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ABSTRACT
The global burden of oral diseases and shocking inequalities highlight the failure of current oral health systems and policies. One 
of the limitations with existing approaches is that they rely almost exclusively on professional perspectives with minimal input 
from communities, and in particular disadvantaged populations. As a consequence, interventions often fail to achieve sustained 
improvements and have limited impact in reducing inequalities. Within global health, there is growing recognition of the impor-
tance of meaningful community engagement in all aspects of policy, practice and research. The CORE global oral health research 
programme is being conducted in four middle-income countries (Brazil, India, Colombia and Kenya) and an innovative element 
is that the planned research will be informed by community engagement with disadvantaged communities. Through a process 
of co-design, local communities will be actively involved in designing, implementing and evaluating interventions. The planned 
community engagement activities include community mapping, establishment of community forums, appointment of commu-
nity link workers and community outreach activities including visual and performing arts events. The aim of this commentary 
is to critically review the policy context and principles of community engagement, and to reflect on insights gained through the 
initial engagement activities undertaken as part of the CORE programme.

1   |   Introduction

For too long, oral health policy and research have been domi-
nated by a professional perspective which has largely excluded 
the views, experiences, perspectives and expertise of people 
with lived experience of oral diseases, particularly those from 
marginalised and disadvantaged groups in societies [1]. It is now 
time to reframe oral health through meaningful community en-
gagement, share power with people with lived experience of oral 
diseases and their wider communities to facilitate the co-design 

of future oral health policies, programmes and services that 
effectively address community needs and priorities, to achieve 
sustainable and equitable improvements in oral health.

The CORE global oral health research programme funded by 
the UK National Institute of Health Research (NIHR) is being 
conducted across four lower-middle and middle-income coun-
tries (Brazil, India, Colombia and Kenya) and comprises three 
interconnected work packages on oral health inequalities, com-
mercial determinants of oral health and oral health system 
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reform [2]. An innovative element of the programme is that all 
planned research will be informed by community engagement 
with disadvantaged and marginalised communities in each 
partner country, with all three of the work packages benefiting 
from the planned community engagement work [2]. This com-
mentary aims to critically review the policy context, concepts 
and principles of community engagement and to reflect on in-
sights gained through the initial community engagement activi-
ties undertaken as part of the CORE programme.

2   |   Policy Context

Community engagement is not a new concept. Community par-
ticipation in health is enshrined as a human right in both the 1946 
WHO Constitution [3] and Article 12 of the UN International 
Covenant on Economic, Social and Cultural Rights [4]. The 1978 
Alma-Ata Declaration highlighted the importance of commu-
nity participation in developing more responsive health systems 
through primary health care [5]. In research there are certain topic 
areas where community engagement has been established for a 
considerable period of time. In the early 1980's people living with 
HIV were subject to discrimination, stigmatisation and lacked 
access to essential health services. AIDS activists challenged the 
discriminatory and bigoted treatment they received and through 
bold advocacy, demanded that people living with HIV should be 
involved in designing and delivering treatment and prevention 
policies and services. Ultimately the high-profile advocacy activ-
ities led to various international agreements that ensured people 
living with HIV were included in future efforts to treat and prevent 
the condition [6]. Researchers in mental health and maternity care 
have also adopted to some extent community engagement.

More recently in recognition of the need to tackle health inequal-
ities and the limitations of profession-centric models of health 
care, renewed interest has been placed on community engage-
ment within global health policy circles. In particular, WHO has 
produced useful policy guidance on promoting community en-
gagement in health promotion [7], universal health coverage [8] 
and in tackling non-communicable diseases [9]. These drivers 
for policy change have also influenced research priorities and 
highlighted the need to include meaningful community engage-
ment in all aspects of research planning, implementation, and 
dissemination [10].

In oral health policy and research, people with lived experience 
of oral diseases and members of the wider community are rarely, 
if ever, engaged in decision making processes in the planning 
of oral health services, policy development or research. A very 
traditional biomedical and hierarchical professional approach 
dominates oral health with ‘patients’ still seen as passive recip-
ients of care or ‘subjects’ of research [1]. As a consequence, oral 
health services, policies and research are often poorly aligned 
with community needs and priorities leading to ineffective and 
inequitable outcomes. Even when positive results are achieved, 
they are often not sustained in the longer term as ‘top-down’ ap-
proaches fail to have community support and are poorly aligned 
with the realities of life. An additional limitation of current ap-
proaches in oral health is the almost total exclusion of people 
from socially disadvantaged and marginalised communities in 
service, policy and research developments [11]—hence the very 

limited progress in tackling persistent oral health inequalities 
over recent decades [12].

