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ABSTRACT
Objectives In this study, we used the information generated 
by community members during an intervention design process 
to understand the features needed for a successful community 
participatory intervention to improve child health.
Design We conducted a concurrent mixed- methods study 
(November 2019–March 2020) to inform the design and 
evaluation of a community–facility linkage participatory 
intervention.
Setting Kiyawa Local Government Area (Jigawa State, 
Nigeria)—population of 230 000 (n=425 villages).
Participants Qualitative data included 12 community 
conversations with caregivers of children under- 5 (men, 
older and younger women; n=9 per group), 3 focus group 
discussions (n=10) with ward development committee 
members and interviews with facility heads (n=3). 
Quantitative data comprised household surveys (n=3464) 
with compound heads (n=1803) and women (n=1661).
Results We analysed qualitative data with thematic 
network analysis and the surveys with linear regression—
results were triangulated in the interpretation phase. 
Participants identified the following areas of focus: 
community health education; facility infrastructure, 
equipment and staff improvements; raising funds to make 
these changes. Community involvement, cooperation and 
empowerment were recognised as a strategy to improve 
child health, and the presence of intermediate bodies 
(development committees) was deemed important to 
improve communication and solve problems between 
community and facility members. The survey showed 
functional community relations’ dynamics, with high levels 
of internal cohesion (78%), efficacy in solving problems 
together (79%) and fairness of the local leaders (82%).
Conclusions Combining the results from this study and critical 
theories on successful participation identified community- 
informed features for a contextually tailored community–facility 
link intervention. The need to promote a more inclusive 
approach to future child health interventions was highlighted. 
In addition to health education campaigns, the relationship 
between community and healthcare providers needs 
strengthening, and development committees were identified as 

an essential feature for successfully linking communities and 
facilities for child health.
Trial registration number ISRCTN39213655.

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ This study uses a bottom- up approach to include the 
voices of prospective participants in the design phase of 
a participatory intervention, to avoid a common pitfall of 
this type of intervention. Existing theory on health partic-
ipation tends to be developed externally and applied lo-
cally. This often means that the voices and perspectives 
of actors who will be engaging in the participatory pro-
cess are not taken into account, which can result in un-
successful community health participatory approaches.

 ⇒ The use of mixed methods allowed us to understand 
and interpret the community needs and relational dy-
namics from a comprehensive perspective, which led 
to a meaningful co- development of the participatory 
intervention design.

 ⇒ There were some challenges with the analysis of Likert- 
type questions: we decided to exclude two negatively 
framed questions from the analysis due to contrasting 
response. This could have been due to respondents’ 
misinterpretation of the questions or to a common 
bias of Likert- type questions (respondents consistently 
choosing the same answers). The latter would have de-
valued the data. We were able to overcome this issue by 
triangulating the results, thanks to the mixed methods 
nature of the study, which confirmed the likelihood of 
thoughtful responses rather than automatic ones—the 
general positive questionnaire answers were substan-
tiated by feelings expressed during the focus group 
discussions.

 ⇒ The context- tailored framework we built limits the gen-
eralisability of our results to other settings, although 
the process we followed—inclusion of the prospective 
participants’ voices from the formative phase and a fo-
cus on understanding the context—can be replicated 
elsewhere.
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INTRODUCTION
Community participation is a social process in which 
groups of people with shared needs and contexts actively 
identify what their necessities are and make decisions or 
take collective actions to address them.1 2 In the health-
care sector, community participation has been recognised 
as a core element of strategies that aim at achieving better 
health for all.3 Community members, as potential service 
clients, can be involved in healthcare- related decision- 
making at all levels, from organisational to policymaking, 
with the aim to promote greater awareness of their own 
health needs and rights, and accountability and trust 
towards the healthcare system. Raising awareness of 
their needs should result in resources being prioritised 
to resolve the actual challenges people face, and there-
fore more equitable and purposeful relationships with 
local healthcare providers and healthcare delivery.4 Addi-
tionally, the more local communities gain knowledge, 
capacity and consciousness of their rights, the more they 
can become empowered to bring societal and political 
changes, and subsequent improvements in quality of life.5

Most programmes aimed at improving health should 
ideally incorporate community participation.6 7 Yet, 
in many instances so far, such participation has been 
promoted and implemented following abstract frame-
works that do not stem from actual realities, but follow 
scholarly theories not rooted in the local contexts.8 In 
fact, participatory approaches have faced many critiques 
concerning their implementation. It has been argued 
that participation can often be tokenistic and formal, 
failing to disrupt the status quo and enable the recipient 
communities to exercise the leadership needed to create 
transformative and long- lasting change.9 10 Programmes 
built from theories generated from general assumptions 
rather than local realities recurrently fail to consider the 
contextual needs of target populations, ignore commu-
nity relationships and dynamics, and ultimately jeop-
ardise potential impact and sustainability.11–13 Theories 
need to incorporate contextual knowledge and relevant 
practical factors to a priori assumptions.14 15 When there is 
no deep understanding of the local context16 17 and when 
the voices of prospective participants do not contribute to 
plan such implementations in a bottom- up way,18 partici-
pation cannot be achieved. Therefore, participatory inter-
ventions need to be carefully designed and implemented 
to achieve sustainable growth, combining existing theo-
ries with specific realities.

Evidence suggests several factors that are critical to the 
success of participatory interventions including an under-
standing of existing capacity and general structure of 
communities. Nastasi et al’s model, for example, acknowl-
edges how important cultural specificity, power dynamics 
and community members’ interactions and needs are 
for the acceptability of a participatory intervention.19 
Elsewhere, a sense of community and ability to work 
together,20 organisational and leadership structures and 
trust,21 shared history and values22 have also been iden-
tified as essential to building sustainable and efficient 

participatory interventions.23 24 Evidence from the child 
health literature corroborates these findings, showing 
how community cohesion plays a role in maternal and 
child health.25–27

Crucially, Campbell and Cornish’s framework on 
community mobilisation emphasises the importance of 
a supportive social context to improve health while also 
presenting a fresh outlook on the key areas participa-
tory programmes should prioritise. This framework not 
only highlights hindering factors for participation, but 
also explains what the focus of community participation 
programmes should be. On top of (1) building social 
capital, (2) creating transformative spaces for dialogue 
and (3) empowering participants, these interventions 
need to engage with the local context at symbolic (tack-
ling meanings, ideologies, local beliefs and stigmatisa-
tion), material (addressing poverty, focusing on economic 
empowerment by participating in the project) and rela-
tional (shifts in leadership and decision- making, dialogue 
and positive links with outside agencies) levels.28 For its 
hands- on and proactive approach, we chose to adopt and 
adapt this framework to inform and guide our interven-
tion design and evaluation strategies.

