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Abstract
This study explored the use of three participatory tools within a Philippines-based case study with community health workers
(CHWs) by comparing and contrasting the process and data generated across the tools, and critically reflecting on adaptations
and facilitation considerations that affected the tools’ use. Facilitator notes and audio-recordings of discussions were integrated
and analyzed thematically. Tools differed by the type of data generated: program-specific data related to CHWs’ roles and
responsibilities or data on broader structural factors. A stepwise approach within each tool facilitated focused, in-depth sharing,
as did initial paired discussions that allowed exchange of knowledge and experiences among CHWs. Facilitators required topic-
and context-specific knowledge to guide discussion effectively. CHWs discussed challenges and successes in their roles;
program recommendations; and broader challenges related to healthcare delivery in their communities. This study contributes
critical insights on the use of participatory tools to promote the inclusion of implementer perspectives in health program co-
design, implementation, and evaluation.
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Background

Community health worker (CHW) programs are increasingly
implemented across low- and middle-income countries to
extend the reach of formal healthcare systems to commu-
nities. CHWs are often frontline care providers embedded
within their communities and with knowledge of local
healthcare needs, particularly of those individuals requiring
additional supports outside of the formal healthcare
system.1,2 These individuals also have ‘on-the-ground’
program implementation experience critical for evaluating
and strengthening CHW programs3; however, CHW pro-
grams are often implemented with a top-down approach,
potentially limiting the bottom-up integration of CHWs’
knowledge, experiences, and insights.3,4

To address this gap, participatory approaches have been
viewed as means to involve CHWsmore deeply in the design,
implementation, and evaluation of CHW programs.4,5 Par-
ticipatory approaches centre the perspectives of populations

and individuals that have often been marginalized in the
decision-making process of implementing health programs
through creating an equitable and trusting relationship be-
tween participants and researchers.6 By recognizing that
communities hold expertise through their experiences and
insider knowledge, participatory approaches aim to build on
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the strengths and resources within the community and create
knowledge and action for the mutual benefit of all partners.7

Previous research has indicated that strong organizational
support for incorporating community perspectives within
health programming has a positive impact on health im-
provements and community empowerment.8,9

More broadly, there exists widespread acceptance that
participation is crucial to program design and implementation
in health research.10–13 By adapting methods to align with a
particular cultural context or by designing studies that pri-
oritize and centre participants’ voices, more fulsome par-
ticipation can be promoted.14 Despite this recognition, fewer
studies have compared and contrasted the strengths and
limitations of different participatory approaches, or critically
examined the use of specific methods in practice, with an eye
to promoting the inclusion and centring of participants’
voices while also achieving broader study goals and objec-
tives. Importantly, participation is not an end in and of itself or
solely a normative value to be espoused. Rather, participation
can also be a means to generate high-quality, useful,
contextually-informed programmatic data that is crucial to
the development and evaluation of complex health
interventions.15,16

The objective of this study was to explore the utility of
three different participatory tools in effectively engaging
CHWs in the co-design, implementation, and evaluation of a
CHW program in the Philippines. More specifically, the
objectives of this study were: (1) to compare and contrast the
facilitation process and data generated across the three tools;
and (2) to critically reflect on adaptation of the three tools and
other facilitation considerations that may affect tool use and
implementation. While this study is focused on the evaluation
of a CHW program in the Philippines, these insights may
have broader relevance to the design and implementation of
participatory approaches within other community health
programs.

Methodology

Study Context

This project was anchored by a longer-term collaboration
between the University of Waterloo, Canada and Philippines-
based non-governmental organization (NGO), International
Care Ministries (ICM). ICM implements a CHW program
(called Flourish) across the Visayas and Mindanao regions of
the Philippines that engages more than 1300 volunteers in
community-based maternal and child health support (e.g.,
provision of antenatal care; screening for maternal and child
health issues; distribution of nutritional supplements and
other basic treatments). This study was part of a broader
evaluation of Flourish, located specifically within the prov-
ince of Negros Oriental, Philippines. In this province, the
CHW program operates across three branches. Each branch
involves a group of approximately 30 CHWs who are

supervised by a CHW program coordinator and a paid ICM
staff member. ICM identified a need to evaluate their CHW
program to strengthen program implementation and improve
intervention outcomes. In doing so, ICM was interested in
using participatory approaches to gather insights from CHWs
to help inform future revisions and updates to the program.
Moreover, ICM was interested in developing a sustainable
process of gathering feedback from CHWs, to ensure that
these insights are centred in program changes in the long-
term.

The research team consisted of six individuals from the
University of Waterloo, Canada (n = 3) and contracted by
ICM (n = 3), four of whom are Filipino. All team members
(Canadian and Filipino) shared facilitation responsibilities.
Team members worked closely in partnership with ICM, but
as academic researchers and research associates who were not
embedded within ICM’s programs. Team members had prior
program evaluation and facilitation experience, including
experience conducting participatory, qualitative research in
cross-cultural contexts. This study received ethics approval
from the University ofWaterloo (Certificate Number: 44828).
Participants provided verbal informed consent to participate
in the study. All participants received an honorarium of
200 Philippine Pesos (PHP; approximately 3.62 USD) for
their participation.

