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PART 1 - Setting the Stage







CHAPTER 1. Introduction

Many countries are striving to achieve health for all. The concept of universal health
coverage — ensuring that everyone in need is able to receive good quality health services
without undue financial hardship — has been growing across the globe (WHO 2010).
However, in many parts of the world, equitable access to health care services is still not
achieved (Barros et al. 2012; Neal et al. 2015). Health systems, in particular those in low-
and middle-income countries (LMICs), are struggling to serve poor and vulnerable
communities that bear the brunt of the burden of disease. Globally, child mortality has
dropped nearly 50% since the 1990s (Wang et al. 2014). Maternal mortality dropped 1.3%
per year since 1990 (Kassebaum et al. 2014). Despite this progress, 17,000 children are still
dying every day from preventable causes, stillbirth rates have not measurably changed,
and numerous women are dying (289,000 in 2013) or suffering from acute or chronic
ilinesses as a result of childbirth (Requejo and Bhutta 2015).

Many LMICs will not have achieved the millennium development goals on the reduction of
maternal mortality and preventable deaths of newborns and under five children by the
end of 2015. New targets have been set in the recently developed sustainable
development goals, which also contain a broader target on universal health coverage. The
target reads:

“To achieve universal health coverage, including financial risk protection, access
to quality essential health care services, and access to safe, effective, quality, and
affordable essential medicines and vaccines for all.” (UN 2014: target 3.8)

Improving equitable access to quality health care services needs global and national
investments in close-to-client primary health care (Rao and Pilot 2014; WHO 2008). Basic
but essential health care services need to be available close to individuals, families and
communities, close to where people live and work, and should constitute the first element
of a continuous health care process (Rao and Pilot 2014).

Community health workers (CHWs) are an instrumental group of health workers who
provide these health care services at the community level (Bhutta et al. 2010). Evidence
shows that CHWs can be effective in improving population health in LMICs (Gilmore and
McAuliffe 2013; Perry, Zulliger, and Rogers 2014). CHWs are extensively involved in the
provision of promotive, preventive and some basic curative health care services, often
substituting for professional health workers as a result of task shifting in a context of
constrained human resources for health (Chopra et al. 2008). Thereby, CHWs extend
services to hard-to-reach groups and areas, delivering health interventions right in their
communities, which tends to be more equitable than services delivered at health facilities
(Barros et al. 2012).
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Chapter 1

Over the past years, many LMICs have made efforts to strengthen their CHW programmes
as one of the elements contributing to achieving universal health coverage (Tulenko et al.
2013). CHWs work at the complex interface of communities and the health sector, have
increasing tasks and responsibilities, limited training and face numerous resource
constraints. Policy makers and programme managers who aim to optimize and scale-up
CHW programmes are in search of strategies that could support the performance of CHWs
(Glenton et al. 2013).

The aim of this thesis is to gain insight into how performance of CHWs in LMICs can be
improved, in order to contribute to the realization of better informed, more effective and
sustainable CHW programmes and ultimately improved health status of poor and rural
communities.
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CHAPTER 2. Health systems and community health workers:
insights from theory and history

This Chapter discusses some of the theoretical concepts and the historical background on
which this thesis is based, with regard to health systems, community health workers
(CHWs) and their performance.

2.1 The health system and its workforce

It will be difficult to achieve universal health coverage without greater and more effective
investment in health systems. In order to promote a common understanding of what a
health system is and guide global agencies, national governments and other organizations
in their efforts to strengthen health systems, the World Health Organization (WHO) issued
a “Framework for Action”. In this framework, a health system is defined to include “all
organizations, people and actions whose primary intent is to promote, restore and
maintain health”. For health systems to be strengthened, six essential health system
functions, the so-called building blocks, need attention in an integrated manner. The six
building blocks entail: service delivery, human resources, information, medicines and
technologies, financing and governance (WHO (2007), Figure 2.1). The building blocks can
be seen as sub-systems of the health system and within every sub-system there is an array
of other systems. There are multiple relationships and interactions among the sub-
systems, and interventions that aim to improve health need to be implemented in this
dynamic architecture.

Governance
Medicines & ;
Technologies 3 B Information
People
o Financin,
Resources g

Service Delivery

Figure 2.1 The health systems framework (De Savigny and Adam 2009, p. 32)
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Chapter 2

There is a central place for people in the health systems framework. People are driving the
system, but are at the same time beneficiaries of it (De Savigny and Adam 2009). The
centrality of people in the health systems framework reflects that the health system is
driven by human interaction: from political decision making to the relationships among
actors involved in delivering and receiving promotive, preventive and curative health care
(Hernandez 2014).

Human resources, being one of the health systems building blocks, are critical to
functioning health services and attaining the newly set sustainable development goals
(Tangcharoensathien, Mills, and Palu 2015). An adequate health workforce is needed to
reach more people with an extended health benefit package of good quality (Campbell et
al. 2013). There is a massive shortage of health workers in both Africa and Asia. New
projections based on the WHO Global Health Observatory show that 10.3 million
additional health workers are needed to ensure universal health coverage; this includes
2.8 and 7.1 million health workers in Africa and Asia, respectively (ILO 2014). For these
gaps to be met, governments should commit to produce and retain health workers in their
country. In addition to increasing the number of available health workers, their skill mix,
distribution, quality and performance are also of utmost importance (Cometto and Witter
2013). Matching population health needs with a supply of competent and motivated
health workers that are both “fit for purpose” and “fit to practise” in a country’s context is
therefore the foundation for accelerating the attainment of universal health coverage
(Campbell et al. 2013).

The above figures on the shortage of health workers focus on physicians, nurses and
midwives. Despite the importance of these skilled health workers, it is clear that the
majority of low- and middle-income countries (LMICs) will not be able to close the gaps. It
has been estimated that some low-income countries would have to allocate 50% of their
gross domestic product to health to be able to reach the optimal amount of skilled health
workers. Therefore, in many LMICs, mid-level providers (such as clinical officers and
medical assistants) and CHWs are deployed to improve the availability and accessibility of
(primary) health care services (Cometto and Witter 2013).

2.2 Community health workers

There are many types of CHWs, depending on country and setting. All have in common
that they are health workers performing functions related to healthcare delivery; they
have received limited training focused on activities they need to carry out in the context of
the intervention(s) they implement; and they have received no formal professional or
paraprofessional certificate or tertiary education degree (Lewin et al. 2010). In some
countries, they are salaried workers and official part of the health sector, while in other
countries they are volunteers at village level. They can have specified tasks and work for a
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Health systems and CHWs: insights from theory and history

particular programme (for example a malaria or tuberculosis programme), but many
CHWs have broad job descriptions with different tasks to perform and large workloads.
CHWSs’ tasks mainly focus on health promotion and prevention, although sometimes they
also conduct simple curative tasks. CHWs form the first contact with the health sector for
people at community level (Lehmann and Sanders 2007). With adequate performance of
CHWs, it can be assumed that there would be less health-related problems at village level
and a decreased workload in health facilities, as a result of preventive measures and
timely referrals.

The history of community health worker programmes

In the 1960s, the inability of the modern western medical model of trained physicians,
nurses and midwives to serve the needs of rural and poor populations in low-income
countries was becoming readily apparent. In 1978, the WHO and the United Nations
Children's Fund (UNICEF) organized the first international conference on primary health
care at Alma-Ata, Kazakhstan. This conference resulted in the “Declaration of Alma-Ata”,
which called for the achievement of “Health for All” by the year 2000 through primary
health care. The principles of primary health care which were adopted, and which are still
applicable to date, are: social justice, equity, community participation, disease prevention,
multi-sectoral collaboration, decentralization of services to the periphery as close as
possible to the people, use of appropriate technology, and the provision of services by a
team of workers, including community-based workers (WHO 1978).

In the 1970s and 1980s, many countries invested in CHWs, who received basic training and
were often volunteers. Government CHW programmes at national scale emerged in
Indonesia, India, Nepal, Tanzania, Zimbabwe, Malawi, Mozambique, Nicaragua and
Honduras as well as in other Latin American countries. During the same time, smaller CHW
programmes led by non-governmental organizations (NGOs) were initiated in many LMICs.
In Brazil, Bangladesh and Nepal, large and successful NGO-led CHW programmes were
established. However, from the 1980s onwards, in many countries programmes involving
CHWSs went into decline, due in part to political instability, economic policies and
difficulties in financing. CHWs were often given inadequate support (training,
remuneration, incentives, continuous education, supervision and supplies) and were
sometimes seen as lacking legitimacy. In their effort to reach out to underserved
communities, CHWs often dropped out due to lack of motivation. As a result of these
influences, many governments reduced or discontinued their national CHW programmes
in the late 1980s and early 1990s (Perry and Zulliger 2012; Standing and Chowdhury 2008).
During these decades, vertical programmes, focusing on selected health interventions
aiming to tackle the main disease problems in LMICs, gained prominence (Cueto 2004).
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Chapter 2

Renewed interest in community health workers

Due to the continuing shortage of skilled human resources, health systems are once again
turning to strengthening CHW programmes. This renewed interest has been prompted by
a number of other factors, including the increased simplification of diagnostic procedures,
the growing HIV epidemic, the resurgence of other infectious diseases and the failure of
health systems to provide adequate care for people with chronic diseases (Hadley and
Maher 2000; Maher et al. 1999). The growing emphasis on decentralization and
partnerships with community-based organizations also contributed to the renewed
interest in CHWs. As stated above, CHWs conduct a variety of tasks, of which some were
formerly the responsibility of other, higher level health workers. Task shifting — sometimes
referred to as “task sharing” or “optimizing” —is a process of delegation in which tasks are
moved, where appropriate, from more to less specialized health workers. Delegation of
tasks is often extended to CHWSs (Chopra et al. 2008; Samb et al. 2007).

Various countries have begun to again invest in large CHW programmes. For example, the
lady health worker programme in Pakistan, which was launched in 1992, has gradually
scaled up to serve 70% of the rural population. In 2004, Ethiopia began its Health
Extension Programme, deploying and training health extension workers (Bhutta et al.
2010; Perry and Zulliger 2012; Standing and Chowdhury 2008). More recently in 2010,
Zambia started a CHW programme with community health assistants (Zulu et al. 2013).
Initiatives like the One Million CHW Campaign, a partnership of United Nations agencies,
civil society, the private sector and academia launched in 2013 and supporting African
governments in increasing the number and quality of CHWs, show that the trend of
expanding CHW programmes is expected to continue.

The potential of community health workers

A Cochrane review assessed the contribution of CHWs towards health of communities
from around the globe (Lewin et al. 2010). The review assessed the effectiveness of
various CHW programmes and interventions. It concluded that there is evidence that CHW
programmes, compared with usual care:

e increase immunization uptake in children;

¢ increase the number of women initiating breast feeding and who breastfeed their
child at all;

¢ reduce neonatal mortality; and

e improve pulmonary tuberculosis cure rates, but have little or no effect on
tuberculosis preventive treatment completion.

This review found less strong evidence regarding the effect of CHWs on reducing maternal
morbidity and mortality (Lewin 2010). However, another Cochrane review conducted in
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2010 shows that community-based care packages, delivered by a range of community-
based workers, can reduce maternal morbidity, neonatal mortality, stillbirths and
perinatal mortality (Lassi, Haider, and Bhutta 2010). With regard to CHWs’ tasks related to
other health issues, such as family planning, evidence is insufficient to draw conclusions
about the effectiveness of CHWs. This is mainly due to a lack of high quality randomized
controlled trials on the involvement of CHWs in these areas (Lewin et al. 2010).

From a systems perspective, the position and role of CHWs offer other advantages than
merely conducting health-related (sometimes shifted) tasks. CHWs offer services closer to
the community: this reduces opportunity costs that poor communities would have when
using health facilities. CHWs often offer services to their own community. This
embedment can offer possibilities to improve access of marginalized communities to
health services, as CHWs are familiar with and respond to the existing socio-cultural norms
(Bhutta et al. 2010). CHWs have been referred to as cultural brokers or mediators,
providing a link between communities and health and social services (Maes and Kalofonos
2013). They are able to empower communities to exercise their rights (Pérez and Martinez
2008). In addition, the opportunity to interact with clients at household and community
level gives them a better understanding about the broader context of people’s lives
(Standing and Chowdhury 2008). This insight can be helpful for the development of
prevention programmes and optimization of treatment regimens, which are led by public
health and medical professionals who often miss this insight as a result of being facility-
based.

2.3 Performance of community health workers

As with other types of health workers, the availability of CHWs alone is insufficient to
improve quality of care and have an impact on the health status of communities. It is
important to avoid mistakes made in the past and to identify what is needed to make
health services provided by CHWs function well. CHW programmes are often hampered by
poor motivation, high workloads and varying quality, resulting in staff attrition and sub-
optimal effectiveness (Glenton et al. 2013; Perry et al. 2014). There is a need to better
understand the context and conditions in which CHWs work, in order to support them in
improving their performance and realising their potential (Glenton et al. 2013; Lewin et al.
2010).

According to the WHO definition in the “World health report 2006”, a well-performing
health workforce is a workforce that:

“works in ways that are responsive, fair and efficient to achieve the best health
outcomes possible, given the available resources and circumstances” (WHO 2006:
p. 67)
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Chapter 2

This definition of performance also applies to CHWs, as they are or can be seen as part of
the health workforce, depending upon the level of integration of CHWs in the health
system. A description of the specific concept of CHW performance is not available from
the international literature. However, previous work has shed some light on the different
elements of performance of CHWs. CHW performance can be measured at two levels
(Figure 2.2). At the level of the individual CHW, there are cognitive, affective and
behavioural changes in the CHW him- or herself, such as self-esteem, motivation,
attitudes, competencies, guideline adherence, job satisfaction, and capacity to facilitate
community agency (Bhutta et al. 2010; Chen et al. 2004; ERT2 2012; ERT3 2012). At the
level of the end-user (the community), we can measure CHW-attributable outcomes in
communities’ behaviour, such as increased use of health services and adoption of health-
promoting practices. The ultimate measurement of CHW performance would be CHW-
attributable change in population health (impact level), such as a reduction in mortality or
morbidity related to certain health conditions (ERT2 2012).

CHW Performance

Health
System
Factors

CHW End-User

Level Level . IS

+ 4 2 )

Broad Contextual Factors

Figure 2.2 Conceptual framework on CHW performance
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Factors influencing performance of community health workers

The ability of CHWs to deliver effective health services depends on many different factors
(Figure 2.2). These factors can be categorized as programme-related or intervention
design factors and contextual factors.

Intervention design factors

The features of the programme or intervention design in which CHWs function can have
direct influence on CHW performance. Many studies focus on these factors, which are
easier to influence than contextual factors: if programme implementers know how certain
features of an intervention affect performance, interventions can be shaped and adjusted
to yield optimal CHW performance.

Many intervention design factors are related to human resource management. The basic
training that is offered to CHWs and the possibility of continuing education influence the
performance of CHWs and the effectiveness of their services. In addition, availability of a
supervision system and how supervision is conducted as well as how CHWs are
incentivized can influence performance (Bhattacharyya et al. 2001; Bhutta et al. 2010;
Crigler et al. 2011; Glenton et al. 2013; Jaskiewicz and Tulenko 2012; Lehmann and
Sanders 2007; Naimoli et al. 2014; Palazuelos et al. 2013; Prasad and Muraleedharan
2007). Incentive packages depend on whether CHWs are volunteers or more integrated
cadres in the health sector, and should take into account the workload of the CHW
(Bhattacharyya et al. 2001). Some scholars discuss that CHWs who volunteer are unlikely
to continue to serve without salaries — particularly if the expectations related to their
tasks are broadened (Akintola 2010b; Peltzer et al. 2010). However, other scholars argue
that intrinsic factors, such as commitment, sense of achievement and altruism, combined
with well-functioning support and recognition from the health system, are critical to
becoming and remaining a voluntary, non-remunerated CHW (Kasteng et al. 2015; Maes
and Kalofonos 2013).

