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Abstract

Background Following Nepal's transition to a federal governance system under the 2015 Constitution and the
COVID-19 pandemic, the Country Coordinating Mechanism (CCM) led a participatory process to identify national
priorities for HIV, Tuberculosis (TB), and Malaria programs. The primary objective of this study was to analyze, in
collaboration with community partners, the community and stakeholder engagement processes involved in priority
setting.

Methods Between January and June 2020, a qualitative study was conducted, including a series of community
group discussions across all seven provinces and 72 municipalities. This qualitative documentation process involved
over 2,000 participants across 700 sessions across all three tiers of governance. These sessions included key and
vulnerable people affected by TB and HIV, as well as at-risk populations for malaria. In addition, 100 key informant
interviews were held with government officials, technical experts, and civil society leaders. The analysis used both
deductive and inductive methods, with involvement and input from the community stakeholders.

Results The engagement process offered a space for broad and inclusive participation, with most stakeholders
involved in priority setting representing key or vulnerable populations. Participants reported that recommendations,
such as establishing HIV testing points for migrants at border areas, were later included in national strategic
documents. Many of the system gaps identified during multi-stakeholder discussions, including drug stock outs,
stigma in care, and human rights and gender related barriers were reflected in national planning processes, indicating
perceived influence of the engagement process. Participants also described practical recommendations, including
integration of multi-disease diagnostic initiatives (for Tuberculosis and HIV for instance, using single platforms such
as GeneXpert) and strengthening community-level surveillance systems, which were considered during strategic

L discussions. These priorities were reflected in strategic plans and referenced by the partners (e.g. Global Fund, USAID/ )
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and a sense of ownership.

Plain language summary

limited resources or transitioning governance systems.

_programs in Nepal

PEPFAR). The government further pledged 20% domestic co-financing for the programs, contributing to a sense of
ownership within Nepal's federal system. Participants further reported that the process supported transparency, trust

Conclusions CSE helped ensure that national health priorities were grounded in community realities, broadly
inclusive and strategically aligned with institutional frameworks. Engaging community members as active partners
in data collection, interpretation, and validation reflected the participatory nature of the entire research process. This
approach may offer insights for other low- and middle-income countries.

Nepal's recent shift to a new federal system and the challenges of the COVID-19 pandemic created an urgent need
for more inclusive decision-making in health. The Country Coordinating Mechanism (CCM), which oversees Global
Fund-supported health programs, led a participatory process to set national priorities for HIV, tuberculosis (TB),
and malaria programs for 2021-2024. Community and stakeholder involvement was a key aspect of the process,
including participation in data analysis, interpretation, and the preparation of this report. Between January and
June 2020, more than 2,000 people took part in over 700 local consultation meetings across all seven provinces.
These meetings included people living with HIV, TB survivors, sex workers, transgender people, people who inject
drugs, migrants, prisoners, and female community health volunteers. Around 100 interviews were also held with
government officials, experts, and civil society leaders to capture diverse viewpoints. This engagement process
provided an opportunity for communities to contribute directly to national health planning. About 85% of
participants were from key or vulnerable populations. Many of their ideas were later adopted in national strategies,
such as establishing HIV testing sites for migrants at border areas, addressing stigma in TB care, and improving
drug supply systems. Communities also recommended integrating TB and HIV testing using shared diagnostic
machines like GeneXpert. Even during the pandemic, virtual consultations increased participation by about 40%,
and the government committed 20% domestic co-financing for these programs, indicating increased ownership.
This experience suggests that inclusive community and stakeholder engagement can support the development of
more practical, equitable, and locally grounded health policies, offering valuable lessons for other countries with

Keywords Community and stakeholder engagement approach to develop priorities for national HIV, TB and malaria
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Background

Community and stakeholder engagement (CSE) is the
collaborative process of working with groups of people
to address issues that affect them and to achieve mutual
outcomes [1-5]. CSE across the policy cycle, from prob-
lem identification to evaluation, can play an important
role in understanding the perspectives of government,
community networks, civil society organizations (CSOs),
and development partners [6-8]. It can also help pro-
mote equity in policymaking when there are competing
priorities [9-11]. CSE has been described as a valuable
element in the design and implementation of research
and public health interventions [1, 3, 4, 12]. Depending
on the context, purpose, resources, and distribution of
decision-making power, engagement may take different
forms, from informing and consulting to involving, col-
laborating, and empowering stakeholders [13]. In recent
years, increasing attention has been given to research
priority setting that aligns with communities’ identified
health concerns and research needs, notwithstanding the
constraints that may limit their effective participation
in the process [14—18]. This spectrum from consulta-
tion to collaboration, co-production and community-led

research provides a useful lens to situate the approach
used in this study.

In global health discussions, CSE is often viewed as
contributing to efforts toward Universal Health Cover-
age (UHC). The World Health Organization (WHO)
describes it as a relationship-building process that can
enable stakeholders to address health challenges col-
lectively [19]. Frameworks such as Arnstein’s ladder of
citizen participation and co-production models pro-
vide conceptual foundations to assess levels of inclu-
sion, power-sharing, and responsiveness in public policy
design [20]. In this study, Arnstein’s framework is used
as a conceptual lens to interpret the degree of partici-
pation and power-sharing within the engagement pro-
cess. Recent guidance including the WHO handbook on
social participation and the 2024 World Health Assembly
resolution, suggests that embedding engagement within
national health systems policy making processes can sup-
port equity, resilience, and people-centered governance
[21, 22]. The Global Fund Strategy 2023-2028 also high-
lights the role of communities in HIV, TB, and malaria
responses, with funding applications expected to involve
dialogue with civil society, key populations, and people
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affected by the diseases [23]. The Global Fund’s commu-
nity engagement strategic initiative further encourages
participatory processes during grant design and imple-
mentation [24].

Nepal, a lower-middle-income country in South Asia,
has some experience with bottom-up policy formula-
tion. In practice, however consultations have tended to
occur mainly from provincial up to federal level, with
less frequent involvement of local government or directly
affected communities [25]. The 2015 constitution of
Nepal recognized health as a fundamental right and
introduced a federal governance structure with decen-
tralized service delivery. Following the 2017 elections,
responsibilities for health planning, service delivery,
and community engagement were shared across federal,
provincial and local levels although the coordination
between three tiers continues to face challenges [26-28].

Across the globe, CSE and its impact on health sys-
tems and programmatic implementation are increasingly
reported in relation to specific priority diseases: HIV,
TB and malaria [23]. WHO has highlighted the role of
community engagement in supporting the optimization
of community health worker programs in these areas
[29]. In its findings from a qualitative study on commu-
nity engagement in Malawi, WHO suggested that effec-
tive engagement may require early involvement, regular
feedback, and active community participation [29], and
that empowering service recipients can help strengthen
community-based interventions for malaria elimina-
tion [2]. Studies from Brazil and Nigeria described how
approaches that incorporate human rights, civil society
participation, and social mobilization were associated
with reductions in AIDS-related incidence and mortal-
ity [30]. In Nepal, a mixed-methods study in 2010 indi-
cated that civil society involvement in delivering HIV and
malaria interventions for high-risk groups was consid-
ered valuable [12].