Recruitment and Data Collection

In April 2023, 11 participatory group activity sessions were
conducted with CHWs (n = 75 total) across six locations in
Negros Oriental, Philippines (Figure 1). Most sessions were
held in the common area of a local church or community
centre and in conjunction with a regularly-scheduled monthly
CHW meeting to reduce the burden of time and added
transportation costs for participants. Study participants were
all female CHWs that were recruited by their CHW coor-
dinator to participate in the group activity sessions. All
CHWs across the six locations were invited to participate (n =
78 total); only three declined participation.

Three different participatory tools were used to generate
and enrich discussion related to CHWs’ delivery of care for
maternal and child health: a balloons and stones activity (n =
4 groups); patient pathway analysis (n = 3); and problem
tree analysis (n = 4). These tools were selected based on the
feasibility of implementing the activity, the different data
that could be generated using the tool, and the tool’s rel-
evance for informing ICM’s CHW program. Approximately
half of the activity sessions focused on maternal health and
half on child health (Table 1). Each activity was co-
facilitated by a University of Waterloo team member and
an ICM-contracted teammember who was fluent in the local
language of Bisaya and could interpret between Bisaya and
English. Sessions were primarily facilitated in English
(translated to participants in Bisaya, with participant dis-
cussion translated from Bisaya back into English for the
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other facilitator). For tools that prompted participants to
write responses, most participants wrote in Bisaya, which
was translated into English. Participants were asked to
provide verbal feedback on their experience of and per-
spectives on the activity at the end of each session. Sessions
ranged from 59 to 90 min in duration (average duration =
75.3 min). Sessions were audio-recorded and transcribed,
and facilitators took detailed notes on process in a team
debrief after each session. Following these team debriefs,
each activity was iteratively adapted in an effort to enhance

data quality, process, and participant experience based on
insights from team debrief meetings.

Description of Activities

Each activity began with a general introduction to the
overarching purpose for the participatory group activity
session, followed by a round of personal introductions from
facilitators and participants. Subsequently, the facilitator(s)
explained the activity to participants. Each activity below

Figure 1. Map of Negros Oriental and the six regional locations where participatory group activity sessions were conducted by the research
team: Guihulngan, Pamplona, Dumaguete, Manjuyod, La Libertad, Ayungon.

Table 1. Location, Topic, and Number of Participants of Each Participatory Activity Session.

Locationa Activity Session topic # Participants

Sessions 1-2 Guihulngan (n = 15) Balloons and stones Child health 7
Maternal health 8

Session 3 Pamplona (n = 5) Patient pathway Child healthb 5
Sessions 4-5 Dumaguete (n = 13) Balloons and stones Child health 7

Maternal health 6
Sessions 6-7 Manjuyod (n = 18) Patient pathway Child health 9

Maternal health 9
Sessions 8-9 La Libertad (n = 12) Problem tree Child health 6

Maternal health 6
Sessions 10-11 Ayungon (n = 12) Problem tree Child health 6

Maternal health 6
TOTAL 75

an represents the total number of individuals who participated in a given participatory group activity.
bOnly one group, focused on child health, was conducted in this location due to the small participant group.
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involved a visual aid to facilitate the discussion, presented on
a piece of white chart paper that was displayed in a conve-
nient location for all participants to see (Figure 2). All ac-
tivities involved a mix of paired and whole-group discussion
of facilitators and barriers associated with implementer
(CHW) work and potential solutions (see Appendix 1 for
complete facilitation guides for each activity). Activities
varied by their specific objectives, individual steps involved,
and associated visual aids.

Activity #1: Balloons and Stones Activity. This activity involved
the use of balloon- and stone-shaped ‘sticky notes’ to rep-
resent enablers and barriers, respectively, to achieving a pre-
determined ‘end goal’ as CHWs within ICM’s program.
Groups focused on child health used an ‘end goal’ of curing
child malnutrition, while groups focused on maternal health
oriented the activity around an ‘end goal’ of a healthy mother
and baby. The specific objectives were (1) to identify enablers

(‘balloons’) and barriers (‘stones’) to supporting child nu-
trition and maternal health in their communities from the
perspectives of CHWs; and (2) to collaboratively generate
potential solutions with CHWs to remove barriers and
strengthen enablers to inform the iterative design and im-
plementation of ICM’s CHW program1.

