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Welcome 

This manual provides guidance for holding listening sessions with communities and healthcare 
workers during a public health emergency and describes how to use this information to support 
a community-based emergency response. This approach is designed to support meaningful 
community participation that influences the emergency response. 

This manual draws on the experience of CARE's use of these tools during the Ebola and COVID-19 
public health emergencies in the Democratic Republic of the Congo (DRC). The tools and guidance 
included in this manual incorporate feedback solicited from community members, healthcare 
workers, health officials, and CARE staff through an evaluation, as well as the expertise of CARE’s 
global technical advisors who have years of experience implementing similar approaches in 
different contexts. This manual will show you how to use tools that support community listening 
through group discussions, group exercises, and facilitated conversations between community 
members and healthcare workers. The manual also provides tools for advocacy and action 
planning. Not all tools in this manual need to be used in every health emergency. This manual 
provides several tools, and it is up to you to decide which tools are best suited for your project’s 
objective, context, and target audience. We encourage you to adapt the tools to your context 
and your goals. 

 

Target Audience for this Manual 

This manual has been designed for public health officials, non-profit organizations, and other 
groups in the community who want to help community voices be heard during public health 
emergencies. This manual is designed for individuals and groups to assist them in incorporating 
communities into their response to public health emergencies. 

Note: “Facilitator” is used throughout this manual and refers to the person who is leading an 
activity. 
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1.1 What is CARE’s Approach to Support Community 
Listening,  Advocacy, and Action Planning During Public 
Health Emergencies? 

In this manual, we explain how CARE combined two community-based approaches that it has 
used successfully in non-emergency health programs in various countries around the world since 
2002: 1) Social Analysis and Action (SAA) and 2) the Community Score Card (CSC).  

These tools seek to:  
1. Guide discussions on community beliefs, attitudes, practices, and power dynamics that 

influence behaviors related to the response 
2. Identify key issues impacting health service delivery and use during the response 
3. Support the development of community-led advocacy and action plans to help address 

issues raised.  

Essential to this approach is the engagement of various groups and individuals, including 
community members, healthcare workers, government authorities, non-profit organizations, and 
others that can influence decisions to help improve the emergency response to meet the needs 
of everyone affected by the emergency.  

Social Analysis and Action (SAA) 

The first CARE approach used in this manual is the Social Analysis and Action approach. The first 
part, “social analysis,” means to have a group conversation where participants look at 
(“analysis”) how people talk and treat each other (“social”) during a health emergency. For this 
part, facilitators will lead a conversation about what happens during a health emergency, not 
just about how people talk with and treat each other, but also about what rules and attitudes 
(“norms”) guide how people act. By having these conversations (“social analyses”), the group 
can become aware of some ways that norms may be unfair or harmful to people. These discussions 
can help communities to discuss and determine if there are norms that negatively impact their 
health and move communities towards new norms that empower and uplift communities. 

The “action” part of “social analysis and action” happens after the discussions. The ideas from 
the discussions will help the group to take actions that will help reduce the negative effects of 
the health emergency on the community or help bring the emergency to an end.  

The process has three key parts: 

• Reflection and dialogue: Thinking about how the health emergency 
is affecting the community and talking about it together 

• Exploration of alternative views and challenging norms that are 
harmful: Talking about ways that the community may disagree, and 
discussing what is behind those disagreements 

• Moving towards action to shift norms for improved health outcomes: 
Talking about things the community can do together to improve 
everyone's lives during the health emergency, and what the 
community can do to help end the emergency 

Tools from this approach have been adapted to help identify and explore community beliefs, 
norms, practices, and power dynamics that influence behaviors that relate to public health 
emergency response. 

 

 

 

 

 
See CARE’s 
Global SAA 
Manual 
available online 
(click here). 

https://www.care.org/news-and-stories/resources/social-analysis-and-action-global-implementation-manual/
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Community Score Card (CSC) 

Community Score Card, or CSC, is CARE’s approach to engaging communities in creating 
accountability for high-quality and accessible health services. This means that individuals are 
responsible for ensuring that everyone can access the healthcare services that they want and 
need. The goal of the approach is to: 

• Build the confidence of community members to help make their 
wants and needs known to authority figures in the community 

• Build relationships between community members and authority 
figures in the community 

• Create spaces where community members can voice their opinions to 
authority figures in a way that moves everyone towards improved 
access to health services  

Tools from this approach have been adapted to help healthcare workers and community members 
build trust and work together to improve the delivery and use of health services during a public 
health emergency. 

 
 

 

social norms, leading  

 

 

 

 

 

 

 

 
 

 

 
 

See CARE’s 
Global CSC 
Manual 
available online 
(click here). 

https://www.care.org/wp-content/uploads/2020/05/FP-2013-CARE_CommunityScoreCardToolkit.pdf
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1.2 Do No Harm 

Whenever you do work with the community, even if it is meant to help everyone, it is very 
important to think carefully about whether you might cause someone harm, even without 
meaning to. In the past, there have been times when people working in communities have 
caused harm because they did not think carefully ahead of time about things that might happen 
as a result of their actions. For example: 

• Setting up meetings in places far from where people live – this may put certain people in 
danger due to the long travel and it might be expensive. 

• Providing gifts or money to people without providing some form of protection – this may 
cause these people to be harmed by family or other people who want the gifts or money. 

• Using leaders or influential people to identify participants and deliver health services – 
this might lead to certain people being included and certain people being excluded    

• Discussing “sensitive” topics, like gender or who has authority or family planning, 
without engaging the entire community – this might lead to harassment or violence 
against participants 

• Promoting or encouraging women and girls to access health services like family planning 
without addressing barriers – this can cause backlash from their families and communities 
against the girls 

When using this manual, it is important to think about how you might unintentionally harm the 
community or individuals in the community in the public health emergency response. Use the 
sections below to consider ways to prevent harm. 

Reflect and Discussion with Communities 

• Before holding discussions with community members, project staff should think 
about how to adapt this manual's tools and process to the context and culture 
of the public health emergency. This includes making sure that all activities and 
tools are translated into local languages, so they are easier to understand. 

• Facilitators should remind participants that sharing personal information is not 
required and that personal information should not be shared. No one should be 
forced to participate.  

• It is possible that participants will talk about gender-based violence during 
some activities. If a participant talks about something that happened to them, 
the facilitator should be ready to listen and provide a referral for support 
services. 

Exploration of Alternatives 

• When discussing beliefs, attitudes, and practices that are harmful to health, 
facilitators can encourage participants to come up with actions to address the 
issues they have identified. To support planning, facilitators may ask what, 
who, how, and when about an action. They can also ask participants about who 
in the community may support or oppose the planned actions. 