‘Community conversations’ (CCs), which have been 
used to meaningfully integrate community voices in the 
design, development and implementation of projects, are 
a methodology with the potential to implement Camp-
bell and Cornish’s call to focus on local contexts. The 
approach is based on Freire’s pedagogical concept that 
critical consciousness, gained through education, is a 
prerequisite to achieve social changes.29 Through the use 
of dialogical and interactive group activities, CCs provide 
a platform for community members to identify, debate 
and in some cases, plan for action in response to their 
own needs, with the support of a trained facilitator.30 This 
encourages critical thinking among participants, offering 
a safe space for confrontation and networking among 
different community members, including those more 
marginalised. Dialogues are the starting point to refine 
perspectives and develop local consensus around key 
issues and collectively develop tailored solutions to locally 
defined problems, which when implemented can lead to 
lasting community empowerment.31–33

Though typically used as an intervention itself, we 
adapted this CC method during the formative phase (prior 
to finalising the intervention strategy) of a randomised 
controlled trial evaluating the impact of a complex partic-
ipatory intervention (Participatory Learning and Action 
(PLA) cycles with an embedded community–facility 
linkage component) to reduce under- 5 mortality in 
Jigawa State, Nigeria (the INSPIRING Jigawa trial).34 Our 
aim was to guide the design of a participatory approach 
thanks to this community- led process to defining parts 
of the intervention, offering an example of how to over-
come tokenism in concept testing and formative research 
during intervention design.35

In this paper, we aimed to understand the community 
context of decision- making and care- seeking patterns 
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related to child health based on the belief that doing so 
would enable us to design a locally appropriate and high- 
impact community participation intervention to help 
improve quality of care for children. First, we explored 
community perceptions towards the nature of relation-
ships between services and citizens through qualitative 
conversations, interviews and focus group discussions 
(FGDs) with caregivers of under- 5 children. Second, we 
examined community relational dynamics (community 
cohesion, efficacy, leadership and collective action) that 
could support or hinder the success of participatory inter-
ventions through household surveys with community 
members. In doing so, we sought to generate local knowl-
edge which could illuminate the symbolic and relational 
dynamics that often derail participatory interventions. We 
used these mixed- methods data to adapt Campbell and 
Cornish’s existing theory on community mobilisation to 
generate a locally defined framework to determine what 
a participatory intervention in that setting should focus 
on. This context- tailored framework will serve as a bench-
mark for later evaluations of the community–facility link 
participatory intervention36 co- designed with community 
members in order to reduce under- 5 mortality linked 
to pneumonia. We will use it to to understand whether 
the intervention was actually focused on the issues high-
lighted in this study.

METHODS
We conducted a concurrent mixed- methods study of 
qualitative CC data and quantitative household surveys 
collected between November 2019 and March 2020 in 
Kiyawa Local Government Area (LGA), Jigawa State, 
Nigeria. The qualitative data provided an understanding 
of community, village development committee (VDC) 
and healthcare workers’ perspectives towards a partici-
patory intervention aiming at strengthening the relation-
ship between communities and healthcare facilities. The 
quantitative data measure community capacity, including 
community relationships, empowerment and trust in the 
health system. These features reflect common processes 
associated with participatory engagement, which underpin 
the proposed intervention. The surveys conducted sought 
to assess the readiness to implement these common 
processes from the perspective of compound heads and 
mothers. Full description of the larger INSPIRING trial 
has been published (ISRCTN:39213655).34 37

Setting
Jigawa State, located in the northwestern region of 
Nigeria, has 4.3 million inhabitants, 80% of whom live in 
rural areas. The population is composed mainly of Hausa 
and Fulani ethnic groups and is predominantly Muslim.38 
This study took place in Kiyawa, 1 of the 27 LGAs of the 
state, with a population of around 230 000 inhabitants.39 
All the 11 wards—a further administrative subdivision of 
LGAs—of Kiyawa were included in our research. Jigawa 
State has an overall under- 5 mortality rate of 192 per 1000 

live births, of which 18% are due to pneumonia,40 substan-
tially higher than under- 5 mortality rate at national level 
(120 deaths per 1000 live births).41

CCs (qualitative)
We used the following interactive participatory tools 
during the CC: body mapping, Venn diagrams and 
community mapping (see online supplemental table 1). 
These were intended to spark discussions and stimulate 
participants’ critical thinking regarding their daily life 
well- being practices, experiences related to child health 
and relationships with healthcare providers; full meth-
odological details of this CC adaptation are described 
elsewhere.42 Concept testing FGDs aimed to stimulate 
a reflective discussion to identify ideal features for the 
intervention and confirm the validity of themes raised in 
other CC activities.

Participants
CCs were conducted with adult representatives of the 
local communities (men >18 years and women 18–49 
years), who were parents or caregivers of children aged 
under- 5 years. There were no specific exclusion criteria 
for the eligible community members, and we actively 
sought to have different ages, backgrounds and profes-
sions, including traditional leaders. The full panel of CC 
activities was conducted in six wards, and five concept 
testing FGDs were held in the remaining wards. Three 
additional FGDs were organised with VDC members 
(three different groups of maximum 10 participants—
both men and women), in three wards where CC activi-
ties were carried out, and three individual interviews were 
carried out with the heads of primary healthcare centres 
(PHCs)—to include the voices of all the stakeholders who 
would participate in the prospective intervention.

Recruitment, sampling and data collection
Eligible participants were selected to take part using conve-
nience sampling. The qualitative research team identified 
eligible participants while walking around villages with 
a village representative and approached them to ascer-
tain willingness to participate and obtain consent. The 
aim was to recruit 10 participants per subgroup (men, 
older and younger women). Overall, 320 participants 
took part with approximately 53 participants per each 
conversation session. Each CC was done in three sessions 
1–3 hours over 3 days. VDC members were identified and 
recruited through the community leaders, who described 
the committees existing in the communities. For the PHC 
heads, we used purposive sampling, selecting participants 
from the three busiest facilities in the LGA.

CCs, FGDs and interviews were facilitated by two 
research assistants, one primary facilitator guiding and 
mediating the discussions and one observer and note 
taker, with roles rotating among three members of the 
research team. Conversations were held in primary 
schools, a location chosen with village representatives 
before the beginning of data collection. Pictures and 
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material transcriptions (translated from Hausa into 
English) were uploaded to a secure server.

Compound surveys (quantitative)
Full methods for the compound survey are published 
elsewhere.34 Briefly, we surveyed heads of compounds 
(the person who compound members deemed the most 
senior in terms of status, irrespective of age and gender 
(see table 1) available at the time of the data collection) 
and a woman with a child under- 5 years from the same 
compound. The two groups of participants answered 
the questions separately. Compounds were defined as 
all structures and individuals of an extended family who 
have an element of shared resources; this often consisted 
of multiple dwellings.

