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Abstract 
Introduction: In the absence of unifying concep-

tual and operational frameworks, there have been 
calls to share practical experiences of community 
participation in health (CPH) to document the con-
texts and dynamics of participatory practice.  

Objectives: This article describes the implemen-
tation of a participatory community-based audit of 
care in obstetric emergencies that was conducted in 
rural Indonesia.  

Methods: Four village-based groups were con-
vened to review a series of cases of maternal death 
and disability and to develop recommendations for 

health planning. Thematic narrative analysis of the 
discussion transcripts was employed to describe 
how participation occurred.  

Results: Participation was complex and dynamic 
and evolved over the course of the study. Although 
blame and defensiveness characterized the early 
discussions, over time, participants became less 
condemning of individuals and more so of systems 
and services, situating individual behaviors within 
the wider health system context.  Participants also 
increasingly shared personal experiences, generating 
rich and explicit assessments of care. Eliciting this 
information was contingent on skillful facilitation, 
assuring anonymity, and instilling “permission to 
criticize” among the participants. Sufficient time 
was also required to convey the necessary principles 
and reassurances. Despite evidence the process had 
resulted in women and community members being 
more prepared, informed, and responsive toward 
obstetric emergencies in villages, the short-term na-
ture of the study meant that implementation and 
evaluation of the recommendations were not possi-
ble. Without a sustained and ongoing approach, the 
potential for impact, sustainability and empower-
ment were limited.  

Conclusions: The study demonstrates that when 
carefully implemented, CPH can yield rich explana-
tory accounts of adverse health events, providing 
unique information for health planning. We recom-
mend the method for routine district health plan-
ning, configured as a continuous process character-
ized by autonomy, authority, and self-reliance, and 
involving those excluded by health and social sys-
tems.  Despite its potential and relevance, authentic 
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CPH may be threatened by wider socio-economic 
and political conditions, as well as by prevailing 
evidence hierarchies that exist in public health re-
search. We recommend policy and research to estab-
lish a firmer foundation for this progressive, yet ob-
scured, public health concept.   
 
Introduction 
Community participation in health 

Community participation in health (CPH) refers 
to the active involvement of people in the design, 
implementation, and evaluation of healthcare. In 
1978, CPH was enshrined as a central principle of, 
and enabling mechanism for, universal access to 
essential healthcare, in the Alma Ata Declaration. 
Here, CPH was defined as 

  

the process by which individuals and families as-
sume responsibility for their own health and wel-
fare and those of the community, and develop 
capacity to contribute to their and the communi-
ty’s development... This enables them to become 
agents of their own development instead of pas-
sive beneficiaries of development aid (WHO, 
1978).  
 

The Declaration was adopted by over 150 mem-
ber states, and the following decades saw wide-
spread implementation of CPH projects and pro-
grams (O’Rourke, 1998; Ahluwalia et al, 2003; 
Osrin et al, 2003; Manandhar et al, 2004; Rosato et 
al, 2006; Chigudu, 2007; Cornwall & Shankland, 
2008; Skinner & Rathavy, 2009).  

There is no universal definition of CPH. The ex-
tent to which decision-making processes can be le-
gitimately devolved to communities depends upon 
prevailing political ideologies regarding the roles of 
states and citizens in the provision of public ser-
vices. The Alma Ata statement itself makes simulta-
neous reference to two distinct (and arguably op-
posed) interpretations of CPH. These relate to indi-
viduals assuming “responsibility” for personal and 
public health, and “agency,” the creation of social 
networks for political engagement. Perhaps unsur-
prisingly, following Alma Ata, participatory pro-
grams were implemented according to a variety of 
related terms and concepts. A non-exhaustive list 
includes: community participation (Cohen & Up-

hoff, 1980; Rifkin, 1990; Mayoux & Chambers, 
2005); community development (Foster, 1982; Jack-
son et al, 1989); community involvement (Oakley, 
1989; Kahssay & Oakley, 1999), community en-
gagement (NICE, 2008); community empowerment 
(Craig & Ma, 1995; Rifkin, 2003); community mo-
bilization, 2005); and community action (Donahue 
& Mewea, 2006). These concepts reflect divergent 
positions on what participation is, and how it should 
be achieved. 