Those dominant knowledge systems have traditionally dom-
inated oral health research; therefore, the CORE programme 
incorporates alternative theoretical approaches which help to 
understand that oral health inequalities are rooted in histori-
cally established power dynamics and complex overlapping sys-
tems of oppression [13]. The decolonial theory, for example, has 
been helpful for us to comprehend the importance of the mean-
ingful restoration of power and agency to historically margin-
alised groups, who remain colonised by economics, geopolitics 
and inequities between and within countries [14–16].

3   |   Conceptual Theory Base and Principles of 
Community Engagement

The WHO have provided a useful definition of meaningful com-
munity engagement as ‘the respectful, dignified and equita-
ble inclusion of individuals with lived experience in a range of 
processes and activities within an enabling environment where 
power is transferred to people, valuing lived experience as a form 
of expertise and applying it to improve health outcomes’ [17]. In 
essence community engagement seeks to level out power imbal-
ances through creating an enabling and supportive environment 
for participation—amplifying the voice, agency and empow-
erment of diverse and excluded communities. Informed by the 
seminal work of Paulo Freire [18], individual and civic empow-
erment is a process of enabling communities to exert greater 
control over their lives through capacity building processes to de-
velop and enhance individuals' skills, self-confidence and agency 
to ultimately improve their life experiences and opportunities [8] 
(Figure 1). Arnstein's ladder of citizen participation also provides 
a useful model to understand different levels of participation 
from passive non-participation through tokenistic informing and 
consultation activities, leading to partnership, delegation and ul-
timately, citizen control [19, 20].

The concepts of community engagement very much inform and 
align with people centred participatory action research (PAR) 
[21]. This approach to research seeks to build meaningful and 
sustained partnerships with communities to jointly identify pri-
orities, gather and analyse data and co-design and implement 
solutions to achieve social change [22–26]. PAR challenges ex-
isting dominant power relations, colonial legacies and how these 
perpetuate health/oral health inequalities.

While there is wide recognition of the importance of commu-
nity engagement in public health, systematic reviews identified 
a limitation of research and evidence on best practice of commu-
nity engagement in low- and middle-income countries, with the 
majority of studies focused on infectious diseases [27, 28].

4   |   Positionality Statement

Our collaborative international team comprises a combination 
of community members, early career researchers, and senior ac-
ademics. We acknowledge that the programme leads, academ-
ics, and most of the young researchers are from academic, urban 
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elites. While we also acknowledge the colonial and Eurocentric 
history of our academic institutions, we remain committed to 
decolonizing our viewpoints and approaches. We are also com-
mitted to learning from the diverse communities involved in the 
programme and the processes of collaboratively designing the 
community engagement activities, research studies, and inter-
vention strategies. Ultimately, through this project, we seek to 
gain more informed insights to influence policy actions to im-
prove population oral health and tackle inequalities in the four 
partner countries.

5   |   Overview of Community Engagement in the 
CORE Programme

In recognition of the urgent need to engage with communities 
in global oral health research, from the very onset of developing 
the original application for NIHR funding, community engage-
ment has been a foundational element of the CORE research 
programme. The team of co-investigators includes senior rep-
resentation (MC) from the Self-Employed Women's Association 
(SEWA), a highly respected civil society community organisa-
tion with over 50 years' experience of successfully working with 
self-employed women across India [29]. Such high-level expert 

community input has helped steer the design and conduct of 
the research from the very beginning. To avoid tokenistic ap-
proaches, the research budget provides funding for dedicated 
community engagement coordinators and a range of community 
engagement activities in each country (see below for details).

At the onset of the programme in 2023 and informed by the 
global health literature and WHO, NIHR and FDI guidance 
[7, 8, 17, 30–32], the research team developed and agreed an over-
view plan to coordinate all community engagement activities. A 
key element of this initial plan was agreeing to a set of guiding 
principles for community engagement activities planned across 
the four countries (Table 1).

In each country in 2024, dedicated community engagement co-
ordinators were appointed to lead and develop the community 
engagement plans and activities. The appointed individuals 
came from a diverse range of backgrounds, but all demon-
strated an understanding and commitment to share power 
with local communities across all aspects of the planned re-
search programme. The local teams then carefully considered 
which particular disadvantaged and marginalised communi-
ties they should focus upon in their community engagement 
plans and subsequent research activities. Community can 

FIGURE 1    |    Levels of community engagement. (Adapted from World Health Organisation 2020 [7]).