Although previous literature [2, 30, 31] has outlined
potential benefits of CSE, it also indicates that approaches
are influenced by the social, cultural and political context
of the state. In Nepal, many health policies have been
developed largely by experts, with limited (or minimum)
consultation at community level [32, 33]. The use of a
nationwide, multi-tiered CSE process for shaping stra-
tegic priorities in HIV, TB and Malaria programs repre-
sents a relatively new approach for the country. At the
time of this study, there had been no systematic assess-
ment of such engagement in national programs, particu-
larly in relation to its possible contributions to policies,
strategies, and implementation across federal, provin-
cial and local levels. Conducting the process during the
COVID-19 pandemic further provides insights that are
relevant for future planning including during adverse
circumstances.
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In Nepal, the Country Coordinating Mechanism
(CCM) serves as a national multi-stakeholder platform
responsible for coordinating Global Fund supported
programs and facilitating an inclusive country dialogue
process. Established in 2002, the CCM brings together
representatives from government, civil society, key popu-
lations, development partners, and the private sector to
promote transparency, participation, and country owner-
ship in health program planning and implementation. In
the context of this study, the CCM played a central role
in convening stakeholders across federal, provincial, and
local levels and supporting the broader community and
stakeholder engagement process.

The main objective of this study was to collaboratively
explore, together with the community partners, the
community and stakeholder engagement processes in
national priority setting for TB, HIV and malaria.

Materials and methods

Study design and methodological orientation

This study adopted a qualitative case study design, follow-
ing the Guidance for Reporting Involvement of Patients
and the Public (GRIPP2) checklist [34] to ensure compre-
hensive and transparent reporting of qualitative meth-
ods and stakeholder involvement in the research process
(Supplementary File 1). Following GRIPP2 reporting
guidance, we documented how affected communities and
public contributors were engaged as active research part-
ners throughout the study. Their involvement included all
stages of the research process, from co-design of tools to
data generation, analysis, and validation.

The case study approach allowed for in-depth explo-
ration of the Community and Stakeholder Engagement
(CSE) processes that informed Nepal’s National Strategic
Plans (NSPs) for HIV, (Supplementary File 2), TB (Sup-
plementary File 3), and malaria (Supplementary File 4)
for the 2021-2024 Global Fund grant cycle (Supplemen-
tary Files 2—4). The sampling strategy is described sepa-
rately in Supplementary File 5 (National Consultation
Process Stakeholder Engagement and Sampling Strategy).

The research was grounded in a constructivist epis-
temological approach, recognizing that knowledge is
co-produced through dialogue among communities,
technical experts, and policymakers, thereby building an
epistemic foundation rooted in community perspectives
[35].

This study is best understood as a participatory quali-
tative case study of a large-scale community and stake-
holder engagement (CSE) process conducted for national
priority setting. While the engagement incorporated
elements of collaboration and co-production, such as
involvement of community representatives in data col-
lection, interpretation, and validation, it did not consti-
tute fully community-led research, as decision-making
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authority remained embedded within formal institu-
tional structures. Compared to traditional consultation
approaches, the process supported deeper participation
through iterative feedback and shared interpretation,
while remaining distinct from community-based par-
ticipatory research or action research, which typically
involve greater community control over research design
and implementation.

The methodological framework was further informed
by the Global Fund’s modular structure, principles of
participatory governance, and key contextual factors
including Nepal’s transition to federal governance and
the COVID-19 pandemic [23, 36]. Engagement activities
included a mix of group discussions, consultations and
workshops conducted at local, provincial and national
levels. A hybrid model combining in-person and virtual
modalities was used to maintain engagement during the
pandemic, supporting inclusive participation and conti-
nuity of consultations despite pandemic related restric-
tions. Community representatives contributed to the
development of discussion guides and, where feasible,
supported facilitation and documentation of sessions,
including co-facilitation of local sessions and documen-
tation of participant inputs as part of the research pro-
cess. The CCM secretariat supported the coordination
and facilitation of stakeholder engagement activities
throughout the study.

Participatory engagement process and analytical approach
This study involved a nationwide participatory engage-
ment process conducted to inform priority setting for
HIV, tuberculosis and malaria programs. This process
included community group discussions, key informant
interviews, consultation meetings, workshops and docu-
ment reviews conducted across federal, provincial and
local levels.

While these activities generated data for national pri-
ority setting, the primary objective of this study was to
analyze the community and stakeholder engagement pro-
cess itself. Data used for this analysis were derived from a
purposively selected subset of qualitative data generated
during these activities. Specifically, data for process eval-
uation included: (i) selected transcripts from community
group discussions (CGDs) and key informant interviews
(KIIs), (ii) observation notes from multi-stakeholder
workshops, and (iii) consultation and validation records
documenting participation dynamics and stakeholder
interactions.

Data for priority setting and process evaluation were
collected concurrently; however, only information-rich
data relevant to understanding the engagement process
(e.g., inclusiveness, participation dynamics, transpar-
ency and perceived influence) were included in the ana-
lytical dataset. A subset of 30 transcripts was selected
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for in-depth thematic analysis, while additional data
sources (observation notes, consultation records, and
document reviews) were used for supplementation and
validation.

Research team and reflexivity

The research team consisted of three members: two
senior officials from the CCM Secretariat (SN and RS)
with public health expertise, who were directly involved
in planning and facilitating the CSE process, and one
independent researcher affiliated with national and
international academic institutions (BA). This external
researcher brought experience in qualitative research,
community engagement, public health policy, and health
systems governance.

Given the dual role of CCM-affiliated members as both
facilitators and researchers, the team applied continu-
ous reflexivity to minimize potential bias. This included
regular team discussion, included weekly debrief sessions
to reflect on positionality, interpretation, assumptions,
and emerging insights; reflexive journaling by each ana-
lyst; and validation of findings through multi-stakeholder
consultations. These practices supported credibility and
balance in data interpretation while leveraging the con-
textual expertise of CCM members.

In addition, community co-researchers, also co-authors
in this study (civil society representatives: AS, and UK)
also contributed to reviewing coding summaries and
interpretating findings, helping ensure alignment with
lived experiences.

Study setting and context

The study was conducted between January and June
2020 across all seven provinces and 72 local municipali-
ties of Nepal. This period coincided with the develop-
ment of National Strategic Plans (NSPs), preparation
of the Global Fund Grant Cycle 6 application, Nepal’s
transition to a federal governance system and the onset
of the COVID-19 pandemic, with a national lockdown
imposed on 24 March 2020 [37, 38]. The engagement
process was implemented in a phased manner across
federal, provincial, and local levels. National-level con-
sultations were conducted in January 2020, followed
by provincial-level consultations, key informant inter-
views, and group discussions in February. In March,
consultations were extended to municipal and rural
municipality levels.

Following the lockdown, engagement activities tran-
sitioned to virtual platforms (e.g., Zoom, Google Meet
and WhatsApp) to ensure continuity. From April to June
2020, consultations, validation discussions and prioritiza-
tion exercises were conducted virtually at provincial and
federal levels. Across all phases, community discussions,
focus group discussions and key informant interviews
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were conducted iteratively to support continuous engage-
ment and triangulation of perspectives.

