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Chapter 2

Organize the Community
for Action

1. Orient the community
2. Build relationships, trust, credibility, and a sense of ownership

with the community
3. Invite community participation
4. Develop a “core group” from the community
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Now that you have completed your initial
preparations and developed an overall design
for community mobilization, it’s time to for-
mally approach the community and begin
their involvement in this effort.

STEP 1: Orient the community.

The first step in organizing a community is to invite community members to an
orientation about the mobilization program.  This can be done at a general
community meeting, through local radio, street drama, newspapers (if available),
and other media. Meetings have the added advantage that participants can have
their questions addressed quickly and personal relationships can be established.
The time and venue of the meeting are usually set with local leaders who invite
general participation of all community members.  Notifying the community
about the orientation meeting can be done at a prior community meeting,
through local media such as radio, television, talking drums, town crier, schools,
community organizations, and other groups.

It is important to determine who will convene the meeting in order to reach
community members most affected by and interested in the CM health issue and
others who take a general interest in community life. Remember that people
often decide whether to attend a meeting, whether they belong at a meeting, not
only on the basis of the subject of the meeting but on “whose” meeting it seems
to be.

Depending on circumstances, you may be able to organize your meeting around
other events that are happening in the community, such as:

• Critical incidents (e.g., a death in the community, epidemics).
• Common problems/issues.
• Traditional community events (e.g., marriage, birth, rites of passage).



              63How to Mobilize Communities for Health and Social Change

2

• General development activities.
• Emergencies.
• Campaigns or special occasions organized within or outside of

the community (e.g., national vaccination day, Earth Day, Mother’s
Day).

• Human rights activities (e.g., literacy or civic education classes
emphasizing the right to health care, access to information).

• Sharing information on health status to raise public awareness.
jectives and content of the orientation meeting

Now you will need to plan the content of your own meeting: the topics
you are going to cover, in what order, and who will be responsible for
what content. Depending on your agenda, you may want to give some
thought to who would be the best spokesperson for the various topics
you plan to cover, which team member or community member the
audience would most readily identify with or listen to on this particular
topic.

Most orientation sessions include, at a minimum:

1. Participant and CM team member introductions.

2. An introduction to your organization and what it does/does not do.

3. A brief description of the process that the CM team proposes to use.

4. A discussion about the health issue this CM program will address.

5. A presentation of the program goals.

6. A discussion on how the participants will want to work together.

7. Determining next steps: when and where the next meeting will be.

An Example of Organizing around
Role Models

Some programs that involve women’s groups start with a series
of visits to explain the program to community leaders and
potential members. In breastfeeding promotion projects, com-
munity organizers visit the community to determine whether an
existing NGO or other community-based health or service
organization would be able to collaborate in breastfeeding
promotion. If no appropriate organization is found, the organizers
contact local officials and other formal leaders to gain their
support. After several community members supportive of
breastfeeding have been identified, the community organizers
assist them in making outreach presentations to community
groups, NGOs, mothers clubs, neighborhood health committees,
churches, and schools (Rosenberg and Joya de Suarez, 1996).

From Mother Support Groups: A Review of Experience in
Developing Countries, BASICS 1998.
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Be careful not to preempt the community

Some CM teams have decided prior to the orientation meeting how they would
like the community to work with them, such as by forming a health committee or
selecting community volunteer health workers, even though these entities may
not have existed previously in the community.  The CM team then uses the orien-
tation meeting to put this preselected strategy into effect by having those present
elect or appoint committee members or volunteer workers who will assume
responsibility for the CM program and serve as the community’s formal liaison
with the team.  This strategy may be effective in some situations, such as when
community members are highly aware of their health needs and see the value in
establishing such mechanisms.

But in many situations, this may not be the case.  The volunteer health worker
may be selected because the external organization (e.g., NGO, MOH) has made this
a necessary condition for accessing external resources the community may need
or want. However, if community members had done their own analysis of the
particular health issue, their needs, and resources, they might have developed
other more appropriate means of addressing their health needs. Or they may have
determined that a health committee was indeed the most appropriate mechanism.

When communities do not see the need for a health committee or volunteer
health workers, they do not support them.  While it may be more convenient for
outside organizations such as yours to work through committees, unless the
community sees the need for such entities, these committees and/or volunteers
will often have limited impact and are more likely to cease functioning when
external assistance is withdrawn.

At the same time, when health committees, community health volunteers, or other
groups already exist, it is important not to limit the orientation about the CM
health issue only to these groups. You should, rather, involve these people in
helping you put together an orientation for the wider community.  You should
also remember that while health committees and volunteer workers have



              65How to Mobilize Communities for Health and Social Change

2

considerable experience working in the community and well-developed social
and political networks that can be very valuable to any community mobilization
effort, they won’t necessarily be interested in the particular CM health issue you
have chosen.  A health committee established to increase vaccination coverage,
for example, may or may not be particularly concerned about increasing access to
family planning services. And you should, therefore, be careful not to limit your
orientation meeting just to this group.

In short, while conventional wisdom advises working through existing commu-
nity structures and organizations, and there often are good reasons to do so, this
strategy may not be the best, particularly if these groups are not at all represen-
tative of the people who are most affected by and interested in the issue. (See
Useful Tools I and II at the end of this chapter for more information about the
community orientation.)