Activity #2: Patient Pathway Analysis. This activity involved
mapping the enablers and barriers that CHWs experienced
when providing maternal or child health supports within
ICM’s program. To do this, ‘sticky notes’ were positioned
along a line symbolizing a hypothetical patient’s ‘pathway’ to
care. The specific objectives were (1) to understand the role of
CHWs in supporting pregnant women and children in their
communities across the care cascade, from identifying in-
dividuals to screen to providing a referral to health services or
basic treatment, and the enablers/barriers at each step; and (2)
to understand how CHWs perceive of their roles within the

Figure 2. Visual output from each of the three activities, consisting of a piece of white chart paper and a configuration of sticky notes.
Balloons and Stones: The ‘end goal’ is indicated on the far-right side of the paper and balloon- and stone-shaped papers denoted with
participant ideas are positioned above and below a separating line, leading to the ‘end goal’. Patient Pathway: Sticky notes denote enablers
(yellow) or barriers (pink) that participants experience in their work, positioned along a line (symbolizing a ‘pathway’) of caring for patients
from patient identification through to treatment or support. Problem Tree: A piece of white chart paper has the outline of a tree drawn on it
and sticky notes positioned at various heights on each tree (i.e., the trunk symbolizes the problem; below are ‘root causes’ to that problem;
above are solutions or responses to addressing that problem).
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broader health and social care systems and collaborate with
public sector health care workers to deliver maternal and child
health care.2

Activity #3: Problem Tree. This activity involved using parts of
a tree to reflect on the ‘root causes’ of maternal-child health
challenges, resultant consequences, and potential solutions.
The tree trunk represented a problem that CHWs aim to
address in their work (i.e., malnutrition; a maternal health
challenge). Sticky notes were placed along the bottom of the
tree to symbolize and denote the ‘roots’ of the problem, and
also placed as ‘leaves’ on the tree to symbolize and discuss
solutions to the root causes or ways of supporting CHWs in
addressing root causes. Specific objectives were (1) to ex-
plore the perspectives of CHWs on structural factors influ-
encing child nutrition and maternal health in their
communities; and (2) to identify and discuss child and ma-
ternal health challenges in CHWs’ communities and identify
the root causes, impacts, and potential responses to these
challenges.3

Data Analysis

Qualitative data for this study (transcripts; notes) were in-
tegrated and analyzed thematically, with a constant com-
parative method.17 In addition, data collection materials
(i.e., facilitation guides) provided additional context to ex-
amine the intended objectives of each activity and initial
plans for facilitation prior to adaptation and ongoing iteration.

Results

Comparing and Contrasting Participatory Tools by
Process and Type of Data Generated

All activities were observed to be effective in facilitating a
space for participants to reflect on challenges they experi-
enced in their roles, share critical perspectives on the pro-
gram, and identify resources that would further support them.
This outcome may have been due to the collective format of
the activities, whereby participants may have felt more
comfortable sharing negative program feedback or reflect
honestly on challenges they experienced than in a one-to-one
interview format. The generative nature of group discussion,
in which participants could build from others’ ideas, may also
have facilitated the fulsome discussion we observed. All
activities were very similar in requiring minimal costs to
implement, in terms of material costs, time, energy, and
overall effort.

Strengths and Limitations of Each Visual Aid and Associated
Process. All activities were largely facilitated similarly to a
focus group discussion; however, the visual aid and function
of having an ‘activity’ seemed to create an initial frame or
focus to guide the discussion, which was observed to be

helpful in generating participant insights. Each activity’s
visual aid and associated process was useful in generating
high-quality data for different reasons, but also had limita-
tions (Table 2).

Balloons and Stones. The visual of this tool was easy to
comprehend. A Filipina facilitator likened this activity to
the notion of systematically developing a list of ‘pros’ and
‘cons’ which she felt was familiar and frequently utilized.
For future use, ‘balloons’ and ‘stones’ could be replaced
with visual symbols more tailored to study context and
culture, which may make the activity even more engaging
and easily understood. Regardless, many participants en-
gaged with the visual aid, utilizing the symbols in the
program perspectives they shared, which enhanced the
quality and tone of discussion. For example, participants
remarked about wanting to focus discussion on the ‘stones’
(i.e., challenges in their roles) and referred to challenges in
their work as “big stones”. They also shared that they
appreciated the experience of providing program feedback,
as it enabled them to “[get] the stones out of our heads”. A
limitation of this activity was that it was more unstructured
compared to the other two activities, as the enablers and
barriers discussed by participants could pertain to any
element of the CHW role and the broader CHW program.
Discussion had potential to be diffuse and lacking of depth,
scattered, or redundant without skilled facilitation. Facil-
itators had to prompt effectively and frequently to generate
high-quality data. On the other hand, the more open-ended
nature of this activity also led to sharing of diverse op-
erational experiences among CHWs.