TABLE 1    |    CORE guiding principles of community engagement.

•	 Community engagement embedded throughout the whole research process

•	 Importance of mutual understanding and recognition that communities are complex, heterogenous and dynamic

•	 Importance of building respect and trust with communities

•	 Central importance of equality, diversity and inclusion and the need to ensure transparent processes of representation are 
undertaken

•	 Ensure power imbalances are addressed across stakeholders, and co-design approaches are developed and implemented

•	 Strengthening community capacity through offering appropriate skills and empowerment training

•	 Use creative and innovative engagement approaches

•	 Monitor, evaluate and learn from community engagement approaches and share insights with relevant stakeholders
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be defined in different ways—as a geographical location or 
neighbourhood or groups of people with shared cultural, eth-
nic, religious or social identities [33]. As tackling oral health 
inequalities and promoting a pro-equity agenda are central to 
this programme, the local teams selected the priority commu-
nities based upon their local knowledge of social and ethnic 
inequalities.

In Kenya, two contrasting community settings were selected 
to capture the realities of oral health in both rural and urban 
communities. The urban setting was Mathare North Ward in 
Ruaraka Sub-County, Nairobi County, one of the largest infor-
mal settlements in Nairobi. This area is characterised by high 
population density, diverse ethnic composition and vibrant in-
formal economic activity. The rural setting was in Kisau/Kiteta 
Ward of Mbooni East Sub-County in Makueni County. This pop-
ulation is more ethnically homogenous, mainly composed of the 
Kamba community. This rural setting provided a comparative 
perspective by highlighting a community primarily engaged in 
small-scale farming and local enterprises.

The two selected communities in Colombia were located in dif-
ferent geographic regions of the country. Both have historically 
experienced internal conflict and violence and the presence of 
vulnerable populations. The rural community of Aguas Claras 
in Ocaña, Norte de Santander, has specific socioeconomic and 
political dynamics as it is a strategic border area with Venezuela, 
and its main source of income is agriculture. In contrast, the 
urban community of Danubio Azul in Usme, Bogotá, is located 
on the outskirts of the city, is a densely populated area and has a 
predominance of informal employment and includes many mi-
grants fleeing economic and political challenges in Venezuela. 
These two communities were chosen to capture the diverse real-
ities of the Colombian context.

In Brazil both urban and rural communities were also selected. 
Two urban areas in the city of Recife, Pernambuco were cho-
sen—Alto do Pascoal, an area with significant urban depriva-
tion, with high levels of violence and unemployment and the 
Health District I, an urban area with a high concentration of 
homeless people. A third community setting, Santa Terezinha 
village, a rural community located 120 km from Recife, in Água 
Preta-Pernambuco, where sugar cane production dominates the 
local economy.

In India reflecting the complex cultural diversity of the coun-
try, two geographical regions were selected, one in Gujarat and 
the other in northern India in Rajasthan. In Gujarat five diverse 
community settings were selected to provide a range of urban, 
rural and tribal perspectives—Sabarkantha (rural and tribal), 
Vyara (rural and tribal), Surat (urban), Ahmedabad City (urban) 
and Ahmedabad District (rural). A range of tribal communities 
including Bhils, Garasias and Vasavas were selected and both the 
urban and rural communities comprised informal workers with 
little or no formal work and high levels of income insecurity and 
poverty—indeed these communities are some of the poorest and 
most vulnerable in India. In the Jaipur district in Rajasthan in 
northern India, three communities were selected again to rep-
resent the diversity of vulnerable population groups—Shastri 
Nagar, a densely populated mixed population living in an infor-
mal settlement in an urban area, Barh Baldeopura, a poor rural 

area and Jawahar Nagar another extremely poor informal settle-
ment in an urban neighbourhood.

Once the communities had been selected, a community mapping 
exercise was then undertaken in each country to investigate in 
depth the nature, characteristics and dynamics of the selected 
communities, their resources, assets and needs. Community 
mapping is a process of identifying existing resources and assets, 
especially human resources, within a particular community 
that can be leveraged to develop effective solutions to promote 
social inclusion and participation, with the ultimate goal of im-
proving community well-being and resilience [34]. A commu-
nity mapping tool was developed to provide a comprehensive 
and structured template to record all the gathered information 
with each community (Figure 2). The mapping tool comprised 
several key sections including:

•	 Community demographic profile—population size, density, 
age structures, ethnic, religious and cultural profiles, social 
and economic indicators and needs

