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Developing healthy  

communit ies through 

community mobil iz a tion

Morten Skovdal and Paula Valentine

Overview

The aim of this chapter is to address the role of community mobil iz a tion in devel op ing 

healthy communit ies. The chapter provides a brief over view of community mobil iz a tion 

before moving on to intro duce various tools and methods that can be used to mobil ize 

communit ies. The chapter then illus trates how these tools can be applied in prac tice 

through a discus sion of ‘real world’ projects. The chapter ends with a discus sion of some 

of the chal lenges involved.

Learning object ives

After reading this chapter, you will be able to:

• explain the char ac ter ist ics of community mobil iz a tion and its role in build ing healthy 

communit ies

• plan a programme that builds healthy communit ies through community mobil iz a tion

• under stand how to use a variety of parti cip at ory tools to mobil ize a community for 

better health

• describe the strengths and chal lenges inher ent to community mobil iz a tion

Key terms

Community: A group of people who have some thing in common, such as living in the 

same geograph ical area or sharing common atti tudes, interests or life styles.

Community devel op ment: An approach to devel op ment that seeks to increase the extent 

and effect ive ness of community action, community activ ity, and agen cies’ rela tion ships 

with communit ies.

Community mobil iz a tion: A capa city- build ing process through which local indi vidu als, 

groups or organ iz a tions identify needs, plan, carry out and eval u ate activ it ies on a parti-

cip at ory and sustained basis, so as to improve health and other needs, based on their 

own initi at ive or stim u lated by others.

Community parti cip a tion: A process (and approach) whereby community members 

assume a level of respons ib il ity and become agents for their own health and devel op ment.

After reading this chapter, you will be able to:

• explain the characteristics of community mobilization and its role in building healthy 

communities

• plan a programme that builds healthy communities through community mobilization

• understand how to use a variety of participatory tools to mobilize a community for 

better health

• describe the strengths and challenges inherent to community mobilization

Community: A group of people who have something in common, such as living in the 

same geographical area or sharing common attitudes, interests or lifestyles.

Community development: An approach to development that seeks to increase the extent 

and effectiveness of community action, community activity, and agencies’ relationships 

with communities.

Community mobilization: A capacity-building process through which local individuals, 

groups or organizations identify needs, plan, carry out and evaluate activities on a parti-

cipatory and sustained basis, so as to improve health and other needs, based on their 

own initiative or stimulated by others.

Community participation: A process (and approach) whereby community members 

assume a level of responsibility and become agents for their own health and development.



Developing healthy communit ies through community mobil iz a tion 117

Participatory Learning and Action (PLA): A collec tion of methods and approaches used 

in action research, which enable diverse groups and indi vidu als to learn, work, and act 

together in a cooper at ive manner, to focus on issues of joint concern, identify chal lenges, 

and gener ate posit ive responses in a collab or at ive and demo cratic manner.

Characteristics of community mobil iza tion

Early health promo tion efforts were guided by strategies focused on indi vidual- level beha-

viour change. However, as Chapter 5 explained, the Alma Ata Declaration of 1978 intro-

duced a shift in think ing, recog niz ing the role of socio- economic and cultural factors in 

determ in ing the health beha viour and prac tices of indi vidu als, groups, and communit ies 

(WHO, 1978). This shift was further suppor ted by the 1986 Ottawa Charter (WHO, 1986) 

and the 2005 Bangkok Charter (WHO, 2005). These Charters cemen ted a parti cip at ory 

rhet oric in public health, giving rise to community mobil iz a tion in health promo tion. The 

theor et ical under pin ning of community mobil iz a tion as a means of health promo tion is 

described in chapter 6 of Health Promotion Theory in the Understanding Public Health 

series (Skovdal, 2013).

Community mobil iz a tion means differ ent things to differ ent people and programmes 

there fore take differ ent forms. Campbell (2014) high lights four approaches to community 

mobil iz a tion:

• Instrumental approaches whereby communit ies contrib ute to the imple ment a tion of 

programmes designed by ‘health experts’;

• Dialogical approaches that seek to facil it ate dialogue between health promoters and 

community members, devel op ing solu tions that reson ate with local real it ies;

• Social capital approaches that promote parti cip a tion in formal and informal networks, 

for example women’s and youth groups; and

• Approaches having a crit ical or polit ical emphasis that use community mobil iz a tion as 

a conduit to chal lenge the social inequal it ies that leave people vulner able.

Favouring a mix of the dialo gical and social capital approaches, with some polit ical 

emphasis, Howard- Grabman and Snetro (2003) define community mobil iz a tion as a  

capa city- build ing process through which local indi vidu als, groups or organ iz a tions identify 

needs, plan, carry out and eval u ate activ it ies on a parti cip at ory and sustained basis, so 

as to improve health and other needs, based on their own initi at ive or stim u lated by 

others. Key char ac ter ist ics of good prac tice that under pin community mobil iz a tion are 

that it should:

• Build on the already exist ing community processes and struc tures, such as health 

commit tees, or other community devel op ment initi at ives;

• Develop an ongoing dialogue between community members regard ing health issues;

• Create or strengthen community- based organ iz a tions aimed at improv ing health;

• Assist in creat ing an envir on ment in which indi vidu als can empower them selves to 

address their own and their community’s health and other needs;

• Promote community members’ parti cip a tion in ways that recog nize diversity and 

equity, espe cially those who are most affected by health issues;

• Work in part ner ship with community members in all phases of a project to create 

locally appro pri ate and locally owned responses to health needs;

Participatory Learning and Action (PLA): A collection of methods and approaches used 

in action research, which enable diverse groups and individuals to learn, work, and act 

together in a cooperative manner, to focus on issues of joint concern, identify challenges, 

and generate positive responses in a collaborative and democratic manner.
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• Identify and support the creat ive poten tial of communit ies to develop a variety of 

strategies and approaches to improve health status and well- being;

• Assist in linking communit ies with external resources (organ iz a tions, funding, tech-

nical assist ance); and

• Commit enough time to work with communit ies, or with a partner who works with them, 

to accom plish the above.

Given these char ac ter ist ics, and in order to design a community mobil iz a tion strategy that 

is feas ible, accept able, and locally appro pri ate, it is also good prac tice to include a 

research compon ent at the begin ning to find out about the history of the community, what 

has gone before, the community power dynam ics, the strengths, weak nesses, and oppor-

tun it ies asso ci ated with – and threats to – any possible inter ven tion.

Activity 8.1

Communities are not homo gen eous entit ies, and it is import ant for health promoters 

to define what they mean by ‘community’ in their community mobil iz a tion programme. 

This activ ity encour ages you to reflect on the diversity of community.