• If community members choose actions that might cause harm – to either 
participants themselves or other community members – facilitators should alert 
project managers and work with the group participants to identify appropriate 
alternative actions to prevent harm. 
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Action Planning 

• Change should be led by members of the community and should be based on local 
knowledge and local leadership.  

• Anyone who is using this approach should be familiar with the political situation, 
degree of press freedom, and government approach to human rights. If there is 
opposition to this approach, it is important to know what the consequences may 
be. 
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Preparation 
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2.1. Mapping Out Emergency Responders 

Before using this approach, you should try to learn about who else is engaged in the emergency 
response. This mapping exercise aims to understand existing work that supports community 
engagement: who is doing what and where? The activity supports coordination with other 
emergency responders and will help you determine the design and scope of your project so that 
it adds to other strategies to support community listening. If there are coordination groups 
dedicated to supporting health risk communication and community engagement as part of the 
emergency response, you should consider participating. Engaging in these groups will help to 
improve coordination of the emergency response. It will also improve the overall impact of the 
response.  

Mapping out emergency responders should be done with the support of local leaders, health 
leaders, government officials, non-profit organizations, including women and youth-led groups, 
and other emergency responders. 

This exercise is only the beginning of an ongoing relationship with other organizations and 
individuals responding to the emergency. It is recommended to engage authorities and other 
emergency responders when planning to use this approach and agree on the roles that each 
individual/group will play to support the different steps of the approach. These include design, 
implementation, review of findings, advocacy, and action planning. Engaging authorities and 
other emergency responders from the start will likely lead to building accountability for 
everyone engaging in the emergency response.  
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2.2 Adapting This Approach for Your Context 

A “design workshop” is a good starting point for planning the community listening, advocacy, 
and action planning activities. In the design workshop, the team leading this work will be 
introduced to the community-based tools used in this approach. The implementing organization 
and partners can strategize how they will support data collection, analysis, and sharing, assign 
responsibilities, and create a timeline for their work.  

Participants include members of the project team who will oversee 
the implementation of the approach, including key partners such as 
government partners, non-profit organizations, and community 
leaders. 

Goals: 
1. Introduce the project staff and their roles. 
2. Plan with stakeholders to ensure that project staff and partners 

agree on the goals, activities, and expected outcomes of the 
project. 

3. Decide on roles and responsibilities of each individual/group supporting the approach, 
including project staff, government partners, non-profit organizations, community 
leaders, and other emergency responders.  

4. Review existing data from your context to better understand how to select and adapt 
tools from this manual.  

 

 

 
 

 
 
 

 

  
In the DRC, CARE 
invited partners to the 
design workshop, 
including Ministry of 
Health officials and 
members of the Heath 
Area Improvement 
Planning Team.  
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3.1 Community Listening Tools: Understanding Beliefs, 
Attitudes, Practices, and How Authority Influences Health 
Behaviors in an Emergency 

Overview of the Tools 

These tools are designed to support community listening by using group discussions and group 
exercises to learn more about the emergency context. This context includes community beliefs, 
attitudes, practices, and authority that influence behaviors related to the emergency.  

Findings from these tools can help you make changes to your project that better meet the 
needs of all people who are affected by the emergency. The tools support community listening 
and amplify community voices to influence the response. Tools included in this section are:  

• Social mapping: A tool used with community members to identify important places, 
groups, and resources in the community; who owns, controls, and accesses these 
resources; and how gender, social, and power norms affect ownership, control, and 
access. During a health emergency, this tool can provide information on who has and who 
does not have access to resources that can support disease prevention practices and 
other health behaviors that support the emergency response.  

• Focus groups: 
o With community members: Focus groups with community 

members can provide insight into beliefs, attitudes, 
practices, and concerns held by community members. These 
focus groups can also help you to understand the 
relationship between healthcare workers and communities. 

o With healthcare workers: Focus groups with healthcare 
workers can provide insight into beliefs, attitudes, and 
practices within this group. Healthcare workers can also 
share their beliefs about the impact of the emergency on 
health services. You may also learn about the community’s 
access to and use of health services during the emergency. 

• Influencer analysis: A tool used with community members to identify who holds power 
and the extent to which these individuals/groups support or oppose parts of the 
emergency response.  

Planning 

The planning process for implementing these tools starts with a meeting of everyone involved 
in leading the discussions with community members and healthcare workers, supporting the 
data analysis, and sharing the findings. These parties include organizational staff, the Ministry 
of Health, and local health authorities and leaders. This meeting aims to: 

• Clarify roles and responsibilities for different individuals/groups involved 

• Discuss and define goals, process, and expected results 

• Discuss who will be included in the focus groups and request that your staff be 
introduced to leaders in the community 

Try to talk to a diverse group of community members so you hear more perspectives. CARE 
recommends separate discussions with different groups within the community, so each group 
feels supported. These different groups may include women, youth, people with disabilities and 
other groups depending on your context. You can request that community health workers or 
other health/community leaders help explain the discussion goals to community members. 
After the planning meeting, you should visit your project location to recruit participants for 
discussions and to select locations where you can have the focus groups. You  

 

 

 
If you are 
unfamiliar or 
uncomfortable with 
facilitating focus 
groups, this 
resource from FHI 
360 may be helpful 
(click here). 

 

https://www.fhi360.org/sites/default/files/media/documents/Qualitative%20Research%20Methods%20-%20A%20Data%20Collector%27s%20Field%20Guide.pdf
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should choose participants for different activities with the help of local health and government 
authorities. 
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1. Social Mapping 

Social mapping is the first tool that is recommended for use to support community listening.  

Purpose of the tool 

To identify and understand the important places, groups, and resources in a community; who 
owns, controls, and accesses these resources; and how gender, social, and power norms affect 
the control, use, and access of resources. During the social mapping exercise, participants are 
asked to draw their communities on paper and talk about inequalities they see related to 
access to healthcare and other important resources during the health emergency.  

Time required 

1.5 hours 

Materials needed and other preparation required 

Flip chart papers, markers or sketch pens of different colors, index cards or sticky notes, tapes; 
crayons, chalk, or colored powder if the mapping is done on the ground 

 

Steps 

1. A leader in the community (health leader, government leader, or other community leader) 
will introduce the facilitators. The facilitators will then introduce themselves briefly. The 
facilitators should provide information on the process, ground rules, especially related to 
safety during an emergency (for example, physically distancing during COVID-19), and the 
importance of respect for other people's opinions and feelings during this exercise. 

2. Explain the purpose of the exercise: 

A social map is a representation of the area where you, the participants, live. It provides 
the boundaries of the area, the infrastructure (for example, the roads, water supply, 
schools, playgrounds, places of worship, health clinics, other public spaces) and is shown 
in a map.  
 
The map allows you to describe the resources in your community and will help us better 
understand the most important places in the community, who can access them, and how 
gender, age, social, and power norms affect access to these places. 