•	 Community leadership—community structures, leadership 
structures (both formal and informal) and communication 
networks

•	 Civic society organisations, community groups and other 
community assets—non-governmental organisations and 
local community groups operating in the communities

•	 Educational institutions—provision of local schools and 
other training organisations/groups

•	 Health service provision—oral health and general health 
service provision, resources and activities

•	 Public health programmes—public health programmes de-
livered to local communities

•	 Government agencies—law and order, housing support, de-
velopment offices, and any other relevant services

•	 Neighbourhood facilities—availability of safe meeting 
spaces in public buildings

•	 Existing community-based research activities – any experi-
ence of previous or current research activities

A mixed methods approach was used to gather the required 
information. Some population level data was gathered from 
publicly available government statistical sources, while other 
information was collected through informal discussions with 
community leaders and small groups conducted during com-
munity visits. To gain access to the communities required local 
approval from the relevant agencies and through initial discus-
sions with community representatives who acted as gatekeepers 
for their communities. Building trust, respect, and understand-
ing with the communities took time and was facilitated through 
existing trusted networks. Local research ethics approval was 
not sought for the community engagement processes including 
the community mapping exercise.

The community mapping exercises with the local communities 
in each country provided a wide range of useful collective in-
sights to inform the planned community engagement activities 
(Table 2).
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On completion of the community mapping exercises, in each 
country a community engagement forum was then established to 
provide on-going community engagement into all aspects of the 
planned research programme. Each community forum comprises 
approximately 12 diverse community members recruited from 
the local communities. These forums meet on a regular quarterly 
basis to review and comment on all elements of the programme. 
To help build capacity, confidence and skills, forum members 
have been offered training and support to enable them to perform 
their roles. Evaluation will be undertaken of the training for the 
forum members to assess its value and impact. Forum members 
are fully reimbursed for their time attending meetings.

Informed by the findings of the community mapping exercises 
and on-going discussions with the community forums, com-
munity engagement action plans have now been developed in 
each country which outline the planned engagement activities 
with their respective communities. In 2024–26 a variety of 
successful community outreach events have been held. For ex-
ample, in Brazil and Kenya community events were organised 
to celebrate World Oral Health Day. Community members 
were joined by national and regional government officials and 
professional representatives from national dental associations 
to discuss priorities for oral health and dental service develop-
ments including the imperative to engage local communities 

FIGURE 2    |    Resources to be identified through community mapping process (Adapted from Community Asset Mapping Guide [35]).

TABLE 2    |    Insights gained from community mapping.

Process of engagement: building trust and respect takes time, early involvement of communities and leaders builds legitimacy, 
importance of flexibility to different community contexts, bureaucratic obstacles often hinder progress of engagement.

Community characteristics and needs: stark evidence on high levels of social and economic need, diverse range of 
vulnerable groups identified, complex community structures, dynamic communication networks, range of community assets 
and support networks.

Oral health needs and services: very limited availability of oral health services especially in the rural communities, 
structural barriers to developing oral health services, widespread reliance on informal health practitioners, traditional practices 
commonly linked to cultural and social norms, limited awareness of oral health needs, limited involvement of oral health 
professionals in health promotion, very limited or no community engagement with oral health services.

Experience of research: very limited experience of research but strong desire and enthusiasm for involvement in this oral 
health research programme, ethical issues in relation to raising expectations for change.
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to achieve more equitable oral health policies. Interactive vi-
sual and performing arts outreach activities have also been 
held. For example, in Colombia a play about oral health as 
a human right was performed by two community groups 
in Aguas Claras: children and teenagers, and separately, by 
mothers and older adults. Through the process of preparing 
and then performing the plays, the community members dis-
cussed a wide range of ideas about oral health and expressed 
an interest in continuing these discussions through future 
arts activities. Materials and resources used in the community 
mapping process and other community engagement activities 
are freely available on our FigShare site.

In the context of this commentary, it is also important to 
highlight that all decisions regarding research studies and 
community-based actions result from a collaborative process 
between the research team and community forum members. 
For example, CORE teams and forum members in each country 
discuss the aims, principles and logistical considerations of the 
studies and then those are shared and agreed in our programme 
management group meetings. Based on those discussions, strat-
egies that could then be used for conducting the research studies 
are collectively identified and implemented.