Vertical, disease-specific programmes that use CHWs for service delivery tend to give
limited consideration to multiple workloads and have resulted in CHWs facing competing
priorities (Ye-Ebiyo et al. 2007). In many countries, the job description of CHWs (either
officially or unofficially) has become broader over time as a result of task shifting; the
increased workload has not always been accompanied with the necessary compensation,
training and support mechanisms (Jaskiewicz and Tulenko 2012). Task shifting can even
lead to role conflicts and competition between different groups of health workers (De
Brouwere et al. 2009; Kok, Herschderfer, and de Koning 2012; Yakam and Gruénais 2009).
On the other hand, CHWs taking on new tasks may become more motivated because of
increased salaries and public recognition (De Brouwere et al. 2009).
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CHWSs act as intermediates between communities and the health sector. Their
relationships with the health sector are established by their contacts with professional
health workers, through support and supervision. Their relationships with communities
can be shaped by the involvement of community members in selection and support. These
links between CHWs and actors in the communities and health sector can influence
performance as well. For example, when CHWs are not chosen by communities but rather
by local elites or the political establishment, CHWs can lose their sense of relatedness and
accountability to communities, diminishing their motivation to perform (Kane et al. 2010).
Village health committees, women groups, peer support groups and others often assist
CHWs in the performance of their promotional and preventive tasks. Communities can
also provide CHWs with incentives, in the form of recognition of the value of CHWs’ work
or the provision of in-kind incentives, such as special privileges (ERT1 2012). Thus, the link
between CHWSs and their communities has an influence on their motivation and
performance.

Contextual factors

CHWs do not work in a vacuum; they work in a broad cultural, social, gendered, political,
economic, legal and communication context (Palazuelos et al. 2013). The influence of this
broader context on CHW performance will vary, depending on locality (whether CHWs are
based in rural or urban areas) and according to personal features, such as their age,
gender, professional and familial experience. Broad contextual factors are related to the
community context in which a CHW works. For example, the communities’ health-seeking
behaviour and perceived legitimacy of the CHW can be influenced by gender norms and
values, cultural practices and beliefs (Bhutta et al. 2010; ERT1 2012).

Besides these broad contextual factors, factors associated with the health system, such as
the availability of human resources for health (HRH) policies, the health system’s financial
model and infrastructure can also have an influence on the performance of CHWs. Bhutta
et al. (2010) conclude that CHW programmes should be coherently inserted in the wider
health system, and CHWSs should be explicitly included within the HRH strategic planning
at country and local level. On the same issue, Hermann et al. (2009) list political support
and a regulatory framework as factors for the success of CHW programmes. Health system
factors also address issues of more direct influence on CHWs’ working conditions. A
systematic review on the role of CHWs in malaria treatment found that a well-functioning
referral system and a reliable and consistent supply chain for getting essential medicines
and equipment to the community level were instrumental for CHW performance (Smith
Paintain et al. 2012). The Evidence Review Team 2 of the United States Government
Evidence Summit on CHWs also identified several health system factors influencing CHW
performance, such as support from the local and national governments and adequate
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resources to ensure CHWs are properly equipped, supplied and supported (ERT2 2012).
Glenton et al. (2013) also stress the importance of flexible and appropriate working
conditions and adequate supplies.

The complexity of community health worker performance

The performance of CHWs remains a point of global attention. The above described
studies have identified various factors that may influence CHW performance, but present
a far from complete overview. Improving performance of health workers in low-resource
settings is a complex dilemma, due to the intersection of multiple factors that influence
health workers’ ability and willingness to carry out their role (Franco, Bennett, and Kanfer
2002; Rowe et al. 2005). The factors that could influence CHW performance have never
been assessed in their totality, and detailed information on “how” these factors play out
on CHW performance is lacking (Frymus et al. 2013). The renewed interest and variety in
CHW programmes around the globe, combined with the complexity and intersection of
factors that influence CHW and programme performance, call for the development of a
framework on this topic. The conceptual framework (Figure 2.2) presents an initial
overview of the main categories of factors that could influence CHW performance,
developed after a first scanning of the literature. The framework will be refined in this
thesis, and specific pathways will be presented that shed more light on how performance
is shaped in certain contexts.

The complexity of CHW performance lies not only in the multitude of influencing factors,
but also in the fact that CHW performance, at the individual level, is the sum of different
elements, such as self-esteem, motivation, attitudes, competencies, guideline adherence,
job satisfaction, and capacity to facilitate community agency. Knowledge and quality of
practice could be influenced by interventions introducing training, guidelines, protocols
and technologies, which have shown to improve health outcomes in other settings
(Hernandez 2014). Motivation could be improved by interventions that introduce different
kinds of incentives, including performance-based incentives (Rahman and Tasneem 2008).
While these “technical solutions” may improve CHW performance, they are often not
enough. They need to be combined with “people-focused solutions” that enable CHW
performance related to self-esteem and self-efficiency. These include processes that
promote problem-solving capacity, socialization of values and priorities that engage
CHWSs’ commitment, encourage their participation and respond to their needs (Hernandez
2014). These social processes are related to how CHWSs, communities and actors in the
health sector interact with and relate to each other. They can be captured in the approach
to supervision (supportive and problem solving-focused versus technical and record-
based), and the nature of training (participative and including “soft skills”, like
communication, versus skill-oriented).
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In this thesis, performance is understood as a transactional social process between health
workers, in this case CHWs, and their environment (Franco et al. 2002). Therefore, a part
of this thesis presents an in-depth analysis of how relationships between CHWs and other
actors in the health system are shaped, to better understand how CHW performance can
be improved in certain contexts. Recent studies have not analysed CHW performance by
explicitly taking into account that performance is a complex social process. There is a need
for studies with this perspective, as CHWs have a unique intermediary position between
communities and the rest of the health system and are as such in the middle of social
processes between community members and actors in the health sector.
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CHAPTER 3. Research design

This Chapter presents the research questions, approach and methodology and issues
regarding the trustworthiness of the research conducted. The Chapter ends with an
overview of the proceeding Chapters.

3.1 Research questions

The role of community health workers (CHWs) in health systems and the importance of
investigating how their performance can be improved have become evident. Therefore,
the main research question of this thesis is:

How is performance of community health workers shaped in low- and middle-income
countries?

By answering this question, it is hoped that a contribution can be made to the realization
of better informed, more effective and sustainable CHW programmes and ultimately an
improved health status of poor and rural communities in low- and middle-income
countries (LMICs). Based on the research findings, recommendations for improvement of
CHW performance are developed for two audiences. First, the research provides input
into the development of quality improvement interventions in two cycles of
implementation research (conducted from 2015-2017) by national research organizations
in Ethiopia, Kenya, Malawi and Mozambique, in cooperation with the governments,
development partners and other stakeholders involved in running CHW programmes in
these countries. Second, the research aims to contribute to global and national
government efforts (of countries other than the four previously mentioned) with regard to
improving CHW performance and optimizing CHW programmes in general. Based on the
main research question, five study questions have been formulated:

1. Which factors related to CHW programme- or intervention design influence the
performance of CHWs?

2. Which contextual factors, including the broader and health system context,
influence the performance of CHWs?

3. How do these factors interplay with each other?

4. How are relationships between CHWSs, their communities and actors in the health
sector shaped and how do they influence CHW performance in selected countries?

5. What are the similarities and differences regarding factors that influence
relationships of CHWs with communities and actors in the health sector in
selected countries?
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3.2 Research approach and methodology

The research conducted to address the study questions falls under the broad category of
health policy and systems research. The research was defined by the topic and questions it
considered, rather than a particular disciplinary approach or research paradigm. The
complexity of the research topic demanded multi- and inter-disciplinary inquiry: the
research team consisted of public health, social science, anthropology and clinical-
oriented researchers. This thesis aimed to develop a theory about the factors and
underlying mechanisms that influence CHW performance, and to formulate suggestions
about how they are linked together. The theory presented in this thesis formed the basis
of the development of quality improvement interventions of CHW programmes in
selected countries.

The research was conducted using a qualitative methodology. This allowed for answering
guestions on “how” and “why” CHW performance is influenced, thereby providing in-
depth information to feed into the development of specific pathways that could lead to
improved CHW performance in certain contexts. Several studies have pointed to the need
for more qualitative or mixed research methodologies to better understand the
underlying and contextual issues that effect upon the performance of CHWs and thus the
successful implementation and scale-up of CHW programmes (Kane et al. 2010; Lewin et
al. 2010). The research was divided in two parts, entailing a theoretical and an empirical
component.

Part 1. The theoretical component: a qualitative research synthesis

Study questions 1-3 were answered through a systematic review of the literature, in the
form of a qualitative research synthesis that included qualitative, quantitative and mixed
methods studies. A qualitative synthesis is defined as:

“any methodology whereby study findings are systematically interpreted through
a series of expert judgements to represent the meaning of the collected work. In a
qualitative synthesis, the findings of qualitative studies — and sometimes mixed-
methods and quantitative research — are pooled” (Gilson 2014: p. iiil)

This methodology was chosen because it enabled the research team to unravel which
factors were important in which contexts, why, and how they influenced CHW
performance. The synthesis served to develop a framework on pathways to improved
CHW performance. This framework may be used by researchers, policy makers and
programme managers in their efforts to improve the performance of CHWs in different
contexts.

The synthesis used a framework approach: an initial framework (Figure 2.2) was created
after reading selected literature and then modified based on issues reported in the studies
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included in the synthesis (Dixon-Woods 2011). Six databases were searched for relevant
literature on CHWs and studies were included or excluded using pre-set criteria. A total of
143 studies met the inclusion criteria. A data extraction form was developed based on the
initial framework, and filled in after reading the full text of each included study. Each study
was read by two researchers, and additions and adjustments on filled data extraction
forms were made by the second reader. Themes and categories were identified by
assessing all data extraction forms. Narratives were written according to main and sub-
themes.

Chapters 4 and 5 provide a detailed description of the methodology used for the
qualitative research synthesis. Chapter 4 presents the intervention design factors that
influence CHW performance, as derived from 140 studies reporting on one or more of
these factors. Chapter 5 presents evidence on contextual factors that influence CHW
performance, derived from a total of 94 studies that included one or more contextual
factors.

Part 2. The empirical component: case studies

Study questions 4 and 5 were answered using a case study methodology. Case studies are
suitable for conducting in-depth analyses of social phenomena (Yin 2013). As CHW
programmes are shaped by human values and relationships, the case study was a suitable
methodology to answer the study questions.

Two single case studies and one qualitative comparative multiple case study were
conducted. Selection of the cases (countries) was based on CHW programme features in
the respective countries (see the section Selection of cases and research sites). The case
studies were based on the analytical framework developed from the qualitative research
synthesis, and as such, the framework was applied and “tested”. The case studies
consisted of a desk study and a qualitative study. The desk studies entailed document
review: peer-reviewed articles, government documents and programme evaluation
reports on national CHW programme(s) were included. The qualitative studies entailed
semi-structured interviews (SSls) and focus group discussions (FGDs) with CHWs,
communities, supervisors and managers as well as validation meetings with these
stakeholders.
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The single case studies

To address study question 4, two single case studies were conducted in Ethiopia and
Malawi. The methodology for the qualitative component of the Ethiopia and Malawi case
studies is presented below and fully described in Chapter 6 and 7 respectively.

In Ethiopia, the case study was based on a qualitative study conducted in six districts in
Sidama zone of the South Nation Nationalities and Peoples Region. The study included 14
FGDs with CHWs, women and men from the community and 44 SSlIs with CHWs, key
informants working in programme management, health service delivery and supervision
of CHWs, mothers and traditional birth attendants (TBAs). Purposefully sampled
respondents were asked about facilitators and barriers regarding CHWs' relationships with
their communities and actors in the health sector and CHW performance in general, after
having given informed oral or written consent. Interviews and FGDs were recorded,
transcribed, translated, coded and thematically analysed. The study was approved by the
Royal Tropical Institute Ethical Review Committee in Amsterdam and the South Nation
Nationalities and Peoples Region Health Bureau Research and Technology Transfer Core
Process of South Ethiopia.

In Malawi, the case study was based on a qualitative study conducted in two districts:
Mchinji and Salima. A total of 16 FGDs and 44 SSls were conducted. Study respondents
were purposefully sampled and included women with under-five children, volunteers,
TBAs and traditional leaders (members from the communities), district managers, health
centre in charges, and representatives of non-governmental organizations (NGOs) and
CHWSs. The study in Malawi also focused on facilitators and barriers regarding CHWs’
relationships with their communities and actors in the health sector and CHW
performance in general. Topic guides were similar to those used in the Ethiopia study, but
adjusted to the Malawi context. Participants gave informed oral or written consent.
Interviews and FGDs were recorded, transcribed and translated, coded and thematically
analysed. The study was approved by the Royal Tropical Institute Ethical Review
Committee in the Netherlands and the National Health Sciences Research Committee in
Malawi.

The qualitative comparative multiple case study

A qualitative comparative multiple case study addressed study question 5. This study was
conducted to further explore the mechanisms through which CHW programme or
intervention elements led to improved relationships between CHWSs, communities and
actors in the health sector, and ultimately CHW performance, and in which contexts those
mechanisms took place. The study included the Ethiopia and Malawi single case studies,
and added data from case studies conducted in Kenya and Mozambique. The comparative
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analysis was conducted with a realist “lens”. Realist evaluations, part of a wider family of
theory-driven approaches to evaluation, are used to assess research evidence on complex
social interventions, which provides an explanatory analysis of “how” and “why” they
work (or do not work) in particular contexts. Realist evaluations consider causality to be
generative and actors and society to have potential mechanisms of causation by their very
nature. They consider human action to be embedded within a wider range of social
processes, and thus causal mechanisms to reside in social relations and context as much
as in individuals (Marchal et al. 2012). They test programme theories and effects of
interventions by identifying through which underlying mechanisms (M) a causal outcome
(O) was triggered and in which context (C) this took place. Therefore, analysis through a
realist lens was appropriate to be able to develop context-specific recommendations to
improve performance of CHWs and optimize the benefits of their unique position between
communities and the health sector (Pawson et al. 2004; Rycroft-Malone et al. 2012).

It is important to note that the studies in Ethiopia and Malawi were conducted by the PhD
candidate together with the country research teams’. The studies in Kenya and
Mozambique were primarily conducted by the country teams, and the PhD candidate
conducted in-depth analysis of the collected data to answer study question 5 on
similarities and differences regarding factors that influence relationships of CHWs with
communities and actors in the health sector in the four countries. The methodology of the
multiple case study is fully described in Chapter 8.

Figure 3.1 presents an overview of the methodology used in this thesis.

