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Abstract

Background: The understanding of components of commu-
nity engagement (CE) models that are linked to better health 
outcomes is limited, despite the widespread use of CE in health 
promotion. 

Aim of Study: This study sought to assess the extent of the 
influence of community engagement (CE) on the health and 
health disparities of marginalized populations. It also aimed to 
identify the most effective methodological approaches for im-
plementing CE and determine the components of CE that are 
acceptable, feasible, and effective when applied to disadvan-
taged populations.

Methods: The systematic review adhered to the require-
ments set out by the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses. We conducted methodological 
evaluations of the papers listed by using rating systems. The in-
vestigation concentrated on model synthesis to identify the cru-
cial components of CE that are associated with good research 
results. It also included a comparative examination of positive 
study outcomes, methods, and quality indicators of CE.

Results: Among the 24 studies that satisfied our inclusion 
criteria, 21 (87.5%) had a beneficial effect on health behaviors, 
public health planning, access to health services, health litera-
cy, and other health outcomes. A majority of the studies (58%) 
were deemed to be of excellent quality, while 71% and 42% 
of the studies demonstrated strong community engagement in 
research and reached high levels of CE, respectively. The main 
components of Community Engagement (CE) that had an im-
pact on health outcomes were: Genuine power-sharing, coop-
erative partnerships, two-way learning, including beneficiary 
communities in research protocols by giving them a voice and 
agency, and using bicultural health professionals to implement 
interventions.

Conclusion: The results indicate that if CE models are well 
created and implemented with active community engagement 
and involvement, they may contribute to enhanced health and 
health behaviors among marginalized communities. Further-
more, we have identified many deficiencies in the existing 
assessment of cost-effectiveness (CE) in health intervention 
studies. This highlights the need for the development of novel 
methodologies to accurately estimate the influence of CE on 
health outcomes with greater rigor.
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disadvantaged people, ethnic minorities, cultural-
ly and linguistically diverse.

Introduction

IN recent decades, community engagement (CE) 
has become a more and more successful approach 
for using the potential of communities, especially 
in the context of health improvement [1]. Commu-
nity engagement (CE) has been extensively used 
by health interventionists to include communities 
in health promotion, research, and policy making 
in order to tackle various health challenges such as 
obesity, cancer, heart disease, diabetes, and mental 
illness [2-4]. Community engagement (CE) is the act 
of actively collaborating with groups of individu-
als who are connected by their physical location, 
shared interests, or comparable circumstances, in 
order to address matters that impact their overall 
welfare [5,9].

Various conceptual frameworks are employed in 
health studies, such as the Social Ecological mod-
el, the Active Community Engagement Continuum, 
Diffusion of Innovations, and community-based 
participatory research (CBPR) [6], with the objec-
tive of instigating health improvements at the pop-
ulation level by actively engaging the community. 
CBPR is also used interchangeably with participa-
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tory action research (PAR) and action research, all 
of which include participatory methodologies in 
health research [7,8]. Unlike the other CE models, 
CBPR aims to close the divide between research 
and practice by involving the community in a fair 
and equal manner to address inequalities in popula-
tion health [9]. CBPR has accomplished this by re-
solving disparities in power and facilitating the flow 
of information, leading to its widespread adoption 
as an attractive model for community engagement 
in diverse and disadvantaged contexts [9,10]. Rap-
id Assessment Response and assessment (RARE), 
a branch of PAR, is a useful research technique in 
public health, especially for ethnic communities. It 
involves the use of datasets, community involve-
ment, and assessment [11]. In Staley’s [12] extensive 
analysis, it was determined that CE has the potential 
to have a beneficial influence on several aspects of 
health research. These include determining priori-
ties, ensuring ethical behavior, designing and imple-
menting programs, including the public in projects, 
and establishing academic collaborations.