6   |   Future Plans for Community Engagement 
Activities and Outputs

The teams in each country will continue with their on-going 
community outreach events and will increasingly focus their en-
gagement activities on the remaining research studies that are 
planned. In particular, once local research ethics approval has 
been secured, a community survey will be conducted with the 
disadvantaged communities in each country to assess their expe-
riences of oral health services, the barriers they face and ways to 
improve their access to appropriate local dental services. Finally, 
feasibility studies are planned to co-design and test multi-
component interventions to promote oral health equity and 
improve dental service access amongst the disadvantaged com-
munities. A critically important element of these feasibility stud-
ies will be the community input in co-designing the intervention 
and their evaluation. Participatory action research approaches 
will be used in these studies. A small team of community link 
workers, approximately 10–15 individuals per country, will be 
recruited from the local communities and will be supported to 
act as community advocates for these research studies. The link 
workers will support and guide all aspects of the remaining re-
search and in particular support the engagement of the most vul-
nerable and isolated members of their local communities in the 
planned research. The link workers will be offered training and 
support to enhance their skills and confidence to enable them to 
undertake these roles. Evaluation will be undertaken of the link 
worker training to assess its value and impact. A dedicated bud-
get has been allocated to cover all the link workers' expenses and 
time that is devoted to the research programme.

On the completion of the planned research programme, the re-
search team will develop a community engagement toolkit for 
oral health researchers that will provide practical guidance on 
community engagement for oral health research. Based upon 
the insights and experiences gained in this programme, the 

toolkit will guide oral health researchers on the principles of 
community engagement and how best to establish, facilitate, 
and evaluate community engagement activities in research.

7   |   Reflections on Community Engagement and 
Involvement Processes to Date

The community engagement approach adopted by the CORE 
programme has facilitated the development of collaborative re-
lationships with community members, providing a solid foun-
dation for on-going involvement. The community mapping 
exercise proved particularly valuable in developing a detailed ini-
tial understanding of local contexts and informing engagement 
strategies with marginalised communities. The partnership with 
SEWA was instrumental in supporting the development of prac-
tical community engagement guidance and resources that facili-
tated early stages of implementation. In addition, the recruitment 
of local individuals into community forums and roles as commu-
nity link workers strengthened community ownership. However, 
several challenges were encountered. Community participation 
was constrained initially in some communities by low levels of 
trust and limited perceived relevance of oral health initiatives 
in the context of competing health priorities (such as infectious 
diseases and maternal and child health). In some settings, ten-
sions were evident between marginalised communities and local 
service providers responsible for facilitating transportation to 
activity-based events. These tensions appeared to be shaped, in 
part, by prevailing local stigma, which influenced both service 
delivery practices and community engagement. Finally, escalat-
ing instability in conflict-affected settings posed risks to commu-
nity access, and the safety and wellbeing of research teams.

8   |   Conclusion

There is an urgent need for meaningful community engagement 
in global oral health research to achieve more sustainable and 
equitable outcomes. The CORE research programme has incor-
porated a variety of community engagement approaches with a 
diverse range of disadvantaged communities to inform and co-
design the planned interventions. Through this participatory 
approach, very valuable initial insights have been gained and 
meaningful and trusting relationships established between the 
local research teams and their communities.

Acknowledgements

We acknowledge the wider CORE consortium and community part-
ners in Kenya (Mathare North Ward, Ruaraka Sub-County, Nairobi 
and Kisau/Kieta Ward, Makueni County), in Colombia (Aguas Claras, 
Ocaña, Norte de Santander and Danubio Azul, Usme, Bogotá), in India 
(Sabarkantha, Vyara, Surat, Ahmedabad City and Ahmedabad District, 
Gujarat and Shastri Nagar, Barh Baldeopura and Jawahar Nagar, Jaipur, 
Rajasthan.) and in Brazil (Alto do Pascoal and Health District I, Recife, 
Pernambuco and Santa Terezinha, Água Preta-Pernambuco).

Funding

This research was funded by the NIHR (NIHR 132731) using UK in-
ternational development funding from the UK Government to support 
global health research. The views expressed in this publication are 

 16000528, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/cdoe.70102 by ST

A
FFO

R
D

SH
IR

E
 U

N
IV

E
R

SIT
Y

 (N
O

N
-E

A
L

), W
iley O

nline L
ibrary on [23/10/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



7Community Dentistry and Oral Epidemiology, 2026

those of the author(s) and not necessarily those of the NIHR or the UK 
government.

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

Data sharing not applicable to this article as no datasets were generated 
or analysed during the current study.

References

1. R. G. Watt, B. Daly, P. Allison, et al., “Ending the Neglect of Global 
Oral Health: Time for Radical Action,” Lancet 394 (2019): 261–272, 
https://doi.org/10.1016/S0140-6736(19)31133-X.

