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Abstract 

Background  Current debates in Global Health call for expanding methodologies to allow typically silenced voices 
to contribute to processes of knowledge production and intervention design. Within trial research, this has typically 
involved small-scale qualitative work, with limited opportunities for citizens to contribute to the structure and nature 
of the trial. This paper reports on efforts to move past typical formative trial work, through adaptation of community 
conversations (CCs) methodology, an action-oriented approach that engages large numbers of community members 
in dialogue. We applied the CC method to explore community perspectives about pneumonia and managing the 
health of children under-5 in Northern Nigeria to inform our pragmatic cluster randomised controlled trial evaluating 
a complex intervention to reduce under-5 mortality in Nigeria.

Methods  We conducted 12 rounds of community conversations with a total of 320 participants, in six administrative 
wards in Kiyawa Local Government Area, Jigawa state, our intervention site. Participants were male and female car-
egivers of children under five. Conversations were structured around participatory learning and action activities, using 
drawings and discussion to reduce barriers to entry. During activities participants were placed in subgroups: younger 
women (18–30 years of age), older women (31–49 years) and men (18 years above). Discussions were conducted 
over three 2-h sessions, facilitated by community researchers. Following an initial analysis to extract priority issues and 
perspectives on intervention structure, smaller focus group discussions were completed with participants in five new 
sites to ensure all 11 administrative wards in our study site contributed to the design.

Results  We identified enabling and limiting factors which could shape the future trial implementation, including 
complex power relationships within households and wider communities shaping women’s health decision-making, 
and the gendered use of space. We also noted the positive engagement of participants during the CC process, with 
many participants valuing the opportunity to express themselves in ways they have not been able to in the past.

Conclusions  CCs provide a structured approach to deep meaningful engagement of everyday citizens in interven-
tion and trial designs, but require appropriate resources, and commitment to qualitative research in trials.

Trial registration  ISRCTN39213655. Registered on 11 December 2019.

†Rochelle A Burgess and Funmilayo Shittu share joint first authorship.

*Correspondence:
Rochelle A. Burgess
r.burgess@ucl.ac.uk
Full list of author information is available at the end of the article

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s13063-023-07320-1&domain=pdf
http://orcid.org/0000-0001-9749-7065


Page 2 of 13Burgess et al. Trials          (2023) 24:385 

Keywords  Community conversations, Trials, Participation, Community engagement, Formative research, Under-5 
pneumonia

Background
Scholars and activists consistently advocate for the 
importance of community participation and involvement 
in health research. For example, Rifkin [1] suggests com-
munity contributions to research project design help to 
ensure that local definitions of problems and contexts are 
at the heart of interventions. This, alongside community 
and citizen priority setting, decision-making, planning, 
problem-solving, implementation, and evaluation are 
approaches that have been supported by scholars across 
public health and implementation science domains [2]. 
The Alma-Ata declaration [3] was the first in a lineage of 
WHO health frameworks that centred the important role 
of community engagement for health, with more recent 
guidelines illuminating the importance of community 
participation in the achievement of universal health care 
[4].

Ongoing challenges with the implementation of com-
munity health interventions have been linked to research 
approaches that do not allow for robust or specific defini-
tions of key concepts, such as ‘community’ [5], or ‘partici-
pation’ [6]. Furthermore, Global Health spaces have faced 
criticism for their inability to take community-generated 
knowledge seriously in research and intervention devel-
opment [7]. The result of knowledge hierarchies that situ-
ate community and local knowledge as inferior to science 
is the piecemeal adoption of community contribution 
and reduced opportunities for achieving emancipation 
and empowerment for improved health [8].

For example, the free maternal and child health pro-
gramme in Nigeria (FMCHCP) currently being imple-
mented in some states [9] emphasises the role of 
community-based participatory interventions, designed 
to support women in taking on and developing skills and 
knowledge linked to child health [10]. Central to these 
strategies, is the belief that for community members to 
take ownership of and improve health outcomes, they 
must acquire new skills, knowledge and/or motivation 
rooted in formal health-related knowledge that will ena-
ble new forms of action to take place.

Such efforts are examples of the community partici-
pation contributes to strengthening health care systems 
through helping communities with problem-solving 
skills, encouraging them to take charge of their health 
and welfare [11], but not on their terms. Evidence sug-
gests that externally imposed knowledge systems can 
encounter local resistance when pre-existing strengths 
or cultural processes with the capacity to make positive 

influences on health, are overlooked or replaced [12]. 
Research attempts to respond to these tensions through 
ensuring the meaningful engagement of communities in 
processes of intervention design, development and evalu-
ation [13]. But how possible is this within the structure of 
current large-scale evaluation methodologies like trials?