Case study Case study
Ethiopia Malawi
Systematic
literature review:
qualitative

. Case study Case study
research synthesis

Kenya Mozambique

Multiple case study

THEORETICAL EMPIRICAL

Figure 3.1 Overview of the methodology

! These teams consisted of researchers from the national research organizations and researchers from the Royal
Tropical Institute (KIT) and the Liverpool School of Tropical Medicine (LSTM).
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Selection of cases and research sites

This thesis is part of REACHOUT — linking communities and health systems, an ambitious 5-
year international research consortium funded by the European Commission, which
started in February 2013. REACHOUT helps to understand and develop the role of close-
to-community (CTC) providers working on improving the health status of communities in
Africa and Asia. The aim of REACHOUT is to maximize the equity, effectiveness and
efficiency of CTC services in rural areas and urban slums in six countries: Bangladesh,
Ethiopia, Indonesia, Kenya, Malawi and Mozambique. REACHOUT has four specific
objectives (LSTM 2012):

1. To build capacity to conduct and use health systems research to improve CTC
services

2. To identify how community context, health policy and interactions with the rest
of the health system influence the equity, effectiveness and efficiency of CTC
services

3. To develop and assess interventions with the potential to make improvements to
CTC services

4. To inform evidence-based and context-appropriate policy making for CTC services

The thesis contributes to REACHOUT objectives 2 and 4.

The theoretical component of this thesis focuses on CHW performance around the globe.
With regard to the empirical component, research was bound to take place in one or more
of the six REACHOUT countries. Ethiopia and Malawi were chosen for field work
conducted by the PhD candidate, to be able to develop two in-depth case studies on the
CHW programmes in these countries (Box 3.1).

Box 3.1 CHW programmes in Ethiopia and Malawi

In Ethiopia, the Health Extension Programme was launched in 2004. A cadre of female
health extension workers (HEWSs) has been trained and salaried by the government. They
have a broad job description and are delivering primary health care services under 16
health packages (Admassie, Abebaw, and Woldemichael 2009). The research focused on
the performance of HEWs regarding the delivery of maternal health services.

In Malawi, health surveillance assistants (HSAs) conduct various promotive, preventive
and curative tasks. They are government employees, but are also involved in different
NGO-led programmes. The critical shortage of health workers has resulted in increasing
demand for HSAs (Bemelmans et al. 2010; Hermann et al. 2009; Kok and Muula 2013). The
research focused on HSAs’ roles in maternal and child health.
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Ethiopia and Malawi were chosen because of a good mix of similarities and differences in
their CHW programmes. Within REACHOUT, the two Asian countries do not primarily
focus on CHWs, but on other types of CTC providers (informal providers in Bangladesh and
village midwives in Indonesia). Therefore, the CHW programmes of these countries could
not be analysed in-depth. The research in all four African countries focuses on national
CHWSs programmes. Unlike in Mozambique and Kenya, CHWs in Ethiopia and Malawi are
government workers with a fixed salary. In both Ethiopia and Malawi, CHWs have an
extensive package with tasks that they are supposed to conduct. This leads to the same
kinds of constraints, for example regarding workload. There are differences between the
CHW programmes of both countries. For example, HEWs in Ethiopia undergo a one-year
initial training, while HSAs in Malawi receive 12-weeks of initial training. Supervision
structures and the link between CHWs and the community are also organized in different
ways. The above reasons made the two countries suitable for two in-depth cases studies,
and the whole of four countries suitable for a qualitative comparative multiple case study.

Within the four study countries, the research was conducted in rural districts, with the
exception of Kenya, where one rural and one urban district were included. Access to
health care is more problematic in rural than in urban areas, because urban areas
generally have more health workers of all types. One could argue that the role of CHWs is
more necessary in rural communities. Whether this is the case or not, it is clear that in
many countries, CHW programmes are more established and running for a longer time in
rural areas than in urban areas (MCHIP 2014). To be able to obtain a comprehensive
overview of factors influencing the performance of CHWs, the research was conducted in
rural districts with well-established and functioning CHW programmes. Recently,
governments in several countries have increased efforts to improve CHW programmes
and increase access to health services for people living in urban areas, especially in urban
slums (MCHIP 2014; Sibamo and Berheto 2015). These urban CHW programmes require a
different focus as well as different intervention designs. That was the reason for the Kenya
team to include an urban slum (Nairobi) as one of the research sites.

3.3 Trustworthiness of the research

For qualitative studies to be trustworthy, Lincoln and Guba (1985) suggested that the
research should be credible (rather than internally valid), consistent (rather than reliable)
and transferable (rather than externally valid).

Credibility

Credibility deals with ensuring the right inference of data by researchers. With regard to
the qualitative research synthesis, like with meta-syntheses of qualitative research, little
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has been written about how rigour should be applied in the analytical technique (Walsh
and Downe 2005). Jensen and Allen (1996) link credibility of meta-syntheses to
faithfulness in handling the data so that it remains true to its source (Jensen and Allen
1996). Another process that could be followed is turning back to the researchers of
included studies to confirm if data presented in the synthesis are accurate (Thorne et al.
2002). While the last process was not undertaken, efforts were made to handle the data in
such a way that it remained true to its source. Data extraction forms were filled in using
quotes and original texts of the included articles.

Triangulation is another technique to increase credibility. It entails the use of multiple
studies (which a research synthesis does by definition), multiple data sources and
independent review by experts (which was done as well). With regard to the case studies,
triangulation was conducted by using multiple data sources and researchers. In the
qualitative studies, different methods were used (SSIs and FGDs) with different types of
relevant respondents. Findings of the studies were validated in stakeholder meetings,
thereby minimizing mistakes and misunderstandings by researchers. Multiple researchers
were involved in the design of the study, data collection and analysis. Continuous
refection with colleagues was undertaken to reduce researcher bias. Data collectors were
trained and familiar with working in the respective communities. In-depth probing was
conducted to yield rich data. It is also worthwhile to note that the researchers had a long
engagement in the CHW programmes. The PhD candidate coordinated human resource
management strategies to improve CHW performance in Mwanza, Malawi for three years
(Kok and Muula 2013), which contributed to understanding the realities faced by this
cadre.

Consistency

Consistency can be established through extensive documentation. With regard to the
qualitative research synthesis, an extensive research protocol was followed, and every
step undertaken in the process has been documented. Within the qualitative studies in
the four countries, data were collected according to a field protocol. Primary data were
extensively documented through verbatim transcripts of SSIs and FGDs. Saturation of data
was sought: SSIs and FGDs were conducted until no new issues emerged. Field notes were
made during data collection and discussed among the data collectors on a daily basis.
These discussions were noted down as well. The consistency between the country studies
was established by using generic data collection tools as a basis for each country to adapt
to its specific context.
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Transferability

Transferability is the process of theorizing how findings from qualitative studies are
applicable in other cases or settings. It implies that the interpretations made are widely
recognized to have value beyond the particular examples considered. Such
trustworthiness is, in essence, negotiated between researchers and research users on the
basis of transparent information on study design and the processes of data collection,
analysis, and interpretation (Gilson 2011). With regard to the qualitative research
synthesis, it is the judgements entailed in the interpretive analysis that provide new ideas
and insights (Gilson 2014). Where possible, it was attempted to move beyond the findings
of the individual studies included.

We employed various ways of enabling transferability with regard to the case studies. The
transferability to other settings, or inferential generalization, was facilitated by the in-
depth inquiry and provision of “thick descriptions” of the researched context and
phenomena (Ritchie and Lewis 2003). The diversity of cases that were analysed using the
same conceptual framework offered opportunities for theoretical generalization of the
research findings. Besides comparing the case studies with each other, the qualitative
comparative multiple case study used a theory-driven approach: an initial theory on
CHWS' relationships and performance was developed from evidence from the literature
and refined based on the findings of the case studies. Negative case analysis was
conducted, which means that data were identified that contradicted initial assumptions
(Gilson et al. 2011). During data analysis, the realist lens ensured that context was taken
into consideration to be able to identify what works, for whom and in which setting. A
continuous process of conceptualizing and re-conceptualizing took place in which all
members of the research group (involved in the multiple case study) participated.

In addition to the above, there is a role for the reader as well. Lincoln and Guba (1985)
argue for transferability in which readers use rich descriptions provided in case studies to
reason and theorize (through vicarious learning) how findings are applicable to other
similar cases or settings. Geertz (1994) suggests that through analytical (or theoretical)
generalization readers can use thick descriptions from specific case studies to test or
change theoretical ideas.

3.4 Outline of the thesis

Chapters 4 and 5 present the outcomes of the qualitative research synthesis, from the
systematic review of the literature. Chapter 4 zooms in on factors related to CHW
programme or intervention design that influence the performance of CHWs and Chapter 5
looks at contextual factors, including the broader and health system context, that
influence the performance of CHWs. Chapter 6 contains a case study on how relationships
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between HEWs, their communities and health sector actors are shaped and how they
influence HEW performance in Ethiopia. The same type of case study is presented in
Chapter 7 for Malawi. Chapter 8 covers the qualitative comparative multiple case study,
focusing on the similarities and differences regarding factors that influence relationships
of CHWs with communities and health sector actors in Ethiopia, Kenya, Malawi and
Mozambique. In Chapter 9, the findings from the preceding Chapters are discussed,
conclusions are drawn and recommendations for policy, practice and further research are
made. As most Chapters have been written as individual articles, there is some overlap
between the introductory sections of some of the Chapters.
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CHAPTER 4. Which intervention design factors influence
performance of community health workers in low- and middle-
income countries? A systematic review

Abstract

Community health workers (CHWSs) are increasingly recognized as an integral component
of the health workforce needed to achieve public health goals in low- and middle-income
countries (LMICs). Many factors influence CHW performance. A systematic review was
conducted to identify intervention design related factors influencing performance of
CHWs.

We systematically searched six databases for quantitative and qualitative studies that
included CHWs working in promotional, preventive or curative primary health services in
LMICs. One hundred and forty studies met the inclusion criteria, were quality assessed
and double read to extract data relevant to the design of CHW programmes. A preliminary
framework containing factors influencing CHW performance and characteristics of CHW
performance (such as motivation and competencies) guided the literature search and
review.

A mix of financial and non-financial incentives, predictable for the CHWs, was found to be
an effective strategy to enhance performance, especially of those CHWs with multiple
tasks. Performance-based financial incentives sometimes resulted in neglect of unpaid
tasks. Intervention designs which involved frequent supervision and continuous training
led to better CHW performance in certain settings. Supervision and training were often
mentioned as facilitating factors, but few studies tested which approach worked best or
how these were best implemented. Embedment of CHWs in community and health
systems was found to diminish workload and increase CHW credibility. Clearly defined
CHW roles and introduction of clear processes for communication among different levels
of the health system could strengthen CHW performance.

When designing community-based health programmes, factors that increased CHW
performance in comparable settings should be taken into account. Additional intervention
research to develop a better evidence base for the most effective training and supervision
mechanisms and qualitative research to inform policymakers in development of CHW
interventions are needed.
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4.1 Background

Countries across the globe are striving to achieve universal health coverage. There is a
massive shortage of 4.25 million health workers in Africa and Asia, while the distribution
of existing health workers within countries is inequitable (WHO 2006). In response to the
human resources for health crisis, many countries have made renewed investments in
community health worker (CHW) programmes to extend the reach of inadequate health
systems to hard-to-reach and underserved populations, and to expand coverage of key
interventions.

A CHW has been defined as “any health worker carrying out functions related to health
care delivery; trained in some way in the context of the intervention, and having no formal
professional or paraprofessional certificate or degree in tertiary education” (Lewin et al.
2010: p. 7). In addition, it is argued that CHWs “should be members of the communities
where they work, should be selected by the communities, should be answerable to the
communities for their activities, should be supported by the health system but not
necessarily a part of its organization and have shorter training than professional workers”
(Lehmann and Sanders 2007: p. 1). There are many different types of CHWs and different
names are used, like lay health workers (LHWs), a synonym for CHWs in this article, and
traditional birth attendants (TBAs), who are focusing particularly on maternal health tasks.
CHWs may operate in the public or private sectors, respond to single or multiple diseases
and health issues and show differences in their levels of knowledge and training, their
practice settings and remuneration and their relationship with regulatory systems (Bloom
and Standing 2001). CHWs are part of the broader group of close-to-community providers,
who are health workers forming the first point of contact at community level, having up to
three years para-professional training, so this group includes auxiliary staff.

Evidence shows that CHW programmes can effectively deliver key maternal and child
health interventions in primary and community health care, including interventions to
increase childhood immunization and breastfeeding rates (Lewin et al. 2010). As
governments are increasingly strengthening their health systems through the use of CHWs
(Earth_Institute 2012; GHWA 2012), there is a need to better understand the factors that
may influence CHW performance. Policymakers and implementers need to know “why”
CHWs are effective or not and “which” specific factors contribute to that. Existing studies
show that CHW services could be enhanced by measures regarding recruitment, workload
and retention policies (Campbell and Scott 2011; Jaskiewicz and Tulenko 2012; Prasad and
Muraleedharan 2007). CHWs’ motivation could be enhanced by policies on incentives,
career perspectives and supervision. In addition, basic training and continuing education
have been reported to have an influence on CHW performance (Bhutta et al. 2010; ERT2
2012; Glenton et al. 2013; Hermann et al. 2009; Lehmann and Sanders 2007; Palazuelos et
al. 2013). Community support can also enhance CHW performance (ERT1 2012).
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We conducted a systematic review on intervention design factors influencing performance
of CHWs, to contribute to the evidence base needed by policymakers in the development
of CHW programmes.

4.2 Methodology

This review, conducted in 2013, was undertaken using a framework approach (Dixon-
Woods 2011). Based on reading of selected international literature (Bhutta et al. 2010;
Chen et al. 2004; ERT1 2012; ERT2 2012; ERT3 2012; Haines et al. 2007; Kane et al. 2010;
Palazuelos et al. 2013), factors that could potentially influence CHW performance and
their (inter)relationships were identified; this resulted in a preliminary conceptual
framework (Figure 4.1). This initial framework was used as the basis for data extraction
and for the categorization of findings, and divides factors influencing CHW performance
into three main categories:

1. Broad contextual factors, including those related to community and political
contexts
Health system factors

3. Intervention design factors

In this review we limit ourselves to presenting factors related to intervention design.
Broad contextual factors and health system factors influencing CHW performance will be
presented in a separate article (Chapter 5).

Criteria for considering studies for this review

We included quantitative and qualitative studies that concerned CHWSs working in
promotional, preventive or curative primary health care in low- and middle-income
countries (LMICs). The studies should have described a factor related to intervention
design. The review covered studies including: CHWs, their clients and their families/carers,
CHW supervisors, the wider community, policymakers, programme managers, other
(professional) health workers and any others directly involved in or affected by CHW
service provision. We differentiated CHW performance outcome measures at three levels
(Figure 4.1): CHW level, mediating processes and end-user level. The CHW level outcomes
indicate mechanisms and characteristics of performance at the CHW level, such as self-
esteem, motivation, attitudes, competencies, adherence to standards and procedures, job
satisfaction and capacity to facilitate community agency. Among these mechanisms and
characteristics of performance, motivation and job satisfaction are especially interrelated.
Motivating factors determine the level of motivation and satisfaction.
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Greater job satisfaction is often associated with higher levels of motivation, but it is not a
prerequisite for motivation. Motivation is a critical component of performance (Franco et
al. 2002). Performance outcome at the CHW level was taken as the focus of the review. In
our preliminary framework, CHW level outcomes contribute to end-user outcomes such as
utilization of services, health-seeking behaviour, adoption of practices that promote
health and community empowerment. Mediating processes, such as access, quality,
responsiveness, productivity and community capacity to claim rights, all contribute to end-
user outcomes. The three outcome levels that constitute CHW performance are
intermediary outcomes and ultimately contribute to reduction of morbidity, mortality,
incidence of disease or other conditions and to improved health status and well-being
(Figure 4.1).