3. Divide participants into three groups: men, women, and youth. 
4. Ask each group to use the next hour to draw a map of the community on a flipchart or on 

the ground. Each group should start with the spot where this meeting is happening or a 
major landmark, such as a road leading to the community. The participants can add some 
of these things using symbols: 

• Roads, drainage, and other infrastructure 

• Neighborhood boundaries 

• Important locations and people – government and privately owned – such as health 
centers, hospitals, schools, village elders/leaders, local government offices, public 
drinking water sources, electricity lines, markets, shops, religious centers  

• Where there are meeting places for different groups (men, women, youth, other 
groups) 
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• Individual streets are identified by certain categories – such as streets where the rich 
or those in power live and the streets where poor individuals live.  

5. Use symbols or pictures to identify each institution and public place on the map. Add a 
drawing to the map that shows the symbols/pictures and their name so everyone can 
understand what is on the map. 

6. After the mapping is done, use the next half hour and the following questions to lead a group 
discussion. In the emergency context, you can also ask if and how the situation has changed 
during the emergency.  

• Are there any institutions and resources that are accessed only by men or women? 
Why? Why not? 

• Are there any institutions or resources that only certain age groups or caste/classes 
can access? 

• Is there any space where neither men, women, boys, nor girls have access? Why? 

• Are there any groups that specifically target women and girls? 

• Who controls different institutions? Who controls access to public resources, such as 
those offered by the government? 

• Do these institutions and resources benefit women and men equally? Why? Why not? 

• Which are the places where people do not go often and why do they not go there? 

• Are there specific people who are not allowed to access some places? Is it dangerous 
for them to go there? Why?  

• Are there specific areas where poorer members of the community reside? Are these 
groups treated differently? If yes, how so?  

• What kinds of services are you missing in terms of quality and availability? How has 
this changed during the emergency? Who is most impacted?  

7. After the discussion, ask participants to reflect on what they have learned from the exercise.  
8. Encourage participants to share what issues were discussed and what they learned with their 

family and friends who were not present if they feel comfortable doing so. Remind them that 
personal information should be kept within the group. Finally, ask participants to think about 
how to deal with some of the issues discussed during the session. These reflections should be 
captured and shared with emergency responders to support advocacy and action planning. 

9. Document the session by taking photos of each group's work and compiling notes taken by 
facilitators throughout the session. Annex A contains a template for notetaking for this 
exercise. 

Notes for Facilitators 

Social mapping allows the community to reflect on access and use of resources and services and 
the ability of people to safely move about in the community. This exercise results in data that 
can help with designing and improving effective emergency responses. For example, you could 
learn that vaccines are being provided at a location that most people cannot access because it 
is too far. Or maybe vaccines are only being provided at times when most individuals are at work. 

If the participants are broken into groups by gender and age, the discussions can focus on a social 
map from a man’s perspective, a woman’s perspective, a young person's perspective, how these 
are different, and why they are different. Depending on your context, you may choose other 
groups to consider.  
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2. Focus Group Discussions with Community Members  

The same community members included in the social mapping exercise can be included in the 
focus group discussions. If it is easier for participants, the focus groups can be scheduled for 
right after the social mapping exercise. Different types of questions are suggested below, and 
you can design specific questions based on your context.  

Purpose of the tool 

To learn more about community beliefs, attitudes, and practices related to the public health 
emergency, including use of health services. 

Time required 

2-3 hours 

Materials needed and other preparation required 

Flip chart papers, markers, or sketch pens of different colors, index cards or sticky notes, and a 
pen and paper for the facilitators 

 

Steps 

1. A leader in the village (health leader, government leader, or other community leader) will 
introduce the facilitators. The facilitators will then introduce themselves briefly and thank 
the community members for their time and for agreeing to participate. 

2. Explain the purpose of the exercise: 
 
Our organization is implementing . . . [explain the purpose of your organization's project]. 
 
We would like to use these discussions to learn more about your and the community's beliefs 
and practices related to the public health emergency. Although not everyone in the 
community can participate, we hope that you will be able to share your own beliefs and 
those that exist within the community. We want to learn from you so we can better 
understand your beliefs about the emergency. We will use this information to improve the 
emergency response. 
 

3. Remind participants about the importance of not sharing personal stories they hear in focus 
group discussions. 
 
Everything said here will only be used to understand beliefs and challenges related to the 
health emergency and to advocate for improvements in the emergency response. We will 
not record your name. We may need to use a computer or phone to record the discussion 
to allow us to listen again and make sure we do not forget anything important, but your 
names will not be mentioned. We guarantee that the facilitators will respect your privacy 
and we ask other participants do the same. 
 

4. Ask participants if they have any questions. 
5. Divide participants into 3 groups: men, women, and youth. Based on your context, you may 

choose to support discussions with additional groups.  
6. Request that each group chooses their own leader who will take notes and present back to 

the entire group later. 
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7. Move groups to their designated spots and give them 3-4 flipchart pages and a marker. There 
should be at least one facilitator per group who can help when asked. Otherwise, the 
facilitator should take notes without participating in the discussion, other than asking each 
question. 

8. Each group should have about an hour to work through the questions below. 
9. After each group works for about an hour, they can come together for presentations and 

discussion. This part of the activity may take up to 1.5 hours. If you are planning to record 
the session, tell this to the participants. If they would like to participate without their voice 
being recorded, they can alert you, and you can turn off the recording and write down what 
they said. 

10. The leader of each group should present their discussion for 10 minutes. Then, the entire 
group can discuss their presentation for 15 minutes. The facilitators should take notes during 
the presentation and discussion. 

11. After the presentations, the facilitator should summarize the discussion back to participants, 
question by question, and ask them to say if anything was recorded incorrectly and how to 
fix the summary. 

12. After the discussion, facilitators should collect all the flip charts. 

Notes for Facilitators 

If the participants are separated into groups by gender and age, the discussions can focus on a 
man’s perspective, a woman’s perspective, a young person's perspective, how these are 
different, and why they are different.  

There should be at least one facilitator for each group and one lead facilitator for the big group. 

If you decide to use the activities in Section 3.3 of this manual, the focus group facilitators can 
ask for volunteers to participate. In these activities, community members and healthcare workers 
will discuss issues that impact health service delivery and use during the emergency. The 
information from focus groups will be the base for these discussions. You should try to include 
representation from each of the groups (example: men, women, and young people). 
 
In Annex B, there is a template for notetaking. 

Categories and Example Questions 

• Beliefs and practices to prevent the spread of the disease (if the health emergency is an 
outbreak). Questions in this section explore what people have heard about the 
emergency, what people believe about the emergency, how important people believe it 
is to prevent the spread of the disease linked to the emergency, which recommended 
behaviors are easier or harder and why, and what could help improve the use of 
recommended practices. Examples include: 
o What have you heard about the emergency? What do you think of the situation?  
o Which recommended behaviors are easy to practice? Why? 
o Which behaviors are not easy to practice? Why? 
o What do you think would help improve practices to prevent the spread of the 

outbreak in this community?  
o *If a vaccine is available and accessible, you may explore beliefs about the 

acceptability of this vaccine. Examples include: 
▪ What have you heard about the vaccine? 
▪ How likely are you to get vaccinated once a vaccine becomes available?  
▪ What would influence your decision?  

