
remains in many developing countries. Health and sustainable development are 
interconnected, with immunisation programmes being essential to measures of preventative 
care. There is an increasing realisation that inclusive solutions must involve communities 
playing a prominent role in the planning and delivery of services. The global community and 
national governments continue to look for novel ways to improve access to and utilisation of 
immunisation services to reduce preventable deaths.  

In this paper, we focus on the role of communities in increasing immunisation coverage, 
reviewing the current involvement of communities in immunisation programmes, and looking 
at possible ways to enhance this engagement. It has been suggested that communities need 
to be more than passive recipients of immunisation services. A more prominent role for 
communities with involvement in planning and delivery of services may improve demand and 
affect the quality of services and increase the chances of reaching the last mile. This study 
also identifies innovative community engagement approaches in development sectors 
outside of immunisation, such as Community Led Total Sanitation and Farmer Field Schools. 
Such processes are closely examined in terms of community participation; what the key 
lessons learned are; and whether the main features characterising each model may be 
transferable to immunisation. Through theory of change analyses, these profiles highlight 
inputs, outputs, outcomes and assumptions before determining their applicability to 
immunisation. 

2. Objectives and approach 

The key objectives of this scoping paper are: 

1. to map the landscape of evidence that shows what works and what doesn’t while 

engaging communities to reverse stagnation and decline in immunisation; 
2. to draw on evidence from a range of sources and summarise what is already 

known about community engagement approaches to immunisation; and  
3. to identify innovative community engagement approaches to increase 

immunisation coverage. 
 

The scoping study focuses primarily on interventions and policies that lie at the intersection 
of immunisation and community engagement approaches (see Figure 1).  

mailto:hwhite@3ieimpact.org


Four instruments were used to cover the scope of the study:  

1. a rapid evidence gap map, which identifies and displays existing studies 
according to what intervention is evaluated and what outcomes are measured;1  

2. a survey of key stakeholders, including implementers and researchers in the field 
of immunisation;  

3. semi-structured interviews with key experts in immunisation to get their views on 
opportunities in and challenges to increasing coverage through community 
engagement approaches; and 

4. evidence profiles that discuss community engagement initiatives in other 
development sectors. 
  

The method for each of these instruments is described briefly below. It is important to note 
that we recognise the significance of national and local level institutional partners in ensuring 
the success of immunisation programmes. However, the focus of this report is on the role 
that communities can play in improving access to and uptake of vaccination services.  

Figure 1: Venn diagram showing strategy for scoping study 

 

Rapid evidence gap map 

An evidence gap map is a matrix of intervention categories (rows) and outcome indicators 
(columns). It displays studies in the cells according to what is tested and measured in the 
study. The evidence gap map allows the reader to quickly see where evidence is present 
and absent. The map itself does not present the results of the studies or synthesise those 

                                                           
1
 See Table 6. 



results, but it includes hyperlinks to either a summary of the study or the source of the study 
to allow the reader to quickly access the evidence2  

Constructing the evidence gap map was a consultative and iterative process. Of the 4,763 
studies identified through the initial search on Medline and Social Sciences Citation Index, 
78 met our inclusion criteria. The gap map exclusively incorporates studies that involve both 
aspects related to immunisation and community engagement as part of their interventions. 
Additional details may be found in Appendix A, Table 1. 

2.2 Online expert survey  

A structured survey was undertaken using SurveyMonkey (see Appendix C). The survey 
comprised 13 questions so that it could be completed in 5 to 10 minutes by the respondents. 
The first seven questions asked about the background of the respondent, with the balance, 
both closed and open questions, being about community engagement in immunisation.  

The survey targeted people experienced in either implementing or evaluating immunisation 
or community engagement programmes. Study participants were identified through 
stakeholder-mapping and snowballing techniques. 

The survey was open from January to February 2015; 172 responses were received. 

2.3 Semi-structured interviews with key stakeholders  

Experts for semi-structured interviews were identified using the stakeholder mapping 
employed for the online survey. Twenty-eight experts were interviewed using a semi-
structured interview guide. Qualitative content analysis was applied to analyse information 
manually from all the expert interviews.  

2.4 Evidence profiles 

Seven examples of community engagement initiatives in non-immunisation sectors were 
examined closely to identify how the process works in terms of community engagement; 
what the key lessons learnt are; and whether the main features characterising each model 
may be transferable to immunisation. Each profile seeks to answer the question of how 
community engagement takes place, which community members are engaged and by 
whom. Through theory of change analyses, these profiles highlight inputs, outputs, 
outcomes and assumptions associated with each approach and gauge applicability for 
immunisation. Evidence profiles were developed for community-led total sanitation; 
community-driven development; self-help groups; community-based health promotion; 
community-based initiatives against female genital mutilation; community-based adaptation; 
and farmer field schools. 

While recognising that community engagement takes place in some form or other in 
practically every sector, this scoping paper cannot provide an exhaustive assessment. 
Nonetheless, contemporary models of community engagement are important to the 
immunisation scoping study in terms of identifying transferable lessons learnt. Selection of 
topics for the evidence profiles was purposive and based on elements of collective decision 
making, where communities are empowered to take action as agents of change. Approaches 
were identified that involved participatory methods to engage community members in 
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analysing priority areas and determining solutions. A number of key transferable lessons 
emerged from the profiles. Table 1 provides a summary of the main lessons, along with 
actionable steps that may be applicable to immunization. Lessons have been dived into: 
issues around community engagement; and modalities of community engagement. 
Challenges pertaining to each issue or modality are also underlined.   
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Table 1: Transferable Lessons to Immunisation from Evidence Profiles and Theory of Change Analyses 
 

                                                                                                                                    Transferable Lessons  

 CLTS CDD Community-
based Health 
Promotion 

FGM CBA FFS SHG Summary Lessons Transferable 
to Immunization 

Issues around 
Community 
Engagement 

  

Facilitation  Collect 
baseline 
information 
on 
demographics 

 Participatory 
rural 
appraisal 

 Guide Natural 
Leaders and 
Sanitation 
Committees 
to identify 
indicators 

 Reach out to 
youth 

 

 Sensitize 
leaders to 
approach 

 Guide 
participatory 
analysis; 
project design 
and planning 
 
 
 
 
 

 
 
 

 Guide: health 
priorities, 
barriers and 
solutions 

 Identification 
of community 
health 
workers; 
residents 
responsive to 
issue 

 
 
 
 
 
 

 Outreach 
through village 
leaders, 
religious 
leaders, 
women’s 
groups 

 Sub-groups 
meet. 
Collective 
dialogue  
 
 
 
 

 

 Provide 
appropriate 
guidelines and 
control 
functions 

 Design project 
outlines based 
on needs 
assessment. 

 Incorporate 
community 
feedback into 
design 

 Link needs 
assessment 
with climate 
change 

 Plan project, 
implementation 
and monitoring 

 Lead weekly 
sessions with 
farmers 

 Guide 
participatory 
hands on 
approach 

 
 
 
 
 
 
 
 

 Initial 
meetings 
around SHGs 

 Formation of 
SHGs 

 
 
 
 
 
 
 
 

 Skilled facilitators and 
adequate duration and quality 
of facilitation process  

 Initial outreach to leaders 
through preliminary 
introductory meetings / 
informal visits 

 Encourage / guide 
participatory engagement in 
planning  

Challenges: 
Duration of 
facilitation; 
quality of 
facilitation (local 
vs. external) 

Challenge: 
Duration of 
facilitation; quality 
of facilitation (local 
vs. external) 
 

Challenge: Health 
promotion is a 
broad approach. 
Difficult to identify 
facilitation 
characteristics 
across sub-
approaches 

Challenge: Due to 
the sensitivity 
around FGM, 
direct and 
immediate 
community 
engagement is not 
possible. Duration 
and quality of 
facilitation 

Challenge: 
Difficult to identify 
and train 
facilitators. 

Challenge: 
Process may face 
backlash in some 
communities 



Engagement of 
leaders 

 Authorize 
CLTS 

 Baseline 
data 

 Convene 
triggering 
meeting 

 Make public 
commitment
s 
 
 
 
 

 
 

 Sign 
community 
contract  

 Preliminary 
information on 
village’s 
priorities 

 Resource 
mobilization 
 

 Exploratory or 
advocacy 
meetings 

 Sign contract  

 Identify 
responsive  
members  

 Identify 
vulnerable 
groups 

 Selection of 
local steering 
committee 

 

 Provide 
approval / 
MOU 

 Orientation to 
issue 

 Convene sub-
group 
meetings 

 Identify 
change 
agents, 
detractors 

 Publicly sworn 
or written 
declaration 
against FGM  

 
 

 Introductory 
meetings  

 Provide 
preliminary 
information on 
communities’ 
needs 

 Identify 
beneficiaries 

 Convene 
meetings with 
diverse groups 

 Participatory 
Learning and 
Action 

 

 Identify 
farmers to 
participate in 
FFS 

 Share FFS 
information 

 Curriculum 
development 
and ToT 
programs 

 Dissemination 
activities   

 Identify affinity 
groups, social 
groups, wealth 
ranking 

 

 Formalize commitment of 
community leaders through 
MOU/contract or public 
commitment 

 Convene initial information 
sharing sessions  

 Elite-capture is minimized; 
leaders are responsive to issue 
and supportive of participatory 
approach 

Challenge: Elite 
capture/no 
incentives 

Challenge: Elite 
capture 

Challenge: 
Leaders may not 
be responsive to 
issue (e.g.: 
HIV/AIDS) 

Challenge: 
Support of 
leadership is 
critical. 