Search methods for identification of studies

We searched EMBASE, PubMed, Cochrane, CINAHL, POPLINE and NHS-EED for eligible
studies. The search strategy focused on broad contextual, health system and intervention
design factors influencing performance of close-to-community providers. This study was
part of a research programme investigating performance of close-to-community providers
of which CHWs constitute an important part. For the purpose of this article, we focus on
CHWSs, as the largest amount of evidence on intervention design factors influencing
performance was related to CHWs. We used existing search strategies on LHWSs (Lewin et
al. 2010) and adapted these to include the broader focus of our study (Annex 1). We
included English language studies from 2007 to July 2013. Reviews and cost-effectiveness
studies were not included, but used for hand searching of reference lists. To avoid
duplication, we did not include studies that had been previously included in the review of
Glenton et al. (2013)2 and included results of this review in the discussion.

Selection of studies

Two reviewers independently assessed titles and abstracts of identified documents to
evaluate potential eligibility. An overview of inclusion criteria is provided in Box 4.1. In
case of diverging opinions, inclusion was discussed until consensus was reached. Persisting
disagreements were resolved by seeking a third reviewer’s opinion. Full-text papers were
assessed by two reviewers out of a team of four.

’ The Glenton review took place just before we started the review and was not yet published. The team shared
the studies they included so that these could be taken out of our review.
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Box 4.1 Overview of inclusion criteria

Quantitative and qualitative studies on CHWs

Studies describing factors related to intervention design
Studies conducted in LMICs

English language studies

Studies published 2007-July 2013

Data extraction and management

A data extraction form was developed from the preliminary conceptual framework. This
was piloted through joint assessment of several studies and adjustments were made to
clarify categories and sub-categories of the intervention design factors assumed to
influence CHW performance (see Figure 4.1, second box from left). The data extraction
form also contained a description of the intervention and study and the outcome
measures.

Assessment of quality

Quality of included literature was assessed independently by two reviewers, using an
adapted version of the Critical Appraisal Skills Programme (CASP) method (CASP 2015).

Data synthesis

Identification of themes was done by assessment of all data extraction forms. Descriptive
analysis of the contents of all included papers was conducted per category (thematic
coding). New (sub)categories deriving from the literature were added to the framework
where needed.

4.3 Results
Search results and study types

We identified 7,302 titles from 2007 to July 2013, of which 660 were selected for abstract
reading. From these, a total of 348 full-text papers were read. Another set of 109 full-text
papers derived from hand searching of reviews was read (see Figure 4.2).
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7,302 titles reviewed

660 titles selected for 18 studies not found
abstract reading in full text

109 additional single
studies identified from
bibliographies reviewed

348 full text studies
reviewed

103 studies meeting 37 studies meeting
criteria for inclusion criteria for inclusion

140 studies included
in this review

Figure 4.2 Flow chart search results

In total, 150 papers were included in the broader literature review and for the purpose of
the review we present in this article, 140 papers were included, as we excluded seven
papers reporting on auxiliary staff and three papers only reporting on broad contextual
factors or health system factors. A list of included studies and their basic characteristics
can be found in Annex 2. A total of 45 studies were of qualitative nature, 45 studies used
mixed methods research and there were 50 quantitative studies. One hundred six studies
were intervention evaluations while 34 studies did not report on an intervention.

Study respondents

Ninety-seven studies included perspectives of people involved in the CHW programme. In
83 studies, the CHWs themselves were asked for their perspectives, client perspectives
were covered in 50 studies and perspectives of others (like policymakers and health
workers other than CHWs) were presented in 47 studies. The studies that did not include
perspectives focused either on CHWs as the object of the study or on the effects (at the
impact level) of a particular intervention (partly) delivered by CHWs. The majority of these
were quantitative studies.
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Setting

Eighty-three studies were conducted in Africa and 55 in Asia, one was from Oceania and
two included Latin America (of which one was part of a multi-country study). The studies
and interventions took place in rural (majority) and urban settings. The programmes were
run by either non-governmental organization (NGOs) or governments or a collaboration of
both. In 100 studies the CHWs delivered services to people in their homes and/or in the
community. In 40 studies, CHWs delivered services in health facilities; in most of these
(n=28), facility-based services were combined with home or community-based services.
CHWs solely working at the facility level were most often lay counsellors in the field of
HIV.

CHW names

Many different names of CHWs were found. For an overview of the ones used in this
article, see Table 4.1.

Health focus and CHW tasks

Seventy-six studies reported on CHWSs with various promotional and preventive tasks in
primary health care. These included studies on CHWs having a role in the identification of
health conditions and referral to health facilities, for example in the case of pregnancy.
Fifty-one studies reported CHWs having a mix of promotional, preventive and curative
tasks. For example, CHWs were involved in diagnosis and treatment of diseases, mainly in
children below five years, at the community level. Ten studies reported on CHWs with
solely curative tasks and three studies did not specify the nature of CHWs' tasks. Fifty-five
studies focused on maternal, neonatal or child health or a combination of these. If there
was a focus on a single disease or issue, most of the times this was HIV (n=26) , malaria
(n=9), promotion of family planning (n=7) or tuberculosis (n=3). Eight studies focused on
other specific diseases or conditions. Twenty-nine studies reported on CHWs having tasks
regarding multiple diseases or health issues. A number of studies included trained TBAs
assisting deliveries at the household level.
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Table 4.1 Names used for CHWs

Name Description of tasks Country

Accredited Social Health Activists (ASHAs) Multiple tasks India

Adherence Support Workers (ASWs) Supporting antiretroviral treatment (ART) Zambia
adherence

Behvarz Multiple tasks Iran

Care Facilitators (CFs) HIV home-based care Zimbabwe

Community Antiretroviral therapy and HIV and tuberculosis (TB) treatment Uganda

Tuberculosis Treatment Supporters (CATTS) support

Community Based Distributors (CBDs) Providing injectable contraceptives in the Madagascar

community
Distribution of contraceptives

Guinea, India

Community Based Surveillance Volunteers
(CBSVs)

Multiple tasks

Ghana

Community Drug Distributors (CDDs) Distribution of ivermectin for Ethiopia
Onchocereciasis control
Community Facilitators (CFs) Multiple tasks Indonesia
Community Health Volunteers (CHVs) Working in child health or reproductive Madagascar
health and family planning
Community Health Workers (CHWs) Multiple tasks Various
countries
Community home-based care workers HIV related prevention and care South Africa
Community Medicine Distributors (CMDs) Malaria treatment Uganda
Community Reproductive Health Workers Promotion and distribution of family Uganda
(CRHWSs) planning (methods)
Community Volunteer Workers (CVWs) Palliative home-based AIDS/ cancer care Uganda
Health Extension Workers (HEWs) Multiple tasks Ethiopia
Health Surveillance Assistants (HSAs) Multiple tasks Malawi
Lady health workers Multiple tasks Pakistan
Lay counsellors HIV counselling Various
countries
Lay Health Workers (LHWs) TB related tasks South Africa
Lay Health Workers (LHWs) (as synonym of Multiple tasks Various
CHWs) countries
Manzaneras Multiple tasks Bolivia
Maternal Health Workers (MHWs) Promotion, prevention and curative tasks Myanmar
regarding maternal health
Peer educators Reproductive health (promotion) Tanzania
Shasthya Shebikas Multiple tasks Bangladesh
Traditional Birth Attendants (TBAs) Maternal and neonatal health related tasks, | Various
sometimes including delivery countries

Outcomes of CHW interventions

The majority (n=99) of the included studies reported outcomes at the level of the CHW.

Fifty-six studies reported changes in performance through measuring competencies and

knowledge levels. For example, in Nepal, a significantly higher self-efficacy and knowledge

level of peer educators on HIV and AIDS was measured after training (Posner et al. 2009).

Assessments of quality scores per community-based distributor (CBD) providing injectable

contraceptives in Madagascar demonstrated that CBDs retained information taught during
training (Hoke et al. 2008). Among children treated by CHWs in Kenya, 80% of all
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guideline-recommended procedures were performed correctly (Rowe et al. 2007a; Rowe
et al. 2007b). Some studies measured job satisfaction or retention (which is related to
performance at the CHW programme level, Willis-Shattuck et al. (2008)) as outcome
measures at the CHW level. For example, CHWs in an urban setting in China who
experienced a heavy workload had a low job satisfaction (Ge et al. 2011).

Forty-one studies reported on changes in performance as a result of self-reported
variations in motivation or self-esteem. For example, community-based surveillance
volunteers (CBSVs) in Ghana explained that respect of the community had enhanced their
motivation; they felt pride in their role as a volunteer (Dil et al. 2012). Improvement in
self-esteem as a result of increased respect from the community was reported by
community volunteer workers (CVWs) providing palliative home-based care in Uganda
(Jack et al. 2012).

Intervention design factors

The literature reported on various factors related to the design of the CHW interventions
having an effect on CHW performance. We divided these into factors related to: nature of
tasks and time spent on delivery, human resource management, quality assurance,
community links, health sector links and resources and logistics.

Nature of tasks and time spent on delivery

Several factors influencing CHW performance were related to the nature of CHW tasks
and the time spent on delivery. Only seven studies reported on this, as presented in Table
4.2.

Table 4.2 Factors related to nature of tasks and time spent on delivery

Factor Detail on influence or association Studies
Nature of Extended tasks (curative, injections) increased Burn (2008); Callaghan-Koru et al.
tasks and roles | CHW’s self-reported motivation (2012); Hoke et al. (2008); Sadler et al.
(2011)
Higher number of perceived responsibilities Smith et al. (2013)

increased CHW performance

Flexibility in tasks: may lessen impact at end user or | Brenner et al. (2011)
impact level but may contribute to CHW retention

Service Longer service delivery time associated with higher Furth and Crigler (2012)
delivery time CHW performance

Time spend on | More time spend on job per week associated with Smith et al. (2013)

job higher CHW performance
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Four studies reported that CHWs felt more recognized by the community, enhancing their
motivation, when they provided curative tasks or administered injections. For example,
health surveillance assistants (HSAs) in Malawi providing curative treatment to children
below five years, strongly indicated that this added role changed how they viewed their
own position in the health system. With the new role, the community recognized them as
“village doctors”, and they viewed themselves as more equal to clinicians. They reported
helping the community and increased appreciation of the community as a result of their
new curative role as motivating factors. However, a demotivating factor for some was the
fact that they were not able to treat complicated cases (Callaghan-Koru et al. 2012). Smith
et al. (2013) found that community health volunteers (CHVs) in Madagascar performed
slightly better if they perceived that they had more responsibilities when compared to
CHVs perceiving to have fewer responsibilities (Smith et al. 2013). Flexibility in tasks was
discussed as a factor that could contribute to CHW retention in Uganda, although it could
also lead to neglect of certain health issues within the programme (Brenner et al. 2011).

One study found a significant correlation between the time spent on each client and
performance of CHWs in Zambia. The moderate to low performing CHWs corresponded to
very short client contact times (Furth and Crigler 2012). Another study found a correlation
between the time spent on the job and performance of CHWs working in reproductive
health in Madagascar: a higher number of hours worked as a CHW per week was
associated with better performance scores in relation to competencies, measured as tasks
correctly undertaken for child illnesses and family planning (Smith et al. 2013).

In summary, having more curative tasks was found to increase CHW motivation and longer
service delivery time and time spent on the job were associated with higher CHW
performance.

Human resource management

The literature identified many factors related to human resource management that could
influence CHW performance. We categorized them into eight broad categories: CHW
characteristics, workload, clarity on CHW tasks and roles, selection and recruitment
process, incentives, supervision, performance appraisal and training related factors.

CHW characteristics

Performance of CHWSs can be influenced by the characteristics of the CHWSs that were
recruited and implementing the intervention. Therefore, we considered them as potential
intervention design factors (although in many studies, they were not predefined as
intervention design factors). Relevant characteristics identified in the literature were:
gender, education level, years of experience, personal experience with the health
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condition, community of origin, age, household duties, marital status, social class and
wealth (Table 4.3).

Gender of the CHWs was discussed in four studies. A study on CHWs in Kenya found that
male CHWs were 1.6 times more likely to keep better records than female CHWs, while
females were 58% more likely to counsel and 71% more likely to be able to convince their
clients to adopt evidence-based maternal care practices than men (Crispin et al. 2012). A
study on community antiretroviral therapy and tuberculosis treatment supporters (CATTS)
in Uganda, using a regression model to identify characteristic of CATTS that influenced loss
to follow-up, found that male CATTS lost more patients for follow-up than female CATTS
(Alamo et al. 2012). Kebriaei and Moteghedi (2009) measured job satisfaction of behvarz
(CHWSs) in Iran by conducting a cross-sectional survey and found there was no difference
between males and females in job satisfaction (one of the direct determinants of CHW
performance, see Figure 4.1).

The education level of CHWs as a possible influencing factor on CHW performance was
researched in five studies. For example, higher levels of education of CHWs in Kenya were
associated with good record-keeping, appropriate use of job aids and appropriately
counselling clients, although lower literacy CHWs were still able to satisfy and convince
their clients to adopt evidence-based maternal care practices (Crispin et al. 2012). CHVs
working in reproductive health in Madagascar were performing better in correctly
executing their tasks in diagnosis and treatment of childhood illnesses, reproductive
health and family planning when they had more years of education (Smith et al. 2013).
More years of education may lead to better performance but may also lead to a higher
drop-out rate. Shasthya Shebikas in Bangladesh who dropped out of the programme were
more often higher educated (Alam, Tasneem, and Oliveras 2012b). In Iran, no difference in
job satisfaction based on education level of behvarz was found (Kebriaei and Moteghedi
20009).