• Beliefs and practices related to use of health services. These questions explore how 
people view health facilities during the health emergency, if there are new or more 
barriers to accessing services, and if there is fear associated with visiting health 
facilities. Examples include:  
o How do people talk about health facilities during health emergencies? 

•  
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o What does your community think about people who go to health 

centers during the emergency? 
o What do you think is working well that helps people use health services during the 

emergency? 
o What is not working well that stops people from using health services during the 

emergency? 

• Additional beliefs and social relationships related to power and decision-making during the 
emergency. These questions explore other traditions in the community that impact 
people’s decision making, such as traditions that conflict with following recommended to 
prevent disease spread or go to the health center. You can also explore other beliefs that 
are important for the response, such as trusted sources of information.  
o Is there a common tradition in your community that is impacting people’s health 

during this health emergency? For example, a belief that contributes to the spread of 
the disease or impacts the use of health services. 

o Who follows this norm and how? 
o How do people make decisions about when to seek healthcare in your community?  
o Which sources of health information do you trust in the community? Which sources do 

you trust less? Why?  
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3. Focus Group Discussions with Healthcare Workers 

Healthcare workers can be recruited during the initial visits to 
your project location. During this time, you can also determine 
the location, date, and time of the focus groups. There are some 
sample questions below that can be adapted to your context for 
use with healthcare workers.  

Purpose of the tool 

To learn more about healthcare workers’ beliefs, attitudes,  
and practices related to the emergency and how health  
service delivery and use have been impacted. 

Time required 

2-3 hours 

Participants 

Participants can include any individuals that work in healthcare. They can be clinicians who 
provide medical services such as doctors, nurses, and community healthcare workers and non-
clinicians who do not provide medical services but support health services, such as administrative 
staff working in health facilities. 

Materials needed and other preparation required 

Flip chart papers, markers, or sketch pens of different colors, index cards or sticky notes, and a 
pen and paper for the facilitators 

 

Steps 
 
The focus group with healthcare workers follows the same steps as 
the one with community members (see the previous section). For 
this group, there are suggested topics and questions below. 

Notes for Facilitators 

If the participants are separated into groups of medical and  
non-medical health staff, the discussions can focus on  
their perspectives of healthcare service delivery, how these  
are different, what these are differences, and why.  

There should be at least one facilitator for each group and one lead 
facilitator. 
 
In Annex B, there is a suggested template for notetaking during these focus groups. 

 

 

 

 

 

 
In the DRC, CARE and 
Ministry of Health 
officials held two 
healthcare worker focus 
groups per health area. 
There were 100 total 
participants (10 medical 
and 10 non-medical staff, 
in separate groups, per 
health area). 

 

 
In the DRC, example 
issues identified in the 
focus groups include:  
1. Lack of trust in health 
services leading to fear of 
going to health centers. 
2. Rumors and wrong 
information related to 
COVID-19. 
3. Lack of trust and stigma 
against foreigners. 
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Categories and Example Questions 
 

• Beliefs and practices related to preventing the spread of the emergency and use of 
health services. These questions explore how healthcare workers see the emergency, 
what is and is not working well to support preventive practices, what is and is not 
working well to support the continued use of health services, and what can be done to 
support healthcare use and preventive practices. Examples include:  

o How would you describe the use of preventive practices to reduce the spread of 
the emergency in health facilities? In the community? 

o What works well to support preventive practices in health facilities? In the 
community? What makes using preventive practices hard? 

o What works well to support the continued use of health services? What makes it 
hard?  

o How are services at your health center organized to accommodate patients during 
this emergency? What measures have been implemented to support infection 
prevention? 

• Beliefs, risk communication, and community participation. The questions here explore 
beliefs about good ways to encourage communities to use recommended practices and 
participate in the emergency response. Questions explore trust relationships between 
healthcare workers and community members and rumors or incorrect information 
linked to the emergency. Examples include: 

o Does the community trust healthcare workers in this community? What helps to 
build trust? 

o What rumors about the emergency exist in this community? 

o How does this community view the health center during this emergency?  

• Healthcare workers’ beliefs about access to healthcare services during the emergency. 
The questions below explore healthcare workers’ beliefs about how health services 
have been affected by the emergency and the main barriers that prevent people from 
accessing health services during the emergency. Examples include:  

o How have health services been affected by the health emergency? 

o What do you think are the main barriers that prevent people from accessing health 
services? How are these barriers different for women? Men? Youth?  

o Is there fear related to seeking health services during this time? If yes, please tell 
me about it. 

• Additional beliefs and social traditions related to power and decision-making during the 
emergency. These questions explore beliefs or social traditions followed in the 
community that impact people’s decision making, including access to health services.  

o Is there a predominant cultural tradition or practice in this community that affects 
people's access to quality healthcare services? 

o Who follows this practice and how? 

o How does this belief or practice affect your work at the health facility during this 
time? 
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4. Influencer Analysis 

Influencer analysis helps the community to see where there are 
powerful individuals in the community and how much they  
support or oppose parts of the emergency response.  

Purpose of the tool 

To identify people with influence in the community and talk  
about their potential roles in influencing decision making in a 
community during an emergency.  

Time required 

1 hour 

Materials needed and other preparation required 

• Flip chart paper, bold markers, or sketch pens of different colors, cards, and adhesive 
tape.  

• Prepare index cards with the following headings: Supporters; Resisters 

• Choose an issue or practice to discuss that is related to the response, such as a 
recommended practice to prevent disease transmission. Facilitators can choose a practice 
discussed during the FGDs. 

 

Steps 

1. Introduce the tool. Explain that it is important to know who 
the influencers are, how they view the emergency response 
and if they support a certain issue/practice or challenge it.  

2. Ask the group to list out the people who influence the 
issue/practice in question, listing each influencer on a 
separate card. For example, if the response is promoting a 
new vaccine, key influencers may include healthcare 
workers, Ministry of Health representatives, religious 
leaders, traditional healers, village chiefs, etc. 

3. Next identify the target group or groups who should be 
influenced regarding this issue/practice. For example, a 
group could be unvaccinated adults who are older or who 
have underlying health conditions.  

4. Once the list is complete, place an index card for each 
target group on a surface and ask the participants to place 
influencer cards around it in the following way:  

• The closer the influencer card to the target group, the more important the 
influencer. The importance here means how easy it is to talk with this influencer in 
hopes of changing their perspective on the issue/practice and how much influence 
they have on the decisions made by the target group regarding the issue/practice.  