Patient Pathway. This visual aid was more conducive to
identifying and exposing broader gaps in the program and
drawing out specific implementation challenges that were useful
for program evaluation. Given that the aid focused the dis-
cussion on the various CHW’s roles across the pathway of
support for mothers or children, it prompted reflections per-
taining to both operational and structural factors along this
continuum.4A strength of this activitywas the ability to generate
multilayered data on program mechanics from CHW perspec-
tives (i.e., what they are doing to support maternal and child
health and how). This data built a foundation for discussion on
enablers and barriers and CHW responses to these, including at
both program and structural levels (i.e., how they interface with
public sector health workers in their role and how that affects
their work within the CHW program). Overall, the activity was
more structured in comparison to the other activities. Facilitators
took a stepwise approach, prompting in-depth and focused
sharing on enablers and barriers at each step in the CHW
workflow, versus the more diffuse structure of ‘balloons and
stones’, for instance. One limitation of this activity was that
facilitation was challenging when discussing how CHWs in-
terface with the public sector health system, given the com-
plexities of how health care is accessed and delivered.
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Problem Tree. In their verbal feedback at the end of the
session, multiple participants provided positive comments on
this specific activity. The visual aid of a tree may have been
more memorable than in the other two activities. Discussion

of ‘root causes’, with the accompanying visual aid, led to
nuanced data on the role of structural, systems-level factors in
shaping maternal and child health outcomes, and the broader
implementation context within which the CHW program is

Table 2. Types of Data Generated in Each Activity (Balloons and Stones; Patient Pathway Analysis; Problem Tree), Adaptations Made to the
Activity Within the Study Context (Both Before Sessions Began and Within or Between Sessions), and Strengths and Limitations From the
Research Team’s Experience of Implementing Each Activity.

Balloons and stones Patient pathway Problem tree

Types of data
generated

Operational, program-specific Both program-specific and structural
data

Broader, community-level and structural
factors

Initial
adaptations

• Adapted initially from Kumar
(1999)

• Alternated between written
content and verbal sharing and how
much time was given to each
(balance between detailed written
data versus verbal data vis-à-vis
participants elaborating on written
notes)

• Adapted initially from
COUNTDOWN (2021) toolkit for
participatory health research
methods

• Conceptualized the activity as more
‘vertically’ than ‘horizontally’
oriented (i.e., rather than asking,
“how do you get a patient from A →
B?”, we asked, “who or what supports
you in doing your work more effectively
at point A? Point B?”)

• Adapted initially from Williams et al.
(2019) principles of CBPR.

• Adapted the activity to also include
appraising and choosing action/
solutions, in addition to
problematization, so the activity had
potential on its own to more readily
inform the NGO’s iteration of the
program

Adaptations
within/
between
sessions

• Experimented with integrating
‘solutions’ with ‘enablers’ and
‘barriers’, rather than a linear, step-
wise approach (i.e., enablers, then
barriers, then solutions to both)

• Reframed questions/prompts to
move beyond program challenges/
barriers to what strategies or
approaches are enabling the work
to continue (i.e., “It sounds like there
are many challenges in the CHW role;
yet, you are still finding ways to do the
work. What are strategies you use to
do X?”)

• Adapted discussion probes based on
program details (i.e., “You have two
routes of action based on what the
mHealth app instructs you to do (app
used by CHWs to direct their provision
of care): treat and/or refer. If treat, how
do you ensure treatment is taken? If
refer, how do you ensure the referral
loop is closed?”)

• Adapted the components of the
patient pathway based on facilitator
understanding of the CHW program
(i.e., the final stage of the pathway
was not ‘treatment’ but the choice of
‘treatment’ or ‘referral’ and
associated follow-up)

• Iterated the activity’s structure based
on participant insights (i.e., overall, less
structured and stepwise approach from
‘root cause’ to problems;
consequences; and solutions). Less
clear distinctions between these steps

Strengthsa • Easy to understand concept; an
engaging visual aid

• More open-ended nature led to
sharing of diverse operational
experiences among CHWs

• Stepwise approach of the activity
mirrors the CHW workflow and
facilitates more focused, in-depth
sharing on enablers/barriers

• Multilayered data generated related
to both program operations and
structural factors (collaboration
between CHWs and broader health
system actors)

• Created new lines of inquiry on
broader, structural challenges affecting
health for use in other evaluation
components

Limitations • Fairly unstructured by design:
requires significant prompting from
the facilitator, and some structuring
of conversation associated with
‘balloons’ and ‘stones’ insights

• Varied positionality of participants
may be more likely to present
facilitation challenges or constrain
conversation

• More challenging to identify potential
solutions

• Facilitation more challenging and
training required: Stepwise approach
less clear than other activities
(i.e., differentiating a ‘root cause’ from a
‘consequence’ or ‘impact’). Important
to have knowledge of historical/political
context from which to prompt or
probe

aInformation provided on the strengths and limitations of each activity is based on reflection by research team members, not on feedback from participants.