2. C. C. Guarnizo-Herreño, M. Stennett, R. Mutave, et al., “Advancing 
Global Oral Health Research Through Community and Academic Part-
nerships: An Overview of the CORE Programme,” Community Dentistry 
and Oral Epidemiology (2026): 1–8, https://doi.org/10.1111/cdoe.70081.

3. World Health Organization, “Constitution of the World Health Orga-
nization. 1948,” (2024), https://​apps.​who.​int/​gb/​bd/​pdf/​bd47/​en/​const​
ituti​on-​en.​pdf.

4. United Nations Digital Library, “United Nations Committee on Eco-
nomic S and CR (22nd Session: 2000): G. General Comment No. 14, The 
Right to the Highest Attainable Standard of Health (Article 12 of the In-
ternational Covenant on Economic, Social and Cultural Rights). 2000,” 
(2025), https://​digit​allib​rary.​un.​org/​record/​425041?​ln=​en.

5. World Health Organization, “Declaration of the Alma-Ata International 
Conference on Primary Health Care. 1978,” (2025), https://​cdn.​who.​int/​
media/​​docs/​defau​lt-​source/​docum​ents/​almaa​ta-​decla​ratio​n-​en.​pdf.

6. E. Fee and N. Krieger, “Public Health Then and Now Understanding 
AIDS: Historical Interpretations and the Limits of Biomedical Individu-
alism,” American Journal of Public Health 83, no. 10 (1993): 1477–1486.

7. World Health Organization, “Community Engagement: A Health Pro-
motion Guide for Universal Health Coverage in the Hands of the People. 
2020,” (2025), https://​www.​who.​int/​publi​catio​ns/i/​item/​97892​40010529.

8. World Health Organization, “Voice, Agency, Empowerment-
Handbook on Social Participation for Universal Health Coverage,” 
(2021), https://​www.​who.​int/​publi​catio​ns/i/​item/​97892​40027794.

9. World Health Organisation, “Tackling NCDs: Best Buys and Other 
Recommended Interventions for the Prevention and Control of Non-
communicable Diseases. Second Edition,” (2024), https://​www.​who.​
int/​publi​catio​ns/i/​item/​97892​40091078.

10. National Institute for Health and Care Research (NIHR), “Com-
munity Engagement and Involvement,” (2024), https://​www.​nihr.​ac.​
uk/​resea​rch-​fundi​ng/​globa​l-​health/​commu​nity-​engag​ement​-​and-​invol​
vement.

11. M. L. Hammersley, J. Hedges, B. F. Poirier, L. M. Jamieson, and L. 
G. Smithers, “Strategies to Support Sustained Participant Engagement 
in an Oral Health Promotion Study for Indigenous Children and Their 
Families in Australia,” International Journal of Environmental Research 
and Public Health 19, no. 13 (2022): 8112, https://​doi.​org/​10.​3390/​ijerp​
h1913​8112.

12. G. Tsakos, R. G. Watt, and C. C. Guarnizo-Herreño, “Reflections 
on Oral Health Inequalities: Theories, Pathways and Next Steps for Re-
search Priorities,” Community Dentistry and Oral Epidemiology 51, no. 
1 (2023): 17–27, https://​doi.​org/​10.​1111/​cdoe.​12830​.

13. J. C. Mariátegui, “A questão racial na América Latina,” in Textos 
Escolhidos: Marxismo, Política e Questão Indígena (Cio da Terra, 2021), 
126–198.

14. H. Fathi, H. Benzian, C. Bedos, and C. Kearns, “Decolonising Global 
Oral Health for Health Equity: A Scoping Review of the Global North 
Literature,” Community Dental Oral Epidemiology (2026), https://​doi.​
org/​10.​1111/​cdoe.​70070​.

15. B. Adhikari, C. Pell, and P. Y. Cheah, “Community Engagement and 
Ethical Global Health Research,” Global Bioethics 31, no. 1 (2020): 1–12, 
https://​doi.​org/​10.​1080/​11287​462.​2019.​1703504.

16. R. Kumar, R. Khosla, and D. McCoy, “Decolonising Global Health 
Research: Shifting Power for Transformative Change,” PLOS Global 
Public Health 4 (2024): e0003141, https://​doi.​org/​10.​1371/​journ​al.​pgph.​
0003141.

17. World Health Organisation, “WHO Framework for Meaningful En-
gagement of People Living With Noncommunicable Diseases, and Men-
tal Health and Neurological Conditions,” (2023), https://​www.​who.​int/​
publi​catio​ns/i/​item/​97892​40073074.