• The further the card from the target group, the less important the influencer. 
5. Next, ask the participants to draw lines between the influencers and the community in 

the following way:  

• The thicker the line, the more supportive the influencer is related to the 
issue/practice  

• The thinner the line, the more resistant the influencer is related to the 
issue/practice  

 

 

 

 

“I’m not getting vaccinated 

because I don’t see my 

leaders getting vaccinated. 

If they aren’t getting 

vaccinated, that means 

there is something 

suspicious happening. So I 

won’t get the shot.”  

Community member, DRC 

 

In the DRC, influencer 

mapping identified 

traditional healers as 

highly influential. As trust 

between healthcare 

workers and community 

members lessened during 

the Ebola outbreak, 

community members 

looked for health 

guidance and remedies 

from traditional healers. 
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6. To make the analysis easier, the information can be put in the form of a table, as shown 
in the example below, ranking importance from low (1) to high (4). 

 

Example of issue or practice: COVID-19 vaccination 

Influencers Importance Supporter or resister 

Healthcare provider 2 Supporter 

Village leader 3 Supporter 

Religious leader 4 Resister 

Traditional healer 3 Resister 

 
7. Ask the participants to think of strategies to change the opinion of the influencers if they 

are resisters. Each strategy should be written on a separate card and placed next to the 
appropriate influencer. For example, participants should have an idea of where influencers 
stand (for or against), how much they are for (or against) and how much influence they 
have in order to define actions that will improve practices that support the emergency 
response. It can be helpful to place influencers in the following categories. 

 

A. Influencers who are 
in favor and have a lot 
of power and influence. 

B. Influencers who are in 
favor with less power 
and influence. 

C. Influencers who are 
against with a lot of 
power and influence: 
these should be 
prioritized. 

D. Influencers who are 
against with less power 
and influence: these do 
not need to be 
prioritized. 

 
8. Guide the participants to think about which influencer to talk to first and how to change 

their opinion. The following questions will help you arrive at a decision:  

• Why is the influencer important in challenging a particular practice or issue? 

• What is the community’s relationship with the influencer? 

• Is it better to aim to partner with influencers who are easier to access or more difficult 
influencers who may be the most able to change other people's opinions? 

• What are the roles different influencers can play in changing practices associated with 
the emergency response?  

• What are the consequences if people do not follow the recommended practice?  

• Who are the most powerful influencers needed to support action to change the 
practice?  

• Who are the most powerful influencers who would resist the change process?  

• How can influencers support the practice?  
9. Close the discussion by responding to any questions or concerns from participants. Then, 

remind participants that we are seeking change so that the lives of everyone in the 
community improves. To do that, we must work with influencers, even though some may 
resist change. Thank participants for their work and for being part of positive change in 
the community. 

10. Remind participants that personal stories and experiences shared during the discussion 
should be kept within the group. Encourage participants to share the issues discussed and 
what they learned with their family and friends who were not present if they feel 
comfortable doing so. Finally, ask participants to think of how to deal with some of the 
challenges discussed during the session. 
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11. Document the session by taking photos of each group's work and 
combining notes taken by facilitators. 

Notes for Facilitators 

Engagement with influencers should be unique and strategic. Some 
practices and beliefs to be challenged are essential for the influencers 
to keep their power and challenging such traditions will be strongly 
resisted by such influencers. Other influencers will be important allies 
in challenging harmful practices. 

 

 

 

Consider using a 

digital tool to 

collect data for all 

activities/meetings 

to save paper and 

make it easier to 

share data. 
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5. Additional Optional Resources 

You can use other data collection options beyond social mapping, focus group discussions, and 
influencer mapping. These tools may help explore topics that are not thoroughly explored in 
other activities. 

Rapid Gender Analysis 

The Rapid Gender Analysis tool explores how gender and power 
relationships can contribute to exclusion, discrimination, and different 
health outcomes between men and women. Rapid gender analysis helps 
to inform what issues to focus on, which indicators to track, and if 
additional topics should be discussed in community dialogue sessions. 
This process helps projects to be better targeted and contextualized. 

Online Resources  

Implementation does not need to only include data that you collect. You 
can also look at other reliable sources for information related to the 
emergency, such as the Social Science in Humanitarian Action Platform.  

 

 

 

 

 

  

CARE provides a 

toolkit for Rapid 

Gender Analysis 

online (click here). 

 
Emergency 
responders share 
reports on the 
Social Science in 
Humanitarian 
Action platform 
and this 
information may 
be helpful for 
planning your 
intervention. To 
view this website 
(click here).  

 

https://insights.careinternational.org.uk/in-practice/rapid-gender-analysis
https://www.socialscienceinaction.org/
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6. Documentation 

Information gathered in this section should be documented and shared with partners to raise 
awareness of key issues related to the health emergency and any recommendations to improve 
the response.  

In Annex C, there is a suggested framework for documenting and reporting on the results of 
these tools. 
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3.2 Community Listening Tools: Facilitating Discussions 
with Community Members and Healthcare Workers to 
Prioritize Issues Impacting Health Service Delivery and 
Use in an Emergency 

Overview of the Tools 
 
This section uses tools and methods adapted from CARE’s Community Score Card approach to 
identify, prioritize, and address issues impacting health service delivery and use in a health 
emergency.  
 

Tools and steps included in this section are:  

• Prioritization of issues impacting health service delivery and use: this tool includes a 
simple table to document issues impacting health services from the perspective of 
community members and healthcare workers. The table also includes a space to rank 
issues to remember which are most important to address and the reasons supporting this 
choice.  

• Indicator development: this additional table guides the process of clustering issues into 
groups that can be described as an indicator to “score” and developing a “scoring 
matrix”.  

• Indicator scoring: this step includes meeting with community member and healthcare 
worker groups to “score” the indicators to decide which issues are most important to 
address and why.  
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1. Prioritization of Issues Impacting Health Service Delivery 
and Use 

This first step is to create a score card for the community and for healthcare workers to assist 
in prioritizing issues. This will create a way to track health service delivery improvements. This 
process involves reviewing findings from previous focus groups on issues related to health 
service delivery and use, building on these issues, and ranking issues to identify the most 
important ones. 

Time required 

1-1.5 hours 

Participants 

Separate focus groups in each project location with community members and healthcare 
workers. For community members, have separate discussions for each group, including women, 
men, and youth.  

Materials needed and other preparation required 

• Flip chart paper and markers or pens 

• Each group should have at least two facilitators – one to lead the discussion and one to take 
notes. 