To organize disparate approaches, Rifkin devel-
oped a continuum of passive-to-active CPH (Rifkin, 
1985). This typology delineated marginal participa-
tion, characterized by externally driven agendas and 
compliant participants, through substantial partici-
pation, involving more meaningful involvement in 
which participants contribute time and resources, to 
structural participation, which refers to the active 
involvement of participants, control over proceed-
ings, and the empowerment of participants (Figure 
1). Rifkin’s typology corresponds to Arnstein’s 
classic “ladder” of citizen participation in which the 
rungs of the ladder progress from participant non-
participation (lowest rung) through tokenism to citi-
zen control (highest rung) (Arnstein, 1969).  

Although these typologies are useful, they do not 
completely account for how participation occurs. A 
recent review of participatory theory also identified 
the tendency for a normative, and somewhat artifi-
cial, dichotomization of CPH into approaches that 
are “good” or “bad.” The review concluded in sup-
port of documenting the context, dynamics, and 
purposes of participation, considering “who is par-
ticipating, in what, and for whose benefit” (Corn-
wall, 2008, p. 269). Cohen and Uphoff provide a 
detailed planning framework in this regard, consid-
ering situated participatory practices for rural devel-
opment. Their framework considers: who partici-
pates, how participation takes place, what kind of 
participation occurs, and for whose purposes. They 
also consider how project characteristics are situated 
within task environments (Cohen & Uphoff, 1980).  
Evaluation is similarly complex. CPH is not simply 
an intervention, but an approach: instrumental and 
substantive, an interchangeable means and end (Co-
hen & Uphoff, 1980; Rifkin, 1985; Cornwall, 2008). 
As a result, it does not conform to the conventional 
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input-process-outcome format of program evalua-
tion. Reflecting the theoretical debates, calls have 
been made for practical experiences to be shared, 
examining how participation is achieved in particu-
lar environments (Rosato et al, 2008).  
 
Objectives 

This article responds to these calls. The objective 
is to describe the implementation of a participatory 
community-based audit of care in obstetric emer-
gencies in rural Indonesia. The audit sought to 
demonstrate the utility of the “community-
perspective” as a valid source of information for 
health planning. The results and implications for 
health planning are presented elsewhere in this issue 
(D’Ambruoso et al, 2013).  
 
Context of the study 

The audit was conducted as part of a larger pro-
ject examining care in obstetric emergencies in In-
donesia (D’Ambruoso, 2011) and was preceded by 

two discrete studies. First, an assessment of quality 
of care in cases of maternal mortality and severe 
morbidity was conducted from the perspectives of 
Indonesian service providers. This study demon-
strated the insights possessed by local practitioners 
into quality care and feasible intervention 
(D’Ambruoso et al, 2009). The analysis suggested 
that conventional clinical audit might be limited by 
virtue of the lack of attention to the circumstances 
and events that occur outside facilities. In the se-
cond preceding study, access to care was considered 
in its own right. This study was conducted with rela-
tives of women who had died during pregnancy or 
childbirth regarding pathways to care, preventabil-
ity, and cause of death.  Relatives’ narratives pro-
vided detailed accounts of medical care and condi-
tions and of the wider social and cultural land-
scapes, demonstrating that the explanatory frame-
works of service users differ substantially from 
those of providers (D’Ambruoso et al, 2010). The 
preceding studies suggested that examining the pro-

Figure 1: A continuum of community participation in health (adapted from Rifkin, 1985) 
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cesses and negotiations that characterize care in ob-
stetric emergencies, from a range of perspectives, 
has the potential to provide useful information on 
how and why adverse outcomes occur. As a result, 
the present study aimed to conduct a participatory 
audit of access to care and quality of care in obstet-
ric emergencies from the perspectives of those who 
use, as well as provide, this care. 