Recruitment, sampling and data collection
All the 425 villages in Kiyawa LGA were included in 
the sample, with compounds selected using systematic 
random sampling proportional to village size, with a 
target sample size of 4480 compounds and a minimum 
of 3 compounds per village. For the woman’s question-
naire, simple random sampling was done, to select one 
woman per compound. To be eligible, women had to be 
residents in Kiyawa LGA, have lived in the compound for 
a minimum of 3 months, be of childbearing age (16–49 
years old) and have at least one child aged 0–59 months. 
Data were collected by 12 teams of 3 data collectors, who 
underwent 2 weeks’ training and questionnaire piloting. 
The interviewer- administered surveys were filled using 
a customised CommCare app on Android tablets that 
had in- built cleaning rules. This ensured all questions 
needed to be answered to proceed with the surveys, to 
avoid missing information. Data were uploaded daily to a 
central secure server.

While presented with different surveys, both heads of 
compounds and women answered questions on commu-
nity cohesion, efficacy, leadership and collective action. 
Heads of compounds answered additional questions on 
the compound structure and socioeconomics. Questions 
on compound structure and relationships among the 
people living there were answered with help from other 
residents, while personal information and assets ques-
tions were answered privately—to respect the privacy on 
more sensitive data. Women also answered their question-
naires separately within the compounds. Verbal consent 
was obtained from all participants after going through 
the informed consent form. They were duly informed 
that their participation is voluntary and that the collected 
data would be used for research purposes.

Analysis
The mixed- methods analysis applied a parallel design,43 44 
with quantitative and qualitative data analysed separately 
and results triangulated in the interpretation phase. While 
giving more emphasis on the qualitative findings, we also 
integrated the quantitative results to gain a comprehen-
sive understanding of the community’s readiness and 

receptiveness to the proposed participatory intervention. 
The qualitative data offered direct information on the 
community perceptions of the prospective implementa-
tion and on the nature of relationships between commu-
nity members and healthcare providers, allowing us to 
grasp details of the community’s needs, concerns and 
expectations related to the intervention. On the other 
hand, the quantitative data provided insights into the 
community’s relational dynamics, giving us a broader 
understanding of how different factors interplay and 
influence the feasibility and support for a participatory 
intervention in the setting.

The aim of the qualitative data study was to explore 
the perceptions of prospective participants regarding a 
participatory intervention, identify the key focus areas 
and understand how the relationship between health-
care providers and community members can influence 
its design and implementation. The analysis of Venn 
diagram, body and community mapping was coordinated 
by RB, with AI, FS and AAAB as the primary analysis 
team. Following initial reading of transcripts, RB built 
a coding framework using thematic network analysis, 
blending inductive and deductive approaches aiming at 
providing information for the intervention development. 
The FGDs with community members (11 FGDs, n=9) and 
VDC members (3 FGDs, n=10) and interviews with PHC 
providers (n=3) were coded using a thematic network 
methodology by AI via NVivo.45 After reading the tran-
scripts, basic themes were identified, which were then 
grouped together in organising themes based on simi-
larity of ideas. Finally, organising themes were combined 
into global themes—macro- groups to summarise the 
meaning of the whole text in a structured way. Data 
synthesised in this way were cross- checked with RB.

The objective of the quantitative data analysis was to 
assess community capacity characteristics in the speci-
fied setting and determine the feasibility of supporting 
a participatory intervention in that context. Data were 
described using percentages, means and 95% CIs. Data 
from compound heads and women were primarily anal-
ysed separately, with a combined analysis conducted as a 
sensitivity analysis. We excluded interviews with ineligible 
participants from the analysis. We calculated summary 
scores for the three community capacity domains: 
community cohesion (seven questions, score range: −14 
to 14), efficacy (five questions, score range: −10 to 10) 
and leadership (eight questions, score range: −16 to 
16). Each question within the domains was assigned a 
numerical value: 2 for ‘strongly agree’; 1 for ‘agree’; 0 for 
‘neutral’; −1 for ‘disagree’; −2 for ‘strongly disagree’. For 
two questions on community cohesion, which were nega-
tively framed, the scores were inversed. As the answers 
for these two questions were very different from all the 
others, the primary analysis excluded these questions. A 
sensitivity analysis including them is presented in online 
supplemental appendix 1. We conducted adjusted linear 
regressions for each domain score (outcome) by the partic-
ipants’ characteristics. Regressions were adjusted for: age 
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Table 1 Demographic characteristics of compound heads and women included in the survey

Compound head
N=1803

Woman
N=1661

Age 16–19 100 (6.0%)

20–29 31 (1.7%) 781 (47.0%)

30–39 273 (15.1%) 620 (37.3%)

40–49 720 (39.9%) 160 (9.6%)

50–59 416 (23.1%)

60–69 237 (13.1%)

70+ 126 (6.99%)

Gender Male 1760 (97.6%)

Female 43 (2.4%)

Main occupation Farmer 997 (55.3%) 84 (5.1%)

Manual labour 332 (18.4%) 592 (35.6%)

Small business owner 240 (13.3%) 792 (47.7%)

Traditional role*/Imam/professional 144 (8.0%) 4 (0.2%)

Not working 90 (5.0%) 189 (11.4%)

Religion Islam 1800 (99.8%) 1659 (99.9%)

Christianity 3 (0.2%) 2 (0.1%)

Highest education No education 294 (16.3%) 530 (31.9%)

Informal/religious education 1157 (64.2%) 910 (54.8%)

Formal education (primary/secondary/
tertiary)

352 (19.5%) 221 (13.3%)

Marital status Married 1792 (99.4%) 1651 (99.4%)

Not married† 11 (0.6%) 10 (0.6%)

Traditional roles in the community None 1635 (90.7%)

Political 75 (4.2%)

Healthcare 28 (1.6%)

Religious 65 (3.6%)

Monthly household income Less than 30 000 naira 946 (52.5%)

30 000–60 000 naira 306 (17.0%)

More than 60 000 naira 77 (4.3%)

Don't know 474 (26.3%)

Women’s personal income Nothing 382 (23.0%)

Less than 30 000 naira 872 (52.5%)

30 000–60 000 naira 12 (0.7%)

Don’t know 395 (23.8%)

Access to other sources of income or 
resources (eg, food) for the women

No 514 (31.0%)

Yes—within the compound 1051 (63.3%)

Yes—outside the compound 96 (5.8%)

Wealth quintile‡
(socioeconomic status)

Lowest 377 (20.9%)

Low/middle 392 (21.7%)

Middle 340 (18.9%)

Middle/high 336 (18.6%)

Highest 358 (19.9%)

Membership in micro- financing 
groups

Yes 34 (1.9%) 11 (0.66%)

No 1769 (98.1%) 1650 (99.3%)

Continued
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group, main occupation, education level, traditional role 
in the community, socioeconomic status (wealth quintile 
generation is defined in online supplemental appendix 
2), community funds membership, membership in the 
women’s association or other community organisations. 
We could not calculate summary scores for the commu-
nity collective action question, as the answers were not 
Likert scale type, nor conduct linear regression. Associa-
tions between participant characteristics and community 
collective action were assessed using Χ2 test.