356 Community Health Equity Research & Policy 45(4)



embedded. A strength of this activity was, therefore, in
creating new lines of inquiry around these broader, structural
factors that were useful for other components of the CHW
program evaluation (i.e., one-on-one interviews). A limita-
tion was that it appeared more challenging for CHWs to
identify potential solutions to the barriers being discussed in
this activity compared to others. This challenge is likely due
to the barriers being structural and at a systems-level –

thereby more complex, particularly in a resource-constrained
study context – as compared to the specific programmatic or
operational barriers discussed in the other two activities that
may have simpler solutions. Additionally, facilitation was
challenging with this activity (i.e., differentiating a ‘root
cause’ from a ‘consequence’ or ‘impact’ of a given cause was
not always clear). Facilitators had to be flexible and iterate the
planned activity’s stepwise approach, based on participant
insights – in essence, allowing participants to ‘drive’ the
structure in order to generate high-quality data.

Type of Data Generated. Overall, all activities aimed to
generate discussion about enablers and barriers to CHWs’
work supporting maternal and child health, though varied in
how program-oriented and operational or structural those
factors were. Additionally, all activities aimed to integrate
discussion of potential solutions or recommendations for how
to address barriers. As such, activities could be placed along a
continuum, in terms of how useful they were in generating
applied, operational data for program co-design, evaluation,
and implementation (i.e., balloons and stones, patient path-
way) versus understanding the broader implementation
context (i.e., problem tree) (Figure 3).

Promoting Participation and Achieving Objectives:
Adaptations and Critical Considerations for
Activity Implementation

Adaptations to Activities to Enhance Activity Facilitation and Data
Quality. It was necessary to iterate and further contextualize
each activity as subsequent sessions were implemented, in
order to enhance the process, quality of data generated, and
participant experience. Ongoing and detailed debrief among
facilitators, after each session, involved identifying what was

and was not working well and discussing potential
adaptations.

In terms of activity format, each activity was structured to
involve varied opportunities for participation, whether
writing ideas down on a sticky note in English or Bisaya, or
discussing ideas verbally. Each activity also combined paired
(in partners) and full-group discussion, allowing for multi-
layered discussions among participants. Some partners also
worked on their own and silently, exchanging written sticky
notes with a partner and working independently to add ideas
to what their partner had initially written. Moreover, there
appeared to be value to a ‘presentation’ format after paired
discussions, with stepwise ‘sharing back’ around the circle
rather than an open ‘free for all’, to promote more inclusive
participation. Similarly, facilitators would intermittently pose
an ‘entry point’ question that was easier to respond to and ask
one-by-one around the circle, so that diverse perspectives and
voices were heard.

In terms of activity environment and the physical con-
figuration of groups, most sessions were in a community
space, whereby two groups (one for each of maternal and
child health) were held concurrently in the same space. At
times, this presented logistical challenges with hearing ev-
eryone speak and not being distracted by the other group’s
conversation. The research team experimented with the
physical configuration of the group in response, to enhance
the process. Most sessions had a similar configuration of
facilitators and participants sitting in a circle together, which
also conveyed a more conversational and participatory tone.
Sometimes this involved sitting around a table with the visual
on a piece of paper in front of the group.

Adaptations were also made to frame guiding questions
in order to generate the intended ideas or insights. In doing
so, it was helpful to have both the broader research ob-
jectives and specific activity objectives in mind (see Table 2
for further detail regarding adaptations). For example, es-
pecially in the more program/operationally-oriented activ-
ities (i.e., ‘balloons and stones’, patient pathway),
facilitators found they needed to reframe the instructions to
prompt participants to go beyond the mechanics of their
CHW role (i.e., the tasks they do that support or constrain
positive maternal-child health outcomes) to what supports
that work being done more effectively or what barriers

Figure 3. Utility of each participatory activity in terms of the type of data generated.
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exist.5 Extensive debriefing among research team members
following sessions was helpful for discussing the ‘ebb’ and
‘flow’ of participant discussion in a given group and
brainstorming specific prompts or rephrasing of questions to
address facilitation challenges in subsequent sessions.

Knowledge of Program and Implementation
Context. Facilitators’ knowledge of the program and broader
implementation context enhanced facilitation (types of
questions asked; informed by contextual knowledge) and
likely generated higher quality data overall. Across activities,
later sessions were enhanced in process and data quality, as
the research team experimented with each tool and adapted
accordingly (as above) to promote CHW participation.
Moreover, facilitators had more knowledge of the program
itself and the implementation context after initial sessions,
based on the CHWs’ insights shared. As part of the broader
program evaluation, the research team was concurrently
conducting one-to-one CHW interviews with activity ses-
sions in each location – which further triangulated data from
sessions and enhanced facilitator knowledge. As such, for
subsequent groups, facilitators could even probe specifically
based on accumulated program knowledge and shared par-
ticipant perspectives.