 
Methods 

The methodology is described in detail in the ac-
companying paper in this issue (D’Ambruoso et al, 
2013). In brief, four village-based audit groups were 
convened: two comprised of women of reproductive 
age and two of village midwives, traditional birth 
attendants (TBAs), volunteer community health 
workers (CHWs), village leaders, and family mem-
bers. The groups engaged in a series of weekly 
meetings examining cases of delivery complications 
that had resulted in death or severe disability. Dis-
cussions on quality of and access to care in the 
emergencies were invited in semi-structured focus 
group discussions. Each meeting was also audio-
recorded, and the recordings transcribed and trans-
lated from Bahasa Indonesian, and indigenous lan-
guages Javanese and Sundanese, into English for 
analysis.   

Narrative analysis was employed to describe 
how participation occurred (Pope & Mays, 2006). 
The data were read and re-read and arranged accord-
ing to the Cohen and Uphoff (1980) planning 
framework to consider who participated, how partic-
ipation took place, the influence of context, whose 
interests were served in the process, and what kind 
of participation resulted. The latter element was 
considered in terms of Rifkin’s continuum of partic-
ipation (1985). The analysis was conducted during 
and after completion of the meetings in order to al-
low preliminary findings to inform subsequent data 
collection. NVivo software (QSR International, 
2007) was used to support data management, analy-
sis, and the construction of coding frameworks.  

 
Results 
Who participated? 

Thirty-five participants were recruited into four 
audit groups (see Table 2 in D’Ambruoso et al, 

2013). The majority were educated, employed, and 
married with children. Most had been resident in the 
community for many years and four were pregnant. 
Six participants dropped out (due to family or work 
commitments) and replacements were recruited by 
the second meeting. Participation did not differ sub-
stantially between the groups. Within groups, how-
ever, older, richer, and more educated individuals 
were more relaxed with the process, while others 
found it difficult and stressful.  

 

Midwife: I felt tense at the outset. 
 

Husband: I was afraid of making mistakes.  
[Group C1, Feedback meeting] 

 
How did participation occur? 

Across all groups, blame and defensiveness 
characterized the early discussions and fault was 
frequently found with individuals in the cases. Par-
ticipants also often distanced themselves from their 
counterparts in the cases, with whom fault had been 
found.  

 

TBA: I am not like the TBA who said that there was 
no need to take the woman to hospital. I would always 
suggest that, it is the woman who refuses.  

 [Group C1, meeting on Case 1] 
 
Woman: The TBA was belegug [stupid].* She knew 
that she could not manage [the hemorrhage], but she 
called for a second and third TBA, even a male TBA. 
She should have called the midwife. 

 [Group W2, meeting on Case 3] 
 
Creating an environment in which participants 

did not feel threatened required careful facilitation. 
We devoted timed at the outset of each meeting to 
establish principles of inclusion, non-blaming, and 
confidentiality, and made efforts to foster friendly, 
informal, and non-threatening discussions. This ap-
proach proved to be beneficial. As the meetings 
progressed, it was apparent that “permission to criti-
cize” had become instilled, as fear, blame, and de-
fensiveness gave way to more open and frank dis-
cussions. The assessments became less condemning 
of individuals and more so of systems and services, 

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
* A severe form of stupidity, a harsh word (Sundanese). 
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situating individual behaviors within wider health 
system contexts. These informed multi-level ac-
counts of care (D’Ambruoso et al, 2012). Partici-
pants also increasingly shared personal experiences 
during the discussions, providing explicit accounts 
of healthcare in the district.  

 

Village secretary: Sometimes the community, who are 
not eligible for health insurance for the poor, force 
me to give them insurance certificates... If we give it 
then we break the rules, but if we do not, those un-
eligible community members push and force us.  

  [Group C2, meeting on Case 1] 
 
Despite these changes, some (usually poorer and 

younger) participants continued to express concerns 
about the consequences of criticizing the authorities. 