1 Make a list of communit ies you belong to.

2 Think about what qual i fies you to be a member of these communit ies and how each 

of these communit ies plays a role in facil it at ing your health and well- being.

Feedback

Your examples will show how diverse communit ies are, how they overlap, and how they 

influ ence beha viour. Communities tend to be tied together by having some thing in 

common. This might be a shared goal (for example, a women’s group), history (for 

example, a group of ex- service people), belief system (for example, the Muslim 

community), interest or hobby (for example, foot ball players), iden tity (for example, 

people living with HIV), or geograph ical space (for example, a village).

Participatory Learning and Action in community mobil iz a tion

Most health promoters looking to develop healthy communit ies through community mobil-

iz a tion draw on the Participatory Learning and Action (PLA) cycle. Guided by the works of 

Chambers (1983), Freire (1970), and Lewin (1946), the PLA cycle is used as a generic 

‘umbrella’ term to describe a process whereby diverse groups and indi vidu als come 

together to learn, work, and act in a cooper at ive manner, to focus on issues of joint 

concern, identify chal lenges, and gener ate posit ive responses in a collab or at ive and 

demo cratic manner. Figure 8.1 illus trates what a typical PLA cycle might look like.

There are many examples of how the PLA cycle has been adapted to community mobil-

iz a tion program ming. This reflects the fact that there is effect ively no single ‘right way’ to 

mobil ize communit ies. However, all PLA approaches share the prin ciple that increased 

know ledge can lead to action and empower communit ies to identify and act out solu tions 

to local prob lems. Table 8.1 provides an over view of some of the ways in which a PLA 

approach has been used within community mobil iz a tion projects. The table demon strates 

Activity 8.1

Communities are not homogeneous entities, and it is important for health promoters 

to define what they mean by ‘community’ in their community mobilization programme. 

This activity encourages you to reflect on the diversity of community.

1 Make a list of communities you belong to.

2 Think about what qualifies you to be a member of these communities and how each 

of these communities plays a role in facilitating your health and well-being.

Feedback

Your examples will show how diverse communities are, how they overlap, and how they 

influence behaviour. Communities tend to be tied together by having something in 

common. This might be a shared goal (for example, a women’s group), history (for 

example, a group of ex-service people), belief system (for example, the Muslim 

community), interest or hobby (for example, football players), identity (for example, 

people living with HIV), or geographical space (for example, a village).
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Figure 8.1 Typical PLA cycle diagram.

Table 8.1 Examples of PLA approaches to community mobil iz a tion for health

PLA approach Description ‘How to’ guides

Community 

Action Cycles

Save the Children have developed Community Action Cycles (CAC) to 

describe its community mobil iz a tion program ming that fosters a 

community- led process, through which those most affected explore, set 

prior it ies, plan, and act collect ively towards better health outcomes. 

Steps in the CAC include prepar ing to mobil ize; organ iz ing for action; 

explor ing the issues affect ing access to and quality of health services 

and setting prior it ies; plan ning together; acting together; eval u at ing 

together; and ‘scaling up’ success ful efforts. Each step of the CAC has 

a series of related activ it ies that guide communit ies and facil it at ing 

part ners.

Howard- 

Grabman and 

Snetro (2003)

Community 

Conversations

Although early versions of the Community Conversations (CC) approach 

have been part of devel op ment program ming since the 1990s, the 

approach was modelled by the United Nations Development Programme 

(UNDP) in 2001 in their Community Capacity Enhancement Handbooks. 

Community Conversations provide community members with the 

oppor tun ity to discuss sens it ive and health- related issues. Through a 

series of conver sa tions, a facil it ator supports the community to identify 

key issues and solu tions/actions that community members can take to 

improve health in their community.

Gueye et al. 

(2005)

(Continued )
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that both community mobil iz a tion and the way in which a PLA approach can be used within 

these projects take many differ ent forms.

Common to the PLA approaches is a commit ment to use tools and tech niques that can 

engage communit ies through out the project cycle.

Tools, tech niques, and methods to facil it ate community mobil iz a tion

To help facil it ate an inclus ive, parti cip at ory, and empower ing process whereby community 

members can plan, carry out, and eval u ate activ it ies that promote collect ive action to 

improve health and well- being, a number of PLA tools and tech niques have been 

developed. In this, and the next section, we describe a range of these tools and tech-

niques and illus trate how some of them have been used in ‘real- life’ programmes. The 

Tools Together Now – 100 Participatory Tools to Mobilise Communities for HIV/AIDS by the 

International HIV/AIDS Alliance offers a compre hens ive compil a tion of parti cip at ory tools 

Women’s groups Women and Children First (UK), in collab or a tion with the Institute of 

Global Health at University College London, pion eered ways of working 

with women’s groups to support women to identify and prior it ize solu tions 

that can address mater nal, newborn, and child health prob lems. Groups 

of between 25 and 30 women meet regu larly and use PLA methods  

to develop and imple ment low- tech solu tions to their health  

prob lems.

Rosato et al. 

(2010)

Child- to- Child 

approach

The Child- to- Child (CtC) approach, developed by Professor David Morley 

of University College London, is an educa tional process that links 

chil dren’s learn ing with taking action to promote the health, well- being, 

and devel op ment of them selves, their famil ies, and their communit ies. 

Through parti cip at ing in Child- to- Child activ it ies, the personal, phys ical, 

social, emotional, moral, and intel lec tual devel op ment of chil dren is 

enhanced. The CtC meth od o logy encour ages chil dren to work together  

to find solu tions to real- life prob lems and to apply what they have learnt 

in their every day lives. The chil dren are also encour aged to share what 

they have learned with other chil dren and other members of the 

community.

Bonati 

(undated)

Community- 

based capital 

cash trans fers

The Ministry of Gender, Children and Social Development of Kenya, with 

support from the Ministry of Foreign Affairs of Denmark (DANIDA), 

imple men ted in the 1990s and 2000s a community capa city support 

programme (CCSP) that used PLA methods to help communit ies 

demo crat ic ally prior it ize prob lems faced by community members, identify 

solu tions, and develop social action plans. Action plans were submit ted to 

district level social devel op ment offices for approval and funds were 

trans ferred into community bank accounts, provid ing the communit ies  

with much needed capital to collect ively imple ment their planned  

activ it ies.

Skovdal et al. 

(2011)

Table 8.1 Continued

PLA approach Description ‘How to’ guides
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and tech niques (International HIV/AIDS Alliance, 2006). It groups these tools and tech-

niques into seven categor ies:

1 Mapping tools seek to develop maps that contain inform a tion about local real it ies and 

prac tices.

2 Time analysis tools focus on temporal aspects of community life, looking for example 

at changes over time or between seasons.