We used Campbell and Cornish’s framework to provide 
an organising structure for the information that emerged 
from the analysis. Their community mobilisation theory 
identified symbolic, material and relational contexts 
as crucial for community engagement in low- resource 
settings. We used the participants’ knowledge to under-
stand how these broad categories translate into locally 
relevant factors to improve participation. We then built 
a framework based on this local adaptation of Campbell 
and Cornish theory to inform the intervention design 
(and evaluation at a later stage).

Patient and public involvement
Participants knew that their contribution to this research 
would help to set up the upcoming intervention. Thanks 
to the CC methodology, community members were 
included in the co- design process, and their answers 
helped to shape the details and delivery strategy of the 
PLA and community–facility linkage intervention.

RESULTS
Qualitative results
We organised the qualitative findings in three global 
themes, allowing us to identify key focus areas for the 
prospective participatory intervention based on the partic-
ipants’ perspectives. We observed how the topics reso-
nated with the symbolic, material and relational aspects 
shaping community mobilisation according to Campbell 
and Cornish’s framework, offering a local perspective on 
them.

Factors that hinder efforts to improve under-5 child health
All the study participants weighed in on the topic of child 
health. The main discussion points converged on the 

changes needed to improve child health and what would 
make child interventions successful in their local context.

Caregivers’ low health education level, fitting within 
Campbell and Cornish’s symbolic context in terms of 
belief systems in place, was considered one of the reasons 
for poor child health, with examples provided of the 
potential successes of creating health awareness:

I believe lack of creating awareness to the people of 
the community is a serious problem, there are cer-
tain people who still don’t want to accept the impor-
tance of vaccine, and this is a serious problem. (VDC 
member)

When they [development project implementers] 
brought the supplementary diet and informed us on 
the kind of food to feed our children with, we saw the 
benefit and our children are healthier. (community 
member)

To obtain changes, participants identified a need to 
work at a collective level as much as at individual, illumi-
nating the importance of the relational context.

The most important thing is cooperation, because 
if there is cooperation between people there will be 
progress. (community member)

However, communities noted a need for access to 
sensitisation and awareness campaigns, in order to effec-
tively cooperate and become active participants in health 
decisions.

You know all these diseases, most of them is com-
municable and preventable disease, so if commu-
nity people, especially chief Imams and traditional 
leaders create awareness, some of this will not occur. 
(PHC head)

Other issues identified at facility level reflected mate-
rial and symbolic contexts. It was deemed fundamental 
to have material improvements (infrastructure, equip-
ment and drug availability) as much as staff develop-
ment. Health facilities need to increase the number of 
healthcare workers specialised in child health, health-
care providers need to establish a more cooperative rela-
tionship with the community and more female staff are 
needed:

Compound head
N=1803

Woman
N=1661

Membership in other community 
organisations§

Yes 87 (5.2%)

No 1574 (94.8%)

*Traditional healer/TBA.
†Never married/divorced/separated/widowed.
‡At compound level.
§Women’s associations, health and sanitation, farmers associations.
TBA, traditional birth attendant.

Table 1 Continued
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There is lack of females in the health sector, when 
a woman comes to the facility you mostly find male 
health workers; we wish to have more females. (VDC 
member)

Once these key issues were identified, participants high-
lighted that compelling economic reasons prevent real 
changes from happening (material context). The poverty 
levels of many community members impede them from 
properly addressing any health issue they may face:

We cannot have good health care […] as much as 
there is poverty, because poverty is the root cause 
of all these problems we are experiencing. (VDC 
member)

What community members need is free treatments. 
(community member)

Moreover, lack of funding or adequate economic 
resources makes it impossible to finance and guarantee 
any possible amelioration of the healthcare provision:

It’s just the issue of funds […] because everything has 
to be improved with money. (VDC member)

A possible way forward to overcome such challenges 
was again identified in community involvement and 
empowerment to obtain changes at symbolic (sensi-
tisation campaigns to tackle social constructs such as 
choosing traditional herbalists over hospitals or refusal to 
vaccinate the children) and material (donations, collec-
tive funding) levels:

The community members give contribution monthly 
for the improvement of the entire community and 
this what they are contributing to improving health 
services. (VDC member)

Community members can also have strong relational 
leverage with local governments when advocating for 
changes, as their requests are perceived as necessary since 
they are the recipients of care:

We can communicate but the community communi-
cation is bigger and better than our own […] When 
they carry matters or problem to higher authority 
the people of the high table will look into the com-
munity they will realize that this problem really exist 
or this thing is really needed in the facility because 
those people are from the facility catchment area and 
also whatever they complain of, even the government 
will look into it because they know it’s a serious issue. 
(PHC head).

From challenges to solutions: building trusting relationships 
between community and healthcare providers supports child 
health
Building a good relationship between community and 
facility members is considered fundamental to strengthen 
the care cycle, an aspect that can tackle changes at both 
relational and symbolic levels. Community trust towards 

the healthcare providers is recognised by participants as 
the basis of care- seeking:

If there is no trust, they will not come. (PHC head)

Healthcare providers themselves, though, are aware of 
a tendency of community members to avoid hospitals:

People don’t like to come to the hospital unless the 
condition is serious and people will not come to hos-
pital because of preventive care. (PHC head)

Some will take their children to the hospital for treat-
ment only when the illness has eaten up the child. 
(VDC member)

The inconsistent point of perceptions and norms 
(symbolic context) of community members on their 
relationship with healthcare providers is exemplified 
by how doctors are mentioned among the local stake-
holders on child health. Some listed them among the 
most important stakeholders—with several participants 
even reporting them as more important than the child’s 
fathers, while others ranked them as less important than 
the neighbours—as they are the first to assist the mothers 
and do not have economic interest in helping them. 
These conflicting reports, combined with the tendency 
to avoid hospitals in favour of traditional remedies, indi-
rectly provide information on the level of trust towards 
healthcare providers:

The next actor is the doctor in the hospital because 
they are responsible for treating the child and pre-
scribing drugs that would save the child’s life […] 
they care for a child more than the father or even 
before the father of the child comes. (community 
member)