STEP 2: Build trust, credibility, and a sense of
ownership with the community.

It’s important for you and your team to take time to establish trust and credibility
in the community and develop ownership of the CM effort among community
members. To these ends, field workers have typically used strategies like the
following:

• Identify an activity that community members enjoy, such as a sporting event,
knitting circle, or community fair, and work with the community to help
organize the activity.  The activity may or may not have anything to do with
your health issue.

• Establish meeting times and places based on community members’ availabil-
ity and local calendars, taking planting and harvesting into account, for
example, and having meeting at times when most people are available
(weekends, afternoons, or evenings).

When communities do not see
the need for a health committee
or volunteer health workers,
they do not support them.
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• Encourage participants at every meeting to keep what is said in the group
confidential and make sure that it remains confidential outside of the group
if this is important to participants.  This may be particularly important when
discussing reproductive and sexual health practices and other sensitive
issues.

• Help to create safe spaces in which participants can express themselves
freely by validating participants’ feelings, respecting differences of opinion,
and assisting groups to prevent conflict or resolve conflict when necessary.

• Be honest and transparent.
• Ensure that all members of your team communicate consistently with com-

munity members, which means all team members need to embrace the
program philosophy, be well informed about program activities, and be able
to explain them to community members.  Inconsistency in team members’
communication quickly translates into community confusion and distrust.

• Call community members’ attention to times when they do not fulfill their
promises and commitments, in a respectful way that promotes reflection and
fosters greater accountability.

• Apologize and accept responsibility when mistakes are made or promises
are broken.

• Learn about and accept where community individuals and groups are in
their own development, skills, knowledge, and organization and build on
their strengths—rather than starting from where you may assume or think
they should be.  Exercises in getting to know one another and learning about
the world in which each of us lives are helpful to demonstrate how context
and experience shape our attitudes and behavior. They can also help
develop a sense of empathy and compassion.

STEP 3: Invite community participation.

Early on in the Organize the Community for Action phase, you need to identify
those people and groups who are most affected by and interested in the CM
health issue and invite them to participate in the program.  These are the people

It is important for you and your
team to take time to establish
trust and credibility in the
community and develop
ownership of the CM effort
among community members.



              67How to Mobilize Communities for Health and Social Change

2

who most directly experience the effects of the problem and who need
to be involved in finding appropriate solutions.  You may also want to
consider inviting those who are successfully dealing with the problem
despite difficult circumstances, the “positive deviants,” to share their
experience. While some of these people will no doubt attend the
community orientations described earlier, it is important to be proac-
tive in identifying others who may not immediately come forward for a
variety of reasons.  In most cases, this can be done by looking at epide-
miological data to identify demographic/geographic patterns (if
available), consulting community organizations and leaders, and
inviting participation at general community meetings through local
media and other means.

Development agencies have tried many different approaches to in-
volve community groups.  These approaches are usually based on the
goals of the program, the organization’s development philosophy, the
assumptions the program team makes, and the program’s resources and con-
straints.  Here are some examples of strategies that have been used to invite
community participation.

• The CM program team holds several meetings with local leaders and/or
specific community groups to explain the program’s goals and objectives, the
approach the team is taking, details about the strategy they are using, and
logistics. The leaders then introduce program team members to the broader
community at a regularly scheduled general community meeting, or they
may announce a special meeting if no regular meeting is planned.  The
invitation to attend is through formal, pre-existing community communica-
tion channels or may be through house-to-house visits to deliver personal
invitations or through local media.

VIETNAM: Humor

Trust took time to build in the PANP community mobilization
project in Vietnam, given that the initial SC team did not
speak Vietnamese, that collaboration between SC communi-
ties had initially been directed by district officials, and that SC
was one of the first American organizations working in post-
war Vietnam. “Trust was established through clarity of
purpose,” a staff member later observed, “[through] transpar-
ency of intention, mutual respect, working side by side,
learning from each other, admitting and learning from
mistakes, celebrating small successes, and humor, humor,
humor.”

Monique Sternin, SC Vietnam
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• The program team identifies community
organizations that are already working on health
issues and asks to be included on the agenda for an
upcoming meeting.  Those who attend the meeting
are already engaged in similar activities and may or
may not be directly affected by the specific CM
health issue.  This approach limits the initial group of
attendees to those who are already interested in
similar issues.

• The program team undertakes a study of social
networks in the community to identify those key
people who communicate with and influence many
others on subjects like the CM health issue.  These
individuals are then invited to a community organi-
zing meeting, along with others who are interested
in or affected by the issue.

“Participation” has become popular in community devel-
opment circles, and some community mobilizers may be
under pressure to demonstrate an especially high level of
participation.  This pressure may come from donors,
supervisors, community members, or others or may be
self-imposed.  To ensure high participation,  teams may
make promises of material gain or other incentives.  In the
short run, incentives for participation may yield great
attendance.  However, incentives do not set a good prece-
dent, and when the incentives stop, so will most participa-
tion.  It is usually preferable to work with a small, commit-
ted group that does not need enticements other than the
opportunity to learn and the chance to improve the
health of their families and the community.