 

Woman: The nurses were not nice. 
 

Facilitator: Oh really? Do you mind sharing it with 
us? 
 

Woman: <There won’t be anything that happens to 
me right?>† He...he… <I’m afraid…> 
 

Facilitator: <You don’t have to be afraid, nothing 
will happen to you. No one will know about this, other 
than us here.> 
 

Woman: <Just people in this room would know it 
right?> 
 

Facilitator: <Yes.>  
[Group W2, meeting on Case 4] 

 
Eliciting discussions in which all participants felt 

sufficiently secure to disclose their critical views 
was contingent on fostering open and frank discus-
sions without fear of repercussions. Although the 
weekly meetings allowed us to reinforce principles 
of inclusion, non-blame, and positive accountability, 
it took time and effort and did not occur spontane-
ously. Sufficient time was necessary to convey these 
reassurances and to establish trust. 

Over the course of the study, several modifica-
tions were made to the original approach based on 
dynamics observed and suggestions from partici-
pants. Discussion guides were revised to include 

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
† Angled brackets denote a change in language from Ba-
hasa Indonesian to Sundanese (indigenous language). 
 

prompts for reassurances and encouragement. Based 
on participants’ suggestions, additional discussions 
on focus issues were held for each case. We also 
changed the process so that one participant recorded 
the assessment during the discussion, a job that was 
rotated at each meeting (Figure 2).  

At the end of the series of meetings, a final ses-
sion was held with each group to determine whether 
participants found the results of an initial analysis 
plausible, to develop recommendations, and to gath-
er feedback on the process. There was evidence that, 
as a result of the audit, participants felt more pre-
pared, informed, and responsive toward obstetric 
emergencies in villages. Participants also stated that 
they had enjoyed the process. The fact that the cases 
were real made for engaging discussions.  

 

Village secretary: Before these discussions, maybe 
only the midwife who knows what to do. The volunteer 
community health worker only knows [what to do] 
when she encounters the midwife … but after this, we 
know that we have to respond fast when an emergen-
cy happens. 

  [Group C2, Feedback meeting] 
 
Woman: The cases were real. At least we can know, 
we can open our mind thus there are some things that 
we can improve, or some things we can do to prevent 
such cases.  

  [Group W1, Feedback meeting] 
 

 What kind of participation?  
During the course of the study, a shift in the type 

of participation occurred. At the outset, we had 
aimed to achieve a moderate degree of participation 
with resources (information) contributed by the 
community. According to Rifkin’s continuum 
(1985), this could be described as margin-
al/substantial participation. As the series of discus-
sions progressed, however, participants made in-
creasingly meaningful inputs into the process. Par-
ticipants were involved in decision making, imple-
menting the audit, administration and co-ordination 
of project activities, and made substantial contribu-
tions to articulating local needs and how they could 
be addressed. Participants also had control over the 
outcomes of the study and evaluated the process and 
outcomes in a final dedicated discussion. In this 
sense, participation became substantial/structural. 
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Despite this, the study was designed to demon-
strate the utility of the community perspective for 
health planning. Although materials containing de-
tails of the methods and findings were prepared and 
distributed (KKM 2008; 2010), the implementation 
and evaluation of the recommendations generated  
was neither planned nor possible.  As a result, the 
results of the study may have limited impact and 
sustainability on health behaviors and outcomes, 
potentially observed in the manner in which learn-
ing outcomes were articulated. Although partici-
pants could easily articulate “lessons learned,” 
changes in their own behaviors may not necessarily 
have resulted. The following exchange was with a 
participant who was herself pregnant: 

 

Woman (pregnant): Pregnant women should check 
their blood, if she knew her blood type then she could 
get someone to be a donor. If there is no blood in the 
hospital, then it would be possible to find a donor in 
the village who matches her blood type.  
 

Facilitator: Have you checked your blood type?  
 