3 Linkages and rela tion ships tools seek to visu al ize the connec tions between differ ent 

factors promot ing or under min ing health.

4 Experiential tools seek to bring forward community members’ exper i ences.

5 Prioritization and quan ti fic a tion tools help community members seek consensus 

through ranking and scoring.

6 Action plan ning tech niques system at ize the plan ning and eval u ation process.

7 Training tools prepare facil it at ors to use the tools in a flex ible, engaged, inclus ive, and 

parti cip at ory way.

Examples of such tools and tech niques are described below and many others are avail-

able (International HIV/AIDS Alliance, 2006).

Tool 1: Photovoice

What is Photovoice?

Photovoice is an exper i en tial tool that enables community members, includ ing chil dren, to 

identify, repres ent, and enhance their community and life circum stances through photo-

graphy (Wang et al., 1998). Photovoice can be used to explore issues and set prior it ies as 

well as to eval u ate activ it ies.

How do you use Photovoice?

There is no single way of using Photovoice, but it might include the follow ing steps:

1 Participants decide on a focus for their photo graphy (for example, causes and 

consequences of malnu tri tion)

2 Participants move around the community for an agreed period and take pictures. They 

can either use digital cameras, includ ing camera phones if avail able, or dispos able 

cameras.

3 Participants meet up again to write or talk about their photos. This could involve 

explain ing the meaning behind each photo, the reason why the photo was taken, and 

the relev ance of the topic to people in the community.

4 Participants then share their favour ite pictures and captions, and collect ively the 

community reflect on the pictures taken and identify common themes. These themes 

can be used to inform health promo tion activ it ies.

Tool 2: Problem tree (explore issues and prior it ize)

What is a problem tree?

A problem tree is a link ages and rela tion ships tool. It uses the drawing of a tree, includ ing 

its roots, trunk, and branches, to identify and analyse the under ly ing causes and the 
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impact of an issue affect ing health in the community. If, for example, after the use of 

another tool, such as Photovoice, diabetes was iden ti fied as a growing problem in the 

community, a problem tree can be used to identify the causes and effects of this problem. 

A problem tree can be used both to explore issues and to examine barri ers to community 

mobil iz a tion success.

How do you use the problem tree tool?

1 Start by drawing the shape of a tree on a large piece of flipchart paper.

2 Write the issue iden ti fied by community members on the trunk of the tree (for example, 

diabetes).

3 By the roots of the tree encour age community members to discuss and record what 

they consider to be the under ly ing causes of this problem. For some of the main 

causes ask ‘why do you think this might happen?’ to spark debate and learn ing.

4 By the branches of the tree encour age community members to discuss and record the 

effects of this problem. Keeping with the example of diabetes, you might want to ask 

what the impact of this condi tion is for those affected, their family and friends, and 

other members of the community.

5 Discuss what the problem tree shows and how find ings can be trans lated into solu-

tions or actions.

Tool 3: Picture cards

What are picture cards?

Picture cards are a versat ile tool that can be used in prior it iz a tion and quan ti fic a tion and 

in train ing. They are visual ways to facil it ate under stand ing about community health 

issues and prior it ize which issues are the most common and serious in the community. 

Picture cards are an espe cially effect ive tool to use with groups who have low levels of 

liter acy. On one side of the card there is the picture, and on the other side are a series of 

ques tions the facil it ator asks to prompt a group discus sion about the issue.

How do you use picture cards?

1 The facil it ator shows a series of 5–6 picture cards, each illus trat ing an issue, to the 

assembled group.

2 The facil it ator asks ques tions to elicit their percep tions of the most common and 

serious illnesses affect ing their community; the local name and connota tions asso ci-

ated with the illness; and local prac tices and health actions carried out to seek care, 

prevent or manage the illness.

3 Through two- way dialogue the group learns correct and factual inform a tion about the 

issue. The facil it ator is able to address negat ive cultural and tradi tional beliefs and 

prac tices in seeking health care, managing and prevent ing the illness.

4 The group ranks the issues that most affect their community and are the most 

common and serious.

5 The group choose which issue they would like to plan and take action on and vote with 

stones. The picture card with most stones is the health problem community members 

will address first.
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Tool 4: Pairwise ranking

What is pair wise ranking?

Pairwise ranking is a prior it iz a tion and quan ti fic a tion tool that helps the community to 

identify pref er ences or prior it ies (Rifkin and Pridmore, 2001). In a matrix, items (for 

example, health prob lems or activ it ies that act as solu tions to health prob lems) are juxta-

posed and community members vote on which item they wish to tackle first. The 

community can use this tool to prior it ize and rank their pref er ences.

How do you use pair wise ranking?

1 Community members agree on a list of 4–8 items to be ranked. These items may be 

iden ti fied through another tool, such as Photovoice.

2 Draw a grid/matrix on flipchart paper with the items to be compared written at the top 

of the grid and again down the left- hand side (see Table 8.2).

3 Starting with the top- right square, ask parti cipants to consider the two items and  

decide which one they think is more import ant. Compare items and record which one 

parti cipants rate as most import ant for the remain ing squares.

4 Count the pref er ences and rank the items.

Tool 5: Visioning how

What is vision ing how?

Visioning how is an action plan ning tool that is used to flesh out plaus ible activ it ies that 

could be included in an action plan. Visioning how thereby takes the health problem as 

prior it ized by the community and maps out activ it ies that can address this health problem.

Table 8.2 Example of pair wise ranking

Health prob lems Soil- trans mit ted 

helminths

Malaria Dengue fever Sleeping sick ness Dysentery

Soil- trans mit ted 

helminths

— Malaria Soil- transmitted 

helminths

Soil- transmitted 

helminths

Dysentery

Malaria — — Malaria Malaria Malaria

Dengue fever — — — Dengue fever Dysentery

Sleeping sick ness — — — — Dysentery

Dysentery — — — — —

Health prob lems No. of times considered more 

import ant

Rank

Malaria 4 1

Dysentery 3 2

Soil- trans mit ted helminths 2 3

Dengue fever 1 4

Sleeping sick ness 0 5
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How do you use vision ing how?

1 Ask the community members to close their eyes and take five minutes to think about 

what activ it ies are likely to have the greatest impact on address ing the health issue 

they have decided to tackle.

2 Write a ‘how’ ques tion based on the health issue the community wants to address. An 

example ques tion could be: ‘How can we address the problem of malaria in our 

community?’

3 Draw arrows coming from the ‘how’ ques tion and encour age community members to 

give differ ent sugges tions as to how they can address the issue (for example, address-

ing malaria could involve increas ing the use of mosquito nets). Record the differ ent 

reasons by the differ ent arrows.

4 By each of the sugges ted activ it ies, draw some more arrows and explore how they will 

go about plan ning this, the resources required, etc. Record this inform a tion next to the 

differ ent arrows.