MOZAMBIQUE: Building Trust

In 1988 in Mozambique, local authorities were initially skeptical about a U.S.-
based organization working in a socialist political environment. Likewise,
mobilization of communities was often linked to political causes or ‘events’
and not necessarily to participation in health-related activities. In many cases
‘participation’ was mandatory to show political support rather than a re-
sponse to a genuine community need. In order to create the necessary trust
to begin to work with communities, the program team used a number of
strategies including:

• Holding initial meetings with community and local leaders to assess
interest and ask permission to work with community.

• Conducting introductory meetings in all barrios (community neighbor-
hoods) focused on: who they were (emphasis on nonpolitical, nonreli-
gious nature of organization);  the health and development goals of the
program; and the participatory, empowering approach the team was
committed to.

• Organizing youth group and barrio leaders for a community mapping
exercise.

• Organizing house-to-house numbering for a health information system.
• Conducting voluntary family registration (collection of health and

demographic information) in combination with a growth monitoring and
vaccination session.

• Holding feedback sessions in all barrios on health status and demo-
graphic data (e.g., how many children <5, women of child-bearing age,
number of children and women vaccinated, percent malnourished/well-
nourished).

The family registration process was not mandatory. The teams for the initial
registration were easily accessible in each barrio. Information on the day and
time was made available by using signs in the local Shangaan language.  It was
a demonstration of desire and ‘true participation’ that nearly 98% of all the
families turned out during their barrio registration day.  Men’s participation was
high, as heads of household were encouraged to be present. Having men
participate in their families’ health and experiencing work with the NGO first-
hand was a powerful way to gain support and trust for further collaboration.

Save the Children Federation (US), Mozambique field office



              69How to Mobilize Communities for Health and Social Change

2

Factors which influence participation1

An individual’s decision to participate in collective action for health is
based on a number of factors; some are community related and others
are personal. This section briefly summarizes examples of both.
WHAT INDIVIDUAL THINKIS ISSUE
Community-related factors

• The magnitude of the problem: an objective measure of the
prevalence or extent of the problem.

• A history of community support: includes the presence of organiza-
tions or agencies involved in the issue, the presence of traditional
systems for dealing with the issue, the amount of effort and resources expended
on the issue in a defined period of time by any sources within the community.

• The existence of personal networks: similar to the above item, this factor
refers to the number, strength and connectedness of various networks
people belong to in the community, whether any of these extend beyond
the community (and could be sources of support and resources), and the
presence of leaders in such networks.

• The availability of resources related to the issue: includes the availability of
information about the issue within the community, the presence of channels
of communication that carry information about the issue, the amount of
money and other resources available for the community to use in addressing
the issue, and the presence of alternative practices/behaviors that could
substitute for or alleviate the problem.

• A history of external support: includes past and present policy, legal, financial,
or infrastructure support from outside the community for the issue (e.g.,
donor funding, technical assistance, enforcement, staffing of local health
service sites, supplies).

SENEGAL:  The Importance of Grandmothers

In Senegal, participatory, formative research identified grand-
mothers as being key decision-makers and very influential in
maternal and child health practices.  The project focused on
reinforcing the grandmother’s role through songs of praise and
other public means and successfully  involved grandmothers in
mobilizing the rest of the community around healthier maternal
and child practices.

Christian Children’s Fund, reported by Judi Aubel, 2001

1
 The factors presented in this section were developed by the JHU/PCS4 Community Mobilization Task Force.  We would

particularly like to acknowledge J. Douglas Storey, Robert Ainslie, Gary Lewis, Marc Boulay, Antje Becker, Maria Elena Figueroa,
Elizabeth Thomas, and other task force members for their contributions.
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• Prior community action: the extent to which collec-
tive action, in general and/or specific to the issue, has
previously occurred in the community. This factor is
sometimes called collective efficacy, the belief that
the group/community is capable of accomplishing a
task by working together. It is obviously influenced
by some of the previous factors.

• Subjective norms: refers to perceptions of what other
people do or think should be done about a particular
issue, including the perception of how acceptable
collective action is on this issue.

Personal factors

• Personal involvement: the degree to which people
have direct personal experience with an issue.

• Perceived self-efficacy: refers to a person’s belief
that he/ she is personally capable of performing a
particular task.

• Prior personal participation in collective action: the number of times people
have done something as a group, either in a generic sense or with regard to
the issue at hand.

• Strength of identification with the community: the degree to which people
recognize the group affected by an issue as a community, and/or the degree to
which they feel they belong to the group affected by the issue in question.

• Perceived consequences of change: refers to anindividual’s perception of what
the consequences of change are vis-à-vis the issue. What will happen to
me if I do this? If I don’t? If my community does/does not?  What are the costs and
benefits for me/my community?

RWANDA: The Dependency Syndrome

A unique feature of one NGO’s work in war torn Rwanda was its philosophy
of nonmaterial assistance. At a time when millions of dollars were flowing
into the country to respond to the Rwandan tragedy, the NGO focused its
energies on building the community’s capacity to identify and care for
children and did not supply traditional material emergency relief.  This
decision was based on the belief that there was a greater need to encourage
self-reliance in order to avoid what is typically referred to as a “dependence
syndrome” in emergencies. In the direct aftermath of the war,  many com-
munity members were not interested in participating in an activity that did
not provide immediate material benefits.