Whose knowledge counts? Community involvement 
in gold standard methods for intervention design 
and evaluation
Trial research remains the gold standard approach for 
the design and testing of intervention effects. The evolu-
tion of trial methods in recent years aligns with attempts 
to acknowledge the importance of community involve-
ment for health improvement. A recent systematic 
review of reviews [13] exploring patient involvement in 
trials identified over 2000 studies where PPI was used in 
some format within trial research. Within later stages of 
research pragmatic Randomised Control Trials (RCTs) 
are increasingly being used to understand the effective-
ness of interventions within everyday and routine prac-
tice conditions, which has led to novel ways of measuring 
outcomes that centre community experiences, such as 
patient-centred outcomes [14]. Adaptive trials, defined 
by Brown et al. [15] as those open to the modification of 
trial characteristics based on information from accumu-
lating data, take the real-world focus a step further. How-
ever, more open trial methodologies do not automatically 
create space for meaningful community involvement, 
despite evidence suggesting equitable involvement of 
stakeholders in RCT design improves understanding of 
the cultural contexts of implementation and in securing 
community ownership after the trial ends [16].

Community-led trials [17] are one approach that more 
deeply engages with communities across various stages of 
a trial, including examples of communities being respon-
sible for intervention design and/or delivery. One such 
example was presented by Lisa Hjelmfors and colleagues 
[18] who describe the involvement of multiple groups of 
patients, their relatives and health professionals taking 
part in co-design of an intervention to improve com-
munication about heart failure trajectory and end-of-
life care. Across development and testing phases, “ideas 
groups” and “prototyping” discussions were facilitated. 
Ideas groups emphasised understanding of factors that 
improve communication between patients, relatives and 
health professionals. Prototyping focused on participant 
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satisfaction with, and reactions to the intervention, and 
evaluated the intervention potency of being success-
ful among intended users. Findings showed improved 
knowledge, confidence, and skills to discuss the heart 
failure trajectory and end-of-life care among patients, 
relatives, and health professionals. The Camino Verde 
[19] and Rebuilding from resilience [20] trials are also 
examples of approaches which centred the involvement 
of communities around the intervention.

However, not all contexts are suited to community-led 
trials, as they demand the long-term involvement of par-
ticipants and a commitment from researchers to invest 
time and resources to build trust with participants. A 
more common approach to community involvement in 
trials is thus the completion of formative research which 
collects detailed information to aid trial design, including 
intervention content, delivery mechanisms and imple-
mentation, guides the recruitment and retention of study 
participants, and helps to determine the feasibility and 
acceptability of an intervention [21, 22]. Recent work by 
Mannell and colleagues [23] explored the use of qualita-
tive methods within trials and noted the formative phase 
in RCTs overwhelmingly relies on standard qualita-
tive methods such as focus group discussions, cognitive 
interviews with community members and establishing 
and liaising with community advisory groups. However, 
formative research is often limited by its scale. Small 
sample sizes common within formative studies mean that 
our ability to understand the full complexities of contexts 
and experiences facing potential patients [23]. Advisory 
groups similarly involve small numbers of participants 
but are founded in forms of participation that are more 
consultative than collaborative in scope. In their review of 
reviews, Price and colleagues [13] noted that participant 
and patient involvement most often took the shape of 
gaining feedback on already determined trial design, the 
moderation of forums or recruiting participants, instead 
of having an active involvement in research tasks such as 
study design, analysis or dissemination. This means that 
communities lack ownership over questions explored, 
or the future intervention itself. In international devel-
opment a field closely related to global health, scholars 
have continually critiqued the dangers of such a form of 
participation. Susan White [24] identified four forms of 
participation ranging from nominal (limited power or 
decision-making) to transformative (with a goal or aim 
to transfer power to community actors). Modes of par-
ticipation described by Price and colleagues [13] reflect 
lower forms of participation where the form and function 
serves the needs of more powerful external agents, rather 
than community members.

Is it possible to expand and deepen our engagement 
with communities at scale during RCT trial design 

- especially for components such as intervention devel-
opment? What methods will enable us to normalise more 
meaningful community engagement at the heart of trial 
practices? It is at this juncture that we seek to make our 
contribution. This paper reports on the adaptation of 
community conversation methodology to involve com-
munities in mapping the contexts that would shape the 
feasibility and acceptability of participatory interventions 
to address childhood infectious diseases in Northern 
Nigeria and planning for trial implementation and inter-
vention delivery.

Methods: community conversations
Community conversations (CCs) are a powerful tool that 
encourages critical thinking among participants, stimu-
lates finding tailored solutions to the problem detected, 
and can lead to lasting community empowerment. 
Opportunities are created for diverse stakeholders to 
develop critical consciousness; an awareness of the ways 
in which relationships between structural contexts and 
our experiences come about and contribute to the diffi-
culties people face in their everyday lives [25]. Dialogue 
has been identified as key to processes of social change 
[26] and the CC method enables community-centred dia-
logue through a light touch role for the facilitator.

The Nelson Mandela Foundation’s approach to CCs 
involves five broad stages to generate critical dialogue: 
Relationship building, Concern Identification, Con-
cern Exploration, Decision making, and Reflection and 
Review [25]. It was popularised within HIV-related work 
in Southern Africa and has been used to develop a range 
of community-led interventions that challenge norms, 
shift action and provide community-defined solutions to 
change, including HIV adherence [26] or issues related to 
gender-based violence [27-29]. However, this approach 
remains under-utilised.