Neighbour is an important stakeholder before a doc-
tor in the child’s health because most of the time be-
fore you get to the hospital you need support from 
the neighbourhood because doctors will not attend 
to a person without payment. (community member)

Before they will think of coming to the hospital, they 
prefer giving herbs to their children. (VDC member)

Both community and facility members of Kiyawa 
reported the importance of having a relationship of trust, 
something that has communication at its basis:

We have trust. When we have problem, we directly call 
or we go to the community and sit down with them 
and talk to them what we need and then what they 
need then we discuss, we will finalize it with them. 
And then we may even tell them, if you have problem 
instead to sit aside, just come directly to us so that the 
issue will be finalize and there will be no problem. 
[…] They have trust in us, and then we have trust in 
them again. (PHC head)

All participants agreed that the key to maintain and 
build on such relationship is intermediary bodies such 
as development committees, which guarantee smooth 
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communication between the two parties, and are involved 
in problem- solving processes (symbolic context):

If the community has a problem with any of the (hos-
pital) staff, they will contact the chairman of the Ward 
Development Committee, because he is a known per-
son to everyone. (PHC head)

To improve the perception of the people on how 
things are been done in the facility. For instance, some 
people usually come to the health facility thinking 
that anytime the health workers say some medicines 
are finished may be they don’t just want to give them, 
so we as a committee are working together to let the 
people know that this drugs are brought monthly and 
due to the population, it may be finished before time. 
(VDC member)

They [development committees] work well because 
people are always cooperating with this committee. 
(community member)

Key actors for enabling community participation: development 
groups foster community mobilisation and improve child health
Development committees are present in the whole LGA, 
supporting local communities in every aspect of life 
(health, education, religion, infrastructures). There are 
ward development committees (focusing on the bigger 
ward area), VDCs (centred on local communities) and 
various other groups that are identified as development 
committees, from school committees to youth associa-
tions. Their members can be anyone from local communi-
ties, and such committees work well with the community, 
as they are part of it themselves:

People are always cooperating with this committee 
[…] they work because the people in the VDC are 
people from the community. (community member)

Regardless of the specific focus of each group, partic-
ipants reported that their goal is to play a facilitator 
role to improve the livelihoods of the community. They 
aim to improve community participation in health, 
create a connection with facility staff and increase trust 
in the local health centres working on symbolic and 
material contexts (from health education campaigns to 
increase immunisation rates, to provision of equipment 
and transportation means to the local health facility):

The main aim is to strategize a way for the community 
people to feel comfortable and get good treatment 
from the facility in our community. (VDC member)

Suggestions to improve the role of VDCs are to focus 
more on the relational context. VDCs should facilitate 
community leadership by strengthening their advocacy 
role for health matters with state/local government, 
and by consolidating their position in relation to facility 
members as rightful decision- makers for child health:

There is a good relationship between the community 
and health services but to make it better is to continue 

advising the health providers on what’s right even 
though sometimes they see our advice as a threat or 
disturbance. (VDC member)

Quantitative results
These results map the community relational dynamics 
and the relationship between them and respondents’ 
individual characteristics. We framed the answers within 
the symbolic, material and relational contexts of Camp-
bell and Cornish’s framework to understand the poten-
tial influence of the different categories of participants in 
shaping community mobilisation.

Participants’ characteristics
Overall, 1803 eligible heads of compound and 
1661 women were included in the survey (table 1). While 
most compound heads were farmers (55.3%), 47.9% of 
women classified themselves as small business owners. 
Less than 10% of compound heads held traditional 
roles, of which 4.2% had a political, 3.6% religious, 1.6% 
healthcare- related focus. Very few participants reported 
being members of community groups (eg, community 
funds: 1.9% of compound heads and 0.6% of women, and 
women’s associations/other community organisations: 
5.2% of women).

Community cohesion
The seven questions on community cohesion (domain 
1) investigate how the community members interact with 
each other, their internal relations, and issues that can be 
linked with Campbell and Cornish’s symbolic and mate-
rial contexts. A summary of the responses of domain 1 is 
shown in online supplemental figure 1 and online supple-
mental table 2. The overall score for domain 1 was 79.3% 
and 78.0% for compound head and women, respectively; 
including the negatively framed questions resulted in 
marginally lower scores for both compound heads and 
women (table 2).

To understand which community members’ character-
istics are associated with their sense of community cohe-
sion, we ran a linear regression. From the adjusted linear 
regression (table 3), compound heads and women who 
were members of a community health fund (ie, micro- 
financing groups), compared with compound heads and 
women who were not members of such, on average, rated 
community cohesion, respectively, 1.87 and 1.97 points 
higher (compound heads=1.87 (95% CI: 0.93, 2.80), 
p<0.001; women=1.97 (95% CI: 0.37, 3.57), p=0.016). 
Compound head manual labourers issued scores that 
were on average 1.07 points higher (95% CI: 0.71 to 1.42, 
p<0.001) on domain 1 compared with farmers (table 3). 
For women, small business owners (−1.10 (95% CI: 
−1.70 to –0.50), p<0.001) and those not working (−1.84 
(95% CI: −2.54 to –1.14), p<0.001) issued lower commu-
nity cohesion domain scores than farmers, and women 
having either informal/religious (−1.14 (95% CI: −1.44 
to –0.84), p<0.001) or formal (−0.60 (95% CI: −1.04 to 
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–0.15), p=0.009) education scored community cohesion 
lower than those without education.

Community efficacy
Five questions were asked on community efficacy in 
solving problems together, resonating with our frame-
work’s relational and symbolic contexts, and the answers 
are illustrated in online supplemental figure 2. Total 
domain 2 mean score is 80.2% for compound heads and 
79.2% for women (table 2).

Among the factors that affected the replies, membership 
in community funds, compared with non- membership 
(compound heads=1.36 (95% CI: 0.39, 2.33), p=0.006; 
women=2.51 (95% CI: 0.81, 4.20), p=0.004) and all 
higher wealth quintiles compared with the lowest, as per 
community cohesion, had significantly higher commu-
nity efficacy scores (table 3). Having received either 
informal/religious or formal education, compared with 

no education at all, issued significantly lower scores with 
domain 2 for both groups of participants.

Comparing compound heads who held a religious tradi-
tional role in the community with counterparts who did 
not, then, our analysis found that the former, on average, 
tended to issue scores for community efficacy that were 
0.97 points lower (95% CI: −1.69 to –0.25, p=0.008). 
Conversely, compound heads who were manual labourers, 
compared with those who were farmers, tended to issue 
scores for community efficacy that were, on average, 1.39 
points higher (95% CI: 1.02, 1.76, p<0.001). Women 
issued lower domain 2 scores when being small business 
owners (−0.76 (95% CI: −1.40 to –0.13), p=0.018) or not 
working (−1.80 (95% CI: −2.54 to –1.06), p<0.001).