 
Challenge: Leaders 
opinions may gain 
prominence in 
project design 

Specific 
approaches for 
involving 
marginalized 

 Targeting 

 Poverty / 
health 
expenses 
mapping 

 
 
 
 
 
 
 

 Targeting 

 Identification 
by 
community 
leaders 

 Use of 
administrativ
e records 

 Quotas for 
project 
committees 

 Creation of 
own action 
plans 
 

 

 Targeting 

 Identification 
by community 
leaders 

 Identification 
by traditional 
healers and 
community 
health workers 
(CHWs) 

 Developing 
action plans 
and selecting 
steering 
committee 

 

 Identification 
by community 
leaders 

 Identification 
by community 

 Sub-group 
meetings 

 
 
 
 

 Demographic 
information  

 Identification by 
community 
leaders 

 Targeting 

 Identification 
by leaders 
 
 
 
 
 

 

 Participatory 
identification of 
the poor 

 Census data 

 Separate 
SHGs  

 

 Represented in project 
committee: lower rate of self-
exclusion and opportunity 
costs; quotas for women in 
project committee 

 Poverty mapping for identifying 
poorest households; 
participatory approach for 
getting community to identify 
very poor; marginalized  

 Identification by traditional 
healers and CHWs  

 Sub-groups develop their own 
action plans  



Challenge: 
Sustaining the 
involvement of 
marginalized 
groups 

Challenge: 
opportunity costs 
for involvement 
throughout project 
may be high 

Challenge: Self-
exclusion 

Challenge: 
Sensitive issue 
may lead to self-
exclusion 

Challenge: 
Targeting 
mechanisms end 
up capturing 
better off farmers 

Assumption that 
marginalized 
groups are 
responsive to 
SHG process 

Role of 
external 
agents (top-
down vs. 
bottom-up) 

 Facilitation  

 Public 
recognition 
of ODF 
villages 

 Monetary 
and 
logistical 
support 

 
 
 
 
 

 Facilitate 
trainings 

 Provide 
subproject  

 Set financial 
parameters; 
financial 
supervision 

 Disburse 
block grants 

 Provide 
blueprints for 
buildings and 
unit costs 

 Approval of 
sub-projects 

 Guide project 
committees 

 Coordinate 
with project 
committees in 
recording 
program 
progress 

 Contract 
between state 
/ community 

 Provide 
service 
delivery 

 Formation of a 
district health 
management 
team  

 Coordinate 
with village 
steering 
committee on 
progress 

 Financial 
support, 
supervision 
and ongoing 
oversight 

 

 Extensive 
training of 
facilitators 

 Public 
declarations 
against FGM  

 Anti-FGM 
programing in 
development 
interventions 

 Develop lesson 
plans or poster 
illustrations  

 Outline 2-3 
priority areas 
based on 
needs 
assessment 

 Incorporate 
feedback from 
community into 
outline 

 Consult with 
community 
before 
developing 
management 
and funding 
tools 

 Financial 
oversight 

 Provide 
adequately 
trained 
facilitators for 
undertaking 
experimental 
discovery 
process 

 Establish 
SHGs 

 Create 
linkages with 
banks 

 
 
 
 
 
 
 
 

 Community engaged at all 
stages but within clear 
central guidelines and control 
functions 

 Clarity around external 
agents’ role in assisting 
community in all stages of 
project; needs to be context 
specific  

 Capacity building of 
community members 
(CHWs, project committee) 

Challenge: 
Facilitators may 
not be 
adequately 
trained to carry 
out CLTS 
process 
 

Challenge: No 
evidence that 
complete 
management of 
project by 
committee, in the 
absence of 
external expertise 
/ oversight, is 
successful 

Challenge: Initial 
rapport-
building/gaining 
trust stage is time 
consuming and 
meticulous 

Challenge: 
Difficult to identify, 
train and sustain 
qualified 
facilitations   

Challenge: Need 
an integrative 
approach 
(microfinance 
plus) 

Modalities of 
Community 
Engagement  

  



Meetings  Participator
y  meetings  

 Follow-up 
meetings or 
joint 
meetings 
with CLTS 
villages 

 Meetings to 
build social 
capital; 
information 
sharing; 
identify priority 
areas; 
accountability; 
monitor 
progress 

 Preliminary 
meeting with 
community 
leaders 

 Sub-group 
meetings with 
community 
health 
workers; 
traditional 
healers 

 Sub-group 
meetings with 
mothers, 
youth 

 Sub-group 
meetings 
(men, women, 
circumcisers) 

 Plenary 
discussion  

 Inter-
generational 
dialogue 
promoting 
girls’ health 
and well-being 

 Sub-group 
meetings with 
diverse 
beneficiaries 

 Dialogue and 
participatory 
process  

 workshop to 
identify project 
committee  

 Meeting 
“ultimate 
beneficiaries” 

 Periodic 
meetings to 
monitor 
program 
progress 

 Weekly 
lessons 
emphasizing 
participatory 
learning 
approach 

 Active 
dialogue / 
joint decision 
making 

 

 Affinity group 
meetings 

 Weekly 
meetings to 
build group 
culture 

 Link with 
existing SHGs 
and hold joint 
meetings 

 Flexibility around meeting 
format; needs to be issue 
specific (sub-group vs. whole 
community) 

 Meetings must be participatory 
and representative 

 Frequency of meetings should 
be issue specific 

 

Challenge: 
Meetings may 
rely on public 
shaming 

Challenge: 
Meetings may not 
be representative 
or participatory 

Challenge: 
Community may 
not be responsive 
to public dialogue 
on issue 

Challenge: 
Intended 
participatory 
method is not 
always followed 

Project 
Committees 

 Sanitation 
committee 

 

 Oversee 
project 

 Select sub-
project  

 Develop 
action plan, 
identify 
monitoring 
indicators 

 Establish 
linkages with 
local 
government 

 Project design 
and budgeting 

 Develop 
indicators; 
documentatio
n 

 Progress 
report to 
community 

No specific 
information on 
role of project 
committees 

 Develop long-
term plan for 
obtaining 
technical/financ
ial support 

 
 

  Facilitate 
access to 
financial and 
social capital 

 Need to be representative of 
population; active 
representation of vulnerable 
groups; public accountability 

Challenge: Not 
representative 
and may need 
incentives to 
continue 

Training and 
Capacity 
Building 

 Facilitator 
training 
workshop 

 Sanitation 
Committee / 
natural 
leaders 
undertake 
exposure 

 Technical 
training of 
project 
committee in: 
project 
management, 
budgeting, 
oversight 

 Capacity 
building for 
steering 
committee 

 Identification 
and training of 
resource 
persons (e.g.: 
ASHAs, India) 

 Training of 
CHWs and 
traditional 
healers 
around 
women’s 
health 

 Capacity 
building 

 Capacity 
building around 
climate change 
and resource 
mobilization 

 Training around 
co-
management of 
project 

 Crop cultivation 
, management 
skills 

 Group 
dynamics 

 Income 
generating 
activities, 
bookkeeping. 
Social and 
political 
empowerment 

 Training and capacity building 
for CHWs and project 
committee 

 Capacity building is sustained 
in the long-term based on 
needs assessment   

 
 



visits 

 Monitoring  

around 
livelihood 
generation 

(documentation
, budget, M&E) 

Challenge: Elite 
capture/no 
incentives 

Challenge: Long-
term capacity 
building is not 
provided: 
problems in 
sustainability. 
Unequal capacity 
building 

Challenge: 
Longer, hands on 
training is required 
to internalize 
lessons related to 
group dynamics 

Tasks 
community 
engages in 

 Participatory 
rural 
appraisal 

 Analyse OD 
consequenc
es 

 NLs 
selected 

 Sanitation 
Committee 
selected 

 Volunteers 
from 
community 
assist 
poorer 
families to 
build latrines 

 Select 
facilitator 

 Identification 
of priorities  

 Elect project 
committee 

 Provide inputs 
to project 
design, 
budgeting 

 Village action 
plan  

 Monitoring 
indicators 

 Contribute: 
cash; labour 

 Community 
survey 
(baseline 
data) 

 Needs 
assessment 
feedback 

 Demographic 
profile, 
disease / 
health profile 

 Key informant 
interviews; 
FGDs 

 Action plan 

 Community 
level steering 
group 

 Identify 
CHWs; 
traditional 
healers 

 Select village 
facilitator 

 Participatory 
analysis  

 Formation of 
girls’ social 
groups 

 Formation of 
community-
based 
advocacy 
groups  

 Alternative 
rites of 
passage 

 Organized 
diffusion 

 Needs 
assessment 

 Select village 
facilitator 

 Provides 
feedback to 
facilitator on 
priority areas 
identified 

 PLA 

 Elect 
community 
based oversight 
committee 

 Develop sub-
group action 
plans 

 Provide 
feedback on all 
stages of 
project 

 Feedback: 
curriculum 
development 

 Formation of 
farmer groups 

 Discovery 
based group 
learning 

 Field days: 
farmers 
present 
results of their 
method  

 Farmer-to-
farmer 
communicatio
n 

 Elect leaders 
of SHGs 

 Family 
counselling for 
resistant 
members 

 Women 
encouraged to 
become vocal 
in public 
setting 

 Create 
linkages with 
financial 
institutions 

 Participatory engagement of 
communities to identify 
problem, barriers, solutions, 
indicators, desired outcomes 

 CHWs and project committee 
involved in active monitoring 
and outreach 

 

Challenge: 
Curriculum is not 
sufficiently tailored 
to local needs. 