5 Repeat this process until concrete plans have emerged and can be impor ted into an 

action plan.

If the community suggests many activ it ies and needs to prior it ize them, a prior it iz a tion 

tool can be used.

Tool 6: Action plan

What is an action plan?

An action plan is used to capture the results of the community’s discus sions during the 

PLA process, where the community care fully:

• describes the issues;

• sets prior it ies and specifies the object ives and desired results;

• details the activ it ies for imple ment a tion and those respons ible for imple ment ing them;

• sets timelines.

Action plans are there fore key to the second step of the PLA cycle illus trated in Figure 8.1.

How do you develop an action plan?

A simple matrix may be used, such as the one shown in Figure 8.2. Participants may also 

wish to identify resources (human and mater ial) and constraints that may help or hinder 

them in the pursuit of the results. The group may also want to detail the chal lenges that 

emerge from discuss ing the implic a tions for imple ment a tion for each activ ity, and some 

results and activ it ies may have to be re- eval u ated and modi fied in the light of the chal lenges. 

Participants should decide how they are going to monitor the community’s progress towards 

the desired results. It may be useful to design a monit or ing matrix for this step, with the 

indic at ors down the left- hand side of the matrix and the follow ing ques tions across the top:

• Who will be respons ible for monit or ing that indic ator?

• How will that indic ator be monitored?

• How often will it be monitored?

• What will the proced ure be for report ing the monit or ing results?

• What will the proced ure be for review ing and acting on the results of the monit or ing?
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Tool 7: Log book

What is a log book?

A log book is an action plan ning tool that can be used to docu ment progress in imple ment-

ing an action plan. Log books can be used in the second and third steps of the PLA cycle 

illus trated in Figure 8.1. There may be many small sub- groups of the larger group who are 

imple ment ing a variety of actions/activ it ies at differ ent times, which may be chal len ging to 

track for the facil it ator or health commit tee members. A log book facil it ates docu ment a tion 

and coordin a tion between the main facil it ator or commit tee members and the imple menters.

How do you develop a log book?

A simple exer cise book can be used by each group detail ing the name of the activ ity being 

imple men ted, the date action took place, and progress on imple ment a tion. This inform a-

tion can be shared with other groups at the next community meeting and recor ded on the 

‘master’ action plan.

Figure 8.2 Example of a simple action plan.
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Tool 8: Community notice board

What is a community notice board?

A community notice board is a plan ning and eval u ation tool, and can be used to share 

inform a tion and promote trans par ency and account ab il ity by display ing results from activ-

it ies carried out during the PLA process to the wider community (step 4 of Figure 8.1).

How do you develop a community notice board?

A notice board is posi tioned in a place where community members gather frequently, such 

as at a community centre, school, market place, health facil ity, district admin is trat ive 

headquar ters or water collec tion point. The members of the community group regu larly 

update the notice board, keeping the wider community informed about the activ it ies imple-

men ted during the PLA cycle, the results of the action taken, successes, chal lenges, and 

lessons. It is hoped that sharing of inform a tion will create interest and motiv ate other 

community members to join in taking action, as well as creat ing a climate of account ab il-

ity and trans par ency within the community.

Activity 8.2

It is the role of a PLA facil it ator to use tools and tech niques, like the ones described 

above, to empower communit ies to explore, plan, imple ment, and eval u ate activ it ies 

that promote their health. This activ ity encour ages you to think about what skills, 

know ledge, atti tudes, and beha viours a PLA facil it ator needs by drawing a body map. 

Figure 8.3 illus trates how you can use the body (as a meta phor) to map out the char-

ac ter ist ics of a PLA facil it ator.

Activity 8.2

It is the role of a PLA facilitator to use tools and techniques, like the ones described 

above, to empower communities to explore, plan, implement, and evaluate activities 

that promote their health. This activity encourages you to think about what skills, 

knowledge, attitudes, and behaviours a PLA facilitator needs by drawing a body map. 

Figure 8.3 illustrates how you can use the body (as a metaphor) to map out the char-charchar

acteristics of a PLA facilitator.

Figure 8.3 Body map with examples of body meta phors.
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Draw a silhou ette of a body. Use the body illus tra tion to map out the skills, know ledge, 

atti tudes, and beha viours a PLA facil it ator needs (taking inspir a tion from the meta-

phors in Figure 8.3). Write down the know ledge, atti tudes, and beha viours of a good 

PLA facil it ator on the left side of the body, and the know ledge, atti tudes, and beha-

viours of a poor PLA facil it ator on the right of the body.

Feedback

A good PLA facil it ator listens, can ask the right ques tions, has good inter per sonal and 

medi ation skills, is respect ful, empath etic, non- judge mental, reflect ive of power hier-

arch ies, inclus ive, can build trust, can resolve conflicts, has in- depth know ledge of  

the health issue under study, can work as part of a team, has know ledge of PLA  

tools, is posit ive and enthu si astic. A poor PLA facil it ator exhib its none of the above 

(see also example in Figure 8.4). The list above is not exhaust ive and you may  

have iden ti fied many other qual it ies. The body map you have created is another 

example of a PLA tool.

Figure 8.4 Body map of a good/poor facil it ator

Case studies

To demon strate how PLA tools can be used in prac tice, this chapter now describes two 

community mobil iz a tion programmes. The first is a large- scale programme (ACCESS) in 

Bangladesh and the second describes a smaller scale child- focused project in Kenya.

Draw a silhouette of a body. Use the body illustration to map out the skills, knowledge, 

attitudes, and behaviours a PLA facilitator needs (taking inspiration from the meta-

phors in Figure 8.3). Write down the knowledge, attitudes, and behaviours of a good 

PLA facilitator on the left side of the body, and the knowledge, attitudes, and beha-

viours of a poor PLA facilitator on the right of the body.

Feedback

A good PLA facilitator listens, can ask the right questions, has good interpersonal and 

mediation skills, is respectful, empathetic, non-jtic, non- udgemental, reflective of power hier-ve of power hierve of power hier

archies, inclusive, can build trust, can resolve conflicts, has in-depth knowledge of  

the health issue under study, can work as part of a team, has knowledge of PLA  

tools, is positive and enthusiastic. A poor PLA facilitator exhibits none of the above 

(see also example in Figure 8.4). The list above is not exhaustive and you may  

have identified many other qualities. The body map you have created is another 

example of a PLA tool.

Figure 8.4 Body map of a good/poor facilitator
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Case study 8.1: Community Action Cycle from Save the Children

ACCESS was a multi- country programme that was imple men ted in Bangladesh, 

Malawi, and Nigeria between 2006 and 2009. It aimed to reduce mater nal and newborn 

deaths that result from preg nancy and child birth complic a tions by system at ic ally 

enga ging communit ies to improve mater nal and newborn health (MNH) outcomes 

through Community Action Cycles, which is a tested and docu mented approach of 

community mobil iz a tion (ACCESS, 2010).