Once material assistance begins to dwindle, however, communities were
appreciative of the NGO’s approach and felt empowered to care for the
children in their communities without outside assistance.  “As an individual I
could do nothing,” one member of a Rwandan community observed.   “As a
group we could find a way to solve each other’s problems.”

Save the Children Federation (US), Rwanda field office
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Each of the personal factors may be positive or negative, strong or weak in any
given situation. The stronger and more positive they are, the more likely people in
the community are to want to participate and to actually take part in collective
action. Some of the predictors may be positive, but if they are outweighed by a
particularly strong negative factor, intent will remain low. For example, a person may
believe that digging a community well would be beneficial (positive consequence)
and that his/her neighbors think so, too, but if he/she doesn’t think the equipment
needed to dig a well is available (availability of resources), the intent to act will
remain low.

Raising awareness

Participation (or the lack thereof ) is also a function of whether or not people are
aware of and concerned about the particular health issue. Where awareness and
concern are high, it is generally much easier to stimulate participation.  In this case,
all you may need to do is be sure that community members hear about the pro-
gram and know that they are invited to participate in meetings and activities.  The
CM program team should also decide how to balance participation so that those
who need to be heard have the opportunity to have a voice.

Where awareness and concern are low, however,  the CM program team will need
to direct its attention to raising awareness.  This can be done in a variety of ways,
including:

• Identifying those individuals and groups that have the most direct experi-
ence with the CM health issue, even if there may only be a small number who
want to participate at first.

• Launching a general awareness campaign through local media, community
meetings, enlisting spokespeople, and so forth.

“Collective efficacy” is the belief
that the group/community is
capable of accomplishing a task
by working together.
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• Advocating the importance of the CM health issue
with local leaders, using data, studies, critical inci-
dents (such as death or illness), and other means so
that local leaders put the CM health issue on their
agenda.

• Sharing comparative data with the entire community
on the prevalence of the CM health issue in their own
community relative to other communities to empha-
size the need for action.

Overcoming barriers and resistance to
participation

Undoubtedly, it would be easier for your team to work
only with those people who show up in response to a
general announcement (“rounding up the usual sus-
pects”), but this strategy may not be the wisest or most
effective if you truly want to reach priority groups. There
are many reasons people may not want or be able to
participate in the community mobilization process.  We

believe that people should be free to decide whether or not they want to partici-
pate.  There are times, however, when people genuinely want to participate but are
unable to because of certain barriers. Knowing about these barriers and devising
ways to overcome them can yield obvious benefits. Among the most common
barriers:

• Limited physical access to meeting sites.
• Cultural limits to mobility and participation (e.g., women in purdah, caste

structures, age).
• Time constraints.
• Responsibilities such as caring for children and animals, jobs, and the like.

VIETNAM: Meeting with the Community

Once the program team had assessed the community resources and health
facilities and completed the nutritional baseline for the Poverty Alleviation
and Nutrition Program (PANP), they held a series of community meetings to
acknowledge the nutrition problem and its causes and solutions, including an
initial feedback meeting with the Village Health Committee and Health
Volunteers.  Program managers strived to have a wide participation at these
meetings, drawing from a cross-section of the community, including orga-
nized community groups such as the Women’s Union and the Farmer’s Union,
along with the broader community. The purposes of the meeting were to:

• Explain the definition of malnutrition.
• Report the results of the community’s nutrition survey of young children.
• Identify causes of malnutrition in the community.
• Review the goal and objectives for a nutrition program.

Project staff also stated the goal of PANP and invited interested community
members to work together in addressing the problem of malnutrition in their
communities.

Save the Children Federation (US), Vietnam field office
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• Family members or others prohibiting an individual’s participation; for
example,  husbands may initially object to their wives participating in meet-
ings because they may not see the benefit, particularly if no tangible incen-
tives are provided.

• Perception that the meeting is for others, particularly if the individual has
never been invited to participate in community meetings or has been ac-
tively discouraged from doing so.

• Opportunity costs of participation; if I attend this meeting I will not be doing
something else that may be more beneficial to me or my family.

• Low self-esteem; I wouldn’t have anything to contribute.
• Lack of identification with other participants; my needs are different and

they wouldn’t understand.
• Fear of group processes, having to speak in front of a group.

The team needs to identify the barriers to participation and work with community
members who would like to participate to develop strategies to overcome their
reluctance. (For further details, see pages 74-77.) Often those most affected by the
health problem that you are working on are experiencing the greatest number of
barriers to participation.

STEP 4: Develop a �core group� from the community.

When individuals and groups have expressed interest in participating in the
program, you will need to begin to develop a “core group” or those individuals
who will lead the effort on behalf of the community. (This “core group” or commu-
nity team should not be confused with the “program team” described in chapter
1—the team of  “outsiders” from your organization whose job is to assist and
advise this community team as they actually carry out the mobilization effort.)
Developing and then supporting this core group are two of your own team’s most
important jobs.

There are times when people
genuinely want to participate
but are unable to because of
certain barriers. Knowing about
these barriers and devising ways
to overcome them can yield
obvious benefits.
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The power of groups

One of the great advantages of CM is the ability to harness the power of group
dynamics. The advantages here include:

• Collective action often creates more power to advocate for changes in
policies, relationships, resource allocation, access, and so on.