The CC method is not without its challenges. Given its 
interest in combining actors across a range of social posi-
tions within shared spaces for thinking and action, some 
evidence warns that consensus building can be challeng-
ing [27]. Furthermore, structural challenges that commu-
nities identify as targets for change, such as poverty and 
political instability, have created obstacles to problem-
solving leading to frustration and barriers to community 
empowerment [26]. However, these issues can be over-
come, as seen in a recent application of CC in Zambia for 
the improvement of women and child health outcomes, 
where a range of community-led activities responded to 
structural drivers of poor outcomes, including the con-
struction of new health centres, alongside typical health 
information programmes [29].

Given the capacity for CCs to illuminate a wide range 
of concerns linked to health challenges, while providing 
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a pathway to meaningful dialogue between communities 
and researchers, we felt the methodology could provide 
a more systematic approach to community engagement 
in the design of our intervention. We describe our 
approach, as well as findings generated from its use in 
subsequent sections.

The INSPIRING intervention: a whole system approach 
to tackling infectious diseases in children under five
Formative research was carried out as part of a larger 
INSPIRING programme in Jigawa State Nigeria, which 
uses a cluster RCT approach to impact evaluation [30]. 
The project involves multiple partners and was designed 
through an iterative co-design process with the funder, 
implementer, evaluators, government and local com-
munity members. The intervention is a locally adapted 
‘whole systems strengthening’ package of three evidence-
based activities: community Participatory Learning 
and Action (PLA) groups; Partnership Defined Quality 
Scorecard (PDQS); training and engagement between 
caregivers and health facility staff, mentorship and pro-
vision of basic essential equipment for child health. The 
inclusion of community members in the co-design pro-
cess was achieved through an adapted CC approach, 
which allowed us to confirm the details and implementa-
tion/delivery strategy of PLA and PDQS community link 
intervention.

Research setting
Research was completed from November 2019 to March 
2020. Jigawa is one of Nigeria’s 36 States, with an esti-
mated population of 4.3 million constituting mainly 
Hausa-Fulani tribes, and a small proportion of Manga 
and Badawa, tribes [31]. People live in extended family 
compounds typically comprising of two to five house-
holds with children, parents, grandparents and other sib-
lings. 98.9% of the population practices Islam, while 1.1% 
are indigenous Christians. Agriculture is the occupation 
for 80% of the population and most live in rural areas.  
Two-thirds of the population (69%) live in severe poverty, 
with 50.3% belonging to Nigeria’s lowest wealth quintile [31].

Implementing community conversations for formative 
co‑design research at scale: a new method
To ensure meaningful involvement of the community 
in shaping the intervention design, RAB developed an 
adaptation of the Mandela Foundation CC approach, to 
engage with community members at scale. Though typi-
cally applied as an intervention itself, our reformulation 
was designed to deepen engagement with the commu-
nities of men, women and health practitioners who will 

engage with the proposed interventions. Conversations 
were structured in a similar manner to the PLA group 
component of the intervention, providing an additional 
layer of depth for understanding the acceptability of the 
approach in this context. Our adaptation included four 
of the five CC stages: Relationship building, Concern 
identification, Concern Exploration and Reflection and 
Review. Our decision to exclude the decision-making 
stage was linked to the ability for this stage to turn the 
approach into an intervention itself, as it is oriented 
to deciding and acting on how to answer the problems 
that have been prioritised in previous stages. To run 
this stage would have comprised the ability to estab-
lish true baseline prior to the trial intervention being 
delivered in later months. Interactive CC discussions 
explored: perceptions of key concepts underpinning the 
proposed interventions (e.g., challenges related to child 
health); relationships with health care workers; and 
how key intervention components would work best in 
their communities, including location, timing for delivery 
of groups and incentives.

Sampling
Three categories of Jigawa community members were 
invited to participate in CCs: men, women and health-
care workers. Participants were recruited using a blend 
of convenience and purposive sampling. The inclusion 
criteria included any adults who were parents and car-
egivers of children under five, aged 18-49 years, or health 
care staff. To identify eligible candidates, the research 
team walked around the communities with a village gate-
keeper someone with intimate knowledge of the geo-
graphical and social community, who is well respected 
and known by those living in the area. This resulted in a 
combined population-level availability and targeted sam-
pling. Consent was obtained from participants who were 
then invited to gather at the meeting point.

During CC meetings, participants were broken down 
into sub-groups. This ensured that any participants with 
have limited agency in mixed settings (such as younger 
women or lower ranking wives, which we observed in 
this community in earlier work (see [32]) had opportu-
nities to contribute ideas and shape discussions and at 
each round. Older women (age 31–49), younger women 
(age 18–30), and men (age 18 above) were placed in 
groups. Given that men with children in community set-
tings were found to have so much power in our scoping 
research [32], and based on the perspectives of research 
team members who are local to this context (FS, IH, AB, ) 
we did not anticipate the need to separate men into sub-
groups by age. Because of the number of participants 
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at each site, we had groups running in parallel on each 
day, with a maximum number of 10 participants per sub-
group working together at a time.

Procedure
CCs were conducted across 2–3 days, per ward. Wards 
were selected based on consultation with the INSPIR-
ING team, to ensure a balance between rural and peri-
urban sites, as well as moving across the whole local 
government area. Conversations were held at primary 
school sites, which was agreed upon following earlier 
consultations with community gatekeepers.