Citizen engagement (CE) has been proposed 
as a means of empowering marginalized individu-
als and is therefore seen as a viable approach for 
addressing health disparities [13]. Disadvantaged 
populations often encounter health disparities and 
endure an unequal share of illness due to structur-
al, social, and cultural obstacles [8,14,15]. Disad-
vantaged populations have obstacles in accessing 
healthcare due to geographical limitations, cultural-
ly unsuitable services, financial constraints, limited 
health literacy, and language hurdles. These factors 
hinder their ability to effectively use health services. 
In addition, they often possess elevated risk factors 
for illnesses, a lack of understanding about avail-
able health services, and inadequate eligibility for 
health insurance, so further restricting their ability 
to obtain healthcare [15,19,20]. Nevertheless, health 
interventionists often use CE strategies that have 
proven successful among privileged populations 
while working with disadvantaged communities, 
leading to a lack of expected results [21-23]. Existing 
research indicates that service providers and health 
interventionists are not successfully reaching or en-
gaging disadvantaged communities in their attempts 
to enhance their health [24-26].

In addition, Wallerstein [27] found that margin-
alized communities lack authority and are unable to 
participate in conventional health promotion pro-
grams that promote individual agency in managing 
their own health. Significantly, individuals from 
non-English speaking origins in affluent nations 
are often not adequately represented in population 
health research. As a consequence, they are exclud-
ed from health promotion policies and programs, 
leading to unaddressed social and health require-
ments [28]. Moreover, the omission of marginalized 
populations from public health policy efforts has 
the capacity to exacerbate health inequalities [29]. 

Therefore, it is essential to create CE efforts that 
are in line with the cultural framework of the com-
munity, in order to enhance the social integration of 
marginalized individuals [30], enhance the quality of 
research, and tackle health inequalities [31].

Existing knowledge limitations:
The current body of research indicates that there 

is an absence of uniformity in the efficacy of CE in 
enhancing the well-being of marginalized commu-
nities. While certain studies have indicated that CE 
did not enhance health behaviors [32-35] or health 
outcomes [36,37] among disadvantaged populations, 
other research have shown that CE had beneficial 
effects on health behaviors [38-40] and health out-
comes [41,42] within these groups. Popay et al. [43] 
discovered that although Community Empower-
ment (CE) had a good effect on social capital, co-
hesiveness, and empowerment in disadvantaged 
communities, it did not have any beneficial influ-
ence on mortality, morbidity, health behaviors, or 
health disparities. Although health programs have 
the ability to empower disadvantaged individuals, 
research has shown that most of these programs use 
a “top-down” approach rather than a participatory 
“bottom-up” strategy. This limits their effectiveness 
in improving health and health behaviors [44,45].

In addition to the intricate nature of this litera-
ture, Attree et al. [46] discovered that while CE can 
lead to improvements in physical health, it can also 
have unintended negative effects on participants. 
These effects include exhaustion, financial strain, 
consultation fatigue, and disappointment. These in-
dividuals were repeatedly exposed to consecutive 
waves of CE, which had a detrimental impact on 
their well-being. In addition, individuals with dis-
abilities had significant challenges in participating 
due to the lack of consideration for their specific 
needs during the design of CE sessions [46]. Chau 
[47] discovered that using money as incentives for 
involvement had adverse effects, including the oc-
currence of bullying and discrimination against 
ethnic community members by other participants. 
As a result, confidence in the engagement process 
was compromised. The majority of these research-
es primarily used consultation as the main method 
of engagement, without granting ownership to the 
community. This approach led to negative feelings 
of engagement for the participants [46-48]. O’Ma-
ra-Eves et al. [45] shown that public health treat-
ments including community engagement (CE) are 
generally beneficial in many groups and settings. 
However, there is no clarity on the optimal imple-
mentation of CE to achieve the intended results for 
disadvantaged communities. In general, there is 
insufficient definitive data about the impact of CE 
on enhancing the well-being of underprivileged 
communities and determining whether the observed 
health gains are a result of the intervention itself, the 
CE methodology, or both [45,48].
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Aim of work:
To fill these knowledge gaps, we performed a 

comprehensive analysis to determine the extent to 
which Community Engagement (CE) affects the 
health and health disparities of marginalized com-
munities. Our objective was to examine the most ef-
fective methodological techniques for maximizing 
the efficacy of CE and determining which compo-
nents of CE are acceptable, practicable, and suc-
cessful when implemented among disadvantaged 
people.

Methods

We performed a systematic review using the 
standards of the Preferred Reporting Items for Sys-
tematic Reviews and Meta-Analyses (PRISMA) 
[49].