• Collective action can help bring to life inactive or ignored policies, proce-
dures, and systems that are supportive of healthy communities.

• Combined resources can be stronger and more effective than uncoordinated
individual resources.

• Collective action builds community members’ awareness that they are not
alone in their concern about and experience with the CM health issue.

• Participation in supportive groups may reduce stress and even prevent some
health problems by reducing feelings of social isolation and by increasing
social connectedness—factors that are believed to contribute to a strength-
ened immune system.

• Group experiences can create conditions for new leaders to emerge and for
leaders and other group members to practice new skills.

• Individual members’ skills can be complemented and enhanced by the skills
and abilities of other group members (team work).

• Working with existing groups may strengthen their capacity to effectively
address health issues.

• Newly established groups may evolve into local organizations or institutions
that continue to work on the health issue or similar issues.

Participation in supportive
groups may reduce stress and
even prevent some health
problems by reducing feelings
of social isolation and by
increasing social connectedness.
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An old group or a new group?

An important decision you may have to make at this stage is whether or not to
work with an already existing core group or to form a new one. The BASICS project
has had considerable experience with pre-existing groups and has learned some
important lessons along the way (Green, 1998).  The advantages and disadvan-
tages are summarized below for your consideration.

The advantages of using existing groups include:

• Avoidance of delays in start-up. Extra time is not needed to organize new
groups and give members time to become acquainted.

• Group cohesion. In existing groups the group dynamics have already been
worked out. The group is usually stable and cohesive and can turn its atten-
tion to new topics.

• Trust. Over the course of years of working together, group members develop
a common bond and learn to trust each other. This trusting relationship
enables them to have a more open discussion about the realities of their
lives.

• Altruism. Group members have demonstrated their interest in giving support
to others.

Using existing groups also has certain disadvantages:

• Inflexibility. Groups may not be open to taking on new issues or different
approaches.

• Dependence on incentives. Groups that were formed to receive some tan-
gible benefit, such as food supplements, may not be motivated to attend
group meetings when concrete incentives are not provided.

• Dysfunctional structure. Some groups may be structured in ways that dis-
courage the active participation of all group members and that restrain
members from divulging personal information.

• Unequal structures. The existing structure of a group may perpetuate inequi-
ties. When minority subgroups are excluded from participation in existing
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groups, for example, their issues are not included on the community agenda
and their needs remain unarticulated and unmet.

• The same old solutions.  Existing groups may have fallen into patterns that
discourage new ways of thinking and problem solving.  The group arrives at
the same solutions in the same way; when these solutions are not effective,
the group is unable to generate new ideas.  Changing the dynamics of
group composition may help the group get out of the rut.

Strategies for identifying and recruiting core group members

If you decide against using a pre-existing group or no appropriate group is avail-
able, then you will need to devise a strategy for identifying possible group mem-
bers. The BASICS child survival project has also had experience in this area and has
found success with the following strategies (Green):

• Self-selection. Ask people to divide into small groups, based on their per-
sonal preferences. For instance, the Child Health Institute in Haiti set up
women’s groups by asking one mother to choose one friend; the two women
then chose a third, the three chose a fourth, and so forth (Storms, 1998).
Women who know and trust each other may be more comfortable partici-
pating in group discussions and more willing to provide assistance to other
members. On the other hand, cliques can develop and some community
members may feel excluded and rejected. When the topic is highly per-
sonal—for example reproductive health—some members may prefer the
anonymity of a group composed of relative strangers, if this is possible.

• Common characteristics. Recommend group participation to women
receiving prenatal care at a health center. Organizing pregnant women into
groups provides them with much-needed social support during pregnancy,
delivery, and infancy. Having children of the same age group could facilitate
education regarding the nutritional needs of children of various ages.
Mothers with children of the same age serve as an important reference
group as mothers adapt to children’s different developmental stages.



              77How to Mobilize Communities for Health and Social Change

2

• Recruitment by volunteer leaders. Identify volunteer leaders and ask them
to form groups. Volunteer leaders can inspire people to join their groups. These
groups are likely to be based in a small geographic area. A study in Honduras
found that most volunteer breastfeeding advocates had contact with women
who lived within a three-mile radius of their home (Rivera et al., 1993).

• Nominations by community leaders. Ask community leaders to suggest
candidates for core group membership. This approach may be subject to
favoritism and thus not assist women most in need of support groups. To
nullify the favoritism factor, the CHPS program in Ghana has established a
policy that nominees of community leaders must receive approval at a
general community meeting or “durbar” (Fiagbey et al., 2000).

• Public promotion. Hold a public event and recruit group members from
among the attendees. This strategy opens up group membership to a diverse
audience, but finding common ground may be more difficult in such a
diverse group.

Each of these strategies has its advantages and disadvantages. Group dynamics
and cohesion are dependent on group composition. Groups that have great
diversity of age, education, income, social status, and motivation have more
difficulties than groups which are homogenous (Hyma and Nyamwange, 1993).

Developing the core group

Once you have identified your core group, you will need to develop them into an
effective team. On this subject, we can learn a lot from the work of the organiza-
tion development and leadership fields about the stages of group formation and
development. Let’s look at some of this important work and see how it relates to
your role in developing your core group.