Community leadership
Online supplemental figure 3 summarises the answers 
to the eight statements on relationship and perceptions 

Table 2 Summary scores for each indicator (survey question)

Indicator (survey question)

Compound head
N=1803

Woman
N=1661

Mean score* SD %† Mean score* SD %†

Domain 1 community cohesion

Overall 5.4 3.6 69.1 5.0 3.2 67.8

Overall (adjusted)‡ 5.9 2.8 79.3 5.6 2.7 78.0

  1.1 Help neighbours in need 1.39 0.65 84.83 1.33 0.65 83.32

  1.2 Debts repayment 1.12 0.76 77.88 1.09 0.73 77.15

  1.3 Disputes are rare 1.10 0.75 77.55 1.03 0.75 75.77

  1.4 NOT helping each other 0.28 1.32 43.04 0.33 1.22 41.74

  1.5 NOT trusting each other 0.24 1.35 43.90 0.30 1.24 42.63

  1.6 Strong relationships between people 1.14 0.75 78.42 1.10 0.74 77.38

  1.7 Ability to discuss problems 1.14 0.76 78.56 1.10 0.79 77.33

Domain 2 community efficacy

Overall 6.0 3.0 80.2 5.8 3.0 79.2

  2.1 Solve a problem together 1.38 0.64 84.55 1.34 0.65 83.59

  2.2 Joint efforts to finish a project 1.18 0.66 79.59 1.15 0.66 78.81

  2.3 Confidence in problem- solving capacity 1.20 0.74 79.98 1.14 0.77 78.55

  2.4 Ability to address problems due to sharing the same collective 
goal

1.10 0.76 77.57 1.08 0.74 77.03

  2.5 Solutions to problems if working together 1.17 0.81 79.16 1.13 0.81 78.15

Domain 3 community leadership

Overall 10.4 5.7 82.6 10.1 5.8 81.6

  3.1 Encouraging communication 1.39 0.97 84.80 1.35 0.99 83.76

  3.2 Encouraging participation in community meetings 1.39 0.79 84.65 1.34 0.80 83.41

  3.3 Setting goals for the community 1.35 0.91 83.86 1.30 0.93 82.57

  3.4 Developing a plan for the community 1.26 0.99 81.54 1.21 1.01 80.22

  3.5 Assigning tasks fairly 1.26 1.04 81.61 1.22 1.04 80.49

  3.6 Ensuring equal benefits for everyone 1.29 0.87 82.29 1.27 0.87 81.65

  3.7 Obtaining external funding for community activities 1.01 1.18 75.46 1.01 1.15 75.23

  3.8 Reconciling disputes 1.45 0.78 86.33 1.42 0.79 85.40

*Minimum/maximum possible scores for all questions: −2/2.
†Calculated as percentage of maximum possible score on a scale from the minimum possible score (0%) to the maximum possible score (100%).
‡Questions 1.4 and 1.5 excluded.
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on community leaders—investigating the relational and 
material contexts. As shown in table 2, the domain mean 
scores are 82.6% for compound heads and 81.6% for 
women. The only indicator score below 80% is the ability 
to obtain external funding for community activities.

Regression analysis (table 3) shows that, consistently 
with the other two domains, both compound heads and 
women who were members of community funds and had 
higher socioeconomic status (compared with the poorest 
ones) had higher scores with these questions.

Among compound heads, those aged 50–59 years, 
when compared with those aged 20–29 years, on average, 
reported community leadership scores that were approx-
imately 2.01 points higher (95% CI: 0.02, 4.00, p=0.048), 
as did those who are manual labourers, small business 
owners, or who hold a professional/traditional role 
compared with those who are farmers. Among women, 
those with formal education, compared with the ones who 
received no education at all, on average, issued scores 
for domain 3 that were 1.01 points higher (95% CI: 0.06, 
1.97, p=0.037). Female members of a women’s association 
issued scores 1.94 lower (95% CI: −3.19 to –0.69, p=0.002) 
than women not affiliated with any group.

Community collective action
The most common response from women on how they 
would solve a community issue (exploring the symbolic 
and relational contexts) was to approach their husbands 
(81%). Only 1% said they would avoid acting or approach 
health facility staff, and the rest would seek help from 
other family and community members (figure 1). The 
most common response of compound heads was to 
approach family members or other men/women in the 

community (59%). The second favourite option was ‘deal 
with it myself’ (25%), followed by ‘approach local leaders’ 
(11%). Only 3% would approach facility staff, while 1% 
would not act at all.

The results indicate that certain characteristics of the 
participants are statistically significantly associated with 
their responses regarding community collective actions. 
Specifically, the type of main occupation, education level 
and socioeconomic status showed significant associations 
with answers provided by both compound heads and 
women (see online supplemental table 2). In the case of 
compound heads, their responses showed connections 
with factors like age groups, holding a traditional role 
in the community and being a member of community 
funds. For women, membership in the women’s associa-
tion showed a statistically significant association with their 
answers.

DISCUSSION
In this study, we explored community perceptions of 
what could make a prospective PLA and community–
facility linkage intervention work to achieve its potential 
to improve the health, healthcare access and quality of 
care for under- 5 children. Using Campbell and Cornish’s 
framework,28 we identified contextual factors and 
changes that the future intervention needs in order to 
obtain strong community participation to improve child 
health in the specific context of Jigawa. From this anal-
ysis, we observed the equal importance of community 
members’ health education and awareness of health 
rights for good quality of care, and active participation in 

Figure 1 Percentage answers on community collective action by compound head (CH) or woman.
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health decisions, trust and cooperation with healthcare 
providers. A clear pathway for facilitating this trust was 
development committees, with participation in commu-
nity associations helping to strengthen community 
capacity. Figure 2 summarises these key points emerging 
from the analysis and graphically represents the locally 
informed framework that we built to inform the design of 
the intervention, adapting Campbell and Cornish’s theory 
to the results of local knowledge about participation and 
perceptions around internal relations’ dynamics. The 
framework presents the current issues—as emerged from 
the data analysis categorised under the three contexts of 
Campbell and Cornish—on the sides, and at the centre 
the way forward, summarising the key recommendations 
to build a participatory intervention.