 

 

Steps 

1. Invite a group of community members and 
healthcare workers to discuss issues impacting 
health service delivery and use. For community 
members, separate the group into smaller 
groups for women, men, and youth. Each group 
should first meet separately to share ideas 
about key issues impacting service delivery and 
use. Facilitators should present findings on 
issues impacting health services from the 
previous focus groups. Building on these 
findings, facilitators can then ask the following 
questions to invite ideas from each group. The 
questions can be asked to learn how the project 
can help health facilities continue to provide 
essential health services that community 
members can continue to access during the 
emergency. 

• Which health services are you still able to 
access during the emergency?  

• Which health services are you no longer 
able to access because of the emergency?  

• What can be done to support access to 
health services?  

 

 

 

Examples of issues identified in  

DRC: 

1. COVID-19 vaccine rumors 

2. Poor use of COVID-19 

prevention measures  

3. Resistance of some community 

members and healthcare 

workers to be vaccinated 

against COVID-19 

4. Low motivation of providers 

assigned to COVID-19 

vaccination sites 

5. Wrong information from some 

community members about the 

consequences of self-

medication  

6. Insufficient quantity of drinking 

water in some health facilities 
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2. A facilitator should note the issues generated by each group on flipchart paper, but only 
once a group has agreed on which issues should be listed. The group should cluster issues 
that are similar. For all issues, the facilitator should prompt for ideas to improve the 
issues.  

3. Once the issues have been identified, the facilitator will lead the group through prioritizing 
the top 3-4 things to address that are impacting health services during the emergency. The 
group will name the issue, rank its priority, and give reasons for the ranking. The table 
below is a template for recording this information. 

Note that there are different options that can be used to support the issue ranking, 
including using a number scale (0-5), descriptive words (low, medium, high) or (bad, okay, 

good) or even facial expressions (☹, 😐, 😊). The last option may be particularly helpful 

in lower literacy populations.  
 

Example of issue prioritization by group: Community members 

Issue 
Priority 

(1 = highest) 
Reasons 

Many community members don’t 
practice measures to prevent 
COVID-19 

1 
• Lack of awareness and acceptance of the 

importance of using COVID-19 prevention 
practices 

Wrong information from some 
community members about the 
consequences of self-medication 

1 
• Poor information about the consequences of 

self-medication 

Poor leadership in some health 
facilities is negatively impacting the 
quality of health services 

2 

• Weak leadership from health facility managers 

• Managers not following the recommendations 
from supervisors or instructions from the 
Ministry of Health 

• Lack of running water available in health 
facilities and sometimes women are asked to 
collect it 
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Example of issue prioritization by group: Healthcare workers 

Issue 
Priority 

(1 = highest) 
Reasons 

Community members are not going 
to health facilities for services  

1 

• There are many unofficial health and 
pharmaceutical dispensaries outside of the 
health system (e.g., traditional healers) 

• Low trust between community members and 
healthcare workers 

Wrong information shared by some 
community members about the 
consequences of self-medication 

2 

• Individuals have heard bad information and 
share it with others 

• The response has poor risk communication on 
the consequences of opting for self-care/use 
of non-medical remedies over the use of 
recommended prevention and treatment 
protocols by health experts 

Community members are not 
practicing measures to prevent 
COVID-19  

1 

• Lack of awareness and acceptance of the 
importance of complying with prevention 
practices 

Lack of running water and other 
supplies make it difficult to follow 
infection prevention and control 
protocols 

1 

• The health facility relies on a borehole, making 
it difficult to ensure a good water supply 

• Lack of water and other supplies prevent 
healthcare workers from following protocols 

 
 

4. The groups can then be gathered together. The lead facilitator will thank the participants 
for their time and explain that the issues will be turned into indicators that will be scored 
at the next meeting. The facilitator and groups should then agree on the location, date, 
and time of the next meeting.  
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2. Indicator Development 

Next, the project team will take the information from the 
discussion with community members and healthcare workers and 
combine issues into themes that are common across all the 
groups. These themes will then be changed into indicators 
included in a “scoring matrix”.  

After the facilitation team creates the indicators and enters 
these into a scoring matrix template, the matrix will be shared 
so each group can score the indicators. To develop indicators, 
look at the themes that are related and aim to develop a 
statement that is neutral (neither suggesting something bad or 
good) so that it can be scored. For example, if there are 
concerns about having enough water and other supplies in health 
facilities so that people will not get sick, an example indicator 
can be: Ability to implement infection, prevention, and control protocols in health facilities.  

To help make sure that everyone understands the meaning of the indicators and agrees that 
these are the main indicators to prioritize, it can be helpful for facilitators to share the 
indicators with their groups for feedback before starting the scoring process. Facilitators should 
work together to update the matrix if anyone thinks changes should be made. Once a final 
matrix is agreed upon by group members, the group can proceed with the next step: indicator 
scoring. 

You can see the example scoring matrix below that has example indicators for issues discussed 
in all groups.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Example of developing indicators from themes 

Theme Indicator 

Community members are not using 
health facilities for health services 

Level of attendance at health facilities 

Community members are not practicing 
prevention measures, including 
following protocols at health facilities 

Community adherence to COVID-19 
prevention practices and protocols 

Some community members are 
spreading disinformation about the 
consequences of self-medication, 
increasing the use of self-care using 
non-medical remedies 

Level of understanding in communities 
on the consequences of self-medication 

Lack of running water and other 
supplies make it difficult to consistently 
follow infection prevention and control 
protocols 

Ability to implement infection 
prevention and control protocols in 
health facilities 

 

 

 

In the DRC, example 
indicators from one 
health area included: 
1. Level of attendance at 
the health facility 
2. Level of communication 
between healthcare 
workers and the 
community 
3. Drug supply quantities 
at the health facility 
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Example of developing a scoring matrix 

Group: 

   Date: 

 Location: 

Indicator 

Score Reasons 

Very 
bad 
(1) 

Bad 
(2) 

Just 
okay 
(3) 

Good 
(4) 

Very 
good 

(5) 

Level of attendance at health 
facilities 

 
    

 

Community use of COVID-19 
prevention practices  

 
    

 

Level of community 
understanding of the 
consequences of self-
medication  

 

    
 

Ability to implement infection 
prevention and control 
protocols in health facilities 
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3. Indicator Scoring 
 
Facilitators will meet with their individual group (men, women, youth, healthcare workers) to 
score the indicators. Each group will first discuss and score the indicators in the matrix 
separately from the other groups. The different stages of this process provide opportunities for 
community listening and the tables help document content that can be used to inform 
advocacy and action planning with various influencers. 

After community subgroups complete the scores, representatives from each group will come 
together to decide on scores to include in a combined matrix. The healthcare workers will 
complete the same exercise to create one scoring matrix representing their views. The scoring 
process is done to help participants apply a rating to the indicators to highlight which issues are 
most important to address.  