Sampling and participant recruitment

A purposive sampling strategy was used to ensure repre-
sentation across key stakeholder groups, with particular
emphasis on historically marginalized populations (Sup-
plementary File 5: National Consultation Process Stake-
holder Engagement and Sampling Strategy). This was
complemented by snowball sampling to reach additional
grassroots and hard-to-reach participants through civil
society and community networks.

Participants were grouped into five categories (Table
1). (1) community members and key populations (e.g.,
people living with HIV, TB-affected individual, migrants,
sex workers, MSM, transgender people, people who
inject drug, prisoners and community in malaria endemic
areas, including female community health volunteers);
(2) government officials at federal, provincial and local
levels; (3) development partners; (4) healthcare provid-
ers, researchers and academics; and (5) civil society lead-
ers and human rights representatives.

Participants were selected based on their direct
involvement in or influence over HIV, TB, and Malaria
programs. Selection was guided by structured stake-
holder mapping conducted by the CCM secretariat in
collaboration with government and partner networks.
Invitations were issued through formal channels, includ-
ing official letters to government entities and coordi-
nated outreach through civil society platforms. Selection
was purposive, aiming to ensure balanced representa-
tion across stakeholder groups and governance levels.
To minimize selection bias and avoid overrepresentation
of more vocal or institutionally influential actors, delib-
erate efforts were made to prioritize marginalized and
key populations. Snowball sampling was used selectively
to include participants not captured through formal
networks.

While this approach enabled broad participation, the
process relied partly on existing institutional and com-
munity networks. As a result, individuals outside these
networks or with limited digital access during COVID-19
may have been underrepresented.

Given the nationwide scope of engagement, diverse
perspectives were captured across stakeholder groups,
with recurring themes consistently identified. The scale
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of engagement exceeded conventional expectations of
data saturation [39].

Stakeholder sensitization process

Prior to initiating community group discussions, con-
sultation meetings and multi-stakeholder engagements,
stakeholders were systematically sensitized to support
meaningful participation in the engagement process (Fig.
1). Sensitization was conducted through a combination
of virtual meetings, formal letters (for government agen-
cies), and email communications (for civil society, key
populations, and development partners).

These activities introduced stakeholders to the objec-
tives, timeline, and methodology of the engagement
process, and clarified how their inputs would contribute
to the National Strategic Plans (NSPs) and the Global
Fund application. In the context of COVID-19, virtual
platforms such as Zoom and Google Meet were used to
engage stakeholders across federal, provincial, and local
levels (Supplementary File 6). Stakeholders were intro-
duced to the objectives, timeline, and methodology of
the engagement process prior to consultations and were
invited through a combination of formal government
communication (official letters) and structured outreach
through civil society and partner networks, ensuring
transparent and systematic inclusion.

Data collection procedures

The study employed a multi-method qualitative approach
with triangulation across multiple data sources. In line
with the principles of public involvement in research,
community representatives contributed as co-facilitators
and documenters.

Data were collected using five complementary meth-
ods. First, a total of 700 community group discussions
were conducted with 2,062 participants across all seven
provinces representing diverse stakeholder groups and
geographic locations. These discussions were primarily
organized at ward and municipal levels to ensure broad
participation from key populations, local health work-
ers and community leaders. Semi-structured discussion
guides were used to explore barriers to services, health
system gaps, human rights issues and experiences of
stigma. Some sessions were conducted as multi-stake-
holder discussions depending on the needs and sugges-
tions by the participants. Each discussion lasted between

Table 1 Summary of stakeholder participation and analytical representation

Stakeholder group

Participation in engagement process

Representation in analytical dataset

Community & key populations
Government (federal, provincial, local)
Civil society/NGOs

Development partners

Majority (~85%)
High participation
High participation

Researchers/academia/providers

Moderate participation
Moderate participation

Included in selected transcripts
Included
Included
Included
Included




Neupane et al. Research Involvement and Engagement

(2026) 12:69

Page 6 of 19

Stakeholder identification and sensitization
(via letters, meetings, virtual calls)

(

Community group discussions,
community consultation meetings
(7 provinces, 72 municipalities)

\

\

Key Informant Interviews with
stakeholders
(~100 interviews)

}

Provincial multi-stakeholder workshops
(consultations in all 7 provinces)

National multi-stakeholder workshop

(identify critical needs)

[ Prioritization sessions ]

Validation workshop with stakeholders

[ Integration into NSP and Global Fund Proposal (Final priorities incorporated) ]

Fig. 1 Stakeholder engagement process for HIV, TB, and malaria strategy development in Nepal (2020)

60 and 90 minutes, was audio recorded with participant
consent and supported by detailed notetaking.

Second, a total of 100 key informant interviews were
conducted with policymakers, technical experts, civil
society leaders, and development partners. These inter-
views explored governance, policy and strategic issues
related to HIV, TB, and malaria programs. Interviews
were conducted by research team and trained commu-
nity co-researchers including civil society representatives
affiliated with CCM. Most interviews were conducted
virtually using secure platforms and lasted between 45
and 60 minutes.

Third, a total of 20 consultation meetings were con-
ducted, including seven provincial-level workshops (one
in each province) and thirteen national-level consulta-
tions. These consultations facilitated thematic discus-
sions, prioritization of interventions, and validation of
findings bringing together stakeholders from govern-
ment, civil society, communities, academia, private
sector and development partners. All sessions were sys-
tematically documented.

Fourth, participant observation was undertaken in
12 large-scale workshops using structured observation
guides. These workshops included technical working

group meetings, national strategic plan steering com-
mittee meetings, prioritization workshops and validation
workshops for TB, HIV and malaria. Some workshops
were conducted as integrated cross-cutting sessions (e.g.,
RSSH and supply chain). Observations documented par-
ticipation dynamics, representation, and stakeholders’
interactions.

Finally, a review of over 30 policy and programmatic
documents was undertaken as a part of national prior-
ity setting exercise on TB, HIV and malaria. Documents
were selected purposively based on their relevance to
national strategic planning and Global Fund processes.
These included NSPs, disease-specific guidelines, Global
Fund proposal materials, and documents related to
Nepal's COVID-19 response. The review mainly cov-
ered documents developed or in use between 2019 and
2021. This was not intended to be an exhaustive review
but focused on key documents relevant to the priority-
setting process. The document review added contex-
tual richness and helped triangulate findings from the
community group discussions, KlIs, and workshops.
The use of multiple data sources enabled triangulation
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across community, stakeholders and policy perspectives,
strengthening the validity and comprehensiveness of the
findings.

Prioritization, validation, and endorsement process
Findings from community group discussions, consul-
tation meetings, key informant interviews and multi-
stakeholder workshops were synthesized and shared with
stakeholders through structured review sessions. Priori-
tization was guided by criteria such as relevance, feasibil-
ity, urgency and alignment with national program goals
and available resources, following principles of stake-
holder analysis [36].