Figure 2 summarises some issues pertinent to the 
community’s relationships and indicates points to focus 
on as a way forward. The qualitative data highlighted the 
importance of a united community, capable of facing 
the adversities together, aware of their rights and able to 
bring improvements based on their needs. The quantita-
tive information indicated that there are opportunities to 
leverage community characteristics in ways that can help 
optimise a community empowerment intervention, with 
community members generally having positive beliefs 
towards their cohesion and problem- solving efficacy. 
A community that has a strong sense of cohesion and 
tends to work together in case of need is ready, with the 
right help, to become bearer of change and long- lasting 
improvement. The quantitative results, though, also 
showed that this sense of cohesion was not universal, with 

groups like traditional and religious leaders or female 
small business owners/not working having lower scores 
with such questions. This is a reminder that interven-
tions focused on communities always need attentive plans 
to be as comprehensive as possible and address axes of 
inequality in a manner that is contextually appropriate—
one of the points to focus on as a way forward (figure 2). 
Some categories of community members, not starting 
from the same point or feeling towards their peers, 
might end up being excluded—as reported by similar 
studies.46–48

Other factors flagged by our analysis and presented in 
figure 2 are linked to trust and the relationship between 
community members and healthcare providers. The 
answers to the community collective action question, 
in fact, pointed to sociocultural norms present in these 
communities: to solve problems, even when related to the 
local health centre, community members would rather 
rely on themselves or on family members (husbands 
for women) than on health facility staff. Such cultural 
factors need to be taken into account in future inter-
ventions aiming at connecting communities and health-
care providers. Furthermore, the mixed opinions in the 
qualitative data on the relationship between community 
members and healthcare providers and the reported 
avoidance of health centres unless under extreme circum-
stances speak to the evidence found in the literature on 
low levels of trust towards healthcare providers and health 
facilities in contexts like Jigawa.47 49 50 This nodal point 
confirms the need for an intervention aimed at strength-
ening such community–healthcare provider relationship, 

Figure 2 Derived framework identifying key features for a prospective community participatory intervention for child health.
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as something that has the potential to change not only the 
symbolic context (by increasing trust towards doctors) but 
also the relational one (a strong relationship can increase 
decision- making and a sense of ownership of health).

For material context, the spotlight was on structural and 
logistical issues (figure 2). Here, development groups stand 
out as vital to mediate changes and foster improvements. 
Their role is mediating between the local people and the 
health providers, and they were seen with a great level of 
trust (being part of the community themselves but in charge 
of communicating with the facilities) from both sides. Unsur-
prisingly, all the quantitative domain scores were consis-
tently significantly higher if the participants were members 
of community funds, suggesting that, when already part of 
established groups, community members are more likely 
to have positive feelings towards community engagement 
and the possibilities of a community participatory interven-
tion. Even if the cross- sectional nature of the data prevents 
us from determining the direction of influences, such as 
whether more positive feelings cause community members 
to join groups or vice versa, these findings still suggest that 
community groups can serve as a valuable intermediary tool 
for a community–facility linkage intervention and have the 
potential to be the right vessel to bring contextual changes 
at all levels.

Therefore, this framework (figure 2) and its recom-
mendations serve the purpose of guiding the design of 
the participatory intervention. However, it will have a 
dual role, also informing the evaluation of the interven-
tion at a later stage. We will use it to evaluate the imple-
mentation’s fidelity in addressing the identified focal 
points and how the recommendations derived from this 
analysis were incorporated in determining the interven-
tion’s course of action.

The whole study methodology and building this frame-
work have been focused on tailoring the implementation to 
its setting. This has allowed us to gain a deep understanding 
of Jigawa’s specific context in ways that we could not have 
anticipated a priori, which is something that all participa-
tory implementations should aim to have. Even if it will not 
be possible to use our framework for different projects, we 
believe that the adaptation process we followed to build it 
(inclusion of the prospective participants’ voices from the 
formative phase and focus on understanding the context) 
can be replicated in future studies.

We had a few key limitations. First, we excluded the two 
negatively framed questions from the community cohe-
sion domain in the primary analysis, as those answers 
were contrasting with all the other ones. This could be 
due to the fact that respondents may have misinterpreted 
these questions given the negative framing (different to 
the positive framing of all the other questions),51 52 or 
it could confirm a common bias of Likert- type answers, 
being that the respondents tend to consistently choose 
the same answers, de facto devaluating this type of data.53 
In this case, the former is more likely as the percentage 
of the answers to the negative questions was not similar 
compared with all the other ones, suggesting responses 

were not automatic or consistently the same. Addition-
ally, given the mixed methodology and our triangulation, 
we could substantiate that the general positive answers 
given in the questionnaire were reflective of the actual 
feelings of the respondents shared during CC sessions. 
The second limitation was given by the cross- sectional 
nature of the quantitative data, which makes it impos-
sible to determine the direction of influences in the 
relationship between participant characteristics and the 
outcomes. However, using mixed methods allowed us to 
overcome this issue, triangulating the results to give more 
meaning to the statistical associations. Finally, another 
limitation was the small sample for exploring some of the 
associations, and the multiple hypothesis testing (though 
many p values were very low, that is, p=0.000, indicative of 
highly statistically significant results even in the context 
of multiple tests). Some statistical associations were calcu-
lated using Χ2 test, where a Fisher’s exact test would have 
been more appropriate, but we were unable to calculate 
p values using that methodology. The variables in need 
of such test, though, were very few, and we considered Χ2 
test as a valid substitute in this instance.

CONCLUSION
A community participatory intervention has a lot of 
potential to improve child health in this context of rural 
Jigawa State, Nigeria. A community health education 
component will be necessary, as much as the involvement 
and inclusion on health matters of community members 
regardless of their role in the community, aiming at 
engaging local people at any level. Strengthening the 
relationships between local healthcare providers and 
community members emerged as a key point to increase 
trust and healthcare attendance for future implementa-
tions. The presence of intermediary structures like VDCs 
or organisations such as community fund groups creates a 
stronger sense of trust towards the possibilities of success 
of a community–facility linkage intervention, and so 
should be established or leveraged to serve as a bridge 
between the villages and the health facilities.