Across activities, the same facilitator(s) conducted
groups on the topic of maternal health and the same on
child health. This enabled facilitators to build familiarity
with their given topic, including the details of the CHW
role associated with supporting either maternal or child
health (operational context) and structural (i.e., broader,
historical/political context) associated with a given topic.
For the patient pathway activity, it was particularly helpful
that facilitators could build understanding of CHWs’ roles
along the care pathway for either maternal or child health,
and thus probe more effectively in the discussion. For the
problem tree activity, it was especially useful for the fa-
cilitator to have knowledge of the broader health system
and political context, to be able to initiate discussion
around the potential influence of these broader structural
factors on maternal-child health outcomes or delivery of
care. Overall, this facilitation approach across activities
was conducive to generating higher-quality data as facil-
itators were better able to iterate and probe effectively as
data collection progressed.

Positionality of Participants and Facilitators. The positionality of
both participants and facilitators (with respect to gender, age,
roles/occupations, ethnicity) likely influenced group dy-
namics and the degree of sharing that occurred. These po-
sitionalities were also observed to shape the type of
information being discussed, as CHWs spoke from their
perspectives and shared experiences along lines of gender and
occupation, especially.

All participants (and all but one facilitator) were women,
which may have increased the overall level of comfort in the
discussion, based on this study’s socio-cultural context. That
all participants were women may have also created new
opportunities for discussion due to the gendered implications
of some aspects of the CHW role. For example, in some
sessions, participants shared their concerns about safety in
their CHW roles, particularly in the context of travelling long
distances on their own – as women – to more remote
communities and/or those perceived to be unsafe. Across
activities, many participants also discussed their household
caregiving responsibilities for both children and aging par-
ents, and the challenges of navigating those responsibilities in
addition to being a CHW. These perspectives on navigating
the caregiving landscape as CHWs, amid their households
and communities, were more likely experienced among
women than in a more gender-diverse group.

Moreover, participants were of diverse ages, ranging from
young to older adults. One Filipina facilitator reflected on her
positionality as a younger person addressing an elder in this
cultural context and whether that may have generally influ-
enced the tone of the group. Younger individuals may have
participated differently or given additional space in conver-
sation for elders to speak. Participants also varied with respect
to other roles or occupations they held in communities –

beyond the CHW role – which may have facilitated or
hindered the participation of others. For instance, some
groups involved CHWs who were also barangay health
workers (i.e., community health workers connected to local
government units) and may have been perceived by others as
holding more specialized knowledge.

A shared challenge across tools was also the positionality
of facilitators. Tension existed between how the research team
framed themselves as not working directly for the NGO
(i.e., ICM) and that participants were welcome to provide
critical feedback; however, it was evident that the team would

Box 1. Specific Practice-Based Lessons from Our Application of Three Participatory Tools.

• Select tools thoughtfully according to (a) broader process aims and objectives; as well as (b) facilitator and participant positionalities and
context

• Consider combining tools and sequencing to build a comprehensive understanding of both program or operational facilitators/barriers as
well as program implementation context

• Critically reflect on the time required to implement a tool and consider appropriate compensation for participants
• Carefully structure and adapt activities with an eye to power differentials (or ‘insider-outsider’ dynamics) between facilitators and
participants

• Recruit and invest in training of skilled and sensitive facilitators
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be sharing synthesized findings back to the NGO to inform
programming. The team also embedded the research process
within ICM operations, as they held activity sessions during
regular monthly CHW meetings, seemingly making their
relationship as researchers to the NGO more complex. This
dialectic between partnering with, but still being a neutral
‘third-party’ to, the work of the NGO was observed to require
clarification among participants and may have limited the
level of critical feedback provided. In response, the research
team reiterated participant confidentiality; that honest dis-
cussion of challenges within the program evaluation would
not have broader repercussions for CHWs; and that the
sharing of diverse perspectives – both positive and negative
feedback – could contribute to strengthening the program. As
three members of the research team were from Canada and
formally affiliated with the University of Waterloo, their
positionality as ‘outsiders’ conducting the evaluation may
have both constrained and facilitated discussion at times.
Potential constraints related to their positionality may have
been mediated, in part, by Filipina team members local to
Negros Oriental who co-facilitated and probed conversation
when needed.

Summary of Findings

Overall, these findings present critical insights from a
research team’s experience of utilizing three participatory
tools for NGO program evaluation and implementation. From
this experience, this study outlined strengths and limitations
of using these tools to promote participant engagement and
generate relevant data – attributed to the design/nature of a
given tool itself, but also associated with adaptation and
facilitation considerations (i.e., facilitator knowledge of
context; positionality) that affected the tool’s utility and
implementation.

Discussion

This study provided applied, methodological insights on the
utility of multiple participatory tools in generating relevant,
useful program evaluation and implementation data within a
CHW program and NGO context. These findings include
examples of specific tools that NGOs and other community-
based organizations might employ to promote the inclusion
and prioritization of CHWs’ insights in the design, evalua-
tion, and implementation of large health and poverty alle-
viation initiatives, and critical reflection from our experience
with their use. Ultimately, these findings highlight that when
aiming to promote participation and inclusion of implementer
perspectives in program co-design, implementation, and
evaluation, it is necessary to thoughtfully consider the
combination of tools, driven by broader study or process
objectives, as well as other factors such as facilitator and
participant positionalities and context. Given the research
team’s evaluation objectives (i.e., interested in both

operational data and data on implementation context), the
three tools were considered effective in generating useful data
and promoting CHW participation. As reflected in the
findings, use of these tools created spaces where individuals
could collectively reflect on and corroborate their experiences
of program implementation, sharing both positive and neg-
ative program feedback that had not previously been com-
municated back to the NGO. The experiential, collective
nature of the activity sessions was itself reportedly enjoyed by
participants.