78 How to Mobilize Communities for Health and Social Change

The Tuckman Model of group development

Your group may want to think about the general stages which the literature says
most groups go through as part of their development. The Tuckman Model of
group development (1965) was based on Maslow’s hierarchy of needs and de-
signed as part of research which examined more than fifty studies of group orga-
nization.  The original model presents four stages of group development:  forming,
storming, norming, and performing.  A fifth stage, adjourning, was later added  by
Tuckman and Jensen (1977).  A brief description of each stage is presented below
(Kormanski, 1985):

Forming. This stage orients the group members to the group goals and proce-
dures.  Group members become more aware of the issues and begin to estab-
lish working relationships.  During this stage, dependence (What can I do?
How can I get the support I need?) is of primary concern.  (Typically, the “form-
ing” stage of group development occurs in the Organize the Community for
Action and Explore the Health Issue and Set Priorities phases of the CAC.)

Storming. When orientation and dependency issues are resolved, the group
moves on to define tasks and assign responsibilities.  This process can create
conflict and, at times, hostile relationships.  Group members may resist or
challenge group leadership.  If conflict is suppressed, group members may
become resentful; if conflict is allowed to exceed acceptable limits, group
members may become tense and anxious.  Some conflict is healthy for the
group and helps the group to move forward.  (The “storming” stage often
occurs at the end of the Explore the Health Issue and Set Priorities stage and/or
during the Plan Together phase of the CAC.)

Norming. The group becomes cohesive and cooperative. Group members
communicate, share information and express their opinions. Group unity
develops around achieving the CM goal. (The “norming” stage often occurs at
the end of the Plan Together phase of the CAC when plans are being finalized
and coordination mechanisms put into place.)

Groups That Work

The World Bank has identified five characteristics of
successful community groups:

1 The group must address a felt
need and a common interest.

2. The benefits to individuals of
participating in the group
must outweigh the costs.

3. The group should be embed-
ded in the existing social
organization.

4. The group must have the
capacity, leadership, knowl-
edge, and skill to manage the
task.

5. The group must own and
enforce its own rules and
regulations.

Designing Community Based
Development , World Bank, 1999.
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Performing. The group becomes productive. Members emphasize problem
solving, meshing of functional roles, and interdependence. Members are
simultaneously independent and dependent. (The “performing” stage often
occurs during the Act Together and Evaluate Together phases of the CAC.)

Adjourning. This is the planned or unplanned termination of the group, its
tasks and relationships. Planned adjournments involve acknowledging partici-
pants for their achievements and allowing people to say goodbye to the
group. (“Adjournment” may occur at the end of the Evaluate Together phase of
the CAC. At this point, group members may renew their commitment to the
same health issue and determine whether they would like to maintain the
same structure, roles and responsibilities, and composition or change the
make-up of the group.)

The role of leaders and external facilitators in group
development

An important aspect of the group development process is the role the leader or
leaders decide to play. Different styles of leadership may be appropriate for different
groups or even for the same group at different stages in its development.

Hersey and Blanchard  developed a theory of Situational Leadership™ that comple-
ments Tuckman’s work (Kormanski, 1985). This theory states that leaders need to be
aware of the different stages of group development, a group’s ability to do a task,
and a group’s willingness and motivation to do a task. The leader should then tailor
his/her leadership style to the particular needs of the group as it develops.

Hersey and Blanchard described four specific styles a leader might use in working
with a group over an extended period:  Telling, Selling, Participating, and Delegating.
As the names suggest, the style usually evolves from directive to increasingly non-
directive.

Leaders need to be aware of the
different stages of group
development, a group’s ability
to do a task, and a group’s
willingness and motivation to
do a task.
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There are many other perspectives on leadership styles that are helpful to know
about, such as Training for Transformation’s “authoritarian leadership” in survival
situations, “consultative leadership” to build security, and “enabling leadership” to
foster participation (Hope and Timmel, 1986).  The list of resources at the end of this
chapter mentions several other sources of information on leadership.

Your team may want to think about and discuss appropriate leadership styles. You
may use role plays, stories, or real experience with groups to try out various leader-
ship styles. It is helpful to observe different effective leaders and analyze their
styles to determine what it is about their style that makes them effective in the
settings in which they live and work. Are they using a mix of styles effectively?
Have they found a group that naturally fits their preferred leadership style? Which
leadership styles fit more naturally within the cultural setting in which these
leaders work?

If you find that your team does not possess the organizational development and
leadership skills to develop and work with groups, you may want to consider
recruiting team members who do have this expertise.

Core group norms

Part of the process of developing the core group includes establishing norms for
working together. Below are some questions your team and the group members
may want to discuss.

• Do they want to elect official leaders of the group?
• How will they assign roles and responsibilities?
• How will they communicate with each other?  How often will they meet?
• What role do core group members want to play in relation to your program

team?  Groups with strong leaders may opt to have their leaders work with
your team to develop their facilitation and leadership skills; other groups
may initially rely on your team to facilitate the process.

Your team may want to think
about and discuss appropriate
leadership styles. You may
use role plays, stories or real
experience with groups to try
out various leadership styles.
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• What norms do participants want to set for the group (e.g., confidentiality,
be on time, listen to others, ask questions when you don’t understand
something)?

• How do members of the core group want to document the process and
outcomes of their meetings and activities?