M&E / 
accountability 

 Defecation 
Area Map 
(public 
display) 

 Sanitation 
Committee 

 Public 
display of 
action plan 

 Weekly 
progress 
reports  

 Inspection 
of 
households 

 

 Community 
level project 
committee 

 Documentati
on of 
progress  

 
 
 
 

 Community 
health reports 
by steering 
committee to 
village admin 

 Develop 
annual 
strategic plan 
with funding 
agency 

 Social 
pressure  
(immunization 
charts in 
clinics) 

 
 

 Periodic visits 
by CHWs and 
local 
government 
officials to 
health clinics 

 Periodic village 
meetings to 
build ownership, 
ensure 
information 
sharing and 
public 
accountability 

 At the end of 
initial project 
phase (e.g.: 2 
years) 
community is 
presented with 
formal a 
progress report 

 Periodic FFS 
data sent via 
cell phones to 
web based 
database 

 Facilitators 
provide 
periodic 
reports 

 Farmers report 
results to 
community 
 

 
 

 Peer pressure 
used to 
monitor timely 
repayment 

 Monitoring system developed 
through participatory model, 
including vulnerable 
populations 

 Creating public accountability 
through various approaches 
(e.g.: social pressure, 
incentives, competition) 

 Focus on the implementation 
of monitoring; following up on 
the results of the monitoring 
exercise 

Challenge: 
Sustainability 

Challenge: 
Community 
involvement with 
unclear central 
guidelines 

Challenge: 
Monitoring models 
are approach-
specific (health 
promotion is 
broad) 

Challenge: 
Facilitators reports 
may not be 
consistent or 
timely 

Behaviour 
Change 

 Powerful 
visual: 
eating 
excrement / 
OD pathway 

 
 

 Ownership of 
project 
through cash 
and labour  

 
 

 Peer pressure 

 Links created 
between 
CHWs, 
traditional 
healers; health 
system 

 Resource 
mobilization 
and service 
delivery 

 

 Alternative 
rites of 
passage 

 Engagement 
in women’s 
health and 
empowerment 
initiatives 

 Mobilization of 
local resources 
to address 
climate change 

 Link certain 
community 
needs to climate 
change 

 Reducing 
overuse of 
pesticides; 
other harmful 
practices 

 Empowering 
farmers to be 
better decision 
makers and 
resource 
managers 

 

 Increased 
knowledge 
and skills  

 Changes in 
spending and 
investment 

 Behavior change through 
incentives, social pressure  

 



Challenge: 
Based on public 
shaming; 
sustainability 

Challenges: Long-
term reform, 
building 
institutional 
capacity, 
enhancing social 
cohesion 

Challenge: CHWs 
from outside 
project community 
may not gain 
locals’ trust 

Challenge: 
Smaller scale 
pilots have greater 
success in 
behaviour change. 

Incentives / 
Punishments 

 Travel / 
livelihood 
stipends for 
NLs and SC 
members 

 Public 
recognition 
of 
community 
as being 
ODF 

 Public 
shaming of 
non-
compliant 
residents’ 
 

 

 Questioning 
status quo 
(e.g.: in areas 
of conflict / 
post conflict 
this may be 
an incentive) 

 

 Recognition 
from district 
level health 
officials  

 Health cards 
(e.g.: My 
community is 
polio free!) 

 Public shame 
based on peer 
pressure 

 Public / 
government 
recognition 
(incentive)  

 Ownership 
around multi-
year project 

 Long –term co-
management  

 Skills 
development 
in resource 
management 
and adaptation 
to shocks  

 High yields, 
improved 
health  

 
 

 Increased 
flexibility in 
spending  

 Access to 
loans 

 Peer pressure  

 Focus is on incentives, not on 
shaming 

Challenge: 
Public-shaming 

Challenges: 
Opportunity costs 
for poor farmers 

Competition  Display of 
sign boards 
declaring 
village as 
ODF 

 Building of 
latrines 
among 
residents 

 Facilitates 
neighboring 
communities 
to consider 
CDD  

 Peer pressure 
based on 
public 
accountability 
(e.g.: 
immunization 
chart) 

 

N/A N/A Challenge: 
Competition 
between 
facilitators and 
farmers 

N/A  Use of symbolic public 
acknowledgements to foster 
healthy competition  

 Peer pressure 



Awareness 
Raising 

 Local 
leaders take 
information 
to 
community 

 Defecation 
Area map 

 Sensitizatio
n 
campaigns; 
slogans; 
processions 

 Local leaders 
engaged in 
sensitization 
sessions 

 Campaigns to 
build 
awareness of 
funding 
opportunity  

 Participatory 
needs 
assessment 

 IEC, BCC and 
information 
dissemination 
meetings / 
campaigns 

 Needs 
assessment 
and validation 
of report 
developed 

 PRA 

 Dialogue 
generating 
campaigns, 
street plays 

 FGM included 
in school  
curriculum  

 Participatory 
meetings: 
hazard map, 
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Overview of the report 
 

The structure of the scoping paper is as follows. Section 3 presents the main findings and 
overall results from the study. In Section 4, we draw out lessons from these findings and 
discuss the limitations of the report. Section 5 draws conclusions. 
 

3. Findings 
 

3.1 What are we looking at? 
 

In developing the gap map, we devised a typology of community engagement approaches to 
increase immunisation. These interventions are divided into five categories (Table 1): 
 

 Communication and dialogue, e.g. work with community groups and sensitisation 
campaigns 

 Planning and participation, e.g. with community members 

 Monitoring and accountability, through community tracking 

 Recognition and incentives, which may be either monetary or non-monetary 

 Improving service delivery 
Examples of these different approaches are given in Table 2. 

 
3.2 How are community engagement programmes meant to work? 
 

As shown in Figure 2, these interventions tackle different, possible weak links in the causal 
chain. Through communication and dialogue, people are made aware of an issue they may 
be resistant to. Community leaders and other members can be involved in such initiatives. 
Community engagement in planning and participation involves making community members 
better aware of services and how to access them. Their involvement in planning may result 
in services being provided at more appropriate times and locations. Involving community 
members in monitoring and accountability activities can also help identify families without 
access to immunisation or those who have dropped out before completion. 
 

This causal chain highlights the role that communities can play at different stages to improve 
immunisation coverage. However, it is important to note that in many cases, uptake of 
vaccination by beneficiaries may require existing norms be changed. This is especially true 
in contexts where there are cultural and religious barriers to vaccination. Clearly, in such 
cases, sustaining vaccination uptake requires a continued effort to engage communities to 
inform and alter their norms. 

 

 

 

 

 

 

 

 

 

 



Table 2: Typology of interventions for community engagement to increase immunisation coverage 

Type of intervention Example 

Communication and dialogue  

EEx Community groups and networks The impact of fathers' clubs on child health in rural Haiti3  

Haiti instituted a strategy to improve the health outcomes of children by creating 
fathers’ clubs aimed at disseminating child and family health education to fathers. 

 

 Faith/local outreach Reduction of vaccine-preventable communicable diseases4  

Mobile immunisation teams for home immunisation were created and new mothers 
were personally interviewed to report and record the immunisation status of their 
children, for use by these mobile units. 

 

 

 

 Sustained education and sensitisation campaign Impact of national immunisation days on polio-related knowledge and 
practice of urban women5 

From 1995, Bangladesh began to hold national immunisation days as part of the 
country’s goal to eradicate polio by the turn of the century. National immunisation 

                                                           
3 Sloand, E, Astone, NM and Gebrian, B, 2010. The impact of fathers' clubs on child health in rural Haiti. American Journal of Public Health, 
100, pp.201–4. 
4 Belmaker, I, Dukhan, L, Elgrici, M, Yosef, Y and Shahar-Rotberg, L, 2006. Reduction of vaccine-preventable communicable diseases in a 
Bedouin population: summary of a community-based intervention programme. Lancet, 367, pp.987–91. 
5 Quaiyum, MA, Tunon, C, Baqui, AH, Quayyum, Z and Khatun, J, 1997. Impact of national immunization days on polio-related knowledge and practice 
of urban women in Bangladesh. Health Policy and Planning, 12, pp.363–71. 



days brought together government agencies, the media, voluntary organisations 
and individual volunteers in social mobilisation and service delivery activities. 

 

 One-time education and sensitisation campaign Awareness, acceptability and uptake of HPV vaccine among Cameroonian 
school-attending female adolescents6  

The Cameroon Baptist Convention Health Services conducted a sensitisation and 
education campaign for HPV in the north-west region of Cameroon. 

 

 Working with groups against immunisation Reducing resistance against polio drops7 

A team went house to house and polio vaccination resistant families were 
identified. On the second day, medical interns visited those families identified as 
resistant and imparted correct health education and tried to convince them to give 
polio drops. More motivated and enthusiastic teams again visited those who were 
still resistant after prolonged persuasion. 

 

Planning and participation  

 Formal worker education and training Low-cost on-the-job peer training of nurses8 

An on-the-job peer-training programme for nurses was designed to improve the 
immunisation performance of poorly performing health centres in terms of 

                                                           
6 Ayissi, CA, Wamai, RG, Oduwo, GO, Perlman, S, Welty, E, Welty, T, Manga, S and Ogembo, JG, 2012. Awareness, acceptability and uptake 
of human papilloma virus vaccine among Cameroonian school-attending female adolescents. Journal of Community Health, 37, pp.1,127–35. 
7 Ansari, MA, Khan, Z, and Khan, IM, 2007. Reducing resistance against polio drops. Journal of the Royal Society for the Promotion of Health, 
127, pp.276–79. 
8 Robinson, JS, Burkhalter, BR, Rasmussen, B and Sugiono, R, 2001. Low-cost on-the-job peer training of nurses improved immunization 
coverage in Indonesia. Bulletin of the World Health Organization, 79, pp.150–58. 
 



coverage and practice. Experienced immunisation nurses were sent to train their 
peers at health centres where nurses were inexperienced or performing poorly.  