 
Time required 
 
1-1.5 hours 

 
Materials needed and other preparation required 
 
Flipchart paper and markers or pens 
 

 

 
Steps: Session 1: Community group scoring of indicators by subgroups 
 
1. The lead facilitator for each group welcomes participants, describes the activity, and its 

purpose.  
2. The facilitator presents the indicators created by the facilitators in the scoring matrix.  
3. Starting with the first indicator, the facilitator asks the group to give it a score. Make sure 

the group has agreed on a score before writing it. Check that the score best represents the 
views of all members of the group. Ask for the reason for the score and add it to the 
scoring matrix. For low scores, ask how the score can be improved. For high scores, ask 
how the score can be maintained. 

4. Repeat the process for all indicators in the scoring matrix. 

 
Steps: Session 2: Community group scoring of indicators representing all community 
groups 
 
1. Each community subgroup selects a few representatives to join a discussion to consolidate 

the scores into one matrix.  
2. Repeat the steps outlined above in order to complete one matrix that represents all 

community groups.  

 
Steps: Session 3: Healthcare worker group scoring of indicators 
 
1. Complete the steps outlined in Session 1 above to create a completed scoring matrix for 

the healthcare worker group. 

 
Notes for Facilitators 
For inclusiveness, the facilitator should encourage participants that seem to be quiet or are 
unable to speak up during the scoring process. 
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Example of scoring matrix completed by healthcare workers 

Group: Healthcare workers 

Date: 10/01/2020 

Location: Health area 1 

Indicator 

Score 

Reasons 
Very 
bad 
(1) 

Bad 
(2) 

Just 
okay 
(3) 

Good 
(4) 

Very 
good 

(5) 

Level of attendance at 
health facilities 

  X  

 • Many community 
members do not 
think they need to 
go to the health 
facility 

• Many community 
members go to 
traditional healers 

Community use of 
COVID-19 prevention 
practices    X  

 
• Lack of awareness 

or acceptance of 
the importance of 
practicing COVID-19 
prevention 
measures 

Level of community 
understanding of the 
consequences of self-
medication  

 X   

 
• Some community 

members are selling 
remedies, and some 
are spreading false 
information about 
choosing self-
medication over 
visiting health 
facilities 

Ability to implement 
infection prevention 
and control protocols 
in health facilities 

X    

 • Inconsistent water 
supply and lack of 
other supplies 
makes it difficult to 
follow protocols 

• We sometimes do 
not have masks or 
gloves to wear 
when providing 
services 
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3.3 Advocacy and Action Planning 

1. Interface Meeting Bringing Community Members and 
Healthcare Workers Together 
 
The interface meeting is where healthcare workers and community 
members come together to talk about issues impacting health service 
delivery and use. In this meeting, community members and healthcare 
workers will each present their score card and discuss the reasons 
behind the indicator scores.  
 

Questions are encouraged by both sides to help with understanding of 
the issues and perspectives on what is causing the issues. Good 
facilitation is required to avoid blame and create a space for 
respectful discussion. After the discussion, both groups will work 
together to develop a joint action plan to help address the priority 
issues. 

Planning 
 
The interface meeting will bring together participants from each 
group who have participated in the score card process along with other 
relevant influencers. It is important that key decision makers 
(community leaders, district officials, ministry officials, non-profit 
organizations, and other emergency responders) are present to 
provide feedback on the issues and take responsibility for supporting 
advocacy and actions to address issues, depending on their role.  
 

Although the meeting should only take one day, it does require some 
planning, such as space for the event, transportation, payment, and 
meals. The implementing organizations should make sure to have a 
planning meeting with stakeholders to agree on meeting guidelines as 
well as to determine the location, date, and time of the interface 
meeting, to prepare logistics, such as purchasing supplies and ensuring 
access to transportation and food, and to prepare invitations for the 
event. 

Time required 

2.5-3 hours 

Materials needed and other preparation required 
 
• Flip charts from meetings with healthcare providers and community members, tape and 

flip chart paper and markers, enough for two stations per scoring matrix location  

• Before the meeting, choose a place to have a “gallery”, where you will hang up the flip 
chart papers from the previous discussions. Participants in the interface meeting will walk 
through the “gallery” before working in groups. 

 

 
 

 

  
What is NOT part 
of this process? 
• It is NOT about 
finger-pointing or 
blaming.  
• It is NOT 
supposed to 
create conflict. 

 

 
In the DRC, 5 
medical 
providers, 5 non-
medical 
providers, and 2 
community 
members were 
selected to 
participate from 
each set of focus 
groups. 
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Opening remarks, introductions, and review of the agenda 
 
All facilitators should introduce themselves briefly. As an introduction exercise, participants 
may be invited to participate in an ice breaker, such as singing a song, telling a story from the 
community, or another activity that will help to build familiarity. Lastly, the project lead will 
review the agenda with participants, so they know what to expect from the meeting. 

Review objectives and expected results 
 
Next, a facilitator or the project lead can take participants through the objectives of the 
meeting: 

 

During this interface meeting, we are gathering healthcare workers and community members 
who contributed to the scoring matrix process in each location to combine the results of the 
score cards. In this meeting, first we will do a “gallery” walkthrough. We posted the flipchart 
pages from each focus group on the walls. We will take some time so you can walk around and 
look at the ideas generated in each location and by each group. Then we will meet as a larger 
group, combining healthcare workers and community members from each location. Both 
community members and healthcare workers will have the opportunity to present their score 
card and the reasons for the scores provided for each indicator. We want to encourage discussion 
on the issues impacting services, the reasons contributing to these issues, and what can be done 
to make improvements. We will capture the discussion in a joint action plan that includes 
timelines and persons responsible for leading each action.  
 

Then the lead will explain the expected results: 

 

After discussing indicator scores, you will work on creating an action plan for your location. We 
will meet together in each location to evaluate progress towards the indicators and action plan.  

Gallery presentation 
 
Invite the participants to walk around your 
“gallery” and view the flip chart pages from 
each of the score cards. Although you will 
provide participants with the flip chart pages 
from the healthcare worker and community 
score cards in their location, participants may 
find inspiration looking at the results of the 
discussions in other locations, if available. 

Presentations 
 
The community members will present their indicators and scores and suggestions for 
improvement or maintaining performance. Next, healthcare workers will do the same. 

Discussion 
 
After the presentations, there should be an open 
dialogue where community members and 
healthcare workers can discuss their separate 
scores and reasoning. Each side will have the 
opportunity to ask and answer questions from 
others.  
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Advocacy and action planning 
 
After the discussions, participants can jointly decide which issues to address first, listing issues 
on a flipchart in the desired order. Next to each issue, participants will write actions for 
improvement. 
 
Facilitator's note: Remember to keep the group realistic. Ask questions like: 

• What are the key issues we want to talk about?  

• What issues are the most possible to improve? 

• What is short-term and what is long-term? 
 
Based on the discussion, participants can group similar issues together and categorize under a 
theme name.  
 