Woman (pregnant): Not yet.‡ 
  [Group W2, meeting on Case 5] 

 
Although sustainability was likely to have been 

limited, the process had encouraged women and 
community members to critically reflect on the 
healthcare systems and services in their locality. 
Several participants reported that they felt more 
confident to express their views on healthcare as a 
result.   

 

Woman: I feel happy that my opinions will be heard 
by the government from the village level... I felt en-
joyment!  

  [Group W1, Feedback meeting] 
 

Context 
Fears of the consequences of criticizing systems 

of authority may have arisen from strong traditions 
of social hierarchy and civil obedience that exist in 

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
‡ In Indonesia, “not yet” is often used to avoid saying 
“no,” which is regarded as impolite. As such, the re-
sponse “not yet” may not necessarily imply that the 
woman intended to establish her blood type prior to de-
livery. 
 

rural Indonesia (Johnston, 1982; Hunter, 1996; 
Bebbington et al, 2006). Officials are said to be un-
trusting of villagers and unwilling to confer respon-
sibilities to communities (Johnston, 1982). Conse-
quences include that “people seriously doubt their 
ability to articulate useful opinions or to assume 
responsibility for group activities” (Johnston, 1982, 
p. 205). This was directly observed in several dis-
cussions. 

 

Woman 1: There have been three meetings, but I’m 
still feeling tense. 
 

Woman 2: Maybe it is because we are village people. 
  [Group W2, meeting on Case 3] 

 
TBA: Maybe that is how foolish people feel… when in 
front of smart people. 
 

Figure 2: Participants record the case as-
sessment in an audit meeting	
  

Permissions were secured for the reproduction of this 
photograph. 
All identifying information has been removed.	
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Facilitator 1: We are actually the same. 
 

Facilitator 2: It is us who learn from you, ladies and 
gentleman.  

  [Group C1, Feedback meeting] 
 

In whose interests? 
The final dimension of the Cohen and Uphoff 

framework considers “whether the purposes that the 
authorities have in mind for getting people to partic-
ipate is the same, or compatible with, the purposes 
[of] the people themselves” (1980, p. 227). Partici-
pants wanted to help generate information that 
would improve the chances of women in villages 
reaching life-saving obstetric care when it was re-
quired.  

 

Village secretary: We should communicate the uses of 
[social health insurance] to the community. All of us 
here know the uses of it, right? From this meeting, we 
know that social health insurance can be very useful. 
Before, the community health worker, the TBA, did 
not know about the use of it. So they did not inform 
the community. So hopefully with this, we could give 
that information to the community 

  [Group C2, Feedback meeting] 
 
Woman: Now, if I think that pregnant women here are 
poor, I tell them to arrange the ID card and family 
card, and they complied.... Some of them are now 
starting to save their money for delivery, five thou-
sand [Rupiah, ~0.5 USD] per month.   

  [Group W2, Feedback meeting] 
 
Participants also informed us that they had 

shared information from the case assessments with 
the surrounding community, among whom the study 
had generated interest. 

 

Woman: Yesterday, there was an event at which 
community health workers and pregnant women gath-
ered at village health posts. I could tell them the re-
sults from our discussion. There were also students 
from the Midwifery Academy from [city name]. I 
could contribute by expressing some opinions from 
this discussion.  

  [Group W1, Feedback meeting] 
 
We wanted to demonstrate the ability of com-

munities to generate useful information for health 
planning. The interests and purposes of the investi-

gators and participants, although different, were 
clearly compatible. A shared overarching purpose – 
improving the situations for women in obstetric 
emergencies in rural villages – was likely to have 
helped develop a common platform for the study. 
 
Discussion 

The study sought to involve people who are typi-
cally involved in obstetric emergencies in villages in 
critical reviews of healthcare and to develop rec-
ommendations for reform based on their needs, ex-
periences, and perspectives. The participants made 
substantial and meaningful inputs into the process 
and developed sophisticated multi-level descriptions 
and explanations of care in obstetric emergencies. 
The depth and coherence of information provided 
demonstrates the potential of the community per-
spective to inform the delivery of essential 
healthcare services (D’Ambruoso et al, 2013).  