Documenting core group and other meetings

There may be times when communities will not want to record their meetings,
particularly if they do not trust how the information will be used or they are afraid
the information could be misconstrued or used against them. For example, one
community participating in the Warmi project did not want its discussions about
family planning included in the notebook that recorded all of their meeting
proceedings because they were afraid that others in and outside of the commu-
nity would learn of their interest in these services.  When program staff spoke
with women’s group members about the advantages of having the meetings
documented, the women agreed on the condition that the notebook remain with
them in their community and that they control it.  Program staff agreed to this
and the meeting proceedings continued to be documented.

In some settings, people do not traditionally document history through writing
but may recount history orally through stories, songs, or other means.  If writing is
not something that comes easily to the community, there are other ways to
document meetings, including tape recording, video, drawings, and other means.
Helping program staff and participants learn to use a tape recorder, if one is avail-
able and practical, may help to facilitate documenting community mobilization
and capacity building.  The tapes can later be transcribed if necessary.

Assessing and monitoring core group capacity

By now, it is clear that organizing and strengthening groups is an ongoing,
dynamic process that you will need to address, not only during the Organize the
Community for Action phase of the community mobilization process, but
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throughout the community action cycle.  In chapter 1 we discussed the
importance of building community capacity and competency as one of the key
outcomes of the community mobilization process.  In this section, we will look at
some measures of community capacity that you may want to monitor throughout
the life of the program. If a group is newly established, the CM team will need to
assess its potential capacity in light of the individual members’ skills, abilities, and
experience.  As the group matures, it will be important to assess interactions and
synergies within the group.

Suggested indicators for assessing a group’s capacity for collective action include2:

• Increased access to resources.
• Increased collective bargaining power.
• Improved status, self-esteem, and cultural identity.
• The ability to reflect critically and solve problems.
• The ability to make choices.
• Recognition and response of people’s demand by officials.
• Self-discipline and the ability to work with others.

It is important for groups to be able to assess their own progress over time.  In
general, discussion is usually richer when members first assess the group’s capacity
individually and then share their observations with the others in the group.  It will
be helpful for your program team or others outside of the core group to also
observe the group’s progress and provide feedback to the members. Save the
Children’s experience using self-assessment tools indicates that community
groups (particularly relatively newly formed groups) may overrate or underrate
their performance during the first year or two as they are learning to use the tools
and are becoming more experienced with group work.  As time goes on, they
become more realistic in their assessments and can provide more specific

2Kindervatter, S. (1979). Nonformal education as an empowering process: case studies from Indonesia and Thailand.  Amherst,
MA: Center for International Education, University of Massachusetts.
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examples to back up their ratings.  Tools that provide detailed descriptions for
each level of performance tend to be more helpful than scales that simply ask
the group members to rank their performance on a numerical scale. An ex-
ample, the “Community Assessment Scale,” is presented as Useful Tool III.
Communities use this scale to rate their progress every year.

Now that you have selected and begun to develop your core group, you are ready
to work with them to jointly explore the health issue and set priorities for action,
the two tasks covered in the next chapter.

You will probably not
be able (or want) to
build capacity in
every area, but you
will need to select
those indicators that
are the most impor-
tant to the group and
your team.



84 How to Mobilize Communities for Health and Social Change

I. Checklist for Community Organizing
(Step 1, page 62)

Here is a list of questions to consider as you think about community organizing:

1. How has the community organized collective action in the past?

2. What is the main purpose of the community organizing phase for this pro-
gram? (It may be helpful here to refer to the underlying themes or causes you
identified in chapter 1.)

3. What are the possible benefits and consequences of working within the
traditional structures? Can the underlying themes be addressed by working
through these structures or do you need to think of alternatives?

4. What is the overall approach that you have decided to adopt for this program
(problem-posing, strength-based, mixed, top-down or bottom-up)?

5. How will this approach be applied during the community organizing phase?

6. What is your team’s role in the community organization process (direct imple-
mentation, training and providing technical assistance to community organiz-
ers, other)?

Useful ToolsUseful ToolsUseful ToolsUseful ToolsUseful Tools
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7. How do you plan to orient the general community to the CM program?
8. Who do you want to know about the program?

9. Which are the individuals, groups, and organizations you most want to reach
and should invite to participate in the community mobilization process?  Why?

10. Who will organize the general community orientation process?

11. How will organizers orient the general community about the program?
(Consider strategies, methods/media, timing, and other issues.)

II. Planning Checklist for a Community Meeting
(Step 1, pages 63-65)

When planning a meeting and inviting participants, it is important to consider the
following:

• Participants: How many participants are expected?  Who will they be?
(Consider total number, ratio of men to women, language(s) they speak, level
of education, prior experience working in groups in general and working
together in this group, social status/relationships, age, relationship to the
issue.)

• When: The time, date, and length of the meeting should be convenient for the
invitees.  This point may seem obvious, but many teams continue to schedule
meetings at times that are convenient for them but not for community mem-
bers, which can limit participation.  Additionally, community members should
be invited with ample time before the meeting so they can plan to attend.

• Where: In some cases, there is little choice of venue as there are a limited
number of community meeting places.  When choice exists, the team should
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consider who “owns” the space, physical accommodation (e.g., too big or too
small?  Too hot or cold?), whether it is accessible, whether weather or other
conditions would affect the adequacy of the space, and related factors.