That said, the three specific participatory tools in this
study varied with respect to their utility in either gener-
ating program evaluation/operational data (‘balloons and
stones’; ‘patient pathway’) or for deepening understand-
ing of the program implementation context (‘patient
pathway’; ‘problem tree’). Depending on the type of in-
sights one aims to generate, the tool matters in terms of the
ways in which participation is enabled through the tool’s
design or process and the resultant data that is generated.
As such, when aiming to promote participation in program
design and evaluation, critical and careful thought as to
what participatory tools to select is necessary and may – in
part – be dictated by specific aims and objectives. Al-
though we used these tools separately, if time and re-
sources permit, opportunity may exist to combine them to
build a more comprehensive process. Given the different
types of data they generate, sequencing these tools could
enable both deep contextual understanding
(i.e., beginning with ‘problem tree’) followed by more
solutions/action-oriented reflection (i.e., with ‘balloons
and stones’ or ‘patient pathway’). This cycle of prob-
lematization, action, and reflection on action, is a crucial
foundation to participatory approaches18,19 and helps to
move beyond a siloed view of participatory tools to one
that is more iterative, integrated, and – arguably – effective
in achieving objectives. Other studies have proposed
specific frameworks to aid in systematizing the selection
and application of participatory tools for co-creation of
health interventions, such as the 2019 ‘PRODUCES’
framework of Leask and colleagues (6:5). In this frame-
work, as reflected in this study’s findings, the specific aim/
objective of the participatory process is considered
alongside the positionality and interests of participants
(i.e., end-users, co-creators).

Relatedly, even if a tool is selected to align with the type of
data desired and how participation is intended to be fostered,
this study’s findings indicate the significance of further
considerations (positionality; knowledge of study or program
context) in ultimately shaping experience with a given tool.
That is, it is necessary to reflect on and be responsive to these
broader factors that shape the quality of participant experi-
ence, quality of participation overall, and quality of data
generated. Indeed, these considerations have been high-
lighted via efforts to enhance increased patient and public
involvement and participation in healthcare delivery,
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particularly across primary healthcare contexts.20–23 This
study contributes to the practical considerations raised in this
literature by highlighting how the use of participatory tools
outside of primary care settings must be responsive to pro-
gram (e.g., geography, resource constraints) and im-
plementation (e.g., central role of CHWs rather than other
healthcare providers) context. Further, given a substantial
literature on the time required for CHW tasks, particularly in
low- and middle-income countries,24 as well as a fulsome
debate on the merits of different compensation models,25,26 it
is important for researchers to critically reflect on the time
required to implement a given participatory tool in these
contexts and appropriate compensation for CHW participa-
tion. For the research team, ongoing debrief was crucial to
continually iterate the methods to ensure congruence with the
overall study objectives and to promote the quality of par-
ticipation. Others utilizing these specific methods or partic-
ipatory tools may benefit from a similar non-rigid approach.
An ability to be flexible and iterate as needed can ensure high-
quality and useful data is generated alongside – and, in part,
due to – fulsome participation.

Moreover, critical reflection in this study around the
research team’s positionality relates to other studies exploring
the complexity of ‘insider-outsider’ affiliations in relation to
participation and empowerment.27,28 The research team was
positioned as ‘insider’ to the NGO operations and structure at
a high level, given that the researcher-NGO affiliation was
evident to participants. The team attempted to “articulate
strategically” their knowledge as ‘outside’ of the program
expertise of CHWs, who were ‘insiders’ to the program
operations as implemented in practice, and also held expert
knowledge of their communities (i.e., the implementation
context) (24:109). Nevertheless, the nuances of this ‘insider-
outsider’ status, and the power differential inherent to team
members’ respective positionalities, shaped activity facili-
tation. Thus, it is necessary to carefully consider how activity
processes can be structured, and tools adapted and utilized,
such that participants are empowered as active agents in
program co-design, implementation, and evaluation with the
particular ‘insider’ knowledge they hold.27 Moreover, given
the research team’s positionality, and the nature of the tools
themselves, our findings emphasize the critical need for
skilled and sensitive facilitation to create an environment
where participants feel comfortable sharing and high-quality
data is generated. Particularly in some cultural contexts, age
and gender of both participants and facilitators may also be
important considerations when selecting tools, structuring
activities, and planning facilitation approaches.29