Discussion

The results of this comprehensive analysis re-
vealed that in 21 out of 24 studies that satisfied our 
criteria for inclusion, the implementation of CE 
techniques resulted in enhancements in health be-
haviors, public health planning, access to health-
care services, health literacy, and many other health 
outcomes. The results of our analysis indicate that 
community engagement (CE) has been shown to re-
duce health inequities in 60% of the studies includ-
ed in our analysis, which is in line with the existing 
data [45,46]. However, these findings are not corrob-
orated by other research [47-49]. CE treatments that 
had excellent outcomes were characterized by the 
inclusion of indigenous and ethnic groups in the 
research process, genuine power-sharing, mutual 
learning, and needs assessment. These components 
were directly linked to better health and health be-
haviors. On the other hand, CE models that did not 
enhance health behaviors were influenced by a lack 
of community participation in preliminary research 
and insufficient evaluation of needs. These results 
align with the research conducted by Israel et al. 
[50], which emphasizes the crucial role of communi-
ty engagement in bringing about community trans-
formation. Regarding the use of health services, the 
inclusion of components such as cooperation with 
tribal agencies and cultural adaptation of programs 
played a crucial role in attaining better results.

CBPR has been recognized as the predominant 
CE model, in line with existing literature that high-
lights CBPR as the most effective method for in-
cluding ethnic and racial minority communities in 
health research investigations [10]. In contrast to 
claims that CBPR has only proven beneficial in gen-
erating high retention rates and not in data process-
ing, interpretation, or dissemination [10], we have 
identified six studies where community partners 
were actively engaged in these research phases as 
well. In addition to CBPR, we have found six ad-
ditional Community Engagement (CE) models that 

have effectively tackled health inequalities among 
marginalized communities. These models are FO-
CUS, ANGELO, CDC, community empowerment, 
the CHW model, and participatory action cycle. 
While several of these models exhibit resemblanc-
es to the CBPR model, they are deficient in three 
crucial components that played a pivotal role in 
the development of the CBPR model. The commu-
nity partners actively participated in every step of 
research development, including sharing the study 
results, promoting the flow of information between 
the community and academic partners, and ensuring 
a harmonious balance between research and action.

Components of the ce model that influence re-
search results:

The existing research on CE indicates that there 
is now a lack of data about the specific CE com-
ponents that lead to favorable study findings [45, 
48]. This review investigated the degrees of com-
munity engagement (CE) ranging from providing 
information to empowering communities. It dis-
covered a correlation between low levels of CE 
(information-sharing and consultation) and unfa-
vorable results in three research [51,52]. Conversely, 
studies that demonstrated high levels of CE, such 
as cooperation, partnerships, and empowerment, 
had favorable results. Several studies have shown 
that Community Health Workers (CHWs) may ef-
fectively mitigate health inequalities across ethnic 
communities [53,54]. Our analysis revealed that the 
use of Community Health Workers (CHWs) within 
ethnic groups enhanced the feasibility and effective-
ness of the program. This was achieved by increas-
ing the pertinence of health promotion messaging, 
promoting healthier behaviors, overcoming cultural 
and accessibility obstacles, and stimulating active 
participation from participants. O’Mara-Eves et al. 
[45] shown that the continuous training of Commu-
nity Health Workers (CHWs) and the caliber of the 
connections they formed with the participants had 
an impact on the results of the research. Multiple 
studies in our study used a blend of Community-En-
gaged (CE) techniques, such as Community-Based 
Participatory Research (CBPR), to establish coop-
erative partnerships and utilize Community Health 
Workers (CHWs) for the implementation of health 
interventions. Implementing this technique pro-
vided a dual advantage, as the community partners 
assisted in the recruitment and training of CHWs, 
while the CHWs were able to reach and retain par-
ticipants who had health disadvantages and were 
difficult to contact.