Participants are invited to discuss each theme and to write suggested actions for improvement. 
A facilitator can support in completing a joint action plan using a template like the one below 
to capture suggested actions, the group or person responsible for each action, a timeline to 
complete each action, resources required and any other notes.  
  
It is best to keep action plans realistic and within a timeline aligned with the emergency 
response and your project. 

 
 
 
 

Example of joint action plan 

Priority theme 

(list each issue) 

Action 
(activities 
needed to 

address the 
issue) 

Who will lead 
it 

(name and 
institution) 

With whom 
(name and 
institution) 

Completi
on date 

(realistic) 

Resources 
(what is 

needed to do 
the action) 

Notes 

Low use of 
health 
services 

Community 
dialogues 
 
Household 
visits 

Health 
centers A 
and B with 
support 
from CARE  

Local health 
improvement 
committee  
 
Community 
health 
workers 

7/1/2022 Funding 
 
Transport 
 
Job aids and 
community 
dialogue tools 

 

Strengthened 
infection 
prevention 
and control 
protocols in 
health 
facilities 

Infection 
prevention 
and control 
refresher 
training for 
healthcare 
workers  
 
Installation 
of 
handwashing 
stations  

Health 
center 
committee 
 
Health 
center 
manager 
 
Local 
authority in 
charge of 
water 
supply 

 5/5/2022 More infection 
prevention 
materials and 
supplies/ 
infection 
prevention and 
control kits 
 
Handwashing 
stations 
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Selecting a task team and next steps 
 
To monitor progress on the action plans, project staff can ask participants to volunteer or 
nominate others to participate in a task team.  
 

Organizers can also ask participants about joining the next interface meetings. In these 
meetings, community members and healthcare workers will re-score the indicators, which can 
be revised to reflect new or more important issues, and revisit and update action plans. It is 
important for the project team to discuss how this work will continue moving forward with key 
influencers, such as local government authorities and other emergency respondents, and agree 
on roles and responsibilities to support the process. The process will also be supported by the 
task team.  

Closing remarks 
 
Thank participants for their participation and let them know that organizers will contact them 
to have another meeting with this group to review and rescore the indicators and revisit and 
update the action plans. 
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2. Ongoing Community Dialogues 
 
Ongoing community dialogues can be an effective strategy to address issues that relate to 
beliefs, attitudes, and practices that impact health during an emergency. This approach is 
based on self-reflection and discussion by participants. Creating a safe space for reflection and 
dialogue is essential to the success of this approach.  
 
The purpose of the sessions is to encourage active participation in reflective dialogue. This 
provides an opportunity for community members to reflect on traditions and practices that create 
inequalities and barriers to services, including for women and girls. These sessions can identify 
attitudes and practices that conflict with recommended practices to prevent and respond to 
health emergencies. 
 
CARE’s Global Social Analysis and Action manual provides guidance on implementing community 
dialogues. If you are interested to learn more, you can access the manual online (click here).  

 
 

Example: Community dialogues to explore and support the practice of a “safe and 
dignified burial” 
 
To explore and support the practice of a “safe and dignified burial” - the community dialogue 
and refection process starts from talking about existing “traditional” burial practice. What - 
expectations from different members of the family and community and why - the underlying 
reason or assumptions behind the practice.  
 
In the DRC, during the Ebola outbreak, one tradition identified was that women were expected 
to cry over a dead loved one’s body to express their love, which put them at greater risk of 
contracting Ebola. The Social Analysis and Action process facilitates reflection on the 
implications of this type of practice, building awareness of negative consequences, and 
exploring unfair aspects of the practice using different tools and questions; encouraging the 
community to think of good and bad things about the practice, explore alternative ways of 
showing love and respect to the dead, and come up with an action plan to change or avoid the 
practice. 

 

 

 

https://www.care.org/news-and-stories/resources/social-analysis-and-action-global-implementation-manual/
https://www.care.org/news-and-stories/resources/social-analysis-and-action-global-implementation-manual/
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Annex 1. Social Mapping Notetaking Template 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Resource Sub-group 
Reason for difference in 

access 

1. 
Men  

Women  

Youth  

Others (specify):   

2. 
Men  

Women  

Youth  

Others (specify):   

3. 
Men  

Women  

Youth  

Others (specify):   

4. 
Men  

Women  

Youth  

Others (specify):   

5. 
Men  

Women  

Youth  

Others (specify):   
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Annex 2. Focus Groups with Community Members or 
Healthcare Workers Notetaking Template 

Session information Health zone: 
 
Health area: 
 
Date: 

Total number of participants Total: 
 
Male: 
 
Female: 

Participants by group Adolescents (<19 years):  
 
Men: 
 
Women: 
 
Medical healthcare workers: 
 
Non-medical healthcare workers: 
 
Others (specify):  

Names of facilitators  

Data collection methods  

How was the discussion today?  

What are some important 
points from the discussion? 

 

What did you learn from the 
discussion?  

What were the main difficulties 
during the discussion?  

Which questions from 
participants or the facilitators 
helped to guide the discussion?  

 

Is a follow up discussion 
necessary?  
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Annex 3. Suggested Documentation/Report on the 
Focus Groups Held with Community Members or 
Healthcare Workers 

  
Title 

Location  
Date(s) 

 

I. Introduction (narrative) 

 

II. Background and rationale  

▪ General and specific objectives 

▪ Expected results 

▪ Methodology  

▪ Materials and logistics used 

 

 

 

 

 

 

 

 

 

III. Summary of results by focus group (narrative) 

 
Here are the results of the by focus group (add a new section for each focus group) 
 

 
 

 
 
 

 

 

 

 

 

 

 

 

IV. Priority beliefs/norms/issues identified (narrative) 

V. Lessons learned (narrative) 

VI. Challenges (narrative) 

 

 

Date and time Location Activities 
Persons 

responsible 

 
   

 
    

Date and time Location Activities 
Persons 

responsible 

 
   

 
    

Date and time Location Activities 
Persons 

responsible 

 
   

 
    

Location Domain 1 Domain 2 Domain 3 
Lessons learned, 

identified belief, norm, 
or issue 

Location 
#1 

 Question 1 

(Fill responses) 

Question 2 

(Fill responses) 

Question 1 

(Fill responses) 

Question 2 

(Fill responses) 

Question 1 

(Fill responses) 

Question 2 

(Fill responses) 

 

Location 
#2 

 Question 1 

(Fill responses) 

Question 2 

(Fill responses) 

Question 1 

(Fill responses) 

Question 2 

(Fill responses) 

Question 1 

(Fill responses) 

Question 2 

(Fill responses) 

 

Date and time Location Activities 
Persons 

responsible 

 
   

 
    

Date and time Location Activities 
Persons 

responsible 

 
   

 
    

Date and time Location Activities 
Persons 

responsible 
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