 

 Community health worker education and training The impact of community-based workshop activities in multiple local 
dialects on vaccination coverage9 

Facilitators were selected and trained to assist at village meetings to discuss 
health issues and develop and implement action plans in targeted villages in Lao 
People’s Democratic Republic. 

 

 

 Community member education and training Evidence-based discussion in a community10 

The intervention group was separately given three structured discussions with 
male and female groups in each cluster. The first shared findings about vaccine 
uptake from the baseline study, the second focused on the costs and benefits of 
childhood vaccination and the third was on local action plans. Field teams 
encouraged the group participants to spread the word to households in their 
communities. 

 

 

                                                           
9 Keoprasith, B, Kizuki, M, Watanabe, M and Takano, T, 2013. The impact of community-based, workshop activities in multiple local dialects on 
the vaccination coverage, sanitary living and the health status of multiethnic populations in Lao PDR. Health Promotion International, 28, 
pp.453–65. 
10 Andersson, N, Cockcroft, A, Ansari, NM, Omer, K, Baloch, M, Foster, AH, Shea, B, Wells, GA and Soberanis, JL, 2009. Evidence-based discussion 
increases childhood vaccination uptake: a randomised cluster controlled trial of knowledge translation in Pakistan. BMC International Health and 
Human Rights, 9. 
 



Monitoring and accountability  

 Community tracking and registering High compliance with newborn community-to-facility referral in eastern 
Uganda11 

WHO and UNICEF recommend home visits for babies in the first week of life to 
assess for danger signs and counsel caretakers for immediate referral of sick 
newborns by community health workers. 

 

 

Recognition and incentives  

 Monetary incentives Income transfer policies and the impacts on the immunisation of children: 
the Bolsa Familia programme12 

The Bolsa Familia programme is a conditional cash transfer programme with one 
of its core conditions being the compliance of children with the immunisation 
schedule ordered by the Ministry of Health. 

 

 Non-monetary incentives Evaluation of immunisation camps with and without incentives13 

A mobile team conducted monthly immunisation camps in villages at fixed dates 
and times to improve health services. One kilogramme of raw lentils per 
immunisation and a set of metal plates were set as incentives for a child’s full 
immunisation. 

                                                           
11 Nalwadda, CK, Waiswa, P, Kiguli, J, Namazzi, G, Namutamba, S, Tomson, G, Peterson, S and Guwatudde, D, 2013. High compliance with 
newborn community-to-facility referral in eastern Uganda: an opportunity to improve newborn survival. PloS one, 8, p.e81610. 
12 Andrade, MV, Chein, F, De Souza, LR and Puig-Junoy, J, 2012. Income transfer policies and the impacts on the immunization of children: 
the Bolsa Familia Program. Cadernos De Saude Publica, 28, pp.1,347–58 
13 Banerjee, AV, Duflo E, Glennerster R and Kothari D, 2010. Improving immunisation coverage in rural India: clustered randomised controlled 
evaluation of immunisation campaigns with and without incentives. BMJ, 17 May, 340(1), p.c2220. 



Implementation and service delivery  

 Formal health worker involvement The immunisation programme in Bangladesh14  

This paper looks into the influences on immunisation coverage of home visits by 
health/family planning field workers and proximity to outreach clinics.  

 

 Community health worker involvement Public health workers and vaccination coverage15 

The objective of this study was to test whether the density of public health workers 
was positively associated with childhood vaccination coverage. It concluded that a 
higher density improved the availability of immunisation services over time and 
geographical area and could thus lead to improved coverage.  

 

 Comprehensive programme (multipronged 
approach) 

Expanding and improving urban outreach immunisation16 

This study looked at a multipronged strategy for improving immunisation coverage 
comprising: increasing immunisation sites; shifting human resources; planning 
logistics; improving community mobilisation; implementing community-based 
outreach; strengthening data flow; and conducting special vaccination drives 

 

 

 Collaborating with community on delivery Collaborating with community on delivery17 

                                                           
14 Jamil, K, Bhuiya, A, Streatfield, K and Chakrabarty, N, 1999. The immunization programme in Bangladesh: impressive gains in coverage, but 
gaps remain. Health Policy and Planning, 14, pp.49–58. 
15 Hu,Y, Shen, L, Guo, J and Xie, S, 2014. Public health workers and vaccination coverage in Eastern China: a health economic analysis. 
International Journal of Environmental Research and Public Health, 11, pp.5,555–66. 
16 Pradhan, N, Ryman,TK, Varkey, S, Ranjan, A, Gupta, SK, Krishna, G, Swetanki, RP and Young, R, 2012. Expanding and improving urban 
outreach immunization in Patna, India. Tropical Medicine & International Health, 17, pp.292–99. 



Employing a public–private community partnership, Grade 6 girls were provided 
with HPV vaccinations in their respective schools and the community was involved 
in identifying those girls absent from or not enrolled in school.  

 

 Mobile clinics Implementation of mobile primary healthcare services for seasonal 
migratory farm workers18 

The objective of this operational study was to implement mobile primary healthcare 
services for migratory seasonal farm workers in Turkey to improve their utilisation 
of primary healthcare services 

 

 

 

 

 

 

 

 

 

                                                                                                                                                                                                                                                                                      
17 Binagwaho, A, Wagner, CM, Gatera, M, Karema, C, Nutt, CT and Ngabo, F, 2012. Achieving high coverage in Rwanda's national human 
papilloma virus vaccination programme. Bulletin of the World Health Organization, 90, pp.623–28. 
18 Simsek, Z, Koruk, I and Doni, NY, 2012. An operational study on implementation of mobile primary healthcare services for seasonal migratory 
farmworkers, Turkey. Maternal and Child Health Journal, 16, pp.1,906–12. 
 



Figure 2: Theory of change for community engagement approaches to increase immunisation coverage 
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How common are community engagement approaches? 
 

Community engagement does already take place but is mostly focused on communication.19 

This conclusion is based on the stakeholder survey in which respondents were asked to 
agree or disagree on whether community engagement is commonly used for various 
activities with respect to the implementation of immunisation programmes. Of the four 
approaches, it was only in the case of communication that the majority of respondents 
agreed or strongly agreed that community engagement is commonly used. For the others – 
planning, monitoring and identifying resistant groups – the majority responded that 
community engagement is not commonly used (Figure 3). 

 

Figure 3: Use of community engagement 

 

Source: 3ie immunisation stakeholder survey 

 

 

 

What did we find out about the different types of interventions? 

                                                           
19 This is a not a new finding with respect to donor approaches to community engagement; 
see, for example, Paul (1987) and White (1999). 
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3.4.1 Communication, dialogue and engagement of leaders 

As mentioned above, engaging communities in communication is currently the most 
common form of community engagement in immunisation projects. However, by providing 
information on participatory processes and a community’s involvement in project design, it 
may also pave the way for further engagement and allow for discussion of other issues of 
concern.  

Community engagement is seen as easy to implement, with 75 per cent of respondents 
either agreeing or strongly agreeing with that statement, compared with 44 per cent for the 
other interventions. The importance of communication also came through in the stakeholder 
interviews. The majority of respondents said lack of information and awareness are key 
reasons for low coverage. However, some respondents felt that the problem was not so 
much about communities not understanding the importance of immunisation per se, but that 
they did not understand the different vaccines and when to get their children vaccinated.  

In both the online survey and the stakeholder interviews, many respondents stressed the 
important role of community opinion formers such as community and religious leaders. 
Hence, involvement of community leaders emerges from the consultations as a 
recommended approach to deal with rumours against immunisation and otherwise to spread 
awareness about immunisation. 

Involvement of community leaders is also common in non-immunisation community 
engagement projects. Here, there are a number of useful transferable lessons: (a) formalise 
commitment of community leaders through a memorandum of understanding or contract, or 
through public commitment; (b) use the convening power of community leaders for initial 
information-sharing sessions; and (c) engage community leaders to identify vulnerable 
groups. 

Effective community engagement can also utilise and enhance community health workers’ 
(CHWs) involvement with the community. Furthermore, the interaction of beneficiaries with 
formal health workers can be very important, as health workers can use this opportunity to 
inform parents about the importance of immunisation. This opportunity, however, is not being 
used enough..  

CHWs should be playing the role of facilitators, which is a core element of community 
engagement. Facilitators are critical to guiding the participatory process for projects across a 
range of sectors. Some transferable lessons regarding facilitation for immunisation from non-
immunisation project approaches to community engagement are: (a) participatory 
engagement in planning requires facilitation to be effective; (b) skilled facilitators are 
required, along with adequate duration and quality of the facilitation process; and (c) initial 
outreach to community leaders through preliminary introductory meetings or informal visits is 
important to allow subsequent facilitation work to be successful. 

3.4.2 Planning and participation 

Although communities are mostly engaged in sharing information and sensitisation, it is 
usually recommended that they participate across the project cycle.20  Working with the 
whole community can be important in not only mobilising support, but also identifying un- or 
under-immunised groups and generating possible solutions.  

                                                           
20 Paul, S, 1987. Community participation in development projects: the World Bank 
experience. World Bank Discussion Paper no. 6. 
 



Participatory engagement of communities can help identify problems, barriers, solutions, 
indicators and desired outcomes. A transferable lesson from non-immunisation approaches 
to community engagement is that there should be flexibility in organising community 
meetings. The timing of the meetings should depend on the intended participants, who will 
vary depending on the issue being discussed. As the stakeholder survey indicated, 
community participation in planning brings an understanding of the context and target 
population which a top-down approach can never achieve. 