Our review identified collaborative partnerships 
as another indicator of study success. These part-
nerships helped academic and other partners gain 
a better understanding of traditional tribal and eth-
nic health beliefs. This understanding then facil-
itated the development of health policy initiatives 
that were relevant to these groups at the local level. 
Consistent with the findings of South and Phillips 
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[55], our study revealed that various mechanisms for 
community engagement, such as surveys, forums, 
and photovoice, facilitated the formation of these 
collaborative partnerships. Our analysis revealed 
that the establishment of new collaborations among 
community, government, and academic stakehold-
ers, as well as the use of pre-existing infrastructure 
such as religious networks, park authority, and trib-
al organizations, played a crucial role in ensuring 
the long-term viability of the programs after the in-
tervention. Research conducted among ethnic and 
tribal communities has demonstrated that the effec-
tiveness of post-programme interventions is closely 
linked to their cultural acceptability, the presence 
of a longstanding collaborative partnership, and 
the active involvement of an influential communi-
ty partner, such as a government organization or 
tribal agency, throughout all stages of the research 
[3,18,24].

The ANGELO model utilized a prioritization 
process that facilitated “community validation,” 
an essential factor for engagement in collectivist 
cultures. This model’s success indicators included 
the asset-building process employed by the FO-
CUS model, which aimed to enhance health liter-
acy within ethnic communities. According to South 
and Phillips [55], assets in a community are regard-
ed as the fundamental components for community 
health. The CDC approach used participatory health 
communication tactics to effectively reach socially 
marginalized populations. The community empow-
erment model, on the other hand, emphasized the 
importance of ‘collective agency’ with local tribal 
agencies, which played a role in promoting bene-
ficial breastfeeding behaviors. The participatory 
action cycle concept focused on fostering critical 
awareness, which in turn allowed communities to 
assert control over their health and solve other chal-
lenges stemming from poverty.

In addition, we discovered that the identification 
of specific demands within each ethnic group during 
the first study phase had a direct impact on achiev-
ing favorable results. Examples of these needs with-
in culturally diverse and tribal communities encom-
pass the absence of childcare, traditional obstacles 
to maintaining hygienic birth practices, hindrances 
to accessing health information among homosexual 
men, apprehension of mortality, reluctance to dis-
cuss cancer, and adherence to traditional beliefs im-
peding the utilization of healthcare services [18,56-
60]. The reciprocal translation and assimilation of 
cultural notions not only facilitated the identifica-
tion and resolution of community-specific require-
ments in the intervention design, but also played 
a crucial role in ensuring program satisfaction and 
retention. In this research, the CE models that were 
discovered used collaborative partnerships, bicul-
tural Community Health Workers (CHWs), commu-
nity engagement, and power-sharing as important 
elements of health interventions [45,57].

Non-health consequences of CE:
The systematic review we conducted has dis-

covered other good effects of CE that are not di-
rectly connected to health. These include the de-
velopment of social capital, the enhancement of 
community capacity, and the empowerment of 
community members, resulting in community lead-
ership. These results align with the research find-
ings provided by Popay et al. [44]. Our research 
revealed that the use of CBPR (Community-Based 
Participatory Research) allowed external partner 
organizations to successfully accomplish their ob-
jectives by fostering the establishment of trust be-
tween local communities and academic institutions. 
The results of Milton et al.’s study [61] confirm our 
findings that CE has a role in improving the refer-
ral process to social services, enhancing the quality 
of local services, and establishing connections with 
community resources. Additional beneficial effects 
of CE include the detection of homelessness among 
research participants suffering from depression and 
the creation of health homes based in the commu-
nity. Our results contradict the literature indicating 
that participants in CE feel emotional anguish and 
stress [46]. Instead, our research suggests that most 
CE participants felt empowered and enhanced their 
social networking and self-efficacy abilities.

Difficulties related to the implementation of CE 
models and their adoption:

Six of the CBPR studies included in the analy-
sis [3,4,60-62] found a conflict between customizing 
the intervention to meet the community’s needs and 
adhering to the strict standardization necessary in 
randomized controlled trials (RCTs). The ongoing 
conversation with the community led to adjustments 
in the middle of the program, which impacted the 
strictness of the randomized controlled trial (RCT). 
Jensen et al. [63] discovered that when conduct-
ing high-quality CE, there is a compromise in the 
scientific methods used for research. This finding 
was supported by Balcázar et al. [3], who demon-
strated that sharing baseline results with the entire 
community enhanced community participation but 
also resulted in contamination of the control group, 
thereby compromising the evaluation of their in-
tervention. Sanson-Fisher et al. [64] have said that 
randomized controlled trials (RCTs) are not suitable 
for properly evaluating complex treatments (CE) 
owing to many problems such as limited time for 
follow-up, challenges in ensuring external validi-
ty, and the risk of contamination in control groups. 
Some experts argue that intervention fidelity and 
adaptability to community needs should not be seen 
as separate factors. Instead, health interventionists 
should combine them in interventions and allow for 
some flexibility in peripheral community elements 
[65,66].