More years of experience as a CHW was associated with appropriate use of job aids, client
satisfaction and client enablement in Kenya (Crispin et al. 2012). However, CATTS in
Uganda who had served > 6 years lost more patients than CATTS who had served < 6 years
(Alamo et al. 2012). In Iran, no difference in job satisfaction based on years of service of
behvarz was found (Kebriaei and Moteghedi 2009).
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Table 4.3 Factors related to CHW characteristics

Factor Detail on influence or association | Studies
Gender Performance regarding specific Alamo et al. (2012); Crispin et al. (2012); Kebriaei and
types of tasks could differ Moteghedi (2009)
between male and female CHWs
No difference in job satisfaction
between male - female
Education More years of education CHWs Alam et al. (2012b); Crispin et al. (2012); Kebriaei and

associated with higher
performance

Drop-outs more often higher
educated

No difference in job satisfaction
based on education level

Moteghedi (2009); Rowe et al. (2007a); Smith et al.
(2013)

Experience (years)

Mixed picture regarding
experience and CHW performance
No difference in job satisfaction
based on experience

Alamo et al. (2012); Crispin et al. (2012); Kebriaei and
Moteghedi (2009)

Experience (with

Experience regarding health

Jack et al. (2012); Kim et al. (2012b); Torpey et al.

the health condition could improve CHW (2008)
condition) performance
Residence/ CHWSs from community of origin Puett et al. (2013); Simwaka et al. (2012); Smith,

community of
origin

could have more trust of clients,
enhancing performance

CHWs not from community of
origin might be preferred in case
of HIV related programmes

Kelly, and Randhawa (2007)

Alamo et al. (2012)

Age

Mixed picture regarding age and
CHW performance

No difference in job satisfaction
based on age

Alam, Tasneem, and Oliveras (2012a); Counihan et
al. (2012); Crispin et al. (2012); Kebriaei and
Moteghedi (2009); Olang'o, Nyamongo, and
Aagaard-Hansen (2010)

Household duties

Less household duties resulted in
more active CHWs and less drop-
outs

Alam et al. (2012b); Olang'o et al. (2010)

Marital status

Mixed picture regarding marital
status and CHW performance
No difference in job satisfaction
based on marital status

Alam et al. (2012b); Kebriaei and Moteghedi (2009);
Simba and Kakoko (2009)

Social class Mixed picture regarding social Abbott and Luke (2011); Srivastava et al. (2009)
class and CHW performance
Wealth CHWs depending on CHW income | Ahmed (2008); Alam et al. (2012a, 2012b)

more active and poorer CHW less
likely to drop out

Three studies reported on the influence of the experience of the CHW with the health

condition of their clients. For example, CVWs delivering AIDS or cancer related palliative

care in Uganda reported that having personal experience with these diseases increased

compassion for the patients (Jack et al. 2012). A mixed methods study on adherence

support workers (ASWs) in Zambia who were living with HIV reported that ASWs had

stronger bonding with clients and hence increased client adherence (Torpey et al. 2008).
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The community of origin of the CHW is another factor that could be associated with CHW
performance. CHWs that came from the community that they are serving were reported
to be more trusted by that community, which could influence their performance (Puett et
al. 2013; Simwaka et al. 2012; Smith et al. 2007). However, in Uganda some community
members preferred CATTS that lived further away and did not visit their home because of
the stigma related to HIV (Alamo et al. 2012).

The age of CHWs was studied in five papers. The age-group of 30-40 years appeared to be
the most appropriate for selection of Kenyan CHWs to obtain optimum results. Younger
and much older CHWs had sub-optimal performance (Crispin et al. 2012). CHWs older
than 50 performed less well in working with rapid diagnostic tests for malaria in Zambia
(Counihan et al. 2012). However, Alam et al. (2012a) reported that older Shasthya
Shebikas in Bangladesh were more likely to be active than younger colleagues. Kebriaei
and Moteghedi (2009) found no difference in job satisfaction based on age of behvarz.

CHWSs in Kenya reported fewer drop-outs among CHWs above the age of 40, possibly
because older people had fewer household duties (Olang'o et al. 2010). Alam et al.
(2012b) confirmed this assumption: Shasthya Shebikas in Bangladesh who did not face
problems due to household responsibilities were more than twice as likely to stay on.

Peer educators in reproductive health in Tanzania were reported to have a higher chance
of dropping out if they were married women. This was explained to be due to girls getting
married and following their husbands to live somewhere else or not being allowed by their
husbands to continue their work as peer supporters (Simba and Kakoko 2009). In contrast
to this, Alam et al. (2012b) found that single Shasthya Shebikas in Bangladesh had a higher
drop-out rate than married peers. In Iran, no difference in job satisfaction was found
between married and unmarried behvarz (Kebriaei and Moteghedi 2009).

In India, female CBDs from upper social classes (castes) established an easy relationship
with middle and higher cast women but had real problems making services accessible for
women with a significantly lower social status (Abbott and Luke 2011). However,
Srivastava et al. (2009) reported that accredited social health activists (ASHAs) stated that
they were called by all castes and religious groups.

The wealth of CHWs could also influence performance. Shasthya Shebikas in Bangladesh
who reported to be dependent on the income they earned through their work as CHW
were more active than colleagues with other jobs (Ahmed 2008; Alam et al. 2012b).
Moreover, richer Shasthya Shebikas more often dropped out of the programme (Alam et
al. 2012a, 2012b).

In summary, CHWs with a higher education level, CHWs having experience with the health
condition they focus on, CHWs having fewer household duties and CHWs who are
depending on the income gained from the CHW work were found to perform better than
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others. Gender, residence, age, marital status and social class of the CHW had mixed
effects on CHW performance.

Workload

In 14 studies, a high workload was reported by CHWSs, and this could result in lower
motivation and ultimately lower performance (Alamo et al. 2012; Burn 2008; Callaghan-
Koru et al. 2012; Ge et al. 2011; Gusdal et al. 2011; Javanparast et al. 2011; Kalyango et al.
2012; Kebriaei and Moteghedi 2009; Kok and Muula 2013; Lewis 2010; Medhanyie et al.
2012b; Perez et al. 2009; Puchalski Ritchie et al. 2012; Rahman et al. 2010). The CHW-
population ratio is a factor that can influence performance of CHWSs. Several studies
indicated that a small population to cover is preferable above a large population to cover
regarding CHW performance (Azad et al. 2010; Burn 2008; Darmstadt et al. 2010; Edward
et al. 2007; Kalyango et al. 2012; Sadler et al. 2011; Suri, Gan, and Carpenter 2007). A high
number of patients to be supported by CATTS in Uganda was significantly associated with
increased loss to follow-up (Alamo et al. 2012).

Clarity on CHW tasks and roles

Few studies reported that the lack of clarity on roles amongst CHWs themselves or in the
community affected CHW performance. A study on ASHAs in India found that ASHAs’
perceptions about job responsibilities were more limited than their formal job
descriptions. The majority of them were not aware about their role in changing behaviour
regarding infant feeding, family planning, child marriage, girl education, hand washing and
sanitation. Possibly this was related to the fact that for these particular tasks, ASHAs were
not paid (Srivastava et al. 2009). CBSVs in Ghana reported community related challenges
of their work, because of a lack of community understanding of the duties of a CBSV (Dil et
al. 2012). In Bolivia, a lack of community understanding of the role of manzaneras was
reported to cause mistrust, because district health authorities and local leaders failed to
advertise manzaneras roles in the community (Bartos et al. 2009).

CHWs gained more respect in general if they were able to prescribe drugs, but sometimes
this could lead to community expectations that could not be met (Table 4.7). For example,
in Malawi, HSAs working in community case management of childhood illnesses were
asked by community members to also treat adults, which was not included in the
programme (Callaghan-Koru et al. 2012). Kalyango et al. (2012) also refer to a lack of
community appreciation for age restrictions, which had a negative impact on performance
of CHWSs in Uganda. Client demands were also a challenge in Zambia, where clients still
asked for anti-malarial treatment in spite of a negative test result (Chanda et al. 2011).
CHWs in Kenya working in home-based care on HIV reported that expectations of people
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living with HIV about CHWs delivering them goods or money were reasons for CHW drop-
out (Olang'o et al. 2010). CHWs in South Africa reported similar expectations of the
community as a demotivating factor (Suri et al. 2007).

In summary, we found that a lack of clarity on CHW tasks and roles, especially from the
side of the community, lowered motivation and performance of CHWs.

Selection and recruitment process

Sixty-two studies clearly indicated who selected and recruited CHWs, although often the
exact process and criteria were not explained. In a total of 36 studies, communities were
involved in CHW selection. Nine studies referred to the positive influence of community
selection on CHW’s motivation or performance (Table 4.7). For example, CBSVs in Ghana
reported that being selected by the community influenced their sense of duty as well as
the pride they felt for their role and motivation (Dil et al. 2012). However, CHWs in Kenya,
who reported to be selected by the community, did not show any difference in guideline
adherence when compared to CHWs who reported no community involvement in
selection (Rowe et al. 2007a). Selection was not always conducted as prescribed. ASHAs in
India, who were supposed to be selected by the community, were often selected by
auxiliary nurse midwives without community consultation, leading to ASHAs being seen as
accountable to the health sector and not to the community (Scott and Shanker 2010;
Srivastava et al. 2009). The same was reported for community drug distributors (CDDs) in
Ethiopia (Yirga et al. 2010).

Incentives

Eighty-one studies presented information on incentives given to CHWs. Factors influencing
CHW performance related to incentives are presented in Table 4.4. There were a range of
different incentives, sometimes combined in packages including: financial incentives, such
as fixed salaries for those CHWs that were employees of the government or an NGO,
regular and irregular allowances, performance based financial incentives, income from
selling services (fees) and income from selling commodities, and non-financial incentives,
such as material incentives (goods, rewards), access to training, supervision and supplies,
preferential treatment and community trust and respect. (Dis)satisfaction related to
incentives could lead to lower or higher motivation and influence CHW performance. In 25
studies, CHWs reported that they were dissatisfied with the incentives they received,
whether financial or non-financial. Sixteen studies reported CHWSs’ satisfaction with
incentives.
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Table 4.4 Factors related to incentives

Factor Detail on influence or association Studies
Financial Financial incentives increased Bartos et al. (2009); Callaghan-Koru et al. (2012); Lewis (2010);
incentives motivation Rahman and Tasneem (2008); Srivastava et al. (2009)
CHWs getting financial incentives Furth and Crigler (2012)
performed better than CHWs
receiving in-kind incentives
CHW perceiving they get financial Rowe et al. (2007a)
incentives performed better on
guideline adherence
CHWs selling commodities for Alam et al. (2012a, 2012b); Rahman and Tasneem (2008);
income faced competition: CHWs Winch et al. (2008)
less active but no influence on
retention
Performance-based incentives led Scott and Shanker (2010); Srivastava et al. (2009)
to decreased performance
regarding certain tasks
Unmet promises regarding financial Dil et al. (2012); Maes and Kalofonos (2013); Yirga et al. (2010)
incentives led to demotivation
Non — Community trust, respect and Ahmed (2008); Alam et al. (2012a, 2012b); Amare (2011); Burn
financial recognition: enhanced motivation/ (2008); Callaghan-Koru et al. (2012); Chibanda et al. (2011);
incentives self-esteem/ retention/ self- Das, Jambulingam, and Sadanandane (2008); Dawson et al.
assessed performance/ adherence (2008); Dil et al. (2012); Furth and Crigler (2012); Hill et al.
to guidelines (2008); Jack et al. (2012); Javanparast et al. (2011); Kalyango
et al. (2012); Kim et al. (2012b); Lewis (2010); Maes and
Kalofonos (2013); McPherson et al. (2010); Mutalemwa et al.
(2009); Nyanzi, Manneh, and Walraven (2007); Osawa,
Kodama, and Kundishora (2010); Rahman and Tasneem
(2008); Razee et al. (2012); Rowe et al. (2007a); Sahay and
Mehendale (2011); Saleem et al. (2007); Saravanan et al.
(2011); Scott and Shanker (2010); Smith et al. (2013);
Srivastava et al. (2009); Takasugi and Lee (2012); Teela et al.
(2009); Yirga et al. (2010)
Lack of community trust: led to Bartos et al. (2009); Dick et al. (2007); Moetlo, Pengpid, and
lower CHW Peltzer (2011); Nyanzi et al. (2007); Schneider, Hlophe, and
motivation/performance van Rensburg (2008)
Willingness to help reported as Behdjat et al. (2009); Burn (2008); Callaghan-Koru et al.
motivating factor/ increasing self- (2012); Dil et al. (2012); Elmardi et al. (2009); Furth and Crigler
esteem (2012); Gusdal et al. (2011); Jack et al. (2012); Javanparast et
al. (2011); Mukherjee and Eustache (2007); Nyanzi et al.
(2007); Rahman and Tasneem (2008); Rahman et al. (2010);
Root and van Wyngaard (2011); Rowe et al. (2007a); Sanjana
et al. (2009); Schneider et al. (2008); Simba and Kakoko
(2009); Simwaka et al. (2012); Smith et al. (2013); Srivastava et
al. (2009); Takasugi and Lee (2012)
Personal development/ knowledge Alam et al. (2012b); Bartos et al. (2009); Burn (2008);
gain reported as incentive Callaghan-Koru et al. (2012); Dick et al. (2007); Dil et al.
(2012); Lewis (2010); Peltzer et al. (2010); Rahman et al.
(2010); Root and van Wyngaard (2011); Schneider et al.
(2008); Simba and Kakoko (2009); Takasugi and Lee (2012)
Preferential treatment reported as Alamo et al. (2012); Rahman and Tasneem (2008); Takasugi
incentive and Lee (2012)
Hope for future employment Bartos et al. (2009); Rahman et al. (2010); Schneider et al.
reported as incentive (2008); Simba and Kakoko (2009)
Having a government job reported Srivastava et al. (2009)
as incentive
Career No career advancement reported as | Burn (2008); Furth and Crigler (2012); Kebriaei and Moteghedi
advancement disincentive (2009); Kok and Muula (2013); Rahman et al. (2010)
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Remuneration was often reported as an important (de)motivator. However, other
incentives remained important. For example, an evaluation of a CHW programme in Kenya
revealed that 65% of the interviewed CHWs acknowledged that reimbursements
motivated them to continue serving while others said that material incentives contributed
to motivate them (38.5%) or would improve their motivation (76%). In some studies,
CHWs reported to prefer financial above non-financial incentives (Bartos et al. 2009;
Rahman and Tasneem 2008). ASHAs in India reported financial incentives (82%), being in a
government job (67%), contributing to charity (44%) and improved self-esteem (37%) as
motivating factors. The majority of ASHAs were satisfied and 44% reported to be willing to
continue without incentives (Srivastava et al. 2009). HSAs in Malawi were demotivated
because they had to spend their own money to run village clinics (Callaghan-Koru et al.
2012).

Furth and Crigler (2012) researched the correlation between incentives and performance
(task completion) in Zambia. The data from this study indicated that CHWs who were paid
a monetary incentive performed better than volunteer CHWs who received only gifts in
kind. However, the data also showed that greater monetary incentives did not necessarily
correlate with better performance, especially when compared with other factors that
influence performance. The authors reported that little consideration was given to
incentives relative to workload or time commitment. CHWs in child health in Kenya were
performing better in their consultations with children and had a higher adherence to
guidelines when they thought that they received four to five benefits (including making
money) than those that thought they received fewer than four benefits (Rowe et al.
2007a).

Shasthya Shebikas in Bangladesh earn some income with providing certain health services
and selling of commodities. Those who reported competition with others (pharmacies,
village doctors, TBAs) were reported to be less likely to be active (Alam et al. 2012a) but
competition was not an important predictor of retention (Alam et al. 2012b). CHWs in
Mali who obtained income by selling drugs had to compete with informal vendors that
sold drugs in smaller, cheaper quantities (Winch et al. 2008).

Two studies reported on a negative side of performance-based payments of ASHAs in
India. ASHAs could earn money for bringing people to the clinic and helping with
biomedical interventions. They could not earn money for encouraging village health
meetings nor discussing health issues on social change more generally, although this was
part of their role. This resulted in an over-focus on paid tasks (Scott and Shanker 2010;
Srivastava et al. 2009).