However, it is not feasible to engage the whole community on a continuous basis throughout 
the entire project. Projects need to work with specific existing community groups or project 
committees set up for this purpose. Many projects provide training to members of these 
groups or committees, the importance of this training being a transferable lesson from non-
immunisation projects. Engaging the community in the design, implementation, monitoring 
and evaluation of the programme is therefore usually focused on specific community 
members, such as CHWs who may in turn be trained to actively oversee the implementation 
and monitoring process along with the project committee. 

Community-level project committees selected by locals and trained by the external agency 
can help foster ownership and so sustainability. Project committees also provide a local level 
structure to oversee programme implementation, monitoring and evaluation. It may be 
important to ensure that committees are representative of or chosen by the community. 
Active representation of vulnerable groups in the committees or other modalities for public 
accountability should be built in. 

But community engagement does not mean that everything is left to the community. There is 
still an important role for external agents such as NGOs, government agencies and research 
institutions. These external agents can provide financial and logistical support and oversight. 
Lessons learnt from other approaches to community engagement indicate that there is a 
need for clarity about the respective roles of the external agents and the different actors in 
the community. External agents can play an important role by providing technical guidelines 
and standards which define the parameters of community solutions.  

3.4.3 Monitoring, accountability and identifying marginalised groups 

Participatory involvement of community members can be used to develop a monitoring 
system, including identification of vulnerable populations. Participation can also create public 
accountability through social pressure, incentives and competition.  

There are also various ways in which marginalised groups are identified: (a) poverty 
mapping for identifying the poorest households; participatory approach for getting the 
community to identify the very poor and marginalised; (b) engaging the help of community 
leaders, traditional healers and CHWs; and (c) allowing subgroups to develop their own 
action plans. 

Participatory monitoring and other specific steps can be taken to ensure the involvement and 
input of marginalised groups across all stages, such as ensuring they are represented in 
project committees. Quotas for women in project committees are often used. 

3.4.4 Recognition and incentives 

Behaviour change is key to the long-term sustainability of most development programmes. 
To increase immunisation coverage, behaviour change may be necessary from both parents 
and health workers.  

In the field of immunisation, conditional cash transfers to parents have been used as a 
strategy for improving the uptake of vaccination. However, some interviews with key experts 

Comment [SP1]: Included this; have taken 
away respondents’ quotes 



suggested that non-monetary incentives should be more common, such as facilitation 
ceremonies with parents in the community who have completed routine vaccination of their 
children. On the other hand, incentivising CHWs monetarily was generally thought to be a 
good idea. Furthermore, performance-based incentives were thought to be even more 
effective. Incentives or punishments may also be used to facilitate project progress and bring 
about behaviour change. The focus in most successful initiatives, however, is on incentives 
and not on shaming, though shaming is currently a popular approach in sanitation 
interventions.  

It is also possible to use healthy intra- and intercommunity competition to encourage project 
implementation and the adoption of beneficial practices. Lessons from other interventions 
include: (a) use of public acknowledgement to foster healthy competition; and (b) use of peer 
pressure to support behaviour change. 

3.4.5 Improving service delivery 

Problems faced by beneficiaries at the point where services are delivered were highlighted 
as a major challenge by an overwhelming number of respondents in the stakeholder 
interviews. Within this broad category of service delivery issues, two main subthemes 
emerge: (a) problems related to interpersonal communication between the service provider 
and beneficiaries; and (b) problems related to scheduling, cancellation, lack of supplies and 
so on. A number of respondents felt that if the beneficiaries are not treated well at the 
service centre or where they bring their children for immunisation, and if they are not happy 
with the quality of services, they lose interest and do not return for follow-up visits.  

Mobile technology was mentioned as a possible approach to improve service delivery 
and customise services so they meet the needs of beneficiary communities. Mobile 
technology can especially help by reminding parents about the vaccination schedule, 
in particular for vaccines that have a relatively long interval between doses. 

3.4.6 Cost-effectiveness and sustainability 

All the respondents for the stakeholder interviews were asked to talk about the cost- 
effectiveness and sustainability of community engagement approaches. Most felt that 
community engagement approaches were cost-effective and sustainable, although the 
answer to this depended to a large extent on context. When discussing sustainability, 
respondents also talked about a supply-side issue. They said existing infrastructure should 
be able to keep up with the increasing demand for immunisation created by community 
engagement activities. Some respondents also talked about the low sustainability of 
incentive-based approaches. 

3.4.7 The importance of context: fragile settings and mobile populations 



A number of respondents highlighted the importance of context in designing programmes for 
improving immunisation coverage. Immunisation, and especially routine immunisation, is 
part of national health systems in almost all countries. But many standardised approaches 
do not take into account important cultural and contextual influences. In addition, 
respondents also highlighted the importance of designing approaches for fragile settings with 
weak governance structures and for mobile populations. Mobile populations also throw up 
unique challenges, both in terms of supply of services and their uptake by beneficiary 
families.  

3.5 What evidence is already available? Results from the gap map 

The gap map is presented in Table 4 and the legend table for the gap map in Table 7. For 
the 78 studies included, we can see several important facts: 

 Quality of studies: Thirty per cent of the studies had no comparison group. Even if there 
was a comparison group (which is almost 60 per cent of the studies), these were not 
constructed after matching. Thus, for more than 90 per cent of the studies, it cannot be 
said that a specific programme or policy led to change. Most of these studies have only 
been undertaken in the past four years (41 studies were done between 2011 and 2014). 
All the studies (11) that use experimental methods examine vaccination coverage as 
their main outcome; five of them examine community member education and training as 
the intervention. 

Table 3: Methods for identifying causal change, studies focusing on community 
engagement to increase immunisation coverage 

Study design No. of studies 

Experimental 11 

Quasi-experimental 2 

Other (before versus after, comparison group studies without 
matching, cross-section regression) 

43 

Not comparison group 22 

Total 78 

 

 Most studies examine changes in outcomes that are early along the causal pathway: as 
Table 4 indicates, very few studies show the overall change in ultimate objectives of 
immunisation. The table also shows a lack of evidence in the case of four health 
outcomes: timely uptake of vaccines; awareness of service provision; vaccination 
dropout rates, and health service utilisation outcomes.  

 Only one study investigates non-monetary incentives: Table 5 shows that most studies 
analyse sensitisation and education campaigns, community member training and 
education, and comprehensive community programmes as interventions. Six studies 
evaluate the role of incentives in improving vaccination coverage. Of these, only one 
looks at non-monetary incentives. There are only five studies assessing local outreach. 
They all have vaccination coverage as the outcome and they all use before versus after 
methodology, so attribution is difficult. There are twelve studies evaluating 
comprehensive programmes as the intervention. These have a focus on multiple 
community engagement activities like community member or health worker training or 



involvement in tracking, monitoring, delivery and other implementation jobs. They may or 
may not involve other activities. The outcome measures in these studies are usually 
vaccination and specifically DPT3 coverage. 

 

Table 4: Distribution of studies according to outcome, gap map on community 
engagement in immunisation coverage. 
 

Outcome No. of studies 

Knowledge and attitudes towards immunisation  
Knowledge and attitudes towards immunisation 10 

Awareness of service provision  
Awareness of preventative services 1 

Health utilisation  
Clinic 2 

Delivery of immunisation services  
Capacity-building and training 

Availability of vaccines 
1 
1 

Vaccination coverage  
Full routine immunisation for children (take-up, individuals treated) 

DPT1 
DPT2 
DPT3 
BCG 
Polio 

Measles 
Tetanus 

Partial routine immunisation for children 
No routine immunisation for children 

Non-routine immunisation for children 
Timely uptake of immunisation 

Immunisation for mothers 
Dropout rate (for DPT, polio and so on) 

21 
8 
6 

36 
19 
18 
27 
1 
8 
4 

11 
5 

10 
3 

Health outcomes  
Child nutrition 

Maternal nutrition 
Childhood morbidity 

Neonatal/infant/child mortality 
Maternal/adult mortality 

4 
3 
3 
2 
1 

 

 

 

 

 

 

 



Table 5: Distribution of studies according to intervention: gap map on community 
engagement in immunisation coverage 

Intervention type  No. of 
studies 

Communication and dialogue  

Community groups and networks 1 

Faith/local outreach 5 

Sustained education and sensitisation campaign 8 

One-time education and sensitisation campaign 13 

Working with groups against immunisation 1 

Planning and participation   

Formal worker education and training 1 

Community health worker education and training 3 

Community member education and training 16 

Monitoring and accountability   

Community tracking and registering 3 

Recognition and incentives   

Monetary incentives 5 

Non-monetary incentives 1 

Implementation and service delivery   

Formal health worker involvement 4 

CHW involvement 11 

Comprehensive programme (multipronged approach) 12 

Collaborating with community on delivery 3 

Mobile clinics 1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Table 6: Gap map for evidence showing community engagement to increase immunisation coverage
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Table 7: Legend of the gap map 

 

Gap map colouring:  

White: Primary 
studies 

  Yellow: Systematic 
reviews 

  

  
  

Interventions 

Communication and dialogue 

Community groups and networks: participation of existing community groups and networks to raise awareness and/or educate people on 
immunisation-related aspects (e.g. self-help groups) 

Faith-based outreach or outreach using local leaders: using faith-based or local community organisations to provide knowledge and/or 
services to populations who might not otherwise have access to those services 

Sustained education and sensitisation campaign: continuous or periodically occurring sensitisation and education campaigns promoting 
immunisation (e.g. media awareness campaigns, vaccination days, school-based education and vaccination campaigns) 

One-time education and sensitisation campaign: one-time or non-recurring sensitisation and education campaigns promoting 
immunisation (e.g.media awareness campaigns, vaccination days, school-based education and vaccination campaigns, SMS reminders) 

Working with groups against immunisation: working with groups reluctant to immunise their children for reasons ranging from 
superstitions to lack of information 

  

Planning and participation 

Formal health worker education and training: immunisation-related activities comprising educating and/or training formal health workers 

like nurses, doctors, and licensed caregivers 

Community worker education and training: immunisation-related activities comprising educating and/or training volunteers and CHWs 



Community member education and training: immunisation-related activities comprising educating and/or training community members 

like families of children 

  

Monitoring and accountability 

Community tracking and registering: volunteers and CHWs identifying targets, tracking and registering people for immunisation (e.g. birth 
tracking, identifying target populations, registering immunisation status of infants and mothers, and so on.) 