Each CC session started with the researcher welcom-
ing participants and recording their socio-demographic 
characteristics. Facilitators provided a brief introduction 
in which they explained the project, its partners, aims of 
the conversations, and established ground rules for the 
conversations. Facilitators were responsible for guiding 
the conversations with open-ended questions and activi-
ties, which are detailed in the Supplementary materials 
Discussions in sub-groups were not recorded, but record-
ings were taken during the larger discussions where each 
group reported back to the full group. Note-takers cap-
tured additional reflections from sub-group and large-
group discussions.

We ensured the process was not dominated by any sin-
gle voices or groups, by giving all groups the opportunity 
to participate and by distributing tasks within the smaller 
groups, i.e. some volunteered to draw, while others gen-
erated ideas of which they all deliberated on. Refresh-
ments and transportation reimbursements were given to 
participants at the end of each session (Table 1).

Participatory activities
Participatory learning activities [33] provided oppor-
tunities for people to share and contribute to debates, 

without direct questioning, and created a level play-
ing field among participants with limited formal edu-
cation — Figs.  1 and 2 demonstrate some of these 
activities.

Localising risks to child health: body mapping
Body mapping activities are widely used in research stud-
ies that seek to understand how participants make sense 
of bodied manifestations of pain, emotions, and illness, 
using illustrations [34]. We used the approach here to  
make discussions about risks facing children more  
tangible, allowing participants to anchor discussions to 
maps of an imagined child. Our approach to facilitating  
this activity is described in supplementary materials  
document 1.

Table 1  Overview of procedures in CC adaptation process

Sessions CC stage Activity conducted Time for activity # of 
facilitators 
required

Resources required

Session 1 Relationship building 
and concern identifica-
tion

Body mapping and discussion 1.5 h 2 minimum Flip chart paper
Large paper cut-outs 
in shape of a body
Coloured marker pens
Tape recorder

Concern exploration Venn diagram and discussion 1.5 h

Session 2 Concern exploration Venn diagram and discussion  
(if not done in session 1)

1–2 h 1-2 Flip chart paper
Coloured marker pens
Tape recorderCommunity mapping and  

walking map
2 h 2

Session 3: Concept testing and 
meetings with additional wards

Reflection and review Focus group discussion 2–3 h 2 Tape recorder
Flip chart paper

Fig. 1  Men’s group: showing body map of a child with associated 
risks factors
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Understanding relationships: stakeholder and power 
mapping (Venn diagram)
A key part of intervention development is the process of 
stakeholder mapping. We expanded stakeholder map-
ping, by including a Venn diagram activity (see Fig.  2). 
Using these methods, allowed us to explore not only 
stakeholders, but to tangible represent the relationships 
between different actors. This is particularly important 
given existing understandings of gendered power dynam-
ics in the region [3].

Understanding space and place in relation to child health 
— community mapping
Community-based and community-led interventions 
demand an understanding of community that is as com-
plex as possible, though this is rarely the case. Typically, 
the emphasis on community stops at the geographical, 
with concerns about distributions of illness or demo-
graphics. In our context, we sought to explore commu-
nity as a more complex entity, acknowledging three often 
under-appreciated dynamics related to communities of 
place: (1)  social identity processes (how people identify 
and relate to each other) linked to the use of space; (2) 
community of practice and action — created through 
engagement in shared activities; and (3) symbolic com-
munities — linked to cultural sub-groups. The mapping 
activity (see [35]) began with a process of identifying 
landmarks and resources within the space but expanded 
beyond this to enquire about how different groups within 
a community linked to the above dimensions make use 
of this space. Details on how this activity was carried out 
are included in supplementary data document 1 (Fig. 3).

Focus group discussions: reflection and review 
through concept testing
The final stage in the community conversation pro-
cess involved dialogue-based concept testing [34]. This 
allowed us to share findings from the community con-
versations with additional community members. Broadly 
speaking, our efforts were in line with member-check-
ing approaches in qualitative research, which increases 
the trustworthiness of data and enables researchers to 
ensure that participant meanings are not supplanted by 
researcher priorities and aims for knowledge production 
[34].

We presented synthesised data and a proposed inter-
vention structure to participants in two types of focus 
group settings: (1)  discussions with sets of new partici-
pants in the six wards we had been working in previously 
(n=54), and (2) discussions with participants in the 5 gov-
ernmental wards where we had yet to collect data (n=45). 
This member-checking approach fits with the wider 
epistemological purpose of community conversations, 
where the goal is to remain rooted in community-owned 
knowledge production. However, by also including new 
participants, our emphasis extended beyond valida-
tion, allowing us to explore whether the perceptions and 
views of other community members resonated with oth-
ers, to identify dissonant voices, and create opportunities 
to add new data or perspectives to our findings before 
rolling out the intervention [34, 36]. This adaptation is 
particularly important for trial-related work, where the 
approach will eventually be rolled out to large portions 
of a population. Details on activities are described in sup-
plementary data file 1.