The programme’s primary role was to support community mobil iz a tion for MNH by:

• Facilitating the integ ra tion of community mobil iz a tion with the broader national, 

regional or district health plan;

• Supporting imple ment ing organ iz a tions (Ministry of Health, local govern ment or 

non- govern mental organ iz a tions [NGOs]) to develop community mobil iz a tion tech-

nical skills and expert ise through train ing, targeted tech nical assist ance, and joint 

devel op ment of guidelines, manuals, and support ive commu nic a tion mater i als; and

• Monitoring progress of community mobil iz a tion efforts to refine strategies, ener-

gize stake hold ers, and contrib ute to community mobil iz a tion expan sion/scale- up 

plan ning.

The process described below maps out the steps taken and activ it ies carried out to 

imple ment the ACCESS project. The phases refer to the phases of the Community 

Action Cycle described in Figure 8.5.

Figure 8.5 Community Action Cycle.

Preparing to mobil ize phase

Step 1: Formative research was carried out in order to design a locally appro pri ate, 

context- specific community mobil iz a tion strategy for each country.

Organizing the community for action phase

Step 2: Individuals who were to facil it ate the community mobil iz a tion process within 

communit ies were selec ted and trained.

Case study 8.1: Community Action Cycle from Save the Children

ACCESS was a multi-country programme that was implemented in Bangladesh, 

Malawi, and Nigeria between 2006 and 2009. It aimed to reduce maternal and newborn 

deaths that result from pregnancy and childbirth complications by systematically 

engaging communities to improve maternal and newborn health (MNH) outcomes 

through Community Action Cycles, which is a tested and documented approach of 

community mobilization (ACCESS, 2010).

The programme’s primary role was to support community mobilization for MNH by:

• Facilitating the integration of community mobilization with the broader national, 

regional or district health plan;

• Supporting implementing organizations (Ministry of Health, local government or 

non-governmental organizations [NGOs]) to develop community mobilization tech-

nical skills and expertise through training, targeted technical assistance, and joint 

development of guidelines, manuals, and supportive communication materials; and

• Monitoring progress of community mobilization efforts to refine strategies, ener-efforts to refine strategies, enerefforts to refine strategies, ener

gize stakeholders, and contribute to community mobilization expansion/scale-up 

planning.

The process described below maps out the steps taken and activities carried out to 

implement the ACCESS project. The phases refer to the phases of the Community 

Action Cycle described in Figure 8.5.

Figure 8.5 Community Action Cycle.

Preparing to mobilize phase

Step 1: Formative research was carried out in order to design a locally appropriate, 

context-specific community mobilization strategy for each country.

Organizing the community for action phase

Step 2: Individuals who were to facilitate the community mobilization process within 

communities were selected and trained.
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Exploring the situ ation and setting prior it ies phase

Step 3: Activities were carried out to raise community aware ness about the local MNH 

situ ation.

Step 4: Project staff worked with community leaders and other community members to 

invite and organ ize parti cip a tion of those most affected by and inter ested in MNH.

Step 5: The facil it ator explored with community members the local prac tices, beliefs, 

and atti tudes that affect MNH.

Step 6: The community members were suppor ted to set local prior it ies for action.

Planning together phase

Step 7: Facilitators helped community members develop and imple ment their own 

community action plans.

Acting together and eval u at ing together phases

Step 8: Facilitators worked with community members to build their capa city to inde-

pend ently monitor and eval u ate their progress towards achiev ing improved health 

outcomes for mothers and newborns.

Table 8.3 summar izes the inputs and results of Community Action Cycles in 

Bangladesh. The devel op ment of skilled community mobil iz a tion facil it at ors was 

essen tial. None of the programmes provided monet ary incent ives to community 

members to organ ize, analyse, and address the local barri ers to MNH in their 

communit ies. Those community members with heightened aware ness of the prob lems 

faced by famil ies acted collect ively out of a desire to make a differ ence.

Table 8.3 Inputs and results matrix for the ACCESS Programme Bangladesh, February 2006 to July 

2009: an NGO- led model (ACCESS, 2010)

Context Inputs Results

•  Population covered by the 

inter ven tion: approx im ately 

795,000

•  Most community health 

workers (CHWs) inact ive 

and many vacant posts

•  Severely limited access to 

public, facil ity- based MNH 

services

•  No funding to strengthen 

public service deliv ery

•  Active NGO envir on ment

•  Neonatal mortal ity rate: 

37/1000

•  Skilled attend ance at birth: 

11%

•  Total fertil ity rate: 3.7

•  Modern contra cept ive 

preval ence rate: 32%

•  Community mobil iz a tion train ing 

manual, tools and commu nic a tion 

mater i als developed

•  125 NGO staff trained and 

suppor ted to facil it ate community 

mobil iz a tion

•  More than 2500 local leaders 

instruc ted on how to lead 

community mobil iz a tion efforts

•  1904 Community Action Groups 

(CAGs) received monthly 

facil it a tion support

•  CAGs were composed of 21,875 

men and women who parti cip ated 

to track preg nan cies in their 

communit ies, and create and 

imple ment plans to encour age 

healthy home prac tices and 

remove barri ers to use of services

•  56% of CAGs included Ministry 

of Health staff

•  61% of CAGs gener ated 

community emer gency funds 

(to date used by 619 famil ies 

for trans port a tion or doctors’ 

fees, drug purchase or food)

•  83% of CAGs organ ized 

emer gency trans port systems 

(to date used by 436 mothers 

and 247 newborns) for cases 

of obstruc ted labour, retained 

placenta, convul sions and (in 

the newborn) pneu mo nia, 

convul sions and jaun dice, 

among others

•  CAGs re- opened 69 inact ive 

clinics and EPI centres, and 

opened 12 new satel lite clinics 

and 2 EPI centres, working 

closely with local govern ment 

and NGO repres ent at ives

Exploring the situation and setting priorities phaseitit

Step 3: Activities were carried out to raise community awareness about the local MNH 

situation.

Step 4: Project staff worked with community leaders and other community members to 

invite and organize participation of those most affected by and interested in MNH.

Step 5: The facilitator explored with community members the local practices, beliefs, 

and attitudes that affect MNH.

Step 6: The community members were supported to set local priorities for action.

Planning together phase

Step 7: Facilitators helped community members develop and implement their own 

community action plans.

Acting together and evaluating together phasesatat

Step 8: Facilitators worked with community members to build their capacity to inde-

pendently monitor and evaluate their progress towards achieving improved health 

outcomes for mothers and newborns.