While the majority of studies in our systematic 
analysis used CBPR methodologies, only a limit-
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ed number were able to attain significant levels of 
community control and empowerment (CE). This 
was mostly owing to limitations in financing and 
inadequate ability of social and welfare services to 
adequately meet the needs of the community. Ac-
cording to Swainston and Summerbell [48], the main 
obstacles to CE are conflicts of power between stake-
holders and insufficient financing and infrastruc-
ture. Non-effective community engagement may be 
attributed to several factors, including inconsistent 
community receptiveness, a lack of shared goals 
among stakeholders, limited community mobility, 
and divergent agendas across advisory councils for 
resource allocation. Israel et al. [62] suggest that suc-
cessful ways for addressing these problems include 
ensuring the presence of appropriate individuals in 
discussions, using a mix of structured and flexible 
norms for partnerships, and adhering to CBPR prin-
ciples in collaborative efforts.

The implementation of CE in disadvantaged ar-
eas has brought attention to many obstacles, such as 
inadequate health system infrastructure and service 
provision, insufficient personnel and resources, and 
restricted availability of health care. These prob-
lems often lead to unfulfilled community needs, 
which may cause community partners and research 
participants to feel demoralized, ultimately under-
mining the possibility for community engagement. 
Research indicates that empowering ethnic and in-
digenous groups, especially, might undermine the 
trust and relationship-building goals of communi-
ty engagement projects if the system’s architecture 
remains unchanged. This can lead to unfavorable 
individual health outcomes [46]. The social stratifi-
cation encountered by marginalized groups contin-
ues to be a substantial obstacle. The CDC concept, 
which aimed to target socially marginalized people, 
had little backing from the hierarchical health edu-
cation system in China [64]. Similarly, the partici-
patory action approach, which involves the use of 
non-health personnel to implement the intervention 
among tribal women in India, runs the risk of not 
being acknowledged by the Indian health institu-
tions [65]. An obesity intervention coordinated by 
CBPR revealed that even after the intervention, 
the prevalence of obesity remained greater among 
black and Hispanic children in comparison to white 
or Asian children [67]. These findings indicate that 
when using CBPR in multi-ethnic populations, it is 
necessary to customize the technique for each spe-
cific ethnic community. 

Conclusion:
Our study has shown that CE (Community 

Engagement) has a positive impact on the health 
of marginalized groups. It also increases their in-
volvement and continued engagement in health pro-
grams, particularly among ethnic minority, indig-
enous, and immigrant communities who are often 
overlooked in research and creative initiatives. Al-
though marginalized groups have a social hierarchy, 

using a collaborative and non-hierarchical strate-
gy like Community-Based Participatory Research 
(CBPR) has shown to be effective in establishing 
partnerships and attaining research objectives. Af-
ter conducting an analysis, we have determined that 
power-sharing, community involvement, bicultural 
Community Health Workers (CHWs), and collabo-
rative partnerships are crucial factors for obtaining 
favorable results in the CE models studied.