Fig. 2  Older women’s group — Venn diagram of Community power 
dynamics

Fig. 3  Young women’s group community mapping activities
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Data collection, processing and analysis
Three local research assistants (RAs) were recruited and 
trained by FS, who is local to our study community. In addi-
tion to exploring study objectives and sampling processes, 
role play was used to introduce RAs to community conver-
sation procedures. This allowed us to confirm the resonance 
of the activities with people from this community and 
refine our approach if needed. The standard operating pro-
cedures for the method were provided and included sample 
probes to expand on responses in sessions. All conversa-
tions and interviews were recorded, transcribed verbatim 
and then translated into English by the local RAs.

Data analysis was completed using a codebook approach 
to thematic analysis [37]. Following an initial reading of a  
selection of transcripts by the lead author RAB, a prelimi-
nary codebook was created, to structure a focused reading 
of data, to provide answers to specific questions in rela-
tion to intervention development. This was then used by 
additional members of the analysis team (FS, AI, AAB), 
who expanded on these initial structures individually. 
Individual updated codebooks created by other analysis 
team members were consolidated by RAB, looking for  
convergence/divergence across themes. A final codebook 
was circulated to the analysis team, and additional members 
of the study team (TC) for agreement on the summary 
analysis at the preliminary stage.

Results
A total of 320 participants from six wards were engaged 
in the conversations, with an average of 53 participants 
per ward (Table 2). Below we present findings from our 

analysis that were used to finalise the content and struc-
ture of the PLA intervention. These findings are linked to 
the codebook, which we provide in the  Supplementary 
materials. We report specifically on.

Uncovering hidden processes that shape the impact 
of interventions
It’s a man’s world, but a woman’s decision? Power dynamics 
between stakeholders in communities
In developing an understanding of power, we identified 
that gendered power relations shaped the use of space and 
ownership over decision-making linked to child health.

There was a lack of consensus about who held the most 
power in relation to child health. Women’s groups iden-
tified women as having more power, and men identified 
men as having more power. Our work identified the exist-
ence of a decision-making pathway, where women and 
men’s power worked in parallel ways, through different 
forms of power, to achieve particular ends. For example, 
men’s influence was associated to their economic power, 
as they have primary decision-making in households as 
is common in patriarchal societies. [38]. Women’s power 
reflected what scholars would label as symbolic power 
[39, 40]) — created through an intimate knowledge of 
a child’s life, needs and responsibilities. This was felt to 
only be held by women. Because of this, women asserted 
that men were only brought into decision-making pro-
cesses, if all other outlets for response had failed, or 
financial resources were required. Older and younger 
women’s groups across all six wards agreed on this division 
of labour.

Table 2  Distribution of participants per sub-group for CC and focus group discussions (FGD), in the first six wards

Wards Number of CC participants/
wards

Number of CC participants/
sub-group

Number of FGD participants/
ward

Number of FGD 
participants/sub-
groups

Fake 54 Older women:19
Younger women:16
Men: 19

30 Older women: 5
Younger women: 5
Men: 5

Kiyawa 52 Older women:16
Young women:19
Men: 17

30 Older women: 5
Younger women: 5
Men: 5

Andaza 54 Older women: 18
Young women: 18
Men: 18

30 Older women: 5
Younger women: 5
Men: 5

Balago 54 Older women: 18
Young women: 18
Men: 18

30 Older women: 5
Younger women: 5
Men: 5

Shuwarin 52 Older women: 18
Yound women: 18
Men: 16

30 Older women: 5
Younger women: 5
Men: 5

Katanga 54 Older women: 17
Young women: 17
Men: 20

30 Older women: 5
Younger women: 5
Men: 5

Total 320



Page 8 of 13Burgess et al. Trials          (2023) 24:385 

[The] mother is responsible for taking care of the 
child, to the extent of doing things that even the 
father cannot do for him (child), even if the father 
does not have money, she has to find means of tak-
ing care of him, it is only when she does not have 
that the father will provide – she (the mother) 
takes care of the child more than the father. – Par-
ticipant from Young women’s sub-group 

Other stakeholder groups such as neighbours and 
other blood relations (such as grandparents and sib-
lings) were described as alternative sources of finan-
cial resources — highlighting that the community is 
built on important webs of financial capital that could 
potentially shape how people access information and 
make decisions. For example, in one ward, participants 
indicated that ‘their doctors’ (how community mem-
bers described any health staff at local clinics) were not 
as powerful in terms of child health as neighbours — 
because in a health crisis, they would go to them first 
for information and support.

Neighbours form important kin networks, provide 
support, advice and access to resources that a family 
member may not have, or if a husband is away, then 
they could also provide. These networks are key for the 
mobilisation of various forms of resources and become 
opportunities to overcome products of structural forms 
of power (such as the organisation of state structures 
and their management).