  

Recognition and incentives 

Monetary incentives: transferring cash or other monetary incentives to formal health workers, CHWs or community members for providing 
services related to immunisation (e.g. conditional cash transfers, salary) 

Non-monetary incentives: providing non-monetary incentives to either formal health workers, CHWs or community members for providing 
services related to immunization 

  

Implementation and service delivery 

Formal health worker involvement: formal health worker participation including delivery, spreading awareness and other immunisation-
promoting jobs 

CHW involvement: CHW participation including delivery, spreading awareness and other immunisation-promoting jobs 

Comprehensive programme (multipronged approach): programmes involving community engagement as an essential part of multiple 
interventions that are evaluated as a whole 

Collaborating with community on delivery: private and/or public sector working with community members to deliver vaccines 

Mobile clinics: mobile health vans that provide services related to immunisation (delivery of vaccines, increasing knowledge of local 
communities) 

  



Outcomes 

Knowledge and attitudes towards immunisation  

Knowledge and attitudes towards immunization 

  

Awareness of service provision 

Awareness of preventative services (check-ups, screenings) 

  

Health utilization 

Health clinic 

  

Delivery of immunisation services 

Capacity building and training 

Availability of vaccines 

  
Vaccination coverage 

Full routine immunisation for children (take-up, individuals treated) 

DPT1/DPT2/DPT3/Polio/Measles/Tetanus 

Partial routine immunisation for children 

No routine immunisation for children 

Non-routine immunisation for children (HPV, Typhoid, Hep-B, H1N1, Cholera) 

Timely uptake of immunization 

Immunisation for mothers (Tetanus vaccination during pregnancy) 

Dropout rate (for DPT, polio, and so on.) 

  

Health outcomes 

Child nutrition 

Maternal nutrition 

Childhood morbidity 

Neonatal/infant/child mortality 

Maternal/adult mortality 



4. Discussion 

We discuss our findings in this section. 

There is insufficient high-quality evidence. High-quality evidence that can causally relate 

changes in immunisation coverage to specific programmes and interventions that use 
community engagement approaches is clearly scarce. Most of the evaluations done in this 
area use a before-and-after design. There are 11 randomised controlled trials. Half of them 
look at community member education and training as the intervention and either full routine 
or DPT3 coverage as an outcome. In terms of interventions, we find that most studies 
analyse sensitisation and education campaigns; the role of monetary incentives; community 
member training and education, and comprehensive community programmes. These 
comprehensive programmes include activities like community member or health worker 
training or involvement in tracking, monitoring and delivery. 

Community engagement approaches within the field of immunisation are underused. 
This conclusion is inferred from two findings. First, during the search for the gap map, we 
found only 78 studies that focused on implementation of community engagement to increase 
immunisation coverage. From the available studies, it is clear that few programmes use 
community engagement as the focus of their approach. This comes out clearly from the 
survey as well. There was strong agreement amongst our respondents that such 
interventions can be effective in increasing immunisation coverage (mean score of 4.39, s.d. 
= 0.73, on a scale of 1 to 5). However, most respondents agreed that community 
engagement initiatives in this sphere were very uncommon (mean score of 2.95, s.d. = 
1.18).21 It is clear that more can be done in this area.  

Second, existing community engagement approaches focus on generating awareness and 
promoting behaviour change. In the survey, we found that interventions that focus on 
engaging community members in communication roles were found to be more commonly 
used than other interventions. This included informing caregivers about the purpose of 
immunisation, its importance, and where and when it is available. It also included engaging 
community leaders, religious leaders or local media channels. This had a mean score of 
3.87 (s.d. = 0.98) which was much higher than the mean score for other types of 
interventions. This bias towards community engagement interventions focused on promoting 
awareness and behaviour change was also evident in the responses to our qualitative 
questions.  

Interventions that are co-managed with communities are likely to be more successful. 

Whilst there is no one-size-fits-all, there is evidence to inform the design of community 
engagement approaches. There are several important take-away messages here: 

First, there are important lessons that we can learn from other development sectors. Other 

sectors have successfully engaged communities to design, implement and monitor 
development processes. Co-management, where communities are actively involved in 
project design, implementation, monitoring and evaluation, is integral to the success of an 
intervention. 

Second, unsurprisingly, context is important. Immunisation, and especially routine 
immunisation, is part of the national health system in almost all countries. Customising 
immunisation by taking into account important cultural and contextual influences can 

                                                           
21 In converting responses to question eight of the online survey (n = 192) to a five-point 
scale (with strongly disagree being assigned a value of 1 and strongly agree a value of 5,) 
and then using their mean values to aggregate responses, we find that the mean score in 
response to how effective different community engagement interventions are in increasing 
immunisation coverage is 4.39. 



address the problem of reaching the last mile. This is where communities can be most 
engaged. Programmes and interventions need to be designed at the community level and 
should be more participatory in nature. Communities may also differ in terms of their 
governance structures, religious and cultural contexts and geographical area. Some largely 
comprise mobile populations. From the beginning, community diagnosis should thus be done 
to understand the problems and limitations of a community and identify solutions for these 
problems. 

In community co-managed programmes, a few important lessons emerged from 
experiences in other sectors. First, it is important that community leaders are involved from 
the beginning. However, the opinion of leaders must not completely govern project design 
and implementation. In communities that are particularly unequal, elite-capture by authority 
figures or the majority population is a persistent risk (Darmawan and Klasen 2013). 
Therefore, while engagement of authority figures is transferable to immunisation, the risk of 
elite capture must be mitigated. Second, although communities can be engaged in 
monitoring and evaluation, the engagement process needs to be customised. In the context 
of immunisation coverage, the participatory model may be transferable with clear central 
guidelines and control functions that are determined and overseen by implementing 
agencies. Third, what came out clearly is the need to follow a balanced approach so that 
local expertise and resources are coupled with external logistical and financial support. A 
completely top-down or bottom-up process may lead to several problems in terms of 
collective ownership and sustainability (Magee 2013).  

Implementation and delivery capacity is likely to be a bottleneck. Many qualitative 
responses from expert interviews underscored the need to ensure there is continuous and 
consistent engagement for (micro) planning, awareness creation and monitoring and 
surveillance. An overwhelming majority of experts interviewed for the scoping paper talked 
about the problems faced by beneficiaries at the point where services are delivered. Two 
main areas where this is likely are: problems with interpersonal communication between the 
service provider and beneficiaries, and problems related to scheduling, cancellation and lack 
of supplies. Indeed, it is clear that community engagement cannot be a one-off approach 
that ceases once immunisation for a specific cohort has been completed.  

Although most respondents to the survey and semi-structured interview commented on the 
need to engage communities, they also highlighted the difficulty in implementing these sorts 
of approaches (‘how easy to implement different community engagement interventions?’ 
mean score = 3.3, s.d = 1.19). This score differed only marginally between those who 
identified themselves primarily as researchers and those who identified themselves as 
implementers. 

The interview with experts revealed that when designing studies that evaluate the 
effectiveness of co-managed interventions, tracking of intermediary outcomes should be 
done. These intermediary outcomes should e.g. measure community members’ belief that 
getting a community’s children vaccinated and protected is a joint responsibility of the health 
services and the community. It is also helpful to assess whether community engagement 
improves community confidence and skills that are, or could be, used to help make 
improvements in areas beyond immunisation. 

It is also important to create open mechanisms to get community feedback on vaccination 
services. Doing this well (in a comfortable setting where people feel free to speak honestly) 
can be very valuable to health workers and managers. Community members’ participation in 
this process will also facilitate their cooperation in programmes that focus on community 
engagement approaches. 



Some technology-based interventions that engage communities might work well (but 
evidence is required). A number of respondents highlighted the role of technology in 
improving service delivery and tailoring services so that they meet the needs of the 
beneficiary communities. One possible way in which technology, especially mobile 
technology, may help is by reminding parents about the vaccination schedule, especially for 
vaccines that have a relatively long interval between doses. Additionally, most respondents 
said that involving community members, while planning at the individual level and while 
planning schedules and reminders for communities, was critical. Many also said that 
communities can help by holding national and local health systems more accountable for 
delivery of services. Information technology can also play an important role for community 
mapping. 

The role of technology-based interventions was highlighted by many respondents in the 
expert and stakeholder interviews. However, it is important to keep in mind the feasibility of 
using technology-based approaches according to the community context. Before these 
decisions are made, an assessment of the factors that might constrain the use of technology 
by community members must be done.  

Limitations 

Before we conclude, it is important to recognise some of the limitations of this study. This 
scoping paper was prepared during a fixed window of time to make information available 
upon the release of the request for proposals. This time constraint led to some limitations. 
First, the evidence gap map is based on two databases, which means that we may have 
missed some studies. Furthermore, the gap map does not include studies from grey 
literature. Second, the sampling for the stakeholder survey and expert interviews was a 
convenience sampling, and the response window was short. There is no way of knowing 
whether our respondents are representative of the larger stakeholder community. Our 
analysis is based on a relatively small n. 

5. Conclusions 

Our scoping study points to the potential key role communities can and should play in almost 
all aspects of the causal chain of programmes aiming to increase immunisation coverage in 
developing countries. This engagement should be initiated with communication and demand 
generation, all the way up to service utilisation and monitoring and evaluation.  