While we have made efforts to separate the im-
pacts of community engagement (CE) components 
on health outcomes from those of community de-
velopment improvements, there may still be some 
overlap of these effects owing to the positive influ-
ence of engagement spreading to the wider commu-
nity. While CE may be helpful in addressing health 
disparities, it requires significant investment of la-
bor, resources, and time. Its efficacy also depends 
on the specific intervention and CE model used. 
Our study has shown that the excellence of CE is 
often undermined by a subpar research technique. 
Furthermore, owing to several methodological diffi-
culties, randomized controlled trials (RCTs) are not 
the most efficient way for assessing CE therapies. 
The existing assessment of cost-effectiveness (CE) 
in health intervention studies has identified many 
gaps, indicating the need for the creation of creative 
frameworks and methodologies. These new meth-
ods aim to illustrate the impact of CE on health out-
comes in a clear and rigorous manner.
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الاستراتيجيات لتحسين الوصول إلى الرعاية الصحية
للفئات السكانية غير المخدومة:

مراجعة نقدية
____

الخلفيــة : الفهــم الكامــل لمكونــات نمــاذج المشــاركة المجتمعيــة )CE( المرتبطــة بتحســن نتائــج الصحــة محــدود، علــى الرغــم مــن 
ــز الصحــة. ــى تعزي الاســتخدام الواســع للـــ CE ف

ــات  ــى الصحــة وفجــوات الصحــة للفئ ــة )CE( ف ــر المشــاركة المجتمعي ــدى تأثي ــم م ــذه الدراســة لتقيي ــل : ســعت ه ــن العم ــدف م اله
الســكانية المهمشــة. كمــا هدفــت أيضًــا إلــى تحديــد النهــج النهائــى الأكثــر فاعليــة لتنفيــذ CE وتحديــد مكونــات CE التــى تكــون مقبولــة وقابلــة 

وفعالــة عنــد تطبيقهــا علــى الســكان المحرومــن.

ــاليب : تمتثــل المراجعــة النظاميــة لمتطلبــات التــي حددهــا تقريــر البنــود المفضلــة للمراجعــات النظاميــة والتحليــات النوعيــة. قمنــا  الأس
 CE ــات الحاســمة مــن ــد المكون ــف النمــاذج لتحدي ــى تولي ــف. تركــز الدراســة عل ــأوراق المدرجــة باســتخدام أنظمــة التصني ــم منهجــي ل بتقيي

.CE ــا لنتائــج الدراســات الإيجابيــة، والأســاليب، ومؤشــرات الجــودة لـــ المرتبطــة بنتائــج الأبحــاث الجيــدة. كمــا تضمنــت فحصًــا مقارنً

النتائــج : مــن بــن 24 دراســة تفــى بمعاييــر الاختيــار لدينــا، كانــت 21 )87.5%( لهــا تأثيــر ايجابــى علــى ســلوكيات الصحــة، وتخطيــط 
الصحــة العامــة، والوصــول إلــى الخدمــات الصحيــة، والوعــي الصحــي، وغيرهــا مــن نتائــج الصحــة. اعتبــرت غالبيــة الدراســات )58%( مــن 

 ،CE جــودة ممتــازة، فــى حــن أظهــرت 71% و 42% مــن الدراســات مشــاركة المجتمــع القويــة فــى البحــث والوصــول إلــى مســتويات عاليــة مــن

علــى التوالــي. المكونــات الرئيســية للمشــاركة المجتمعيــة )CE( التــي كان لهــا تأثيــر علــى نتائــج الصحــة كانــت: المشــاركة الحقيقيــة، الشــراكات 

ــة، واســتخدام المهنيــن  ــا ووكال ــم الثنائــى، وتضمــن المجتمعــات المســتفيدة فــى بروتوكــولات البحــث عــن طريــق منحهــم صوتً التعاونيــة، التعل

الصحيــن ثنائــى الثقافــة لتنفيــذ التدخــات.

الاســتنتاج : تشــير النتائــج إلــى أنــه إذا كانــت نمــاذج CE مصممــة ومنفــذة بشــكل جيــد مــع مشــاركة مجتمعيــة فعالــة ومشــاركة، فقــد 
تســهم فــى تعزيــز الصحــة وســلوكيات الصحــة بــن المجتمعــات المهمشــة. عــاوة علــى ذلــك، قــد قمنــا بتحديــد العديــد مــن النقــاط الضعيفــة فــى 

التقييــم الحالــى لكفــاءة التكلفــة )CE( فــى دراســات التدخــل الصحــى. وهــذا يبــرز الحاجــة إلــى تطويــر طــرق منهجيــة جديــدة لتقديــر تأثيــر 

CE علــى نتائــج الصحــة بأكثــر دقــة وصرامــة.