Discussions about the role and presence of external 
groups and agencies illuminated that despite an accept-
ance of the important things that organisations like 
UNICEF, Save the Children International and USAID 
do for child health, they couldn’t make specific refer-
ence to the actions they contributed, or the motivations 
for their engagement. As noted by a participant from 
the men’s group “…they [UNICEF] do things we don’t 
know how to do – [but] We can’t say where this organi-
sation came from.” This is particularly interesting, as 
there is a recognition of power and capacities of these 
external actors, which does not automatically translate 
to an understanding of motivations or purpose behind 
their involvement. This raises concerns about how trust 
can be established between community members and 
external actors, as evidence from other settings sug-
gests that in research among marginalised groups, trust 
can be limited when groups have little to no under-
standing of service aims and priorities 41). In some 
wards, participants acknowledged the failings of politi-
cal power and process — noting explicit reasons for not 
including political figures as key players in determin-
ing well-being. In two wards, there were discussions 
of the inability for politicians, specifically at the local 

government level to be trusted. As highlighted in the 
below excerpt from conversations in one ward:

I: can you tell me the reason they [politicians] are 
not important?

MG participant: because as a politician, you can 
never get what you want from him at that time – 
whenever you are in need, he will keep promising 
you… anything that has to do with health needs 
instant help.

OWG participant: … they don’t help their fellow 
men, even on child health. It’s even rare of we the 
females to go to them for help when we are taking 
our child to the hospital.

YWG participant: …why we say they are important 
is they [set] programmes, like polio vaccination, and 
in some areas the health workers listen to directives 
from the politicians.

MG participant: …. But to be honest, we have not 
seen in any way that they are important to improv-
ing child health because the only [ones] that have 
a say in our community are community leaders 
(heads) or village heads – politicians only know how 
to deceive…

MG participant: … if you want people to come 
together a politician will never bring [them] together 
for you… but the village head or the community 
leader will organise people for you because we all 
respect them and work with their instruction. 

Relationships between actors involved both vertical 
and horizontal communication and flows of power, which 
hindered our ability to clearly map flows of information. 
For example, participant accounts indicate that the dis-
trict head and ward/community heads largely dissemi-
nate information down towards communities. While this 
cannot be orchestrated without the approval of the Emir, 
a local leader who is responsible for large geographi-
cal locations, it reflects that power can also be linked to 
expertise, and as a result in some contexts, the King’s 
power can be deferred to Ward and community heads. 
For example, an Emir may not be involved in everyday 
decisions that are community specific. District Heads 
have the liberty to make certain decisions, but with limi-
tations. In other instances, village/community or ward 
heads who make local decisions may defer to someone 
younger or who has more expertise in certain areas. For 
example, in one of the concept testing wards, when our 
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research team organised a meeting to explain the project 
aims, a community head identified himself as ‘too old 
to understand’ and referred the team to a younger com-
munity head to organize the actions of the team. Fur-
thermore, not all wards reported the presence of a ward 
head — though community heads were unanimously 
referenced by all groups. In most cases, dissemination of 
information/innovation begins with the district head and 
moves downward throughout the community. Everyday 
citizens seemed to have the least opportunity to gener-
ate information, with women the least likely to be seen as 
a source of knowledge outside of child-related dynamics.

Given evidence which suggests that an underapprecia-
tion of power relationships can negatively impact com-
munity health interventions [41], two actions were taken. 
The first was the addition of a module within the PLA 
intervention manual on family relationships and power 
in the household. The second was to ensure that PLA 
groups were facilitated with women and men separated  
initially, then bringing them together for specific plan-
ning meetings in preparation for reporting activities to 
the community link aspects of the intervention. These 
approaches have been applied in other settings where 
patriarchal or traditional structures have influenced the 
participation of certain actors within an intervention [42, 43].

Where can we meet and who will speak? Problematizing 
the use of space
Gendered use of space
Participants from all wards agreed that there were clear 
gendered rules about the use of space in communities. 
Specific sites such as graveyards, Mosques and the mar-
ket were labelled as off-limits to married women, by all 
participants, regardless of the presence or absence of a 
chaperone. Men were prevented from entering any space 
where women met in groups, or from entering house-
holds where women were present in the absence of the 
male head of household.

to be honest, going by Islamic rules it is forbidden for 
women to go to the market, so we are only abiding by 
such rules, they don’t go to the market at all (Partici-
pant from Men’s group 2)

men are not allowed to go to women’s gathering like 
naming ceremony or wedding (participant from 
Young Women’s group 2) 

However, all groups also noted that there were situa-
tions where women’s mobility became more flexible. For 
example, with their husband’s permission women were 
allowed to leave their houses without the presence of a 
male chaperone, if it related to taking action on health-
related matters — emphasising women’s participation 

in health decision-making described earlier. The district 
head would give permission for men and women to be 
together in the absence of their husbands. Information 
about these decisions is passed down from district heads 
to husbands and male heads of compounds. In light of 
this, plans for the community link intervention where 
men’s and women’s groups were required to meet and 
establish shared plans and priorities to be considered at 
health forums, could only continue with explicit permis-
sions for these meetings from the district head.

Marginalised groups and use of space
All groups highlighted two particular communities — 
groups that represent the most marginalised and this 
marginalisation shapes community use of space. Fulani 
people are traditionally cattle farmers — this means that 
they are fully engaged in farming activities (including 
raising livestock) and live on the margins to help protect 
the wider community from damage or illness caused by 
exposure to livestock, and for easy access to grasses for 
their cattle. This was noted by participants as an active 
choice among farmers — not forced through cultural 
norms. All wards noted that there are certain times of 
the year when Fulani people come into town, to sell 
their products, and during these times use space equally 
alongside others in the community.