A participatory approach was applied in which stake-
holders ranked and refined interventions through facili-
tated discussions and collaborative exercises. Where
differing priorities or disagreements emerged among
stakeholders, these were discussed openly and resolved
through consensus-based ranking, iterative dialogue
and facilitated discussions to ensure balanced participa-
tion across stakeholder groups. Validation workshops
provided opportunity for participants from community,
provincial and national levels to review and confirm
the proposed priorities. Final priorities were formally
endorsed by stakeholders as part of the strategy develop-
ment process.

Data management and analysis

Audio-recorded community group discussions, con-
sultation meetings and key Informant Interviews (KIIs)
were transcribed verbatim and translated into English as
required.

Given the largest dataset (700 community discus-
sions and 100 KIIS), a purposive, maximum-variation
sampling approach was applied to select thirty rich
transcripts for in-depth thematic analysis. Selection
ensured representation across stakeholder groups,
levels of governance (local, provincial, federal) and
disease areas while prioritizing information-rich tran-
scripts. The remaining transcripts were systematically
reviewed through summary matrices and consultation
records to triangulate findings and validate emerging
themes across the dataset. A hybrid coding approach
was applied combining deductive codes (based on
Global Fund’s programmatic modules) and inductive
codes derived from the data. Coding and interpreta-
tion were conducted collaboratively by three research-
ers (Supplementary File 7 and 8), with input from
community co-researchers to ensure alignment with
lived experience. Selected transcripts (n=30) were
coded using QSR NVivo qualitative data management
software, alongside Microsoft Word, and were later
organised into Excel spreadsheets. Inter-coder reli-
ability was ensured through 20% of transcripts (SN,
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RS and BA). Where coding discrepancies or divergent
interpretations arose, these were discussed among the
research team and resolved through consensus, with
reference to original transcripts. Where differences
reflected stakeholder perspectives rather than analyti-
cal disagreement, these were retained and interpreted
as part of findings.

Ethical considerations

The study received ethical approval from the Nepal
Health Research Council (NHRC Reference #
63/2021). Informed verbal consent was obtained from
all participants. For interviews conducted virtually,
written informed consent was obtained electronically
by sharing consent forms via email or messaging plat-
forms, with participants providing written confirma-
tion or returning signed forms prior to participation.
All virtual interviews were audio-recorded only after
obtaining verbal consent at the start of each session.
Confidentiality and anonymization procedures were
strictly followed, and data were stored securely on
password-protected systems. A flow diagram (Fig. 2)
illustrates the relationship between data collection for
priority setting and the subset of data used for analysis
of the engagement process.

Results

The findings from the community and stakeholder
engagement (CSE) process are presented under five the-
matic areas (Table 2).

These themes reflect participants’ experiences and
perspectives on engagement during national priority
setting for HIV, tuberculosis and malaria programs in
Nepal.

The results are based on qualitative data from com-
munity group discussions, key informant interviews and
multi-stakeholder consultations conducted across dif-
ferent levels of the health system. Participants included
community members, key and vulnerable populations,
government officials, civil society representatives, devel-
opment partners and service providers.

Findings were triangulated across multiple data
sources, including community group discussions, key
informant interviews, consultation workshops, partici-
pant observations, and document review. Across these
sources, similar themes were identified, particularly
related to inclusion of marginalized groups, integration
of lived experiences, and system-level challenges such
as stigma and access to services. While perspectives var-
ied across stakeholder groups, the overall findings were
broadly consistent (Table 3).

Direct quotations are labeled by data source, indicat-
ing whether they were drawn from key informant inter-
views (KII) or community group discussions (CGD). The
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ENGAGEMENT ACTIVITIES
(CGDs, Klls, Consultations,
Workshops, Documents)

]

FULL DATASET GENERATED (700
CGDs + 100 KllIs + Consultations +
Documents)

!

PURPOSEFUL DATA SELECTION
(30 transcripts selected for in-
depth analysis)

§

TRIANGULATION
(Observation notes + Consultation
records + Documents)

!

THEMATIC ANALYSIS
(Deductive + Inductive Coding)

Fig. 2 Linkage between priority-setting process and analytical dataset
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they experienced their involvement. Across themes, par-
ticipants also described procedural features, including
deliberate inclusion of marginalized groups, validation of
findings through consultations and consistency of issues
identified across multiple data sources. Participants also
appreciated clear consent processes and safe spaces for
sharing sensitive experiences, particularly in discussions
related to stigma and access to services. Participants
described the CSE process as going beyond a technical
exercise to inform HIV, TB, and malaria strategies. They
noted that it provided a platform to incorporate commu-
nity and stakeholder perspectives into national planning.
More than a consultation, it functioned as a platform
where evidence, lived experience, and multi-tier gover-
nance intersected.

Conducted during Nepal’s transition to federalism and
the COVID-19 pandemic, the process remained sys-
tematic, with validation and endorsement mechanisms
reinforcing accountability. Community priorities were
elevated from local dialogues into the National Strate-
gic Plans and Global Fund proposals. The CCM played
a pivotal convening role, moving beyond its grant over-
sight mandate to act as a broker of trust across federal,
provincial, and local levels. By doing so, it reinforced
the principle of country ownership and showed how
national platforms can institutionalize equity and trans-
parency in decision-making. The process demonstrated

themes presented below summarize participants’ views
on how the engagement process was conducted and how

Table 2 Summary of key themes from the engagement process

how participatory engagement can contribute to policy

Theme Description

Example quote

Broad inclusion of
stakeholders

Engagement enabled participation
across diverse stakeholders, especially
key and vulnerable populations
Combining epidemiological data with
lived experience improved relevance of
priorities

Open dialogue strengthened transpar-
ency, trust, and accountability

Evidence-based policy
and integration of lived
experiences

Transparency and trust

Country ownership and
accountability

Engagement enhanced domestic
ownership and commitment, including
financing

Reinforcing resilient
health system

Stakeholder inputs contributed to broad-
er system strengthening

“For the first time, | felt our experience was shaping the evidence, not just
informing it," shared one co-researcher.

“This has greatly helped bridge the policy and practice gaps, and explored the
distinct realities of health services, budget provisions and other critical enablers
as well as barriers to address the health equity issues at the communities.”

“The CSE process built transparency and coordination among development
partners, which allowed us to align technical support more effectively. It bridged
gaps between what community’s experience and what policy intends to deliver”
“Our Palika [municipality] has committed to allocate budget for HIV and TB
medicines. This decision came after hearing directly from affected groups during
the consultation. It showed us why local governments must not wait for donors
but act with our own resources!

"For the first time, our local-level feedback on drug stock outs and diagnostic
delays informed national supply chain reforms. The CSE process empowered us
to speak up and contribute to solutions that were eventually implemented”

Table 3 Contribution of data sources to key findings

Data source

Contribution to findings

Community group discussions
Key informant interviews
Consultation workshops
Participant observations
Document review

Community experiences, barriers, lived realities
Policy, governance, and system-level perspectives
Validation and prioritization of findings
Participation dynamics and stakeholder interactions
Alignment with policies and strategic documents
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development, stakeholder relationships and health sys-
tem strengthening. Broad inclusion of stakeholders in
policy and research.