In three studies, CHWs reported to be demotivated because of unmet promises regarding
allowances or stipends (Dil et al. 2012; Maes and Kalofonos 2013; Yirga et al. 2010).
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In 34 studies, CHWs reported that trust and respect from the community was an
important non-financial incentive enhancing their motivation. We present these
incentives, as they are potentially related to intervention design. Social rewards included
more greetings, more honour and more participation in decision making. This social
prestige might be a stronger factor in rural settings, because of the existence of more
stable communities with stronger social fabric, compared to more unstable urban slum
communities (Alam et al. 2012a). In some cases, social rewards were culturally
determined. An example is that the greatest social reward many TBAs in Gambia
appreciated was the recognition given at the naming ceremony when they participated in
shaving the baby’s head and carrying it to the elders for prayers (Nyanzi et al. 2007). An
example of how respect by the community could enhance CHW's status was reported in a
study by Jack et al. (2012, p. 757) on CVWs involved in palliative care in Uganda, where
one of the volunteers said: “/ was selected to be vice chairperson in the village”. Alam et al.
(2012b) reported that social prestige and community approval were correlated with CHW
retention. CHWs who reported to enjoy more social prestige were more than three times
as likely to remain. A cross-sectional study on care facilitators (CFs) working in HIV home-
based care in Zimbabwe found that the more the communities accepted, appreciated and
supported the CFs in their activities, the more CFs were motivated to perform (Osawa et
al. 2010). Rowe et al. (2007) found that CHWs working in child health in Kenya showed
better guideline adherence when they reported to receive respect from the community. In
Ethiopia, perceived good performance of CDDs by the population was associated with
increased compliance. The authors discussed that insufficient knowledge of CDDs might
hamper the acceptability of the CDD in the community (Yirga et al. 2010).

There were some examples in the literature of community mistrust. For example,
manzaneras in Bolivia were reported to occasionally being afraid to conduct home visits,
because community members unfairly spread rumours of manzaneras eating the food
instead of providing it to the little children (Bartos et al. 2009). LHWs working on farms in
South Africa were sometimes criticized by the community because they had a better
relationship with the farmer (the employer) and nurses than community members,
because of their job (Dick et al. 2007).

In several studies, CHWs reported their willingness to help and care for other people as an
incentive that enhanced their motivation. For example, CBSVs in Ghana reported that
altruism towards the community was a vital factor to take on and remain in the role as
CBSV. Moreover, seeing the health and education of the community improve also
emerged as a motivator (Dil et al. 2012). In Zambia, CHVs overwhelmingly felt happy to be
able to help their communities (92% of CHVs working in child health and 95% of CHVs
working in reproductive health; Smith et al. (2013)). In Uganda, CVWs in palliative care
reported that the reason for becoming a volunteer stemmed from traditional values of
wanting to help other people (Jack et al. 2012).
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In various studies, CHWs reported that personal development or knowledge gain served as
an incentive. Perceived access to skills and knowledge of Shasthya Shebikas was important
for retention in rural areas of Bangladesh, but was not a driving factor among urban
Shasthya Shebikas (Alam et al. 2012b). CHWs in South Africa reported that although being
CHW was not held in high esteem, one motivator was the development of a professional
identity, especially for those working as counsellors, and they desired to advance in that
role (Schneider et al. 2008).

Some studies referred to preferential treatment as an incentive for CHWSs. For example,
Alamo et al. (2012) reported that the non-financial benefits, like free care and treatment
and school fees support that CATTS in Uganda received, contributed to the high retention
of CATTS (Alamo et al. 2012). Shasthya Shebikas in Bangladesh reported that they would
prefer to get a salary, but they also expected other incentives, like preferential access to
loans (Rahman and Tasneem 2008).

In four studies, CHWs reported that their CHW job would result in future other
employment and this was a motivating factor. For example, ASHAs in India reported that
the second most important motivating factor after gaining money (82%) was having a
government job (67%; Srivastava et al. (2009)).

In a few studies, CHWs reported to be demotivated because of a lack of career
advancement. For example in Zambia, opportunities for advancement were strongly
correlated with higher levels of engagement (defined as satisfaction plus motivation) of
CHWs, but there was no correlation found between engagement and CHW performance
(Furth and Crigler 2012). CHWs in Bangladesh reported no promotion opportunities as
being a reason for leaving the project, although it was reported that CHWs had the
opportunity to become a supervisor based on exemplary performance (Rahman et al.
2010).

In summary, many studies reported that both financial and non-financial incentives,
including career advancement, increased motivation and performance of CHWs.

Supervision

In a total of 80 studies it was stated that a supervision structure was available, but most of
them were lacking information on its precise structure and its implementation. The review
identified a few aspects of supervision being related to CHW performance: whether the
CHW programme set-up involved any form of supervision and the frequency and location
of supervision (Table 4.5).

Community reproductive health workers (CRHWs) in Uganda found supervision increased
credibility and recognition, it made them feel part of the team (Martinez et al. 2008). The
ways in which supervision was motivating or demotivating CHWs was sometimes
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associated with the skills and attitude of supervisors. Community home-based care
workers in South Africa reported problems with supervisors, such as lack of management
skills (40%) and “selfishness” (38%) (Moetlo et al. 2011). CBSWs in Ghana felt demotivated
by the supervision they received: “They [current supervisors] seem to forget that the work
is a voluntary one and as such we should be treated well and encouraged.” The CBSWs
identified the need for good quality supervision to increase retention: “Even if there is no
money in it you would feel that you are being supervised and that would motivate you to
do the work well.” (Hill et al. 2008).

Table 4.5 Factors related to supervision

Factor Detail on influence or association Studies
Availability of Lack of supervision decreased Callaghan-Koru et al. (2013); Callaghan-Koru et al.
supervision motivation (2012); Gusdal et al. (2011); Hill et al. (2008);

Javanparast et al. (2011); Kok and Muula (2013);
Moetlo et al. (2011); Nsabagasani et al. (2007); Perez et
al. (2009); Suri et al. (2007)

Supervision increased motivation Amare (2011); Lewis (2010); Martinez et al. (2008);
Puett et al. (2013); Simwaka et al. (2012)
Frequency of Frequency of supervision was not Rowe et al. (2007a); Smith et al. (2013)
supervision correlated with guideline adherence

in one study, in another study it
increased CHW performance

Location of Facility based supervision hindered Chanda et al. (2011)
supervision CHW'’s work

The studies showed a variety in frequency of supervision. There were two studies that
researched the effect of frequency of supervision on CHW performance. One study
showed that a lower frequency of supervision resulted in lower performance of CHWs in
Madagascar (Smith et al. 2013) while another study in Kenya found no effect of frequency
of supervision on CHW guideline adherence (Rowe et al. 2007a).

Only one study referred to the location of supervision. In rural Zambia, supervision in the
health centre was not appreciated by CHWs as they felt they missed out on providing care
to their own village (Chanda et al. 2011).

In summary, many studies reported supervision to be important to increase CHW
performance, although details of the supervision structure and its implementation
contributing to success were scarce. CHWs who perceived their supervision as insufficient
often reported to be demotivated.
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Performance appraisal

Fifteen studies reported on performance appraisal systems. Some of them reported
certification after skills assessments (Hoke et al. 2008; Javanparast et al. 2012; Root and
van Wyngaard 2011; Sanjana et al. 2009; Shankar et al. 2009). Only one study researched
how appraisal influenced CHW performance; Furth and Crigler (2012) found that
organizations with stronger performance appraisal systems were more likely to have more
there was no correlation between engagement and

engaged CHWSs. However,

performance.

Training related factors

A total of 113 studies reported that the CHWs had received initial training. Forty-seven
studies reported on the availability of refresher trainings. However, only 18 studies
investigated the association between training and CHW performance (Table 4.6). CHWs
reported that training increased motivation and some studies linked training to CHW
knowledge and performance. An 8-day training course for TBAs in Pakistan found that
TBAs in the intervention arm showed better performance than untrained TBAs (Miller et
al. 2012). Saravanan et al. (2011) found that despite training of TBAs, lifesaving practices
for mothers and babies were not followed in India. Behvarz in Iran reported that the pre-
service training had a positive impact on their capacity to provide health care services and
to build their confidence and skills in communicating with rural people. The friendly
environment of the training centres, the nature of the trainer-trainee relationships and
the highly qualified trainers were particularly noted as having a positive impact on the
learning process and motivation. Other behvarz complained about quality and timing of
the training, the infrequency of courses, inadequate qualified trainers who were
unfamiliar with the behvarz working environment, the lack of practical sessions and lack of
adaptation of training materials to the local context (Javanparast et al. 2012).

Table 4.6 Factors related to training

Factor

Detail on influence or association

Studies

Training in general

Training enhancing CHW motivation

Alamo et al. (2012); Dil et al. (2012); Javanparast et al.
(2012); Simwaka et al. (2012)

Training generally resulting in
expanded CHW knowledge/
performance

Gill et al. (2011); Hamer et al. (2012); Hien le et al. (2008);
Javanparast et al. (2012); Miller et al. (2012); Puett et al.
(2013); Saravanan et al. (2011)

Training linked to allowances and
favouritism leading to demotivation

Kok and Muula (2013); Olang'o et al. (2010)

Continuous training

Continuous training increasing job
satisfaction/ motivation

Ge et al. (2011); Lewis (2010)

Continuous training increasing CHW
performance

Smith et al. (2013)

Frequency refresher training no effect
on guideline adherence

Rowe et al. (2007a)

Development of
training materials

CHW participation in development
training materials increased sense of
ownership

Omer et al. (2008)
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Training was sometimes seen as an income-generating activity by CHWs. CHWs in Malawi
and Kenya reported favouritism in selecting CHWs for trainings as a demotivating factor
(Kok and Muula 2013; Olang'o et al. 2010). In Zambia, trained TBAs were less likely than
non-trained TBAs to attend a delivery without payment (40 vs 49%) and more likely to be
paid in cash (55 vs 43%). Mothers were more likely to choose an intervention TBA above a
control TBA and higher compensations were paid to intervention TBAs (Gill et al. 2011).

Several studies reported on a possible positive influence of continuous training on CHW
job satisfaction and motivation (Ge et al. 2011; Lewis 2010). Smith et al. (2013) found a
clear correlation between receiving refresher training and performance (the ability to
assess, classify, treat, or refer appropriately as required by guidelines) of CHVs in
Madagascar (Smith et al. 2013). No association between the frequency of refresher
trainings and CHWSs’ guideline adherence was found in Kenya (Rowe et al. 2007a).

One study reported that the participatory way of developing training materials was crucial
for the success of the CHW intervention (health promotion by lady health workers in
Pakistan; Omer et al. (2008)).

In summary, training was found to positively influence CHW motivation, job satisfaction
and performance.

Quality assurance

The literature identified factors related to quality assurance that could influence CHW
performance. We have categorized them as protocols and guidelines and monitoring and
evaluation.

Protocols and guidelines

Four studies reported on the use of protocols and guidelines and how their use could
affect CHW performance (Dambisya and Matinhure 2012; Javanparast et al. 2012;
Kalyango et al. 2012; Rowe et al. 2007a). For example, standard operating procedures and
institutional and programmatic guidelines were reported by various stakeholders within
the health system as facilitating factors for task shifting towards CHWs working in HIV in
Uganda (Dambisya and Matinhure 2012).

Monitoring and evaluation

In 49 of the included studies, a monitoring and evaluation system was reported to be in
place. Six studies reported on community monitoring, mainly by village health committees
(VHCs). Two studies made a reference to CHW performance (Table 4.7). The engagement
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of pregnant women in the assessment of community facilitators in Indonesia provided
social accountability and empowered the women to expect good quality services from the
CHWs. Moreover, the authors assumed that the awareness that the community
facilitators would be evaluated by the pregnant women they served provided an
additional incentive to actively engage the target population and created good
relationships (Shankar et al. 2009). Community medicine distributors (CMDs) in Uganda
reported that community support in the form of feedback and rewards had a greater
influence on their performance than that from the health system (Kalyango et al. 2012).

Community links

The role of communities in selection and community expectations, described under
Human resource management, and the role of communities in monitoring, described
under Quality assurance, were found to influence CHW performance. In addition,
community support can have a bearing on CHW performance. All factors related to
community links are summarized in Table 4.7.

There are different ways in which communities can support the work of CHWs.
Community members, including village doctors, referred cases of severe acute
malnutrition to CHWs in Bangladesh (Sadler et al. 2011). In Ethiopia, community support
for voluntary CHWs was strengthened by mobilizing various local institutions to serve as
“community anchors”. Community anchors were raising community recognition for and
acceptance of voluntary CHWs, supporting their goals and activities, and sustaining their
motivation levels. The local institutions that the project had mobilized as community
anchors included churches, mosques, idirs (burial associations) and women’s associations
(Amare 2011). In another study from Ethiopia, community members participated in the
construction of health posts (where HEWs are working; Teklehaimanot et al. (2007)). In
Mozambique, a community-based vital registration and health information system project
for routine surveillance of births, deaths and childhood illnesses was instituted using a
network of 2300 volunteers. Community structures played a role in supporting volunteers
(Edward et al. 2007). In Guinea, involvement of religious leaders in VHCs was crucial for
acceptance of the work by CBDs. The VHCs acted as the health services’ local liaison,
informing villagers of clinic dates, seeking those lost to follow-up and encouraging men
and women to attend health education activities (Diakite, Keita, and Mwebesa 2009).
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Table 4.7 Factors related to community links

Factor Detail on influence or Studies
association
Community Community support: Amare (2011); Bhutta et al. (2008); Callaghan-Koru et al.
support leading to increased CHW (2012); Edward et al. (2007); Elmardi et al. (2009); Hoy et al.
motivation/ performance (2008); Razee et al. (2012); Sadler et al. (2011); Teklehaimanot
et al. (2007); Torpey et al. (2008)
Community support: Puchalski Ritchie et al. (2012)
negative effect on
performance
Lack of community Simba and Kakoko (2009)
support: leading to drop-
out
Community Community selection Brenner et al. (2011); Chanda et al. (2011); Dil et al. (2012);
selection improved motivation/ self- Elmardi et al. (2009); Gill et al. (2012); Nyanzi et al. (2007);
esteem Scott and Shanker (2010); Srivastava et al. (2009); Yirga et al.
(2010)
Community Community monitoring Kalyango et al. (2012); Shankar et al. (2009)
monitoring increased performance
Community Conflicting community Callaghan-Koru et al. (2012); Chanda et al. (2011); Kalyango et
expectations expectations as al. (2012); Mukanga et al. (2010); Olang'o et al. (2010); Smith
demotivating factor for et al. (2013); Suri et al. (2007)
CHWs

Puchalski Ritchi et al. (2012) reported that HSAs in Malawi were supported by guardians
(who were relatives or friends). The task of guardians was to directly observe the patients
taking their tuberculosis medication on a daily basis. Good guardians were acknowledged
to improve patient adherence if they functioned as planned. However, some guardians
were ineffective because they lived too far away from the patients and only acted when
the client was sick or because of conflicting advice in case of multiple guardians. Peer
educators in reproductive health in Tanzania had stopped because of lack of support from
village leaders (Simba and Kakoko 2009).

In summary, community support and its involvement in CHW selection and monitoring
generally resulted in higher CHW motivation and performance.

Health sector links

CHW’s links or “embedment” in the health sector is an often-stated factor in the
literature, which could influence CHW performance. We found evidence on relationships
of CHWs with other health staff (which could in turn influence CHW’s access to
equipment, supplies and functional referral) and communication and coordination
between them (Table 4.8).

Attitudes of other health staff had a major effect on how the CHWs felt and performed. In
Malawi, clinicians were reluctant to give drugs to HSAs which hindered their performance,
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because of lack of drugs at the health centre or the fact that they were not aware of the
programme (of HSAs administering drugs; Callaghan-Koru et al. (2013); Callaghan-Koru et
al. (2012)). In Bolivia, some manzaneras had conflicts with medical personnel and this led
to feelings of inadequacy and inferiority. Some claimed that doctors did not value their
work and would request more of them than they were able to provide (Bartos et al. 2009).
CBSVs in Kenya were proud of their job and said they gained respect and recognition from
the community, elders and district health staff, leading to motivation (Dil et al. 2012). CFs
in Zimbabwe felt motivated by organizational characteristics like managerial support, but
their performance was not influenced by organizational characteristics (Osawa et al.
2010).