Table 8.3 summarizes the inputs and results of Community Action Cycles in 

Bangladesh. The development of skilled community mobilization facilitators was 

essential. None of the programmes provided monetary incentives to community 

members to organize, analyse, and address the local barriers to MNH in their 

communities. Those community members with heightened awareness of the problems 

faced by families acted collectively out of a desire to make a difference.

Table 8.3TT Inputs and results matrix for the ACCESS Programme Bangladesh, February 2006 to July 

2009: an NGO-led model (ACCESS, 2010)

Context Inputs Results

•  Population covered by the 

intervention: approximately 

795,000

•  Most community health 

workers (CHWs) inactive 

and many vacant posts

•  Severely limited access to 

public, facility-based MNH 

services

•  No funding to strengthen 

public service delivery

•  Active NGO environment

•  Neonatal mortality rate: 

37/1000

•  Skilled attendance at birth: 

11%

•  Total fertilTT ity rate: 3.7

•  Modern contraceptive 

prevalence rate: 32%

•  Community mobilization training 

manual, tools and communication 

materials developed

•  125 NGO staff trained and 

supported to facilitate community 

mobilization

•  More than 2500 local leaders 

instructed on how to lead 

community mobilization efforts

•  1904 Community Action Groups 

(CAGs) received monthly 

facilitation support

• CAGs were composed of 21,875 

men and women who participated 

to track pregnancies in their 

communities, and create and 

implement plans to encourage 

healthy home practices and 

remove barriers to use of services

•  56% of CAGs included Ministry 

of Health staff

•  61% of CAGs generated 

community emergency funds 

(to date used by 619 families 

for transportation or doctors’ 

fees, drug purchase or food)

•  83% of CAGs organized 

emergency transport systems 

(to date used by 436 mothers 

and 247 newborns) for cases 

of obstructed labour, retained 

placenta, convulsions and (in 

the newborn) pneumonia, 

convulsions and jaundice, 

among others

•  CAGs re-opened 69 inactive 

clinics and EPI centres, and 

opened 12 new satellite clinics 

and 2 EPI centres, working 

closely with local government 

and NGO representatives
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Activity 8.3

When design ing large- scale community mobil iz a tion projects, it is import ant to think 

about what will be left after the project has ended at all levels of engage ment 

(community, district, national levels).

1 How can you promote sustain ab il ity and owner ship at all levels of the project?

2 How can you ensure that communit ies continue to take action over a sustained 

period?

3 How can you ensure the project reaches the most vulner able and margin al ized for 

a sustained period of time?

Feedback

• When design ing your project, you will need to use form at ive research and pre- 

testing of concepts with the differ ent levels of stake holder to gauge what will motiv-

ate communit ies to engage over a sustained period.

• Research should look at: community power dynam ics (for example, exist ing  

struc tures and oppor tun it ies); decision- makers and gate keep ers (for example, 

community and reli gious leaders); volun teer motiv a tion and non- finan cial incent ives 

(for example, for facil it at ors and parti cipants, such as status, collect ive iden tity, 

respect); stake holder analysis, power mapping, and consulta tion at higher levels to 

gain buy- in.

• The capa city- build ing of local non- govern mental organ iz a tions (NGOs), civil society 

organ iz a tions (CSOs), and community- based organ iz a tions (CBOs), and their ability 

as part ners to engage with community members over a longer period of time, can 

ensure that the most vulner able and margin al ized are reached (for example, organ-

iz a tions working with people living with HIV and disab il ity; women’s groups;  

chil dren’s clubs).

Case study 8.2: Strengthening the coping strategies of young carers in western 

Kenya

This community mobil iz a tion project was initi ated by a local NGO in western Kenya in 

order to strengthen the coping and resi li ence of chil dren caring for their sick parents or 

elderly grand par ents (Skovdal, 2010). The project was made up of six PLA steps and 

engaged two rural, low- resource, and high- HIV preval ence communit ies.

Step 1 involved sens it iz ing the communit ies to the project and recruit ing young carers. 

In part ner ship with community health workers, 48 young carers from the two commun-

ities were iden ti fied and invited to parti cip ate in the project. The young carers were 

aged 12–17 years.

Step 2 involved getting the young carers together in their respect ive communit ies 

(24 chil dren from each community), intro du cing them to each other, to the NGO, and 

the aim of the project. To estab lish group dynam ics, the young carers were provided 

with sports equip ment and drawing mater i als and encour aged to meet up regu larly.

Activity 8.3

When designing large-scale community mobilization projects, it is important to think 

about what will be left after the project has ended at all levels of engagement 

(community, district, national levels).

1 How can you promote sustainability and ownership at all levels of the project?

2 How can you ensure that communities continue to take action over a sustained 

period?

3 How can you ensure the project reaches the most vulnerable and marginalized for 

a sustained period of time?

Feedback

• When designing your project, you will need to use formative research and pre-

testing of concepts with the different levels of stakeholder to gauge what will motiv-

ate communities to engage over a sustained period.

• Research should look at: community power dynamics (for example, existing  

structures and opportunities); decision-makers and gatekeepers (for example, 

community and religious leaders); volunteer motivation and non-financial incentives 

(for example, for facilitators and participants, such as status, collective identity, 

respect); stakeholder analysis, power mapping, and consultation at higher levels to 

gain buy-in.

• The capacity-building of local non-governmental organizations (NGOs), civil society 

organizations (CSOs), and community-based organizations (CBOs), and their ability 

as partners to engage with community members over a longer period of time, can 

ensure that the most vulnerable and marginalized are reached (for example, organ-

izations working with people living with HIV and disability; women’s groups;  

children’s clubs).

Case study 8.2: Strengthening the coping strategies of young carers in western 

Kenya

This community mobilization project was initiated by a local NGO in western Kenya in 

order to strengthen the coping and resilience of children caring for their sick parents or 

elderly grandparents (Skovdal, 2010). The project was made up of six PLA steps and 

engaged two rural, low-resource, and high-HIV prevalence communities.

Step 1 involved sensitizing the communities to the project and recruiting young carers. 

In partnership with community health workers, 48 young carers from the two commun-

ities were identified and invited to participate in the project. The young carers were 

aged 12–17 years.

Step 2 involved getting the young carers together in their respective communities 

(24 children from each community), introducing them to each other, to the NGO, and 

the aim of the project. To establish group dynamics, the young carers were provided 

with sports equipment and drawing materials and encouraged to meet up regularly.
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Step 3 involved facil it at ing a number of parti cip at ory learn ing and action work shops to 

help the chil dren identify and discuss their strengths, local coping resources and 

struggles. This involved using Photovoice (see above). After some train ing on how to 

use the dispos able cameras they were given and the ethics of taking pictures, the chil-

dren took photos, over a two- week period, guided by the follow ing four ques tions:

• What is your life like?