Community representative as co-authors reflected that
their involvement in the CSE process was transformative,
shifting their roles from being consulted participants to
becoming partners in both research and CSE processes.
They described learning to conduct community-based
meetings, data collection process, analysis and report
preparation. Several described the process as the first
instance in which they were invited to co-design tools,
co-facilitate sessions and verify how lived experience was
represented in the outputs.

For the first time, 1 felt our experience was shaping
the evidence, not just informing it shared one co-
researcher.

(KII, community co-researcher, disease-specific net-
work)

Another participant who took part in the entire research
cycle appreciated how their inputs went through sev-
eral iterative processes of interpretation, discussion, and
eventual inclusion in the report. Having contributed lived
experience, particularly seeing how shared challenges
were incorporated into the research and policy outputs—
was highly valued.

Working alongside researchers showed us that our
stories are data—our lived realities have value in
national policy.

(KII, community co-researcher, disease-specific net-
work)

Community co-researchers also highlighted practi-
cal limits: digital access constraints during lockdowns,
uneven opportunity to participate across provinces, and
the need for dedicated time and modest resources to
sustain involvement beyond funding cycles. Nonethe-
less, they perceived tangible influence on priorities (e.g.,
stigma reduction in TB care, integrated TB/HIV diagnos-
tics, and community-level surveillance), which increased
their trust in the process and sense of joint ownership.

Civil society leaders explained that the entire process
was itself a form of capacity building. They learned to
interpret budgets, analyze indicators, and identify pol-
icy gaps, which strengthened their ability to advocate in
future dialogues. Indeed, participation at every stage of
the CSE process enabled them to gain valuable capacity-
building experience.

Through this process, our networks learned how
to interpret budgets, analyze indicators, and even
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challenge policy gaps constructively. It was capacity
building in action.

(KII, 32-year-old female PLHIV Network represen-
tative)

The CSE process was seen as generating “CSE capital”
This referred to the collective knowledge and capacity
that stakeholders built through the process, which appar-
ently equipped them to engage more meaningfully in pol-
icymaking and implementation going forward.

Community co-researchers viewed the engagement
as an opportunity to experience the capacity building
in reality, enhancing their research literacy, legitimizing
community knowledge, and reinforcing accountability
between communities and policymakers. They recom-
mended institutionalizing structured roles for commu-
nity partners in future evidence generation, analysis, and
priority setting.

Apart from the community representatives participat-
ing in research following the CSE, the wide representa-
tion from federal, provincial, and local levels were valued
by most participants. This inclusive approach reflected
Nepal’s health context, national health policies, and
disease-specific goals. By engaging diverse actors at dif-
ferent tiers of governance, the process created space for
alignment between community priorities and national
frameworks. This enhanced the relevance of the national
strategic plans and ensured that government and stake-
holders were better positioned to contribute to planning,
implementation, and monitoring and evaluation of HIV,
TB, and Malaria strategies.

The consultations included meaningful input from key
and vulnerable populations such as PLHIV, TB survivors,
PWID, FSWs, MSM, transgender people, communities in
malaria-affected areas, and other vulnerable populations.
Stakeholders emphasized that their lived experiences and
recommendations were visibly incorporated into the final
strategic documents. Approximately 85% of those who
participated in priority-setting activities were from key
or vulnerable populations, emphasizing on the inclusive-
ness of the process.

Participants also noted that targeted stakeholder map-
ping and outreach helped reduce overrepresentation of
more vocal or institutional actors, although some chal-
lenges remained for individuals with limited digital
access during COVID-19. Many participants described
how valued they felt when their recommendations were
included in official policy. The experience of reviewing a
final strategy that reflected community voices gave them
confidence that their engagement had been meaningful,
more than symbolic as was the case in the past.

During the process of development of the National
Strategic Plan for HIV, TB and malaria - a series of
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consultations were held. And when I saw the final
version of the strategic plan, I was happy to see that
the central priorities suggested by the key and vul-
nerable populations as well as the affected com-
munities during the consultation were given high
importance in the strategic plans.

(K11, 43-year-old male Policymaker, MoHP)

Participants from malaria-prone areas and TB-vulner-
able communities described that, their local concerns
were acknowledged. They felt that the process gave vis-
ibility to rural villages, informal settlements, and minor-
ity communities that had historically been overlooked in
national planning.

In our malaria-affected village, health posts often
run out of bed nets and medicines. This time, when
we spoke about it in the consultation, we later saw
those issues appear in the national strategy. It gave
us confidence that even voices from remote areas
matter.

(CGD participant, 42-year-old male, malaria-prone
district, Kanchanpur)

The findings suggest that stakeholders, particularly peo-
ple living with diseases and other vulnerable groups, felt
meaningfully involved and that their perspectives were
taken seriously. Planning forums allowed community
representatives to share needs, experiences, and pro-
grammatic recommendations directly with government
officials. These inputs were ultimately integrated into
national strategies.

For many participants, this was the first time their
voices shaped decision-making in such a direct way. They
described the process as more responsive than in the
past, with government and implementing partners fol-
lowing up on points raised during the consultations.

This country dialogue process provided an impor-
tant opportunity to have direct interface (govern-
ment—CSOs—key populations) by raising voices of
communities, lobbying and advocacy to service pro-
viders for responding to the needs and priorities of
HIV, TB and Malaria services across the country.
(CGD participant, 37-year-old female PWID repre-
sentative)

Unlike previous forums that mainly engaged govern-
ment or civil society, this process deliberately brought
in private sector actors. This broadened the perspectives
available to planners, particularly around diagnostics and
service access.
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The consultations created space for non-traditional
partners like the private health sector to engage
meaningfully. Our insights on diagnostics and treat-
ment access were welcomed, which was rare in prior
planning cycles.

(KII, 58-year-old male, private diagnostic network
representative)

The CSE also integrated equity and gender responsive-
ness through careful stakeholder mapping and targeted
outreach. Women, LGBTQIA+ individuals, persons with
disabilities, dalit communities, and representatives from
remote regions were actively identified and mobilized
through civil society networks. Representation quotas
and tailored invitations ensured that marginalized voices
were not only articulated but also carried influence in the
final strategies.

Frontline workers such as female community health
volunteers (FCHVs) highlighted that their participation
was not symbolic. Their knowledge from years of work-
ing in local communities was taken on board and trans-
lated into action points.

As a FCHV, I had never imagined my concerns
about TB screening in slum areas would be included
in national plans. The consultation gave us space to
share what we see every day, and it felt like our work
was valued.

(CGD participant, 36-year-old FCHV, Kathmandu
valley)

Participants also reported that issues such as stigma, gen-
der barriers and access challenges were reflected in the
national strategies, demonstrating policy influence.

We felt genuinely represented, not just invited. Our
issues were part of the final recommendations, espe-
cially around female-led ART delivery and commu-
nity safety for transgender individuals.

(K11, 34-year-old female, civil society leader)

The inclusive approach was applied in both CSE for
policy formulation and its later process of research pro-
cedure. Participants further noted that their inputs were
tracked and validated through iterative consultations and
feedback process, with strengthened confidence in how
their prospective were interpreted and incorporated.