Table 4.8 Factors related to health sector links

Factor Detail on influence or Studies

association
Embedment in Lack of recognition of “upper Bartos et al. (2009); Callaghan-Koru et al. (2013);
health sector level” decreases CHW motivation | Callaghan-Koru et al. (2012); Javanparast et al. (2011);

Kok and Muula (2013); Nsabagasani et al. (2007);
Schneider et al. (2008); Takasugi and Lee (2012)

Recognition of the “upper level” Dil et al. (2012); Osawa et al. (2010); Wang et al.
increases CHW motivation (2011)
Communication Coordination/ communication Chang et al. (2011); Teela et al. (2009)

increased quality of care (as
reported by health workers/
CHWSs)

Coordination Teamwork enhanced Simon et al. (2009)
accountability, solving problems,
improved coverage

Improved communication between CHWs and clinical staff by an mHealth intervention in
Uganda (Chang et al. 2011) and improved coordination between maternal health workers
and other tiers of the system in Myanmar (Teela et al. 2009) were reported by CHWs as
improving quality of care. A study on different types of CHWs in Mozambique discussed
that the formation of community health teams (CHTs), in which different types of CHWs
were working together, enhanced accountability towards the health sector as well as the
community. Each member had to report to the team leader and the rest of the team on
activities and results. CHT members discussed difficult cases together and worked with
community leaders to find solutions for problems encountered. Areas previously not
reached were now reached, because of improved coordination (Simon et al. 2009).

In summary, we found that recognition of formal health staff increased CHW motivation
and good communication and coordination structures increased CHW performance.
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Resources and logistics

For resources and logistics, we found some evidence on job aids, transport and supplies
influencing CHW performance.

Several studies reported on the use of job aids by CHWs, these were mostly simple tools
used to support in (treatment) decision making (Gill et al. 2012; Hamer et al. 2012;
Javanparast et al. 2012; Lemay et al. 2012; Rowe et al. 2007a; Sadler et al. 2011). CHWs in
Malawi using short message service (SMS) to ask medical questions, drug adverse effects
and dosage amounts reported that their participation in the SMS network resulted in
recognition and improved status among their clients and communities (Lemay et al. 2012).
Simplicity of a treatment algorithm and clarity of a treatment chart provided clear
guidance to CHWs working in child health in Zambia (Hamer et al. 2012). Simplicity of
treatment algorithms was also mentioned as a contributor to success of CHWSs
interventions by Gill et al. (2012) and Sadler et al. (2011). However, in Iran, some younger
and higher educated behvarz reported that centrally produced step-by-step guidelines
were too didactic and constrained participatory learning. “There are too many step-by-
step guidelines and instructions that we have to follow, we are not given a chance to
search, to think and to analyse things.” (Javanparast et al. 2012). Rowe et al. (2007a)
researched the effect of the use of job aids by CHWs working in child health in Kenya and
found that the use of a treatment card (reminding the CHW how to prescribe drugs) was
associated with better overall guideline adherence, but the use of a flipchart job aid
during consultations was not associated with better guideline adherence.

Lack of transport for CHWs or clients was often discussed or reported by CHWs as a factor
limiting their work performance. Lack of bicycles and having to pay for transport were
often mentioned (Arem et al. 2011; Gusdal et al. 2011; Kalyango et al. 2012; Kok and
Muula 2013; Moetlo et al. 2011; Pongvongsa et al. 2011; Simba and Kakoko 2009;
Takasugi and Lee 2012).

Several studies reported that CHWs were less motivated because of lack of supplies, such
as drugs and education materials (Callaghan-Koru et al. 2013; Callaghan-Koru et al. 2012;
Dil et al. 2012; Kalyango et al. 2012; Kok and Muula 2013; Moetlo et al. 2011; Perez et al.
2009; Simba and Kakoko 2009; Suri et al. 2007; Takasugi and Lee 2012). In some cases,
lack of supplies resulted in not being able to conduct the job (Furth and Crigler 2012;
Kalyango et al. 2012). However, Osawa et al. (2010) found no correlation between
supplies and motivational outcome of CFs in Zimbabwe and in Kenya, no correlation was
found between adequacy of medicine supplies in the village and guideline adherence of
CHWs (Rowe et al. 2007a).

In summary, job aids were often reported to facilitate CHW performance, while transport
constraints and lack of supplies were often reported to hinder CHW performance.
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4.4 Discussion

Based on the evidence found in this review, we created a more detailed conceptual
framework (see Figure 4.3, second box from left). Besides intervention design factors,
broad contextual factors and health system factors also influence CHW performance and
are often either unchangeable by an intervention or preconditions for the functioning of
interventions (see Chapter 5).

Our findings indicate that variations in the design of CHW programmes have a significant
influence on CHW performance. The most prominent factors related to higher CHW
performance were inclusion of curative tasks in CHWs’ job description; longer service
delivery times; certain characteristics of CHWSs such as higher education level, experience
with health conditions to be dealt with, fewer household duties and lower wealth;
financial and non-financial incentives; availability of supervision; training; community
support, selection and monitoring; and recognition by and coordination and
communication with other health staff. (Perceived) absence or poor quality of these
factors could lead to lower CHW performance. Other factors that were often reported as
barriers to CHW performance were high workload, lack of clarity on CHW roles and lack of
resources and logistics. These intervention design factors form a complex web, influence
each other and are highly context dependent.

CHW characteristics like gender, age, marital status, social status, past experience and
selection of CHWs from within the community they serve may have an influence on CHW
performance, although our review shows a mixed picture on the influence of these
factors. Previous studies found that CHW retention rates are higher in programmes which
selected CHWs based on past performance (Malarcher et al. 2011) and CHWs who are
trusted members of the community better reflect the linguistic and cultural diversity of
the population served (Bhutta et al. 2010; Campbell and Scott 2011; Glenton et al. 2013).
These characteristics should be taken into account when developing selection criteria for
CHW programmes and they are task and context specific. For example, one study on
CHWSs working in HIV care found clients to prefer CHWs from outside the community,
because of stigma.

While we found community involvement in selection to be a motivating factor in some
contexts, there was also a need to balance selection by the community with input from
administrators, leaders or health workers (Campbell and Scott 2011) to guarantee CHWs
have both the necessary skills and represent different groups (Atkinson et al. 2011).
Selection with involvement of the health sector and the community could also improve
linkages of CHWs with both sides.
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Multiple layers of inner and external factors contribute to individual motivation of CHWs.
Clarity of roles (Nkonki, Cliff, and Sanders 2011), balance of curative and promotive tasks
(Standing and Chowdhury 2008), recognition, workload and the ability to meet community
expectations all contribute (Glenton et al. 2013; Hermann et al. 2009; Nkonki et al. 2011).
Community trust and recognition was an often reported motivating factor for CHWs.
Factors in the intervention design, like facilitation of support of traditional leaders or
regular community meetings, could enhance community trust and respect towards CHW's
and thereby CHW motivation.

While financial incentives increased performance of CHWs when compared with CHWs
not receiving financial incentives, these should be predictable (Glenton et al. 2013). Non-
financial incentives were also found to be important (Bhattacharyya et al. 2001; Bhutta et
al. 2010; Lehmann and Sanders 2007; Prasad and Muraleedharan 2007) and mixing
different types of incentives could be an effective strategy. The One Million CHW
Campaign emphasizes that the optimal design of CHW programmes should involve full-
time paid CHWs combined with a volunteer part-time community health workforce
(Earth_Institute 2012). Our findings and those of others (Campbell and Scott 2011;
Hermann et al. 2009; Willis-Shattuck et al. 2008; Wringe et al. 2010) support
remuneration of CHWs, especially when they have multiple tasks or tasks that require a
long service delivery time or time spent on the job per week and when remuneration is
clearly linked to workload. This needs to be designed in a way that is sustainable and
avoids conflicts between cadres (Mukherjee and Eustache 2007).

Our review points towards a positive effect of regular supervision from the health system
on CHW performance, with problem-solving supervision being the most desired. In
contrast, a Cochrane review concluded that it is uncertain whether supervision (of health
workers in LMICs) is effective in the long term (Bosch-Capblanch, Liagat, and Garner
2011). We found very little description of the exact mechanisms of supervision that
contributed to success, such as type of supervisor, frequency of supervision and support
to supervisors. In some studies, supervision was done in the context of the pilot
intervention or research project conducted by a combination of research and NGO staff. In
others, this was unclear. Some studies reported on the number of CHWs supervised per
supervisor, but none measured the effects of different supervisor to CHW ratios on
performance. Studies mentioning the use of mobile phones in supervision (Arem et al.
2011; Cornman et al. 2011; Jack et al. 2012) did not report a clear influence on CHW
performance. Our review revealed that supervision has a number of indirect effects on
motivation, retention, skills development and community recognition, supporting data
from elsewhere that inadequate supervision may result in lack of legitimacy of CHWs in
the eyes of the community (Atkinson et al. 2011).

Our review showed a positive effect of regular continuous education on CHW
performance, but again, aspects of training that contributed to success were often not
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identified. Only one study reported that a friendly environment in training centres, a good
trainer-trainee relationship and high quality trainers contributed to higher motivation of
trainees. Many studies reported on trainings offering classroom theory sessions combined
with practical exercises and more participatory sessions, but no study researched the
influence of different training approaches on CHW performance. No evidence was found
on effects of the length of training on CHW performance. Atkinson et al. (2011) discussed
that CHWs who receive only short training may lack legitimacy from the community.
Glenton et al. (2013) found that training should include counselling and communication
skills. In addition to this, training on confidentiality is important to overcome community
concerns about stigmatization. These additions to training would more closely reflect the
expected but often unwritten tasks of CHWs than the often medical oriented training that
is currently offered. Finally, we found no evidence on the linking of training to supervision
or follow-up refresher trainings, strategies that are often used when creating a community
of practice that may strengthen learning and support.

The literature clearly revealed the importance of embedment of CHWs in both their
community and the health sector. Community selection, monitoring and support were
contributing to CHW motivation. While the importance of community involvement has
been identified by other studies (Campbell and Scott 2011; ERT1 2012; Glenton et al.
2013), the exact mechanisms of how this can improve performance of CHWs has not been
explored in-depth in the literature (Green 2011); our review confirmed this. Links with the
health sector were reported as important by CHWs, as recognition of and communication
and coordination with other health professionals and supervision from the health system
increased credibility. Other reviews have stressed this point as well (Byrne and Morgan
2011; Glenton et al. 2013; Rosato et al. 2008).

The unique position of CHWs in-between the community and the health sector can result
in a delicate balancing act, as CHWs are accountable to both. This could sometimes lead to
a burden to the CHW. Clarity on the roles of CHWs, supervisors linked to the health sector
and committees at village level supporting the CHW and introducing clear processes for
communication between these three parties in the intervention design could reduce this
burden.

Many studies included in this review used motivation as an outcome measure, which
could ultimately influence CHW performance, as presented in our conceptual framework.
However, higher motivation and greater job satisfaction do not necessarily result in higher
performance. For example, we found that performance-based incentives could be
satisfactory for CHWs, but could lead to ignoring certain tasks which were not paid. Some
studies investigated the influence of certain intervention design factors on other outcome
measures, such as CHW competencies and adherence to guidelines. These outcome
measures are important characteristics of CHW performance besides the often researched
motivation, and should therefore be more often included in future research.
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The recent trend of expanding CHW programmes in LMICs confirms the need for more
research on factors having the potential to improve CHW performance. Beside the lack of
evidence on mechanisms and specific aspects that could improve CHW performance
related to supervision and training, we did also not find evidence on the influence of other
factors associated with improving CHW performance (derived from initial reading of
selected international literature), such as the use of guidelines and protocols,
performance appraisal, specific aspects of monitoring and evaluation systems related to
the health system, experience sharing visits, career advancement and the functionality of
referral systems. Significant challenges remain for policymakers in using evidence to
design programmes. Teasing out the exact impact of altering one factor over another may
not be possible and no data exist on the impact of intervention bundles or the cost
implications in most contexts.

Our review adds value to the current literature, as it included both qualitative and
guantitative studies and was able to explore perceptions as well as measurements of
characteristics of CHW performance. A limitation of our review is that factors influencing
performance were often stated (to be important), but were rarely described in detail.
Effectiveness trials are seldom linked with qualitative studies. The same is true for some
less rigorous quantitative studies which were included in this review. Qualitative studies
should be run alongside quantitative studies to generate insight into why an intervention
was successful or not (Bhattacharyya, Estey, and Zwarenstein 2011; Glenton et al. 2013).
The literature clearly shows the diversity of CHWs in LMICs. However, many studies do not
clarify specific characteristics of CHWSs, which hinders our understanding on how to
increase CHW performance. A general vocabulary related to different types of CHWs could
assist in making more nuanced recommendations. Furthermore, we might have missed
relevant studies because of the delimiters of our search strategy.

4.5 Conclusions

CHWs increasingly are made a formal part of health systems in LMICs, with expanding
tasks. Although their contribution towards achieving health goals has been shown in
various programmes, there is little evidence on which specific factors have contributed to
success. This systematic review found many factors related to intervention design that
could influence CHW performance. These factors should be taken into account by
policymakers during the development and adjusting of CHW programmes, taking the
specific context of the situation in which programmes are implemented into account.
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CHAPTER 5. How does context influence performance of
community health workers in low- and middle-income
countries? Evidence from the literature

Abstract

Community health workers (CHWSs) are increasingly recognized as an integral component
of the health workforce needed to achieve public health goals in low- and middle-income
countries (LMICs). Many factors intersect to influence CHW performance. A systematic
review with a narrative analysis was conducted to identify contextual factors influencing
performance of CHWs.

We searched six databases for quantitative, qualitative and mixed methods studies that
included CHWs working in promotional, preventive or curative primary health care
services in LMICs. We differentiated CHW performance outcome measures at two levels:
CHW level and end-user level. Ninety-four studies met the inclusion criteria and were
double read to extract data relevant to the context of CHW programmes. Thematic coding
was conducted and evidence on five main categories of contextual factors influencing
CHW performance was synthesized.

Few studies had the influence of contextual factors on CHW performance as their primary
research focus. Contextual factors related to community (most prominently), economy,
environment and health system policy and practice were found to influence CHW
performance. Socio-cultural factors (including gender norms and values and disease
related stigma), safety and security, and education and knowledge level of the target
group were community factors that influenced CHW performance. Existence of a CHW
policy, human resources policy, legislation related to CHWs and political commitment
were found to be influencing factors within the health system policy context. Health
system practice factors included health service functionality, human resources provisions,
level of decision making, costs of health services and the governance and coordination
structure. All contextual factors can interact to shape CHW performance and affect the
performance of CHW interventions or programmes.