The process we followed of adapting existing theory 
into a contextually appropriate intervention by eliciting 
local knowledge will hopefully lead to successful results 
and improvements in quality of care for under- 5 children 
and inspire future studies to follow a similar methodology 
when designing participatory interventions.
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Supplementary Table 1. Community Conversations activities 

CC Activities Participants Topics 

   

Body Mapping ▪ Community members (women’s* 
and men’s groups) 

• Health risks for local children 

   

Venn Diagram ▪ Community members (women’s* 
and men’s groups) 

• Identification of local stakeholders 

• Analysis of relationships in the 

community 

• Stakeholders’ influence in children’s 
health issues 

   

Community 

Mapping 

▪ Community members (women’s* 
and men’s groups) 

• Spatial organization of the local 

community 

   

Focus Group 

Discussion 

▪ Community members (women’s* 
and men’s groups) 

▪ Village Development Committee 

members 

▪ PHC healthcare providers 

• Quality of care, challenges/facilitating 

factors of good delivery 

• Relationship between community and 

facility members 

• Identification of the right features for an 

intervention to improve health 

 

* Split in 2 subgroups (older/younger women) 
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Supplementary Table 2. Associations with Community Collective Actions  

 

 I would 
not act 

N (%) 

Deal with 
it myself 

N (%) 

Approach 
family 

members or 
other 

community 
men/women 

N (%) 

Approach 
local 

leaders 

N (%) 

Approach 
health 
facility 

staff 

N (%) 

 

 I would 
not act 

N (%) 

Deal with 
it myself 

N (%) 

Approach 
husband 

N (%) 

Approach 
family 

members or 
other 

community 
men/women 

N (%) 

Approach 
local 

leaders 

N (%) 

Approach 
health 
facility 

staff 

N (%) 

 

 

Compound Head Woman 
  

Total  

N(%) 

26(1.4%) 446(24.7%) 1,072(59.5%) 201(11.2%) 58(3.2%)  20(1.2%) 94(5.7%) 1,339(80.6%) 98(5.9%) 87(5.2%) 23(1.4%)  

Age groups               

16-19       2(2.0%) 3(3.0%) 79(79.0%) 6(6.0%) 7(7.0%) 3(3.0%)  

20-29 0 12(38.7%) 14(45.2%) 2(6.5%) 3(9.7%)  7(0.9%) 48(6.2%) 627(80.3%) 44(5.6%) 44(5.6%) 11(1.4%)  

30-39 7(2.6%) 71(26.0%) 149(54.6%) 34(12.5%) 12(4.4%)  11(1.8%) 37(6.0%) 504(81.3%) 30(4.8%) 32(5.2%) 6(1.0%)  

40-49 13(1.8%) 193(26.8%) 423(58.8%) 72(10.0%) 19(2.6%)  0 6(3.8%) 129(80.6%) 18(11.3%) 4(2.5%) 3(1.9%)  

50-59 3(0.7%) 111(26.7%) 268(64.4%) 26(6.3%) 8(1.9%)         

60-69 3(1.3%) 28(11.8%) 156(65.8%) 40(16.9%) 10(4.2%)         

70+ 0 31(24.6%) 62(49.2%) 27(21.4%) 6(4.8%)         

      p=0.000        p=0.092 
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Main occupation              

Farmer 10(1.0%) 174(17.5%) 615(61.7%) 152(15.3%) 46(4.6%)  0 13(15.5%) 68(81.0%) 2(2.4%) 0 1(1.2%)  

Manual labour 8(2.4%) 168(50.6%) 136(41.0%) 13(3.9%) 7(2.1%)  7(1.2%) 24(4.1%) 453(76.5%) 38(6.4%) 55(9.3%) 15(2.5%)  

Small business 
owner 

4(1.7%) 37(15.4%) 176(73.3%) 22(9.2%) 1(0.4%)  10(1.3%) 53(6.7%) 653(82.5%) 46(5.8%) 24(3.0%) 6(0.8%)  

Traditional/Imam/ 

Professional 

4(2.8%) 54(37.5%) 70(48.6%) 12(8.3%) 4(2.8%)  0 1(25.0%) 2(50.0%) 0 1(25.0%) 0  

Not working 0 13(14.4%) 75(83.3%) 2(2.2%) 0  3(1.6%) 3(1.6%) 163(86.2%) 12(6.4%) 7(3.7%) 1(0.5%)  

      p=0.000       p=0.000 

Education level              

No education 7(2.4%) 43(14.6%) 219(74.5%) 16(5.4%) 9(3.1%)  9(1.7%) 29(5.5%) 454(85.7%) 23(4.3%) 1(0.2%) 14(2.6%)  

Informal/ religious 11(1.0%) 326(28.2%) 623(53.9%) 154(13.3%) 43(3.7%)  5(0.6%) 45(5.0%) 710(78.0%) 60(6.6%) 81(8.9%) 9(1.0%)  

Formal 8(2.3%) 77(21.9%) 230(65.3%) 31(8.8%) 6(1.7%)  6(2.7%) 20(9.1%) 175(79.2%) 15(6.8%) 5(2.3%) 0  

      p=0.000       p=0.000 

Traditional role in 
the community 

             

None 26(1.6%) 394(24.1%) 985(60.2%) 175(10.7%) 55(3.4%)         

Political 0 17(22.7%) 48(64.0%) 8(10.7%) 2(2.7%)         

Healthcare 0 17(60.7%) 11(39.3%) 0 0         

Religious 0 18(27.7%) 28(43.1%) 18(27.7%) 1(1.5%)         

      p=0.000        
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Socio-economic 
status 

             

Lowest 3(0.8%) 90(23.9%) 244(64.7%) 34(9.0%) 6(1.6%)  5(1.4%) 20(5.6%) 273(76.9%) 27(7.6%) 27(7.6%) 3(0.9%)  

Low/Middle 5(1.3%) 86(21.9%) 212(54.1%) 73(18.6%) 16(4.1%)  2(0.6%) 15(4.1%) 321(87.7%) 11(3.0%) 10(2.7%) 7(1.9%)  

Middle 1(0.3%) 103(30.3%) 204(60.0%) 18(5.3%) 14(4.1%)  3(1.0%) 20(6.6%) 250(82.0%) 16(5.3%) 11(3.6%) 5(1.6%)  

Middle/High 5(1.5%) 79(23.5%) 204(60.7%) 39(11.6%) 9(2.7%)  3(1.0%) 14(4.5%) 256(82.6%) 11(3.6%) 24(7.7%) 2(0.7%)  

Highest 12(3.4%) 88(24.6%) 208(58.1%) 37(10.3%) 13(3.6%)  7(2.2%) 25(7.7%) 239(73.5%) 33(10.2%) 15(4.6%) 6(1.9%)  

      p=0.000       p=0.000 

Community funds 
membership 

             

No 26(1.5%) 428(24.2%) 1,059(59.9%) 200(11.3%) 56(3.2%)  20(1.2%) 93(5.6%) 1,331(80.7%) 96(5.8%) 87(5.3%) 23(1.4%)  

Yes 0 18(52.9%) 13(38.2%) 1(2.9%) 2(5.9%)  0 1(9.1%) 8(72.7%) 2(18.2%) 0 0  

      p=0.002       p=0.547 

Women's 
association/other 
comm. 
organizations 
membership 

             

No       20(1.3%) 91(5.8%) 1,271(80.8%) 93(5.9%) 83(5.3%) 16(1.0%)  

Yes       0 3(3.5%) 68(78.2%) 5(5.8%) 4(4.6%) 7(8.1%)  

             p=0.000 
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