Eliciting these data was dependent on a robust 
approach. Through a reflexive and responsive pro-
cess, participants increasingly considered the con-
texts in which individual behaviors were constructed 
and shared personal views and experiences. Alt-
hough this may be attributable to the creation of an 
environment in which people felt sufficiently secure 
to disclose such information, it is unlikely that the 
dynamics of power and hierarchy were ever entirely 
eliminated. This was evidenced in the concerns ex-
pressed by poorer and younger participants regard-
ing the consequences of expressing their views and 
in people’s opinions regarding the validity of their 
critical perspectives more generally. The presence 
of international researchers was also likely to have 
influenced dynamics within the group.  

These findings suggest that time devoted to cre-
ating an environment in which the views, opinions 
and experiences of all participants can be shared 
without fear of repercussions is critical to foster par-
ticipation, particularly in societies with strong hier-
archical systems. Furthermore, people who are 
poorer, live in more rural locations, and/or who are 
more disadvantaged may be less likely to be recruit-
ed to research efforts, but may have insights on ex-
clusion from access to good quality public services 
that are central to what this type of research seeks to 
achieve. Specific efforts to involve disadvantaged or 
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marginalized individuals should be made in CPH 
activities, as well as mechanisms to promote demo-
cratic involvement. Researchers conversant in the 
relevant vernacular languages are also essential. 

An appreciation of context should be a key con-
sideration in CPH activities. In this study, the com-
munity health workforce, village health infrastruc-
tures, devolved district governance, and historical 
traditions of community involvement would appear 
to provide a favorable setting for CPH. Despite this, 
however, control over local participation by both 
state and international organizations (Hunter, 1996), 
a weakened civil society base (Shiffman, 2002), ten-
sions, conflict, confusion, and a lack of trust at local 
levels have been observed (Johnston, 1982; Ahmad 
& Mansoor, 2002; Bebbington et al, 2004). These 
contextual features may threaten successful CPH. 
There may be considerable merit in CPH, but the 
political implications of the approach should not be 
overlooked (Chambers, 1998).  

The process appeared to be acceptable and en-
joyable, generated unique information on village-
based care, and engaged local people in contributing 
to a common good. Impacts were detected in terms 
of learning outcomes, but the short-term nature of 
the study meant that the sustainability of any ob-
served impacts was likely to have been limited.  To 
realize the potential of the approach, we recom-
mended the method be applied in routine (i.e., non-
research) district health planning schedules. This 
should be part of a sustained and self-reliant pro-
cess, moving from community-based to community-
led, with trained facilitators, and community groups 
granted the credentials, remuneration, and authority 
to conduct activities and liaise with authorities. Giv-
en that an association with health authorities may 
not be neutral and may limit an open and frank ex-
change of information, activities that are linked to, 
yet autonomous from, health authorities are likely to 
be of merit. In this sense, CHWs are well placed to 
mediate the link between communities and health 
authorities.   

Documenting the process using theoretical 
frameworks of CPH allowed us to demonstrate that 
participation was complex, dynamic, and evolved 
over the course of the study. As stated above, the 
evaluation of CPH does not lend itself to conven-

tional impact assessment.  Evaluation should there-
fore reflect the nature of CPH, as a simultaneous 
means and end and a dynamic process conditioned 
by context. Explicit articulation of the relevant pur-
poses and processes according to organizing frame-
works such as those provided by Arnstein (1969), 
Rifkin (1985) and Cohen and Uphoff (1980) is like-
ly to foster more consistent implementation and 
evaluation.  The contribution of the rural poor to 
service organization is a process in which many in-
terests are at stake. Whether they are conflicting or 
congruent, balanced, open or implicit, these interests 
should feature in planning, analysis, and debate.  