18. P. Freire, Cultural Action for Freedom (Harvard Education Publish-
ing Group, 2000).

19. S. R. Arnstein, “A Ladder of Citizen Participation,” Journal of the 
American Planning Association 35, no. 4 (1969): 216–224, https://​doi.​
org/​10.​1080/​01944​36690​8977225.

20. IAP2: International Association for Public Participation, “Core 
Values, Ethics, Spectrum—The 3 Pillars of Public Participation. 2026,” 
(2026), https://​www.​iap2.​org/​page/​pillars.

21. B. O. Fals, Participatory (Action) Research in Social Theory: Origins 
and Challenges (Sage, 2001).

22. A. E. Grasveld, C. C. Bonifácio, and M. H. van der Veen, “Exploring 
Schoolchildren's Perspectives on Oral Health in a Disadvantaged Neigh-
bourhood in the Hague - a Participatory Action Research Project,” BMC 
Oral Health 25, no. 1 (2025): 946, https://​doi.​org/​10.​1186/​s1290​3-​025-​
06347​-​x.

23. E. Sri Suharja and A. Kusmama, “Participatory Action Research 
Methods in Promotive and Preventive Dental Health Programs in Tra-
ditional Communities of Kampung Naga in Tasikmalaya Regency,” 
International Journal of Medical Science and Dental Research 5, no. 6 
(2022): 37–41.

24. N. Stormon, D. Carr, P. Drahm, and K. Phillips, “Utilizing Ab-
original Participatory Action Research-Dadirri-Ganma to Co-Design 
the Deadly Dental Home,” Qualitative Health Research 36 (2025): 
10497323251335837, https://​doi.​org/​10.​1177/​10497​32325​1335837.

25. T. Tiwari, T. Sharma, M. Harper, et al., “Community Based Partici-
patory Research to Reduce Oral Health Disparities in American Indian 
Children,” Journal of Family Medicine and Primary Care 2, no. 3 (2015): 
1028.

26. D. O. Danesh, R. Lisann, C. A. Faerron-Guzman, G. A. Bermúdez 
Mora, D. Bejarano-Palacios, and M. Bejarano-Bejarano, “Applying 
Community-Based Participatory Research Principles to Global Oral 
Health: A Case Study From Costa Rica,” Journal of the California Den-
tal Association 52, no. 1 (2024): 2330558, https://​doi.​org/​10.​1080/​19424​
396.​2024.​2330558.

27. M. Jain, S. Shisler, C. Lane, A. Bagai, E. Brown, and M. Engelbert, 
“Use of Community Engagement Interventions to Improve Child Im-
munisation in Low-Income and Middle-Income Countries: A System-
atic Review and Meta-Analysis,” BMJ Open 12 (2022): e061568, https://​
doi.​org/​10.​1136/​bmjop​en-​2022-​061568.

28. Z. Mthembu, J. J. O. Mogaka, and M. J. Chimbari, “Community 
Engagement Processes in Low- and Middle-Income Countries Health 
Research Settings: A Systematic Review of the Literature,” BMC Health 
Services Research 23, no. 1 (2023): 457, https://​doi.​org/​10.​1186/​s1291​3-​
023-​09466​-​9.