Evidence-based policy and integration of lived experiences
Respondents consistently highlighted that evidence was
central to shaping the national strategies. Policymak-
ers drew on epidemiological surveillance data, annual
reports, programmatic reviews, and evaluations. Yet par-
ticipants also stressed that these technical inputs were
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strengthened when combined with lived experiences and
grassroots insights. By integrating data with the realities
of affected communities and service providers, the pro-
cess made national priorities more relevant and action-
able. Participants also noted that the use of multiple data
sources- including community discussions, interviews,
and consultations allowed cross-verification of issues,
strengthening confidence in the consistency and credibil-
ity of identified priorities.

Stakeholders noted that this integration bridged the
traditional gap between policy design and service deliv-
ery realities. They emphasized that the process helped
uncover enablers and barriers that had often been over-
looked in top-down planning.

This has greatly helped bridge the policy and prac-
tice gaps, and explored the distinct realities of
health services, budget provisions and other critical
enablers as well as barriers to address the health
equity issues at the communities.

(KII, 46-year-old male Policymaker, Gandaki Prov-
ince)

Academics reflected that the participatory approach
enabled real-time feedback and dialogue around epide-
miological data. They saw this as a new way of working
where planners did not just review the data but actively
co-developed solutions grounded in both evidence and
community realities.

The participatory process enabled real-time feed-
back on epidemiological data and created demand
for its application in local-level planning. For the
first time, we saw planners co-developing solutions
grounded in both data and local realities.

(KII, 43-year-old male Researcher, Tribhuvan Uni-
versity)

(KII, 43-year-old male researcher, Tribhuvan University)

Stakeholders from religious and marginalized settle-
ments, such as Muslim communities and monastic (%)
areas, shared local realities that complemented epide-
miological data. Their testimonies grounded the statis-
tics with lived experience of service barriers. Participants
emphasized that these discussions were conducted in
environments that encouraged open and safe sharing of
sensitive experiences, particularly related to stigma and
access barriers.

In our Muslim settlement, many women hesitate to
visit TB clinics due to stigma. Sharing this openly
in front of policymakers was powerful, because it
helped them see why numbers alone cannot explain
the real challenges.
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(CGD participant, 40-year-old female, Madesh
Province)

Respondents also pointed out that referencing global and
regional research alongside national data helped ensure
interventions were evidence-informed but still sensitive
to local priorities. Policymakers said that the process
helped build their capacity to think more holistically.
They developed a better grasp of disease burden, service
delivery gaps, resource allocation, and priority actions
needed to achieve national targets.

Stakeholders’ capacity has greatly increased in
analysis of the disease burdens, critical service deliv-
ery gaps and coverage, resource needs and priority
actions to achieve the national targets and objec-
tives. This is now a guiding reference to develop
annual plans for cost-effective health interventions
in order to end the epidemics.

(KII, 47-year-old male Policymaker, National Plan-
ning Commission)

Transparency and trust

Many respondents emphasized that the CSE process
improved transparency in policymaking. Open dialogues
created opportunities for participants to access and
understand information about disease burden, resource
allocations, and gaps in interventions. These exchanges
helped participants feel included in decision-making and
fostered a sense of shared accountability.

Participants also highlighted that iterative consulta-
tions and feedback mechanisms allowed them to review
and confirm how their inputs were interpreted, reinforc-
ing the transparency of the process. Government rep-
resentatives explained that the CSE forums made roles
and expectations clearer, while also encouraging candid
discussion and collaboration. They felt this strengthened
trust among stakeholders and reinforced a culture of
openness.

Through the CSE approach, the dialogues between
community and policy makers have become much
more visible in terms of their roles, contributions,
and potential partnerships for creating synergies
and improved outcomes. It has further enhanced
information sharing and nurtured a culture of open
discussion and argument that helps ensure clarity
and transparency in policy and strategic decision-
making.

(K11, 55-year-old female Policymaker, DoHS)

Civil society participants highlighted that the process
allowed them to identify gaps in policy and programs in
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a more participatory and transparent manner. This stood
in contrast to earlier experiences where such processes
had felt more closed or one-sided.

The overall processes of consultations helped to
ensure a participatory decision-making process in
identifying policy and programmatic gaps in a more
transparent manner.

(CGD participant, 38-year-old male, TB and HIV
survivor)

Development partners also saw the CSE process as a way
of improving alignment. They felt that by sharing infor-
mation and coordinating more openly, technical support
could be better matched to community needs and policy
priorities.

The CSE process built transparency and coordina-
tion among development partners, which allowed us
to align technical support more effectively. It bridged
gaps between what community’s experience and
what policy intends to deliver.

(KII, 50-year-old female Technical Officer, WHO
Nepal)

Local leaders, such as mayors and rural municipality
chairpersons, emphasized that the CSE created a new
kind of accountability. They valued being part of open
forums where they could both commit to action and be
challenged by communities.

For the first time as an elective representative, I had
to sit in front of community members, civil society,
and national officials to explain what our munici-
pality is doing for HIV, malaria and TB. It created
a sense of joint responsibility and also motivated us
to do better.

(KII, 51-year-old male, rural municipality chairper-
son),

These reflections demonstrate that transparency was not
only about making information available, it also meant
clarifying roles, enabling joint problem-solving, and
building trust across government, civil society, commu-
nities, and development partners. Participants further
noted that the inclusive structure of discussions helped
ensure that diverse perspectives, including those of mar-
ginalized groups were represented, reducing the domi-
nance of more powerful stakeholders.

Country ownership and accountability

Respondents widely felt that the CSE process strength-
ened Nepal’s sense of ownership and mutual accountabil-
ity in shaping national disease strategies. By convening
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stakeholders from federal, provincial, and local levels, the
process clarified responsibilities, reduced fragmentation,
and improved coordination across institutions. Partici-
pants noted that this went beyond technical planning; it
demonstrated that national actors could collectively steer
priorities and mobilize resources.

Participants also emphasized that the inclusive nature
of these discussions- bringing together community
members, civil society, and government actors- helped
ensure that decision-making reflected a broader range of
perspectives, reducing the influence of more dominant
stakeholders. A major theme in this area was financ-
ing. For many, the CSE created an unprecedented space
to discuss domestic contributions and resource mobi-
lization openly. Stakeholders explained that these con-
versations helped reduce reliance on external donors
and strengthened national stewardship of HIV, TB, and
malaria responses.

The open and participatory nature of these discussions
also allowed stakeholders to observe and verify commit-
ments made during consultations, reinforcing transpar-
ency and accountability.

The CSE approach provided an opportunity to dis-
cuss and reprioritize resources for alignment among
partners to address the immediate critical health
care needs of key and vulnerable populations.
(K1148-year-old male, Principal Recipient represen-
tative)

Development partners pointed out that these transparent
discussions, especially when communities were present,
created new forms of accountability. They observed that
national commitments were no longer abstract prom-
ises, but public pledges shared in front of the very groups
most affected by the diseases.

By ensuring that domestic financing and co-financ-
ing commitments were openly discussed with com-
munities, the process advanced both transparency
and accountability. We saw stronger local steward-
ship emerge.