• What is good about your life?

• What makes you strong?

• What needs to change?

When the chil dren returned and all the photo graphs had been developed, they were 

invited to pick six of their favour ite photo graphs, showing a mix of how they get by, 

things they lack, and some thing or someone who is import ant to them. They were then 

asked to reflect and write a story about each of their chosen photo graphs, promp ted 

by the follow ing ques tions:

• I want to share this photo because . . .

• What’s the real story this photo tells?

• How does this story relate to your life and/or the lives of people in your community?

If the chil dren wanted to write about a situ ation that they did not capture on camera, 

for ethical or prac tical reasons, they were encour aged to draw the situ ation.

Step 4 involved the young carers sharing their stories and obser va tions from these parti-

cip at ory learn ing activ it ies, identi fy ing common struggles and coping strategies. Through 

prior it iz a tion tools, such as pair wise ranking and action plan ning tech niques, the young 

carers drew on the themes emer ging from their reflec tions and photos to decide on a list 

of activ it ies to include in an action plan. Each of the two groups of young carers 

developed an action plan that would strengthen their coping and resi li ence. Both groups 

felt that they could benefit from learn ing how to run a small- scale enter prise. One of the 

groups of young carers there fore decided to engage in goat and chicken rearing and 

farming, while the other group decided to set up a small busi ness selling corn.

Step 5 involved the NGO funding the action plans developed by the two groups of 

young carers and support ing them to imple ment the activ it ies. This included provid ing 

the young carers with the neces sary train ing to run a small- scale enter prise and 

conduct ing frequent visits to support and offer advice where required.

Step 6 involved eval u at ing progress of their activ it ies. The young carers were invited to 

write a story about ‘being part of a team’, guided by the follow ing three ques tions:

• What are your feel ings about being part of a team?

• What, if anything, have you learnt from being part of a team?

• Why do you think that is?

The young carers were also invited to draw and write about their exper i ences. More 

specific ally, they were encour aged to draw and write about: (i) the activ it ies they imple-

men ted; (ii) those who were involved; (iii) a situ ation where they faced a problem. The 

essays and draw ings were shared among the young carers in work shops, spark ing 

debate about what they had learned and how they were able, as a collect ive, to over-

come diffi culties as they move forward.

Step 3 involved facilitating a number of participatory learning and action workshops to 

help the children identify and discuss their strengths, local coping resources and 

struggles. This involved using Photovoice (see above). After some training on how to 

use the disposable cameras they were given and the ethics of taking pictures, the chil-

dren took photos, over a two-week period, guided by the following four questions:

• What is your life like?

• What is good about your life?

• What makes you strong?

• What needs to change?

When the children returned and all the photographs had been developed, they were 

invited to pick six of their favourite photographs, showing a mix of how they get by, 

things they lack, and something or someone who is important to them. They were then 

asked to reflect and write a story about each of their chosen photographs, prompted 

by the following questions:

• I want to share this photo because . . .

• What’s the real story this photo tells?

• How does this story relate to your life and/or the lives of people in your community?

If the children wanted to write about a situation that they did not capture on camera, 

for ethical or practical reasons, they were encouraged to draw the situation.

Step 4 involved the young carers sharing their stories and observations from these parti-

cipatory learning activities, identifying common struggles and coping strategies. Through 

prioritization tools, such as pairwise ranking and action planning techniques, the young 

carers drew on the themes emerging from their reflections and photos to decide on a list 

of activities to include in an action plan. Each of the two groups of young carers 

developed an action plan that would strengthen their coping and resilience. Both groups 

felt that they could benefit from learning how to run a small-scale enterprise. One of the 

groups of young carers therefore decided to engage in goat and chicken rearing and 

farming, while the other group decided to set up a small business selling corn.

Step 5 involved the NGO funding the action plans developed by the two groups of 

young carers and supporting them to implement the activities. This included providing 

the young carers with the necessary training to run a small-scale enterprise and 

conducting frequent visits to support and offer advice where required.

Step 6 involved evaluating progress of their activities. The young carers were invited to 

write a story about ‘being part of a team’, guided by the following three questions:

• What are your feelings about being part of a team?

• What, if anything, have you learnt from being part of a team?

• Why do you think that is?

The young carers were also invited to draw and write about their experiences. More 

specifically, they were encouraged to draw and write about: (i) the activities they imple-

mented; (ii) those who were involved; (iii) a situation where they faced a problem. The 

essays and drawings were shared among the young carers in workshops, sparking 

debate about what they had learned and how they were able, as a collective, to over-overover

come difficulties as they move forward.
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Evidence on the effect ive ness of community mobil iz a tion

Much has been written about community mobil iz a tion over the years and many lessons 

have been learnt from community mobil iz a tion programmes in both low- income and high- 

income coun tries. Although the evid ence is mixed, the health- promot ing poten tial of 

community mobil iz a tion program ming is prom ising. This is demon strated by a growing 

number of success ful, tried- and- tested approaches to community mobil iz a tion. In the 

context of mater nal, newborn, and child health, for example, research ers from the Institute 

of Global Health at University College London, have developed and tested an approach that 

involves train ing local female facil it at ors to estab lish women’s groups and support a parti-

cip at ory and action- oriented process that strengthens the capa city of women in the 

community to take control of their health and that of their chil dren (Prost et al., 2013). The 

research ers found the applic a tion of this low- cost, scal able, and parti cip at ory model 

improves birth outcomes in a poor rural popu la tions in Nepal (Manandhar et al., 2004), India 

(Tripathy et al., 2010), Bangladesh (Azad et al., 2010), and Malawi (Lewycka et al., 2013). 

There is also evid ence that community mobil iz a tion efforts taken to scale have achieved 

signi fic ant health gains. For example, in Ethiopia a cluster random ized controlled trial 

showed that mobil iz ing women’s groups to effect ively recog nize and treat malaria at home 

led to a 40% reduc tion in under- 5 mortal ity (Kidane and Morrow, 2000). In Bolivia, as part 

of the Warmi project, women’s groups, led by a locally recruited woman facil it ator, and 

suppor ted through a community mobil iz a tion action cycle, discussed mater nal and newborn 

health prob lems. Strategies were developed, imple men ted, and assessed in cooper a tion 

with local leaders, men, and health workers. The project saw a 30% reduc tion in the neonatal 

mortal ity rate (O’Rourke et al., 1998). A recent system atic review by Cornish et al. (2014) 

also demon strates the poten tial of community mobil iz a tion in the context of HIV preven tion.