Finally, CPH employs qualitative methods that 
allow for contextualized explanations and descrip-
tions of enabling processes and mechanisms. These 
modes of inquiry command little favor within the 
public health academic establishment. A recent sys-
tematic review of community-based interventions 
for maternal health reflects this situation (Kidney et 
al, 2009). Despite concluding that community inter-
ventions can reduce mortality and warrant invest-
ment, a shortage of so-called “high quality” studies 
(i.e., with randomized experimental design) was 
noted, with only two South Asian studies being se-
lected for inclusion (Kidney et al, 2009). Without 
shifts in prevailing evidence hierarchies, research on 
CPH may continue to be considered as of low quali-
ty and gain limited exposure.  Methodological rec-
ommendations for community-based participatory 
research are provided in Table. 

 
Conclusion  
In our study, participation was complex and dynam-
ic, conditioned by context, and subject to change. 
With careful facilitation, a reasonable level of par-
ticipation occurred over a relatively short period of 
time, yielding explicit accounts of care in the locali-
ty. Examining the process using theoretical frame-
works helped to document key processes and dy-
namics and suggested circumstances for more sus-
tained, active, and widespread adoption of the ap-
proach.  Participatory programs are implemented 
according to a variety of models ranging from those 
that emphasize individual responsibility to those 
which involve social organizing to foster political 
engagement (agency). Given the importance of this  
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Table: Methodological recommendations for community-based participatory research 
 

Element of  
participation 

Recommendation 

WHO • Sufficient time is required to foster trust and participation particularly among 
younger less educated participants  

• Researchers may be considered as representatives of authorities, which may threat-
en trust and rapport.  

• People who are poorer and live in more remote locations may be “less visible” to 
recruitment but may have insights worthy of inclusion 

• Researchers from the region and conversant in relevant vernaculars is essential 
• CHWs can provide entry-points into communities, although association with health 

authorities needs to be neutral  

HOW • Instilling permission to criticize without fear of reprisals is necessary to elicit 
meaningful critical dialogues  

• Ensure a self-reflective and responsive approach based on participant input  
• Provide credentials, remuneration, lunch, social gathering  
• Seek effective stimulus for discussions 
• Establish a regular format to increase familiarity with an otherwise atypical 

event/process 

WHAT KIND • Prepare for the nature and content of discussions to change during the process 

CONTEXT • Develop an ongoing self-reliant process with a continuous cycle of implementa-
tion, evaluation, and review  

• CPH groups should be linked with, but remain autonomous from, local health au-
thorities  

• A change in traditional relationships between communities and authorities may be 
required for more active CPH. A focus on transparency and accountability in 
community-based research will likely foster trust and more productive relation-
ships.  

• Capacity building for, and investment in, community organizations is also re-
quired. 

• Alternative forms of “evidence” need to be adopted in academic and policy envi-
ronments  

PURPOSE 
 

• A process and outputs that reflect local situations and needs should be developed 
• CPH should be applied in routine district health planning schedules, as part of a 

sustained and self-reliant process, moving from community-based to community-
led, with trained facilitators, and community groups granted the credentials, remu-
neration, and authority to conduct activities and liaise with authorities 

• The purposes of different stakeholders (communities, health authorities, and re-
searchers) should be reconciled to harmonize efforts 
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political context, political agency can be seen as a 
way to promote individual responsibility (rather 
than the reverse), so that responsibility and agency 
become the necessary and sufficient conditions for 
successful community participation. Successful par-
ticipation means the voices of marginalized people 
are heard, experience is regarded as expert opinion 
(i.e., as evidence) and, ultimately, democracy and 
rights are sought as part of a socially-legitimized 
process.  We conclude that CPH in Indonesia should 
be embedded within the ongoing devolution of 
health services and capacity building for community 
organization to facilitate democratic decision mak-
ing and public participation in health. Despite its 
potential and relevance, however, the adoption of 
meaningful CPH may be threatened by wider socio-
economic and political conditions, as well as by 
prevailing evidence hierarchies. Substantial shifts 
may be necessary to legitimize and align alternative 
forms of knowledge with conventional wisdoms. 
We recommend policy and research to establish a 
firmer foundation for this progressive, yet obscured, 
public health concept.   
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