(K11, 50-year-old female, USAID Nepal)

Municipal leaders noted that being part of the dialogue
gave them clarity about their financing role. They also
pledged to allocate local funds for disease programs,
which reinforced the principle of shared responsibility.

Our Palika [municipality] has committed to allo-
cate budget for HIV and TB medicines. This deci-
sion came after hearing directly from affected groups
during the consultation. It showed us why local gov-
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ernments must not wait for donors but act with our
own resources.
(K11, 45-year-old female municipality vice chair)

Civil society groups explained that the technical knowl-
edge they gained through the CSE, such as on budget
analysis and indicator monitoring, positioned them to
hold decision-makers more accountable. Policymakers
also admitted that being confronted with community per-
spectives in open forums made them feel a greater sense
of responsibility for their commitments. Participants fur-
ther noted that this process strengthened accountability
by linking community feedback directly with policy and
financing decisions, enhancing confidence in the integ-
rity of commitments made.

Reinforcing resilient health system

Respondents emphasized that the CSE process was not
limited to identifying priorities for HIV, TB, and malaria
programs. It also acted as a platform to strengthen health
system resilience more broadly. Stakeholders pointed
out that through discussions on procurement, supply
management, laboratory services, human resources, and
health information systems, community voices were able
to directly influence systemic reforms.

Participants also noted that recurring issues identified
across community discussions, interviews, and consul-
tations reinforced confidence that priorities were con-
sistently validated across multiple sources. Participants
reported that their feedback on recurring challenges such
as drug stock outs and diagnostic delays shaped supply
chain reforms. This was the first time many felt their
observations at the local level had been directly linked to
national solutions.

For the first time, our local-level feedback on drug
stock outs and diagnostic delays informed national
supply chain reforms. The CSE process empowered
us to speak up and contribute to solutions that were
eventually implemented.

(CGD participant,48-year-old female, civil society
leader)

Frontline volunteers also noted that they could report
challenges in real time, even during the pandemic, and
saw them addressed.

I reported how pregnant women in my ward strug-
gled because medicines were often out of stock. Later
I saw this problem being discussed at national level.
It was the first time I felt our frontline experience
could change the system.

(CGD participant, 39-year-old female FCHV, Kar-
nali province)
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Participants highlighted the systematic design of the
process itself. By moving from problem identification
to prioritization, validation, and endorsement, the CSE
ensured that inputs were not lost along the way. This
structure enhanced legitimacy and promoted stakehold-
ers’ confidence that their contributions had real weight.
Participants further emphasized that this structured pro-
cess helped reduce selective interpretation of inputs and
ensured that diverse perspectives were systematically
considered.

The strength of the Nepal [CSE] process was how
systematically they moved from problem identifica-
tion to prioritization and validation. As partners,
we were invited not just to review, but to help weigh
trade-offs realistically.

(KII 49-year-olds wmale, Implementing partner,
USAID PEPFAR)

The importance of adaptability was particularly evident
during the COVID-19 pandemic. Despite lockdowns,
consultations quickly shifted online, enabling continua-
tion of participation from a wider range of stakeholders
and turning the CSE into an even more inclusive plat-
form. Participants also acknowledged that while virtual
platforms improved reach, some limitations remained
for individuals with restricted digital access. Technical
partners emphasized that this flexibility transformed the
platform from consultation into joint planning, allow-
ing technical support to be more responsive to real-time
system gaps raised by communities and health workers.
Academics highlighted that the process created a rare but
direct knowledge-to-policy loop. Findings from opera-
tional research, such as those on human resource short-
ages and laboratory delays, were integrated directly into
national strategies instead of being left on the margins.

This process allowed evidence from our operational
research on human resource shortages and lab
delays to be integrated directly into national Pro-
curement and supply Chain management (PSM)
strategies. That kind of knowledge-to-policy feedback
loop was rare before.

(K11, 46-year-old female Researcher, NHRC)

Private sector actors observed that their contributions
were formally recognized in maintaining service continu-
ity during the pandemic. They valued being consulted on
procurement and testing coverage, areas where they had
long played an informal but important role.

Being invited to discussions on procurement and
diagnostic coverage allowed us to offer ideas for
decentralized testing. We appreciated the openness
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and transparency, something we hadn’t seen in ear-
lier planning cycles.
(KII, 50-year-old male, private diagnostics provider)

Global health partners described Nepal’s CSE processes
as a useful example of inclusive engagement. Participants
noted that the continuation of nationwide engagement
may have contributed to maintaining responsiveness.
By including community voices, sustaining engagement
during crises, and linking research with policy and prac-
tice, the process was perceived to support more adaptive
and people-centered approaches to health governance in
Nepal. While perspectives were broadly aligned across
stakeholder groups in recognizing the value of inclusive
engagement and trust-building, some differences were
also noted across levels of governance. Participants at
community and municipal levels tended to emphasize
representation, local service access, and immediate pro-
grammatic needs, whereas national-level stakeholders
more often referred to coordination, feasibility, and align-
ment with broader strategies. Development partners also
highlighted alignment and efficiency. These differences
appear to reflect the varying roles and priorities across
governance levels.

Discussions

Community and Stakeholder Engagement (CSE) in
Nepal's HIV, TB, and malaria programs extended
beyond a conventional technical consultation pro-
cess and provided a structural platform for engage-
ment across federal, provincial and local levels during
a period of federal transition and COVID-19 pandemic.
The CSE processes, along with stakeholder involvement
in the research cycle, demonstrated how inclusive dia-
logue among communities, civil society, and policy
makers could contribute to shaping national strategies.
Unlike previous processes, the scale of engagement was
unprecedented, involving over 700 community discus-
sion sessions and 100 key informant interviews across
all seven provinces.

Our study echoes a similar level of large-scale commu-
nity and public participatory research in Austria, where
more than 400 citizens participated in physical activity
promotion conversations [40]. The breadth of participa-
tion also aligns with global calls from WHO, the Global
Fund, and UHC frameworks, to embed social participa-
tion and people-centered approaches into health policy-
making [19, 21, 23]. The discussion that follows reflects
on five major themes that emerged from the process:
inclusion, evidence integration, transparency, owner-
ship and health system resilience. These themes reso-
nate with the RISE study’s observations that CCMs are
strongest when they balance engagement, equipping and
empowerment of all stakeholders [41]. Nepal’s practices
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such as validation workshops, priority-tracking, research
involvement and open financing discussions, address
some of the gaps identified in RISE, though sustaining
participation across the grant cycle remains a challenge.
Reflecting on Arnstein’s ladder of citizen participation
[20], the findings may suggest that the CSE process in
Nepal extended beyond consultation towards elements
of involvement and partnership. Participants described
opportunities to contribute to dialogue, validation, and
interpretation of findings, suggesting elements of shared
knowledge generation with the process. At the same time,
decision-making authority appeared to remain largely
within formal institutional structures, suggesting that
higher levels of citizen control may not have been fully
realized. These observations highlight both the progress
made in participatory approaches and the structural fac-
tors that continue to shape power-sharing in national
health policy processes. The approach observed in this
study can be positioned between consultation and co-
production, with elements of participatory governance
but without full transfer of decision-making authority to
communities.