Mobile tech no lo gies and social media are chan ging the social land scape and commu-

nic a tion between people and organ iz a tions across the globe, offer ing new and excit ing 

oppor tun it ies for community mobil iz a tion. The poten tial of mobile tech no lo gies to take the 

prin ciples of community mobil iz a tion (i.e. facil it ate crit ical aware ness and empower 

people to push for change) to an unpre ced en ted scale is set to trans form health and 

devel op ment services glob ally (Zambrano and Seward, 2012). Future community mobil iz-

a tion programmes ought to harness current advances in mobile tech no logy in community 

mobil iz a tion, both to enable people to chal lenge and address the social inequal it ies that 

leave them vulner able in the first place, and to better engage with people in urban zones 

and areas with migrat ory and tran si ent popu la tions.

Challenges, uses, and abuses of community mobil iz a tion

While there are many examples of community mobil iz a tion strategies that have been 

success ful in improv ing health outcomes through out the world, not all community mobil iz-

a tion programmes succeed. Community mobil iz a tion is a process that depends on the 

inter per sonal skills and atti tudes of the stake hold ers involved. To help circum vent and 

prepare for some of the many chal lenges related to community mobil iz a tion, this chapter 

now outlines some common pitfalls.

• Power rela tions – it is import ant to be aware of the power rela tion ships within a 

community. Communities exper i ence power dynam ics and polit ics that are diffi cult  

for outside facil it at ors to under stand. Be aware of gender dynam ics; the sens it iv ity  

of certain topics; tensions between old and young; feuds between famil ies and  
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neigh bours; the role of community leaders; diffi culties in agree ing on community prior-

it ies and planned actions, respons ib il it ies, and times cales.

• Capacity- build ing – care should be taken not to under es tim ate the need for capa city- 

build ing. Inadequate support and train ing can lead to community apathy, frus tra tion, 

and demo tiv a tion, result ing in inac tion. Equally, capa city- build ing activ it ies should not 

assume that community members have no know ledge or exper i ence to incor por ate and 

build on.

• Time commit ments – community mobil iz a tion is a time- consum ing process, requir ing 

commit ment from both the facil it at ing agency and from community members. For 

community members, volun teer ing time can be a chal lenge, and some community 

members may feel over stretched and burdened by the process.

In addi tion to recog niz ing some of the chal lenges inher ent to community mobil iz a tion, 

health promoters facil it at ing community mobil iz a tion projects need to be aware of the risk 

of more power ful stake hold ers hijack ing and taking advant age of what community mobil-

iz a tion projects can offer, or in some cases, disguise, in order to support their own 

agenda. Potential ‘uses and abuses’ (cf. White, 1996; Cooke and Kothari, 2001; Mosse, 

2001) of community mobil iz a tion to be aware of include:

• ‘Facipulation’ – this terms describes the process by which community mobil iz a tion can 

be used as a guise to manip u late parti cipants in a partic u lar direc tion. In partic u lar, 

the process of facil it at ing community mobil iz a tion can be steered and guided to differ-

ent degrees and in differ ent ways, with the risk that some community mobil iz a tion 

projects may be ‘facip u lated’ to convince local people of the agendas of others.

• Appropriateness – it is possible that community mobil iz a tion and parti cip a tion may 

carry more signi fic ance for health promoters than it does for the communit ies parti cip-

at ing. This is partic u larly the case where chal len ging power rela tions and the status 

quo may be detri mental to the community and may leave them more vulner able, 

margin al ized, and exposed in some hostile envir on ments.

• Cheap solu tion – despite the health promo tion poten tial of community mobil iz a tion, it 

is not the respons ib il ity of community members to substi tute the role and respons ib-

il it ies of health insti tu tions and struc tures. Community mobil iz a tion should there fore 

not be used as a justi fic a tion for avoid ing neces sary health and welfare spend ing or 

seen as a cheaper goal than redu cing income inequal it ies.

Despite these chal lenges and poten tial ‘uses and abuses’, community mobil iz a tion 

contin ues to be ethic ally and prac tic ally funda mental to devel op ing health- enabling 

community contexts.

Activity 8.4

In this activ ity you will conduct a Strengths, Weaknesses, Opportunities, Threats 

(SWOT) analysis of a programme looking to develop healthy communit ies through 

community mobil iz a tion.

EITHER re- visit one of the two community mobil iz a tion programme case studies above 

to do this hypo thet ic ally, OR think of a community mobil iz a tion programme you are 

famil iar with. Consider the strengths, weak nesses, oppor tun it ies, and threats of the 

programme by complet ing a SWOT diagram (as illus trated in Figure 8.6). Strengths 

and weak nesses refer to internal factors facil it at ing or inhib it ing the programme, while 

oppor tun it ies and threats refer to external factors.

Activity 8.4

In this activity you will conduct a Strengths, Weaknesses, Opportunities, Threats 

(SWOT) analysis of a programme looking to develop healthy communities through 

community mobilization.

EITHER re-visit one of the two community mobilization programme case studies above 

to do this hypothetically, OR think of a community mobilization programme you are 

familiar with. Consider the strengths, weaknesses, opportunities, and threats of the 

programme by completing a SWOT diagram (as illustrated in Figure 8.6). Strengths 

and weaknesses refer to internal factors facilitating or inhibiting the programme, while 

opportunities and threats refer to external factors.
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Feedback

Through this process you should have iden ti fied both internal and external factors 

serving as either barri ers or facil it at ors in achiev ing the object ive of community mobil-

iz a tion activ it ies. Figure 8.7 high lights what some of the factors might be.

Figure 8.6 SWOT diagram.

Figure 8.7 Potential strengths, weak nesses, oppor tun it ies, and threats.

Feedback

Through this process you should have identified both internal and external factors 

serving as either barriers or facilitators in achieving the objective of community mobil-

ization activities. Figure 8.7 highlights what some of the factors might be.

Figure 8.6 SWOT diagram.

Figure 8.7 Potential strengths, weaknesses, opportunities, and threats.



Developing healthy communit ies through community mobil iz a tion 135

Summary

This chapter has intro duced you to community mobil iz a tion and offered a series of tools 

and approaches that can help you build healthy communit ies through community mobil iz a-

tion. More specific ally, you have learnt about the PLA cycle and how it can be flex ibly 

adapted to differ ent contexts, as long as it offers community members the oppor tun ity to 

develop a crit ical perspect ive about their health needs and the chance to develop community- 

driven responses. You have been intro duced to specific tools and methods for facil it at ing 

parti cip at ory learn ing and action, and seen how these tools can be applied in both small-  

and large- scale community mobil iz a tion programmes. You have also covered some of the 

poten tial chal lenges and ‘uses and abuses’ of community mobil iz a tion programmes.
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