29. SEWA, “Self Employed Women's Association Website,” (2025), 
https://​www.​sewa.​org/​.

 16000528, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/cdoe.70102 by ST

A
FFO

R
D

SH
IR

E
 U

N
IV

E
R

SIT
Y

 (N
O

N
-E

A
L

), W
iley O

nline L
ibrary on [23/10/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1016/S0140-6736(19)31133-X
https://doi.org/10.1111/cdoe.70081
https://apps.who.int/gb/bd/pdf/bd47/en/constitution-en.pdf
https://apps.who.int/gb/bd/pdf/bd47/en/constitution-en.pdf
https://digitallibrary.un.org/record/425041?ln=en
https://cdn.who.int/media/docs/default-source/documents/almaata-declaration-en.pdf
https://cdn.who.int/media/docs/default-source/documents/almaata-declaration-en.pdf
https://www.who.int/publications/i/item/9789240010529
https://www.who.int/publications/i/item/9789240027794
https://www.who.int/publications/i/item/9789240091078
https://www.who.int/publications/i/item/9789240091078
https://www.nihr.ac.uk/research-funding/global-health/community-engagement-and-involvement
https://www.nihr.ac.uk/research-funding/global-health/community-engagement-and-involvement
https://www.nihr.ac.uk/research-funding/global-health/community-engagement-and-involvement
https://doi.org/10.3390/ijerph19138112
https://doi.org/10.3390/ijerph19138112
https://doi.org/10.1111/cdoe.12830
https://doi.org/10.1111/cdoe.70070
https://doi.org/10.1111/cdoe.70070
https://doi.org/10.1080/11287462.2019.1703504
https://doi.org/10.1371/journal.pgph.0003141
https://doi.org/10.1371/journal.pgph.0003141
https://www.who.int/publications/i/item/9789240073074
https://www.who.int/publications/i/item/9789240073074
https://doi.org/10.1080/01944366908977225
https://doi.org/10.1080/01944366908977225
https://www.iap2.org/page/pillars
https://doi.org/10.1186/s12903-025-06347-x
https://doi.org/10.1186/s12903-025-06347-x
https://doi.org/10.1177/10497323251335837
https://doi.org/10.1080/19424396.2024.2330558
https://doi.org/10.1080/19424396.2024.2330558
https://doi.org/10.1136/bmjopen-2022-061568
https://doi.org/10.1136/bmjopen-2022-061568
https://doi.org/10.1186/s12913-023-09466-9
https://doi.org/10.1186/s12913-023-09466-9
https://www.sewa.org/


8 Community Dentistry and Oral Epidemiology, 2026

30. A. O’Mara-Eves, G. Brunton, D. McDaid, et  al., “Community En-
gagement to Reduce Inequalities in Health: A Systematic Review, 
Meta-Analysis and Economic Analysis,” Public Health Research 1, no. 4 
(2013): 1–526, https://​doi.​org/​10.​3310/​phr01040.

31. G. Brunton, J. Thomas, A. O’Mara-Eves, F. Jamal, S. Oliver, and 
J. Kavanagh, “Narratives of Community Engagement: A Systematic 
Review-Derived Conceptual Framework for Public Health Interven-
tions,” BMC Public Health 17, no. 1 (2017): 944, https://​doi.​org/​10.​1186/​
s1288​9-​017-​4958-​4.

32. S. Baker, P. Brocklehurst, A. Davis, et al., “Co-Designing Solutions 
for Better Oral Health: A Collaborative Approach to Addressing Global 
Challenges,” (2025), www.​fdiwo​rldde​ntal.​org.

33. M. Mohr Carney, D. Adams, A. Mendenhall, and M. Ohmer, “The 
Lens of Community,” Journal of Community Practice 30, no. 2 (2022): 
105–108, https://​doi.​org/​10.​1080/​10705​422.​2022.​2077598.

34. Michigan State University, “Best Practice Briefs. The Several Forms 
of “Community Mapping” 1999,” (2026), https://​semis​coali​tion.​org/​wp-​
conte​nt/​uploa​ds/​Commu​nity-​mappi​ng-​brief​-​1.​pdf.

35. National Center for Farmworker Health, “A Guide on Identifying 
and Mapping Resources for Community and Migrant Health Centers. 
Community Asset Mapping Guide,” (2021), https://www.ncfh.org/
digital-library/community-asset-mapping-guide/.

 16000528, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/cdoe.70102 by ST

A
FFO

R
D

SH
IR

E
 U

N
IV

E
R

SIT
Y

 (N
O

N
-E

A
L

), W
iley O

nline L
ibrary on [23/10/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.3310/phr01040
https://doi.org/10.1186/s12889-017-4958-4
https://doi.org/10.1186/s12889-017-4958-4
http://www.fdiworlddental.org
https://doi.org/10.1080/10705422.2022.2077598
https://semiscoalition.org/wp-content/uploads/Community-mapping-brief-1.pdf
https://semiscoalition.org/wp-content/uploads/Community-mapping-brief-1.pdf
https://www.ncfh.org/digital-library/community-asset-mapping-guide/
https://www.ncfh.org/digital-library/community-asset-mapping-guide/

	Meaningful Community Engagement—The Foundations of Global Oral Health Research
	ABSTRACT
	1   |   Introduction
	2   |   Policy Context
	3   |   Conceptual Theory Base and Principles of Community Engagement
	4   |   Positionality Statement
	5   |   Overview of Community Engagement in the CORE Programme
	6   |   Future Plans for Community Engagement Activities and Outputs
	7   |   Reflections on Community Engagement and Involvement Processes to Date
	8   |   Conclusion
	Acknowledgements
	Funding
	Conflicts of Interest
	Data Availability Statement
	References