It’s only the    Older Women’s group 1)

most of us (Fulani man attested) stay near the 
bushes and farm lands because of the animals we 
rear, so that they cannot easily go into the commu-
nity and destroy people’s things (Participant from 
Men’s group 2)

Small numbers of Hausa tribe members also live on the 
outskirts of communities. They are often very poor, and 
cannot afford land of their own, or building materials. As 
such, land is often gifted to them by the district head, but 
this land is on the outskirts of the community, leading to 
experiences of marginalisation.

Children were described as able to access any commu-
nity spaces, as long as their safety/health was not placed 
at risk. For example, children were not allowed to be in 
places where they could be exposed to Jin (described 
as spiritual problems and possession that could lead to 
paralysis of hands/legs), including dirty places, graveyards, 
wells, or main roads.

like the traditional event men organized, children 
are not allowed to go there, children are not allowed 
to be seen at the main road, and also small children 
do not go to the graveyard and also playing close to 
river (Participant from Men’s group 2)
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place like the grave yard, children are not allowed 
to play there, and also main road to avoid accident 
(Participant from Young women’s group 1)

Participation does not cost a thing, but it helps: reflections 
of systems of compensation for community interventions
Evidence around participation increasingly critiques the 
ways in which the time and contributions of communities 
are reimbursed [44]. Our member-checking approach 
allowed us to identify a tension around this particular 
aspect. In the six wards where full CC activities were 
carried out, financial compensation was identified as 
important.

The group members should be given fund or capital 
to start up a business, with that they will know that 
an organization came not only to take care of the 
children but to also empower the parents (Partici-
pant Male subgroup6 )

you know we people like to be given money in any-
thing, like on your first visit here you asked of our 
names, contacts and business, so we feel if you can 
empower us to strengthen our business we would be 
very happy (Participant, Male subgroup 5 )

However, in non-CC wards, monitoring from the 
overseeing organisation (mentorship, praise and check-
ups on progress) was named as a form of compensation 
to consider. Several types of compensation were pro-
posed: book and pen, training, t-shirts or uniforms, and 
certificates.

All wards noted that decisions linked to child health 
were enabled or hindered by financial resources, which 
resonated with earlier scoping research conducted in 
2019 by our team [32]. This informed our team decision 
to have an approach to compensation, that contributed 
useful materials to a household (i.e., baby carriers for 
women) and allowing groups to decide on the timing and 
locations of their meetings throughout the study. Groups 
were advised to select times that did not put earn-
ing potential at risk and were flexible around seasonal 
shifts (i.e. rainy seasons). As groups have now begun to 
meet as part of the trial, we can report that this open-
ness resulted in nearly all groups meeting on Saturdays, 
and men’s groups have shifted timing in response to the 
onset of rainy seasons. We anticipated that it would be 
likely that many PLA group activities may lean towards 
income generation in study settings, and as such we pre-
pared facilitators to have advice for these processes if 
needed, with guidance and examples of different types of 
income-generating activities that have been used in other 
settings.

Discussion
The application of community conversations within 
formative research enabled us to gather deep and rich 
understandings of communities, contexts and power 
dynamics, prior to finalising the design and implemen-
tation of our intervention. Our approach in this study 
avoids the assumption that generating an understand-
ing of communities of place — even within a singular 
state, is sufficient to understand and define an approach 
that 1 day hopes to run across an entire state. By work-
ing across the local government area, and importantly, 
dividing participants into smaller groups that repre-
sent key stakeholders for an intervention, we were able 
to confirm a series of priorities and perspectives that 
could be shared by the whole group, increasing the 
likelihood of uptake when the formal intervention was 
rolled out in the future, because of a deep understand-
ing of the varied contexts and experiences of these con-
texts among participants.

Participants saw this procedure as an opportunity to 
learn, unlearn and relearn. In all conversations, partici-
pants appreciated the fact that they were able to learn 
new things from other members, they embraced the fact 
that they could argue out points and reach a concensus of 
what is obtainable/workable within their community, cit-
ing examples from programmes that were carried out in 
the past and how they could be leveraged on.

While there is much said about the importance of par-
ticipation in trial development, the type and aim of par-
ticipation matters. As mentioned earlier, Susan White’s 
paradigm [24] is anchored in critiques of participation in 
development settings, namely the ability of power to shape 
the possibility for participatory approaches to be success-
ful. Nominal participation and instrumental participation, 
are two forms of participation where the aim and purpose 
is to serve the purposes of practitioners and formal institu-
tions. In these cases, participation functions as a route for 
inclusion, but community actors have very little decision-
making power within the wider project processes. These 
types of participation are most common within trials, and 
typically particular feature in typical formative research 
studies using standard qualitative methods.