This study presents a theoretical contribution as well.
While participatory approaches are broadly valued in health
research,30 there is a need to move beyond promotion of these
approaches to a more critical assessment of what tools might
be appropriate for specific objectives and how to most ef-
fectively adapt tools based on the participant population and
broader implementation context. By critically and reflexively

examining tools in practice within this case study, we engage
the concept of participation – how it might be promoted
through specific tools, and what some of the careful con-
siderations might be when upholding the value of partici-
pation in practice, within a particular context. Others have
reflected on how participatory tools might be used to con-
tribute to broader systems transformation and the empow-
erment of individuals to enact change within their
communities.31 While promoting active participation and
inclusion of CHW perspectives, this study can be contrasted
by these more transformative and emancipatory forms of
participation. Instead, we contribute a critical reflection on the
utility of different participatory approaches to generate in-
depth implementer feedback that may inform program design
and delivery within an NGO or other organizational context.
Leveraging these tools for systems-level change requires
sustained participant engagement and substantive resources
and effort.32

This study had several limitations. These findings are
based primarily on researcher observations of the activity
sessions and insights derived from triangulating sources of
data (notes; audio recordings), rather than explicit feed-
back on the sessions from participants themselves. While
participants were invited to share verbal feedback at the
end of each session, these data were limited, potentially
due to the ’insider-outsider’ tensions the research team
experienced and hesitation among participants to share
critical feedback on the sessions. Future research should
aim for more in-depth and creative integration of partic-
ipant insights into this type of critical, methodological
reflection, to enhance depth and validity of findings
through a more participatory evaluation of the process. In
addition, data that were gathered from participants may
have been subject to selection bias, whereby participants
with positive feedback on the sessions may have been more
likely to share feedback. We have aimed to address this
limitation through ensuring critical, reflexive, and au-
thentic engagement with other data sources that high-
lighted both strengths and challenges of the activity
sessions. A key strength of this study is its embeddedness
within a sustained NGO-researcher partnership and
broader CHW program evaluation, which facilitates direct
engagement with the NGO and potential application of
findings to their iteration of the program. Overall, this
study contributes a critical reflection on an application of
three participatory tools, which may be considered a suite
of options for other organizations implementing
community-based health programs. By including the types
of data generated with the tools, our experience of iterating
the tools, and strengths and limitations of each tool –

alongside important considerations regarding positionality
and implementation context – we offer an applied meth-
odological toolkit to support the inclusion of implementer
perspectives in health program co-design, implementation,
and evaluation (Box 1).
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Conclusion

The use of participatory tools can create opportunities for
CHWs to share their experiences and knowledge and for these
experiences and knowledge to be valued and ultimately in-
tegrated into NGO program implementation. Indeed, the use
of participatory tools may have a role in contributing to
‘bottom-up’ institutional change in the delivery of CHW
programs as well as other programming led by NGOs or other
community-based organizations. However, as illustrated in
this study, it is also necessary to critically understand and
consider how knowledge of program and implementation
contexts as well as participant and facilitator positionality
may influence the selection and adaptation of various par-
ticipatory tools. Addressing these considerations may ulti-
mately shape the ability of participatory approaches to
promote inclusion of participant voices and to generate high-
quality data that meets study and program objectives.
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Notes

1. To identify enablers and barriers, participants were asked: What
factors support your ability to address child or maternal health as
CHWs (‘balloons’)? What factors create difficulties (‘stones’)?
(Prompts: What factors are related to ICM’s program; your role

as a CHW; your community; your connections and social net-
work; your identity as a community member?) To generate
potential solutions, participants were asked: Which among the
‘balloons’ can be strengthened and how; which among the
‘stones’ can be weakened and how (Prompts: What resources are
needed? Who needs to be involved)?

2. Participants were asked: How do you support different aspects of
the pathway to accessing care (Prompts: What is your role in
reaching and identifying individuals for screening; referring to
health services; providing treatment; supporting transportation
and access; patient follow-up)? What barriers to do you expe-
rience in those areas of the pathway? How would you feel
supported to overcome these barriers (Prompts: What resources
would you need? Who would be involved?)

3. Participants were asked: What child and maternal health
challenges have you observed in your community? Why do you
think these problems are occurring (Prompts: community re-
sources and infrastructure; economic context; social connec-
tions)? How does a given problem affect the households you
support (Prompts: cause of stress; work limitations)? How
would you address the problem (Prompts: What human, fi-
nancial, or social resources are needed?What solutions could be
implemented with ICM? What solutions need to happen within
your community?)

4. For example: (a) At what point in the pathway do broader
structural factors inhibit or facilitate provision of maternal or
child health care? Programmatic/operational factors? (b) Where
in the pathway are resources needed? Where are they adequate?
(c) Where does the pathway end, in terms of the support you
provide as CHWs to mothers and/or children? Where is more
support needed?

5. Facilitators used phrases like, “we know these are the respon-
sibilities in your work as a CHW. What make those easier?
Harder?” Or, “what people, things, or situations make your job
easier? Harder?”
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