Given the involvement of some researchers in the CCM
and engagement process, potential bias was recognized.
This was mitigated through reflexive practices, inclusion
of independent analytical perspectives, and validation
of findings with diverse stakeholders. Findings from this
study demonstrate how community voices can be integral
to both the policy formulation process and research out-
puts, broadly aligning with the idea that such processes
enhance epistemic inclusivity in policy and research evi-
dence generation, as often discussed in global health [9,
35, 42]. The CSE brought together a wide spectrum of
voices including people living with HIV, TB survivors,
female community health volunteers, key populations,
and communities from malaria-endemic districts. Par-
ticipants noted that their perspectives visibly material-
ized in the final strategic plans. Comparable studies in
Brazil and Nigeria confirm that engagement of marginal-
ized populations strengthens policy relevance and equity
in HIV and TB responses [30]. WHO similarly under-
scores inclusivity as a cornerstone of people-centered
governance [19]. For Nepal, the key implication is that
intentional outreach and inclusive representation of mar-
ginalized groups are essential to addressing perceived
inferiority rooted in hierarchical and power imbalances
[42]. Deliberate efforts to foster such inclusivity can
enhance equity in participation across the CSE process
and in the production of subsequent research outputs
[35].

Building on this inclusivity, the process also revealed
that national strategies became more actionable when
epidemiological data were combined with lived experi-
ences of affected communities and frontline workers.
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This integration helped bridge policy—practice gaps, such
as understanding drug stock outs or service access barri-
ers for migrants. Similar lessons are emphasized in UHC
frameworks, which highlight that health data becomes
meaningful when interpreted through community reali-
ties [24]. WHO further emphasizes lived experience as
valid and critical resource for evidence for health deci-
sion-making [21]. For Nepal, the key implication is to
institutionalize mechanisms that systematically integrate
surveillance data with grassroots perspectives, recogniz-
ing that proximity to ground realities enhances the gen-
eration of community-responsive evidence [43]. When
inclusivity and evidence are combined, the outcome is
more credible, generating context-sensitive policies that
both communities and decision-makers can trust [44].
This also echoes with the principle of how inclusivity and
governance function as vital components for a successful
health system [45].

This integration of perspectives also fed into a culture
of openness. Another finding was that open CSE forums
fostered transparency and potentially strengthened trust
among communities, government, and partners [46, 47].
Participants gained access to information on budgets,
supply chain gaps, and priorities, while policymakers
described greater clarity of roles, interest and account-
ability [36]. Similar participatory approaches in Malawi
and Ghana have been associated with stronger alignment
between state and community actors [29, 48]. Nepal
could establish regular CSE platforms as formal account-
ability mechanisms. In doing so, the combination of
inclusivity, evidence, and transparency can reinforce each
other, creating a vicious cycle that strengthens relation-
ships between stakeholders [46].

Local governments pledged resources for TB and HIV
services after hearing community voices, signaling a shift
from donor dependency to shared national responsibil-
ity. This reflects the Global Fund’s emphasis on domes-
tic resource mobilization and accountability as critical to
sustainability [23]. Comparative experiences from LMICs
show that community involvement in financial discus-
sions enhances transparency and accountability [49].

CSE process also identified and built through the
feedback process on procurement bottlenecks, human
resource shortages, laboratory delays, and stock outs
which later were translated into national policies. Evi-
dence from Cambodia, South Africa, and India have also
echoed on how participatory approaches enhance health
system resilience by creating feedback loops between
communities and policymakers [2, 50, 51].

Nepal’s CSE process illustrates how participatory gov-
ernance can improve both the content of national strate-
gies and the legitimacy of policymaking. By embedding
inclusivity [52], integrating evidence with lived reali-
ties, fostering transparency [53], reinforcing ownership
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[54], and enhancing resilience [55], CSE generated les-
sons relevant for global actors, for e.g. funding bodies
and national health systems. This aligns with the broader
principle that integrating governance and inclusivity can
strengthen institutional practices and lead to outcomes
that promote equity [56].

Alongside the CSE processes, including community
representatives and stakeholders across the research
cycle proved highly instructive for Nepal, revealing how
seemingly minor issues—often overlooked in conven-
tional research—were highlighted during data interpreta-
tion and output generation [57].

These findings indicate that structured community
and stakeholder engagement could be considered within
routine national planning processes, such as the develop-
ment and revision of National Strategic Plans and Global
Fund grant cycles. Incorporating similar approaches in
future planning processes may help maintain continu-
ity of stakeholder input and support alignment between
community priorities and program design. Experiences
from this process also provide practical insights that
could inform how such approaches are adapted within
existing institutional mechanisms. Conceptual frame-
work derived from the study findings illustrate the rela-
tionships between engagement processes, key domains,
and observed outcomes (Fig. 3).

Strengths and limitations

This study analyzed a national policy-making process
coordinated through CCM, thus covers a breadth of
data through series of consultative processes, discus-
sions and their integration into the grant application
and policy documents. While breadth of data collection
offered nationwide perspectives, the depth may have
been compromised as these engagement processes were
initiated largely through the government entities. Despite
efforts to ensure inclusive and systematic sampling, there
remains a possibility of selection bias due to reliance on
existing institutional and community networks. In doing
so, the process may also have suffered from some form
of selection biases. The breadth of data collected in this
study could not be included; thus a fair proportion was
included to ensure the data management, analysis and
reporting which may have inadvertently excluded the
representation. Nonetheless, inclusion of documents for
this study was based on the rich and detailed engage-
ment reports. As a part of the national level CSE pro-
cess, authors were largely at the policy levels or were
involved in managing the entire operation, which may
have used the broader and deductive lens in the results
and interpretations.
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participatory nature of the entire research cycle, ensur- MM Men Who Have Sex with Men
ing that prioriti ded i it liti NCASC National Centre for AIDS and STD Control
ing that priorities were grounded in community realities, . qc Nepal Health Research Coundi
broadly inclusive, and strategically aligned with institu-  Nsp National Strategic Plan
tional frameworks. The process also showed that genu-  NTCC National Tuberculosis Control Center
. ticipati . ibl duri . ided NPHL National Public Health Laboratory
Ine participation 1s possible even during Crises, provide PEPFAR President’s Emergency Plan for AIDS Relief
that digital access, hybrid consultation formats, and early  pLHV People Living with HIV
engagement are prioritized. Moreover, the inclusion of PR Principal Recipient

hicall t iti ivat. t t PSM Procurement and Supply Management
geographically remote communities, private sector part- oy People Who Inject Drugs
ners, and academic voices added depth and diversity to  sr Sub-Recipient
strategic dialogue. These reflections offer a model for B Tuberculosis
beddi inclusi it d ol . int TG Transgender
embedding inclusive, community-engaged planning into ;;;c Universal Health Coverage
Nepal’s health governance beyond Global Fund cycles  UNAIDS  Joint United Nations Programme on HIV/AIDS
and into routine national and subnational processes— 82‘3; B”iteg 'g'a“O“ZDeve'ofpm‘em ProgfarTg‘e ‘
. . . . nite tates gency tor nternational Development

offering transferable insights for other low- and middle- 5 World Health Organization

income countries.
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