In response to critiques in wider development spaces, 
we have been called to prioritise opportunities for more 
representative and transformative forms of participation. 
While representative forms of participation are inter-
ested in both inclusion and sustainability within pro-
jects, transformative participation views the inclusion of 
community actors as both the means and the end, such 
that community involvement results in opportunities for 
meaningful change, that has an impact on both processes 
and outcome [24].
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Our aim was to create opportunities for representa-
tive and transformative types of participation within the 
trial process, with an emphasis on intervention aspects, 
among a large group of community members in the sites 
where our trial would eventually be implemented. CCs 
offered the opportunity for community members to fully 
shape the design of the intervention and incentive struc-
tures. This, alongside wider processes of collaboration 
and consensus to shape some aspects of design, contrib-
uted to representative forms of participation. Because 
final decision-making around the intervention remained 
with the wider team, transformative participation was 
not achieved in this instance. However, as outlined in the 
results, learnings from the CCs also shaped the structure 
and content of the PLA intervention, the mode of deliv-
ery, as well as aspects of evaluation [45].

We also believe that through dialogue coordinated in 
a respectful and open forum, the approach established 
opportunities for interpersonal transformation, with 
young women able to feel heard and have their views 
acknowledged in forums where this is often unlikely. 
Key to this, was the use of visual and image-based activi-
ties — as these ensured that even those with low literacy 
were not excluded from dialogue opportunities. Thus, 
the activities not only gave members a sense of owner-
ship over the intervention, but had the opportunity to 
improve future communication within community net-
works more broadly.

Furthermore, embedding CC methodology within trial 
design processes provides a pathway to engage everyday 
citizens as experts in the processes of knowledge produc-
tion in more meaningful ways. Recent work by Abimbola 
[7] articulates the importance of exploring four units or 
sites for knowledge production — two of which are often 
underappreciated in the global health landscape: Primary 
users who use knowledge to transform their own health 
(everyday emancipators) and those who use knowledge 
for change (implementers/plumbers). While Abimbola 
speaks of activists and NGO staff as primarily embodying 
these spaces (respectively), in our approach, we articulate 
pathways to view everyday citizens engaged in projects 
of survival as the emancipators that they are actors who 
negotiate, have intimate knowledge of their daily efforts 
to transform their own lives, and what ‘successful’ inter-
ventions could and should look like in order to support 
their efforts. Methods such as ours are critical if we are to 
resist the ways that everyday citizens are often excluded 
or silenced within science [46].

Limitations
Despite the strengths of CC approach as we have used it 
in trial design, some challenges remained. For example, 

in Nigeria, large gatherings of people can be mistaken 
for/perceived as a call for political aims. In implement-
ing this methodology, the purpose should be well com-
municated not only to study participants, but also to 
the broader community as well. While participants 
were fully aware of the purpose of the conversations, 
other members of the community who had not heard 
about the meeting, initially felt that it was a political 
gathering and questioned why they were excluded, and 
they tried to politicise it. In this instance, we were able 
to reschedule our meetings for another day, ensuring a 
wider range of invitations. This suggests that for others 
applying this approach in highly politicised contexts, 
CCs should be opened even wider, more in line with 
their original approach with open public forums.

Our sampling approach was designed to include any-
one eligible for the final intervention, ensuring that 
participants would also be likely to include in the trial 
at some later stage. By organising activities within 
this approach by sub-group, we attempted to reduce 
the potential for exclusion faced by some commu-
nity members (such as young women). However, this 
did not allow us to include all vulnerable groups — as 
some sub-communities (such as the poorest members 
of the Hausa tribe) may have struggled to participate 
over the multiple days of data collection. Unfortunately, 
we did not record details on non-attendees on the sec-
ond day of CC sessions, which is another limitation. 
Future studies may want to explore how actors ‘voting 
with their feet’ promote additional learnings about the 
potential interventions.

The need for repeat attendance at CCs can influence 
the effectiveness of the approach. To counter this, we 
held our conversations over the course of 2 days to 
reduce demands on time. in contrast with the original 
application, which can be run over weeks and months. 
In applying CCs within trial settings we suggest an 
acknowledgement of how time away from employment, 
school or training can impact well-being as well as the 
ability to engage in these processes. Appropriate com-
pensation schedules that align with the time investment 
of communities are critical and are an equitable way to 
acknowledge the importance of everyday knowledge 
to scientific processes especially when this method 
extends for longer periods.

Finally, the approach is also resource intensive. Our 
ability to conduct this approach effectively was facili-
tated through the involvement of four community 
researchers devoted to the qualitative aspects of the 
formative research. It is imperative that these aspects 
of research are appropriately costed, to enable in-depth 
exploration.
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Conclusions
Our work shows the value of using a CC methodology 
to inform the intervention design and delivery within 
a trial. Working within the confines of a pragmatic 
trial, we sought opportunities to ensure that everyday 
citizens s had more involvement in the early stages of 
our work, beyond the standard practices seen in litera-
ture. To our knowledge, this is the first use of CCs in 
trial intervention design and delivery. Furthermore, we 
believe qualitative scoping research of this scale is very 
rare. . Though not all stages of the trial process were 
influenced by data collected by CCs, our experience 
highlights that it is a feasible approach to gaining an in-
depth understanding of community perspectives, con-
texts and intervention feasibility in a way that extends 
beyond current formative research approaches. Impor-
tantly, it shows a route to widening participation to 
include everyday citizens in the development of science 
that seeks to be for their benefit.
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