• Agenda: What are the objectives of the meeting?  Which topics will be cov-
ered? In which sequence will topics be introduced?  How much time will be
dedicated to each topic? Is the time allocated sufficient and in line with meet-
ing priorities and objectives?

• Speakers/facilitators: Who will run the meeting? Who will be asked to prepare
and/or present  information for the meeting?

• Methodology/tools/techniques: How will participation be encouraged and
supported?

• Documentation of meeting process and outcomes: It is helpful to document
what happens during meetings for many reasons, including:

• To help participants and others learn from experience.
• To orient new participants on what has happened in the past.
• To resolve disputes or misunderstandings about decisions or actions.
• To serve as a resource to evaluate programs.

• Materials needed: The materials needed will depend on the methods that will
be used. Many facilitators ensure that paper, markers and tape (or other ways
to hang up paper such as nails) are available.  Additionally, you will need to
review each session of the agenda to determine whether other materials need
to be prepared.
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III. Sample Community Assessment Scale
(Save the Children, 1988)
(Step 4, pages 81-83)

This diagnostic tool will help identify a community’s present condition in relation
to a desired condition.  In between the two conditions, the core group and/or a
broader community team and the program team plots progress towards a stated
targeted objective.

How to use this tool

Once a year the program team meets with the core group and/or broader com-
munity to review the community’s progress in building their capacity in participa-
tion and management.  The tool presents seven assessment criteria (described on
the following two pages) and asks participants to select the level that best de-
scribes their community’s current abilities and practice. Participants are asked to
provide concrete examples to support their estimation of their capacity.  Once they
have agreed on the level that best describes them at that time, they enter their
score (1-5) for the year at the bottom of the page in the space corresponding to
the year in which they are conducting the review.  When they have rated them-
selves on all seven criteria, they add up the scores for an annual total.  They can
compare their scores from year to year to judge their progress.

While a quantitative score may be useful in comparing the relative abilities of a
number of communities, the greatest value lies in the discussion leading up to the
scores.  It is important to note that in the first year communities may be very
optimistic and overrate their performance. Then they are faced with the chal-
lenges of working together the second year and they tend to underrate their
performance. Only by the third year will they have developed a more objective,
realistic view.  This tendency is particularly true for groups that have not worked
much together in the past.
As community members discuss their current status, the program team should
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facilitate a discussion to identify ways in which community members would like
to improve on their performance during the coming year.  Participants can use this
time to learn from their experience and set new goals and/or objectives.

It is helpful to record the group’s conversations (using audiotape, video, and/or in
writing) so that this self-reflection can be incorporated into the community’s history.

Community management and participation
The chart beginning on page 90 presents seven criteria  a community can use to
measure its progress in managing a mobilization effort and the degree of commu-
nity participation. These seven criteria are briefly described below:

1. Needs Assessment:  This category measures the community’s planning
skills and specifically their experience and involvement in goal setting
and problem solving.  It also measures their diagnostic skills, particularly
the degree of understanding of cause-effect relationships (i.e., the link-
age between poor water and disease or income shortages and seasonal
agriculture).

2. Consciousness: This category describes the community’s willingness to
effect change.  It measures their willingness to plan for the future, particu-
larly beyond their immediate, cyclical or seasonal needs and also relates
to a group’s receptivity to ideas, opinions, and critiques from the outside.

3. Programmatic Involvement: This category describes how the commu-
nity is involved in development activities.  It focuses on the community’s
role in and degree of responsibility for project administration, mainte-
nance, and evaluation.  Over time it tracks the community’s decreasing
reliance on external assistance in key areas of program and project
management.  (Dependence on financial resources is covered in Section
6 on the next page.)
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4. Organization: This component describes the structures for decision-
making and the mechanisms for articulating community and individual
needs and preferences.  Structures/mechanisms may be formal or infor-
mal, hierarchical or participatory, legally recognized with explicit operat-
ing policies and procedures or otherwise.  They may be organized by
project, interest group, community, impact area, or region.

5. Participation: This category is defined by two dimensions.  The first de-
scribes who in the community is actively taking part in and sharing in
development activities.  It measures the degree to which targeted groups,
including the disadvantaged and poorer strata of the community, women,
children, and youth, are meaningfully brought into the decision-making
process related to project planning, implementation, and evaluation.  The
second dimension of this component measures the distribution of benefits
among individuals and groups, especially those with limited means and
opportunities to promote their own interests.

6. Financial Management Capacity: This category is a composite of three
related factors measuring the community’s desire and ability to contrib-
ute significant resources to their own development.  In the first instance it
measures the level of community cash and in-kind investment.  Secondly,
it assesses the local group’s (i.e.,  committee’s or council’s) credibility in the
opinion of the community in managing these and other funds.  Finally,
this category measures the local group’s skill level in managing funds
under their control.

7. Linkages: This category measures the mobilization of resources to sup-
port the community’s development priorities and includes measuring the
increasing utilization of internal (community level) resources.  It also
measures the community’s awareness of external resources/opportuni-
ties and their ability to obtain these resources/opportunities ( i.e., credit,
skills training, extension services) on favorable terms from a system that
has by and large ignored them.
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