Professional opinion is that programmes that are co-managed with the community are more 
likely to be successful than those that are not. However, what comes out forcefully is that 
there is insufficient evidence. Programmes that use these approaches should also generate 
evidence in tandem to help pilot, plan, deliver and learn more from their experience. Other 
recent studies in the field of immunisation corroborate these findings (Fields and Kanagat 
2012; Jain et al. 2015; LaFond et al. 2014). 

In terms of innovations in this area, we find there is broad agreement regarding the 
importance of involving communities in the different stages of the causal chain. Most 
examples of innovative community engagement approaches centred on the involvement of 
religious and other key leaders. This was for dissemination of information about the 
importance of immunisation and the role of technology in reducing dropout rates.  

We conclude that all these are potential areas for further exploration. Evaluation of 
approaches that involve communities for improving the delivery of immunisation services 
should especially be funded. These initiatives should also be undertaken in contexts that 
have weak governance structures and throw up other challenges related to delivery.  
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Appendix A: Methods 

1. Evidence gap map 
 

Table A1: Inclusion and exclusion criteria for immunisation gap map 

PICOS Included Excluded 

Population  All human [or mother and child]; 
Low- and Middle-Income Countries  

Non-human studies (possibly 
non-Maternal Child Health (MCH) 
immunisation); studies in High-
Income Countries  
 

Intervention  Immunisation and community 
engagement  

Any intervention which is top-
down, and any community 
engagement not about 
immunisation 
 

Comparison Valid comparison groups with 
either no intervention or different 
interventions 
 

 

Outcomes Immunisation status, health 
service utilisation, knowledge and 
beliefs about immunisation 
 

Studies report only health 
outcomes 

Study design Experimental, quasi-experimental, 
before versus after studies, case 
studies, qualitative studies and 
process evaluations 

Correlational studies that lack 
specific interventions 

 

 

 

 

 

 

 

 

 

 

 

 

 



Figure A1: PRISMA flow diagram for screening studies related to immunisation and 
community engagement 
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Records after duplicates removed  

(n = 4,512) 

Records screened  

(n = 4,512) 

Records excluded  

(n = 3,891) 

Studies Unavailable (n = 

6) 

 Full-text articles assessed 

for eligibility 

(n = 615) 

Records identified through 

database searching (Medline, 

SSCI) 

(n = 4,763) 

Full-text articles excluded,  

(n = 537) 

Studies included  

[n = 78 (11 SRs)] 

 



 

 

 

 

2. Stakeholder survey 
 

A structured survey was undertaken using SurveyMonkey. The survey structure is available 
in Appendix C. 

3. Expert semi-structured interviews 
 

Table A 2: Themes according to which text was coded 
 

Theme      Subtheme 

Theme 1: Challenges for increasing 
immunisation coverage 

 

 ethnic and cultural issues 

 awareness and knowledge levels 
of beneficiaries 

 service delivery challenges 

Theme 2: Community engagement approaches 
for overcoming these challenges 

 

 community worker training and 
education 

 community tracking and 
monitoring  

 religious leader involvement  

 role of technology  

 community participation in 
planning 

Theme 3: Cost-effectiveness and sustainability 
of community engagement approaches 

 Cost-effectiveness 

 Sustainability 
Theme 4: State of evidence  State of evidence 

 

4. Evidence profiles 

 
Evidence profiles were developed for community-led total sanitation; community-driven 
development; self-help groups; community-based health promotion; community-based 
initiatives against female genital mutilation; climate change; and farmer field schools. A 
tabular format was developed to indicate the community level stakeholders engaged, how 
each group was involved and to do what, and which institutions were responsible for 
community outreach. The profile template is available below.  

Overview 

The approach  

Does it work?  

Are there transferable 
lessons? 

 

 
Key features, lessons and transferability 

Key features Lessons from experience Transferability to immunisation 

   



Description of approach 

Who engages community? Who in community is 
engaged? 

How is community engaged?  
What is community engaged to do? 

   

 

 

Appendix B: Coding sheet for eligible studies 
 
  Number ID Question  Description 

1
. 

P
u

b
li

c
a

ti
o

n
 

d
e

ta
il

s
 

1.1 ID Unique study identifier Surname of first author followed by year identifier, e.g. Chahar 
et al. 2006 

1.2 AUTHORS Full list of author surnames E.g. Chahar, Lala, Waddington 

1.3 DATE Publication date Year (NS = Not specified) 

1.4 TITLE Full title  E.g. ‘Impact of community health workers on immunisation’ 

2
. 

In
te

rv
e

n
ti

o
n

 d
e

ta
il
s
 2.1 LOCATION Name of the country Note the countries in which evidence is collected 

3
. 

S
tu

d
y

 d
e

s
ig

n
 

3.1 COUNTERFACTUAL_EVALUATION Categorise the type of 'counterfactual' 
evidence collected (if relevant). 

1.1 = Experimental impact evaluation using randomised 
assignment to allocate groups/individuals to a treatment and a 
control (randomised controlled trial) 

1.2 = Impact evaluation using quasi-experimental methods to 
compare a treatment and control group (e.g. difference-in-
differences with matching, propensity score matching, 
instrumental variables regression analysis, interrupted time 
series) 

1.3 = Other (before versus after, comparison group studies 
without matching, cross-section regression) 

NA = Not applicable 

3.2 FACTUAL_EVALUATION Categorise the type of 'factual' evidence 
collected (if relevant) 

2.1 = Process evaluation (collecting data on design and 
implementation of the intervention) 

2.2 = Other qualitative or mixed-methods empirical research 
(e.g. ethnographic study collecting data on beneficiary views 
and experiences) 

2.3 = Systematic reviews 

2.4 = Other 

NA = Not applicable 

3.3 SAMPLE_SIZE Data on number of study participants and 
clusters 

Total sample size and, for clustered studies, effective sample 
size (i.e. number of clusters, villages, districts) 

NS = Not stated 

3.4 DATA_SOURCE Data source and sampling information Information on source of data (e.g. dataset, interviews, FGD, 
survey)  

NS = Not stated 

4
. 

In
te

rv
e

n
ti

o
n

s
 

4.1 Interventions Categorise the intervention being 
observed or put specify and put into other 
section if it does not fall in the existing 
categories 

Community groups and networks 
Faith-based outreach/outreach using local leaders 
Sustained sensitisation and education campaigns  
One-time sensitisation and education campaigns  
Working with groups against immunisation 
Formal health worker training and education 
CHW training and education 



Community member training and education 
Community tracking and registering (e.g. birth tracking, identify 
target populations, register immunisation status of infants and 
mothers) 
Monetary incentives 
Non-monetary incentives (e.g. facilitating parents of fully 
immunised children) 
Formal health worker involvement 
Comprehensive community programmes (multipronged) 
CHW involvement 
Collaborating with community on delivery 
Mobile clinics 

5
. 

F
in

a
l 

o
u

tc
o

m
e

s
 

5.1 Outcomes Categorise the outcome being measured 
or put specify and put into other section if 
it does not fall in the existing categories 

Knowledge and attitudes towards immunisation 
Awareness of preventative services 
Clinic 
Capacity building and training 
Availability of vaccines 
Full routine immunisation for children (take-up, individuals 
treated) 
BCG 
Measles 
DPT1 
DPT2 
DPT3 
Polio 
Tetanus 
Non-routine immunisation (HPV, Typhoid, Hep B, H1N1, 
Cholera) 
Partial routine immunisation for children 
No routine immunisation for children 
Timely uptake of immunisation 
Immunisation for mothers 
Drop-out rate (for DPT, Polio, and so on) 
Child nutrition 
Maternal nutrition 
Childhood morbidity 
Neonatal/infant/child mortality 
Maternal/adult mortality 

 

Appendix C: Survey instrument  

Breaking through stagnation: testing innovations in engaging communities 

1. What is the nature of the 

organisation you work for: 

Choose an item. Others (please specify) Click here to enter 
text. 



2. What are your areas of 
expertise (Select all that 
apply)? 

ἦ Immunization - supply side (increasing availability of 

vaccines) 

ἦ Immunization - demand side (increasing uptake of 

vaccinations) 

ἦ Maternal health 

ἦ Neonatal, infant and child health 

ἦ Health communication/education 

ἦ Social marketing 

ἦ Monitoring and Evaluation 

ἦ Research-Biomedical/Device 

ἦ Research-Programmatic 

ἦ Health policy and/or advocacy 

Other (please specify) Click here to enter text. 

 

3. How long have you worked 
in Health/immunization or 
related areas? 

 

Choose an item. 

4. Which regions do you have 
experience working in or 
researching on? (select all 
that apply) 

 

ἦ East Asia and the Pacific 

ἦ South Asia 

ἦ Middle East, North Africa and Greater Arabia 

ἦ Europe 

ἦ North America 

ἦ Central America and the Caribbean 

ἦ South America 

ἦ Sub-Saharan Africa 

ἦ Australia and Oceania 



5. Which of the following areas 
do you work in or support? 
Please mark all that apply. 

ἦ Policy/Advocacy 

ἦ Research 

ἦ Finance 

ἦ Implementation 

Other (Please specify) Click here to enter text. 

6. Which of the following types 
of intervention do you work 
in, support or have 
experience with? 

Choose an item. 

7.  Which of the following 
interventions have you 
worked on, supported or 
have experience with? 
Please mark all that apply. 

ἦ Health Education/ Behavioral change communication 

ἦ Monetary and non-monetary incentives for immunization 

(including Conditional Cash Transfer) 

ἦ Mobilization of community members using key influencers 

etc. 

ἦ Community problem-solving and strategy development 

ἦ Other ways to mobilize communities to increase 

immunization coverage 

ἦ Monitoring and evaluating activities and programmes 

ἦ Community health worker initiatives 

ἦ Tracking systems 

ἦ Supply of vaccines to health centers and pharmacies 

ἦ Storage of vaccines and cold chain logistics 

ἦ Training health workers 

ἦ Assistance to procure vaccines for the national vaccination 

system 

Other (please specify) Click here to enter text. 

 

 

 

 

 

 

 



Community engagement approaches for increasing immunization coverage 

Community engagement approaches are increasingly recognized as being important for reaching 
the last mile for immunization. We are now going to ask you about your opinion for the different 
types of community engagement approaches (within and outside of immunization) and the extent 
to which these may be effective for improving immunisation coverage. 

1. Please rate the interventions listed in the rows on the criterions given in the columns. 
i.e. Please say to what extent you agree with the statements in the columns for each 
of the interventions listed in the rows (Options: Strongly Agree, Agree, Neutral, 
Disagree, Strongly Disagree, Don’t know/Can’t say).  

 This is easy to 
implement 

This is effective in 
increasing 
immunisation 
coverage 

This is commonly 
used 

Planning immunization 
services with 
communities such as 
involving communities 
in planning the 
location, schedule, and 
services offered in 
fixed and outreach 
sites. 

Choose an item. Choose an item. Choose an item. 

Involving communities 
in monitoring and 
surveillance of 
services such as 
through training and 
supporting community 
volunteers. 

Choose an item. Choose an item. Choose an item. 



Engaging community 
members in 
communication roles 
by informing 
caregivers about the 
purpose of 
immunisation, its 
importance, and where 
and when it is 
available. This can 
include engaging 
community leaders, 
religious leaders or 
local media channels. 

Choose an item. Choose an item. Choose an item. 

Identifying and 
addressing resistant 
groups by responding 
to resistance and 
building trusting 
relationships between 
health services and 
communities 

Choose an item. Choose an item. Choose an item. 

2. One of the main reasons for low 
immunisation coverage in many settings is 
that marginalised and hard-to-reach 
populations continue to be left out of 
immunisation campaigns. Can you provide 
examples of any community engagement 
approaches that you think can specifically 
tackle this problem: 

 

Click here to enter text. 

3. Can you provide any examples of 
innovative community engagement 
approaches that have been successful in 
other areas such as HIV/TB or even non-
health sectors such as 
education/agriculture/social development 
that could also be applied to 
immunisation? 

Click here to enter text. 

 

 

 

 



4. Do you have any other comments or 
suggestions that might help to improve 
community engagement in promoting 
immunisation coverage? 

Click here to enter text. 

5. Would you like to be informed about 
further developments within this 
programme at 3ie? 

Choose an item. 

If you would like to be contacted please share 
your name and email address: 
 Click here to enter text. 

 

6. Do you require us to keep your answers 
confidential? 

Choose an item. 

 

 



Appendix D: Stakeholder mapping  

 

  



 

Acronyms used in stakeholder mapping figure   

BMGF  Bill & Melinda Gates foundation 

CDC  Centers for Disease Control and Prevention 

CIFF  Children's Investment Fund Foundation 

Gavi Global Alliance for Vaccines and Immunization 

IAIM  International Association of Immunization Managers 

icddr,b  International Centre for Diarrhoeal Diseases Research Bangladesh 

ICH  Institute of Child Health  

IHME Institute for Health Metrics and Evaluation  

JHU Johns Hopkins University 

LSHTM  London School of Hygiene & Tropical Medicine 

MDBS Multilateral Development Banks 

NIH  National Institutes of Health  

NORC  National Opinion Research Center at the University of Chicago 

PAHO  Pan American Health Organisation 

PATH  Program for Appropriate Technology in Health 

PSI  Population Services International  

SCF  Save the Children Foundation 

SWISS-TPH  Swiss Tropical and Public Health Institute 

UCB  University of California, Berkeley 

UNFPA  United Nations Fund for Population Activities 

UNICEF  United Nations Children's Fund 

UNU-WIDER United Nations University World Institute for Development Economics 
Research 

WHO  World Health Organization  



Appendix E: Profile of survey respondents 

Q1. What is the nature of the organisation you work for: 

Answer Options 
Response 
per cent 

Response 
count 

Developing country government ministry or agency 8.3% 16 

Developed country government ministry or agency 1.0% 2 

Developing country university/research institution 16.7% 32 

Developed country university/research institution 18.2% 35 

UN organisation 6.3% 12 

Philanthropic organisations/foundations 3.6% 7 

International NGO 20.8% 40 

Local NGO 13.5% 26 

Donor agency 0.0% 0 

Private consultancy 11.5% 22 

Other (please specify) 15 

answered question 192 

skipped question 1 

 

Q2. What are your areas of expertise? Please mark all that apply. 

Answer Options 
Response 
per cent 

Response 
count 

Immunisation – supply side (increasing availability of 
vaccines) 

26.6 51 

Immunisation – demand side (increasing uptake of 
vaccinations) 

52.6 101 

Maternal health 32.3 62 

Neonatal, infant and child health 46.9 90 

Community engagement 42.7 82 

Health communication/education 33.9 65 

Social marketing 8.3 16 

Monitoring and evaluation 54.2 104 

Research-biomedical/device 6.3 12 

Research-programmatic 35.9 69 

Health policy and/or advocacy 41.1 79 

Other (please specify) 19 

answered question 192 

skipped question 1 
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Which regions do you have experience working in or researching on? 
(select all that apply) 

 

 
  

How long have you worked in 
health/immunisation or related areas? 

0 – 4 years 

5 – 9 years 
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Which of the following areas do you work in or support? Please mark all that 
apply. 

Answer Options 
Response 
per cent 

Response 
count 

Policy/advocacy 59.4 114 

Research 64.1 123 

Finance 7.3 14 

Implementation 65.6 126 

Other (please specify) 14 

answered question 192 

skipped question 1 

 
 

  



Appendix F: Semi-structured interview guide 
 

Using innovative community-based approaches for increasing immunisation 
 

Interview guide  
 

The information below will be pre-filled by the interviewer and will not be asked directly from 
the respondent. 

1. Name………………………………………………………… 
2. Organisation………………………………………………. 
3. Number of years of experience in the sector 

above…………………………………………………..(some diplomatic way of asking in 
case we cannot pre-fill.) 

4. Country where currently based…………………………… (location where person is 
based?) 

5. Region where organisation/person’s work focuses 
………………………………………………………  
-----------------------------------------------------------------------------------------------------------------
-------------------------  

Thank you for giving us time to have this conversation. Your views will provide important 
inputs for our evidence programme on increasing immunisation coverage through innovative 
community engagement approaches. 

The International Initiative for Impact Evaluation (3ie) has recently launched a programme 
titled, Breaking through stagnation: testing innovations in engaging communities in 
increasing immunisation coverage. Supported by the Bill & Melinda Gates Foundation, this 
programme will focus on generating evidence on innovative ways of engaging communities 
to expand immunisation coverage in Gavi -eligible countries.  

For respondents from the immunisation field: 

1. Can you tell us a bit about your own work in the field of immunisation? (Identify areas 
such as policy work or on the ground work). Within these could you speak about 
approaches that engage communities for increasing coverage?  
Probe: Specific focus of their work (e.g. demand side, supply side; programme 
implementation or evaluation)  

Probe: Specific examples of interventions/programmes that you have worked on or 
have worked on in the policy arena. 

2. From your own experience in this sector, what would you say you have learned about 
what works and doesn’t work in increasing immunisation coverage in the [region]? 
 

3. Now we would like to talk more about immunisation more generally. 
3a. What do you think are the biggest challenges in increasing immunisation coverage, 
especially in countries with low or stagnating immunisation rates? 

3b. What strategies and approaches can best overcome these challenges? 

3c: Region? 

Probe: Challenges 

Probe: Strategies/approaches 

4. What in your view are the best approaches or interventions for community 
engagement which have an impact on vaccination coverage, especially to the reach 



the poorest and most vulnerable? [Define: Community engagement if not done 
already, to orient conversation.] 
 

Probe: Community engagement 
 

Probe: Reaching the poorest 
 

5. Do you think community engagement approaches can be sustainable and cost- 
effective? 

 

6. Do you have any suggestions for what innovative community engagement 
approaches in the field of immunisation would look like? [Probe: What makes these 
innovative?] 

 

7. To your knowledge ,are there other areas, outside of immunisation, that have used 
community engagement approaches and can provide important lessons for improving 
immunisation coverage? What are these areas? 

 

8.  What do you think about the state of evidence on what works and what doesn’t in 
terms of different community engagement approaches for improving immunisation 
coverage? What are the main gaps or limitations of existing evidence?  

 

OR 

For respondents from fields other than immunisation 

1. Can you tell us a bit about your own work that focuses on engaging communities for 
improving outcomes (depending on the sector, the outcomes will be specified). 

Probe: Specific focus of their work (e.g. demand side, supply side; programme 
implementation or evaluation, policy)  

Probe: Specific examples of interventions or policy work including region of work. 

2. From your own experience in this sector, what would you say you have learned about 
what works and doesn’t work in terms of the different community engagement 
approaches? 
 

3. Do you think community engagement approaches are sustainable and cost- 
effective? 

 
4. Do you think there are possible ways in which communities can be engaged to 

increase the demand for immunisation as well as aid in strengthening supply systems 
that can be transferred from the sector you work in to the immunisation sector? If so, 
what are some of these methods? 

 

In your view is there sufficient evidence regarding community-based approaches that work in 
your sector? What type of evidence is there? 

 

 

 

 

 



 

 

 

 

 