Research on CHW programmes often does not capture or explicitly discuss the context in
which CHW interventions take place. This synthesis situates and discusses the influence of
context on CHW and programme performance. Future health policy and systems research
should better address the complexity of contextual influences on programmes. This insight
can help policy makers and programme managers to develop CHW interventions that
adequately address and respond to context to optimise performance.
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5.1 Background

Community Health Workers (CHWs) are involved in the delivery of health services to the
community and constitute the first point of contact on health related issues in many low-
and middle-income countries (LMICs). There are a wide variety of CHWSs, with different
names, working voluntary or paid, with multiple or single and community-based or (partly)
facility-based tasks (Bhutta et al. 2010; Standing and Chowdhury 2008).

CHWs have been defined as follows: "Any health workers carrying out functions related to
health care delivery; trained in some way in the context of the intervention, and having no
formal professional or paraprofessional certificate or degree in tertiary education” (Lewin
et al. 2010: p. 7). In addition, it is argued that CHWSs “should be members of the
communities where they work, should be selected by the communities, should be
answerable to the communities for their activities, should be supported by the health
system but not necessarily a part of its organisation and have shorter training than
professional workers” (Lehmann and Sanders 2007: p. 1).

Shortages in human resources for health and evidence that CHWs can significantly
contribute to the health of the population by effectively delivering key interventions in
primary and community health care have led to a renewed interest in CHW programmes
in LMICs (Bhutta et al. 2010; Gilmore and McAuliffe 2013; Haines et al. 2007; Lewin et al.
2010). It is important to better understand the factors influencing performance of CHWs,
since these are related to the success or failure of CHW programmes. Evidence on factors
influencing CHW performance can help to improve CHW programme design and
management.

Factors influencing CHW performance can be divided into intervention design factors that
can be directly shaped and adjusted (such as supervision, incentives, training and
monitoring and evaluation mechanisms) and factors that represent the context in which a
CHW intervention is taking place, which are less easily adjustable (Haines et al. 2007).
Research seldom focuses on the implications of context for CHW or programme
performance (Frymus et al. 2013). Understanding the socio-cultural, economic and
political context in which CHW interventions operate is an important precondition for the
design of successful interventions (Haines et al. 2007; Hantrais 1999; Palazuelos et al.
2013; Standing and Chowdhury 2008). The health system in which CHW interventions take
place often presents preconditions or limitations to the functionality of CHW programmes
(Bhutta et al. 2010; ERT2 2012; Haines et al. 2007; Hermann et al. 2009; Palazuelos et al.
2013).

We conducted a systematic review with a narrative analysis on contextual factors
influencing performance of CHWs, to contribute to the evidence base on how these
influence CHW or CHW programme performance. We make recommendations on the

70



Contextual factors influencing CHW performance

inclusion of context as an important element in CHW programme design and future
research.

5.2 Methodology

The literature review was part of a larger review that focused on both intervention design
factors and contextual factors influencing the performance of close-to-community
providers (presenting a wider range of health workers than CHWs, including auxiliary
staff). For the purpose of this article, we focus on CHWs, as most of the evidence on
contextual factors influencing performance was related to CHWs. We included
guantitative, qualitative and mixed methods studies about CHWs working in promotional,
preventive or curative primary health care in LMICs. The studies should have described at
least one factor related to the context in which CHWs work. The review covered studies
including CHWSs, their clients and their families/carers, CHW supervisors, the wider
community, policy makers, programme managers, other (professional) health workers,
and any others directly involved in or affected by CHW service provision. We
differentiated CHW performance outcome measures at two levels: CHW level (this
included self-esteem, motivation, attitudes, competencies, guideline adherence, job
satisfaction and capacity to facilitate community agency as characteristics of performance)
and end-user level (this included utilization of services, health-seeking behaviour,
adoption of practices promoting health and community empowerment as characteristics
of performance) (ERT2 2012; Kane et al. 2010). CHW level outcomes contribute to end-
user level outcomes and both outcome levels constitute CHW performance, ultimately
contributing to changes in the health of the population (impact) (Kok et al. 2014; Naimoli
et al. 2014).

We searched EMBASE, PubMed, Cochrane, CINAHL, POPLINE, and NHS-EED for eligible
studies. The search strategy was adapted from Lewin et al. (2010) and is published
elsewhere (Kok et al. 2014). We searched reference lists of all relevant papers and reviews
identified. We included English language studies from 2007 to July 2013, as the number of
hits was large. We used a framework approach (Dixon-Woods 2011) and our preliminary
conceptual framework (Kok et al. 2014) included predefined categories of contextual
factors influencing CHW performance. These categories were: community context, policy
context, health system factors and other contextual factors and were based on reading of
selected international literature (Bhutta et al. 2010; Chen et al. 2004; ERT1 2012; ERT2
2012; ERT3 2012; Haines et al. 2007; Kane et al. 2010; Kok et al. 2014; Palazuelos et al.
2013). A related review on intervention design factors influencing CHW performance is
published elsewhere (Kok et al. 2014), see Chapter 4.

Two reviewers independently assessed the titles and abstracts of the identified records to
evaluate their potential eligibility. In the case of different opinions, inclusion was
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discussed between the two reviewers until consensus was reached. The full-text papers
were double assessed by a team of four reviewers.

We used a standardized data extraction form containing the description of the
intervention, study, outcome measures and the predefined contextual factors. The quality
of included literature was assessed independently by two reviewers, with an adapted
version of the Critical Appraisal Skills Programme method (CASP 2015). The quality
assessment was conducted for all included studies, but the level of quality was not taken
into account during data analysis as the methodologies of included studies varied. Two
reviewers analysed the content of included papers using thematic coding and the main
categories of contextual factors influencing CHW performance from the preliminary
conceptual framework were adjusted according to the findings (Dixon-Woods 2011).

5.3 Results
Results of the search

The flow chart in Figure 5.1 presents the search results. The list of 94 included papers and
their basic characteristics can be found in Annex 2. A total of 42 studies were qualitative,
28 studies used mixed methods and 24 studies were quantitative. Fifty of the studies were
conducted in Africa and 41 in Asia. One study was from Oceania and two included Latin
America. Most of the studies and interventions took place in rural settings. The
programmes were run by either non-governmental organizations (NGOs) or governments
or a collaboration of these. In 66 of the studies, the CHWs delivered services to people in
their homes and/or in the community (as opposed to facility-based CHW services). CHWs
in the included studies had diverse promotional, preventive and curative tasks. Seventy-
two studies reported outcomes at the level of the CHW and 35 studies at the level of the
end-user. Few studies had the influence of contextual factors on CHW performance as
primary research focus. However, many discussed these factors and we categorized them
as factors related to the community, economic context, environment, health system policy
and health system practice.
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7,302 titles reviewed

660 titles selected for 18 studies not found
abstract reading in full text

109 additional single

sl teststadies studies identified from

reviewed

bibliographies reviewed

63 studies meeting criteria 31 studies meeting criteria
for inclusion (included for inclusion (included
context and CHWs) context and CHWs)

94 studies included
in this review

Figure 5.2 Flow chart search results

Community context

Community contextual factors that were found in the literature related to socio-cultural
factors (including social and cultural norms, values, practices and beliefs, gender roles and
norms and disease related stigma); safety and security and education and knowledge level
of the target group (Table 5.1).

73



Chapter 5

(6002) 0303eY puE BQUIIS {(800T) Wa3USE] pue uewyey (0T0T)
‘|e 19 emesQ ‘(0T0Z) ‘|e 3@ 0,8ue|0 (£T0T) Souojoley pue sael (ZT0z) 8499s3ury pue
‘@4e|) ‘s|alueq {(800¢) ‘(e 39 [[19qdwe) {(800¢) uing {(0T0T) ‘|e 32 pezy (8007) pawyy

(puegsny Aq MHD

w029 0} padesnodsip uswom ‘pred
90 p|NOYS uaw ‘ulJed Se UdIS UBWOM
‘9)dwexa 40)) MHD e se Suluiela

J0 8ulwo23q 4o 9210yd SupuaN|u|

(0107) "|e 32 uewyey {(qZT0T) e 35 wely

9ouewJoyiad
MHD Suniadwey aioja.i3y) pue
MHD 3jewsy jo Anjigow 3upuanjjul

(8002) |e 32 I2qdwe) {(600¢) ‘|e 32 3elpyag {(TTOZ) N7 pue 13oqqy

9ouewJoyiad

MHD Suiadwey 2104243y pue sual|d
9leW Y1M AMHD 3[BWSY JO SUOoIdeIDIUI
J04 sanyiqissod Surpuanjyul

(£007) "[e 13 1zueAN (8007) |2 13 ||!H ‘(6002) *|e 12 21%eld (ZT0T) *[e 13 UeyleueMSIA

MH) 33 Jo asueidadde Supuanjyul
MHD Y3 Jo xas SuipJesas aduaiayaid

(T102) "IB
19 J9|pes (TT0Z) pJieeSuApn uen pue 100y (€T0Z) ‘|8 32 119nd (eZTOZ) ‘|e 19 e1edd (6002)
'|e 19 13usod {(8007) |e 19 zaunel {(eZTOZ) '|e 19 Wiy {(8007) |2 19 ||IH (800¢) uing

S9IIAIDS M\HD 40 deidn
pue 03 559228 S, uaWom Sujpuanju|

swuou pue
$3|0J JapUdnH

(800¢) "|e 12 zaune ((ZTOT) *|e 33 doer

MHD
9U3 JO dAIIeIIUI JO [9A3] SuldUBN|yU|

(6007) *Ie 19 eARISEALIS {(TTOZ) 9INT pUE 110qqy

U312 pue MHD U2aMm1aq diysuolie|as
20UBNJ4UI PINOD MHD O SSE|D [190S

(2107) "|e 12 ueueAeJes {(TTOT) '|e 32 UBUBARIES {(£00T) ‘€ 12 Wad|eS {(2T0T)
‘|e 12 9@9zey (6007) ‘| 18 42usod (6002) ‘|e 12 za4ad ‘(ZTOT) °|e 3@ uos|aN ‘(0T0Z) ‘|e e
esueyn {(800¢) ‘|e 19 ueuueln {(800¢) "2 19 |IH {(ZT0Z) 12 19 |I!9 (800¢) *|e 13 |[2qdwe)

2ouewJoyiad
MH)D Suliapuly aJojalay) pue
22IApe S,MHD YHM Sulpuodsatiod 10N

(0107) "[e 39 1nyBueS

UOoI3UAAIDIUI
MHD 3y3 10 M\HD 9Y3 40 dduejdadoe

(q2T02) ‘12 10 BRI {(BZTOT) ‘|8 10 eleid (TTOT) '|e 32 udaJseN :(8007) '|e 12 zaullen Supuanjjul Ajaanesau 4o Ajaanisod sjallaq
(8002) ‘e 3@ nmyny20zN ‘(6002) U112 3Y3 ydeau 03 SMHD 40 Alljiqe pue saop30e.d
‘|e 32 Jexueys {(0TOZ) 49xueys pue 1103S {(TTOT) '|e 32 UueueARIES {(600T) '|B 39 J2USOd 93 JO S9I1AIBS M\HD JO uone ‘sanjea 510108}
{(£007) "1e 19 1ZURAN {(qZTOT) ‘|e 39 @1AueypaIA (0TOT) | 19 UoSIaYdIN ‘(0T0T) ‘1. 1° Supuanyjjul Aj1oau1p 240424343 pue ‘SwJou |eanynd |eanyjnd 1X393U02
1peiswieq {(TT0Z) ' 32 e1nyg {(e6007) '|e 38 Inbeg !(0T0T) |e 18 pezy {(800¢7) '|e 1@ lAely Jnoiaeyaq Supjaas-yieay supuanjul pue [eppos -0120§ Ayunwwod
[STY-EITE)
salpms UOIIBID0SSE JO 3JUBN|JUI UO |13 Aio8aies-qns -qns Aio8a1e)

2uewJoyad MHD UO d3Uanjjul JIdY) PUE SJ0)I.) [ENIXIIU0I Suissalppe salpnis jo Alewwins T°G a|qel

74



Contextual factors influencing CHW performance

(£007) "|e 32 0AiIq3-aA
‘(8007) "|e 3@ JowQ (8007) "[e 32 sed :(ZT0T) ‘|e 3@ nioy-ueyse||ed {(600¢) '|e 12 1elpyag

SMHD Jo 2ouewuoyad
9Juanfjul pjnod sawwesdoud
MHD SPJEMO] JUSWHWWOD [e213|0d

JUBWIHWIWO) |Bd1}|0d

(z107) |2 13 yoos

‘(6002) ‘| 10 euefues (£10g) '|e 32 11aNd :(4ZTOT) |2 19 eledd ‘(eZT0T) *|e 33 eeld /(£00T)
‘|e 19 lueseSeqesN (210Z) '|e 10 eSueiniAl {(210T) ‘|e 30 o8ueAley ((0T0T) Ipewes pue
‘Ipa3es 4agnH (8007) ‘12 39 90H (800¢) ‘I8 33 [IIH ‘(8007) "|e 32 UosMmeq *(zT0T) "|e 39
s|alueq ‘(zTog) 24nyuneln pue eAsiqueq (ZT0g) ‘|e 3@ hioy-ueyse|ed {(800z) ‘|e 19 IAely

Anpqeidasoe

J13Y1 d2UdN|JUl P|NOI PUE }IOM

Jo 2doos J1ay3 @dusnjjul p|nod wJoiad
01 paziioyine aje Sp\HD sainpadoud
1noge syiomawedsy Aloje|n3ay

SMH)D 03 paje|a. uofe|sida]

(£007) "|e 12 10UBWIRY3PRL
/(8002) "|e 12 JapIauUYIS {(£T0OT) SOUOyORY pue saelA {(TT0Z) ‘e 32 @9 {(Z107)

ouewJoyad M\HD ddusn|yul
‘san130adsiad 1931ed pue ‘SaAIIuIUI

Ad1jod sa2unosal

‘|e 19 s|alueq {(zT0z) 24nyune pue eAsiqueq (zT0z) '|e 19 owe|y (qzT10T) ‘| 12 wely 03 Sune|au ‘saljod $921N0SaJ UBWINH uewnH
(8002) "8 32 YauIm ‘(zT07) "|B 32 UeyieuemsiA {(£00T)
‘|e 1@ Jouewieya|yd] {(TTOZ) SuluueH pue Suodudoseydeuels (£00¢) '|e 12 YHws :(8007)
‘| 19 J2pIBuUYdS {(8002) ‘1. 32 JoWQ ‘(qZT0T) ‘| 12 dlAueypal (ZT0Z) '|e 10 1seseduener Adijod
{(1T02) "|2 39 |IEPSND ‘(ZTOZ) 49|814) pue yun4 {(Z10Z) ‘|e 19 s|atueq (z10z) ‘|e 1@ $924N0S3J
nuoy-ueyse||ed {(€T0g) ‘|e 3@ nioy-ueyse||ed {(800z) uing (800¢) ‘Ie 1@ ennyg (6002) ‘|8 @ouewuopad p\HD dduanjjul uewny Adijod
19 1elpyag {(600¢) ‘|e 12 soueg {(TT0Z) 2Jewy {(ZT0Z) ‘|e 12 owely {(Z10¢) ‘|e 12 [emesdy pInoa Aatjod pHD JO 9oud3sIx] Adjod m\HD pue MHD | waisAs yyeaH
SMH)D 40 @2uewuopiad snyy
(6007) *Ie 32 uowis *(0T0Z) ‘I8 32 Yeys (600¢) '|e 39 IpJew|3 {(0T0T) |8 19 pezy pue Ayjjigow Jadwey p|nod Suipool4 aew|d

(£002) "|e 32 0A193-3A “(£007) "Ie 3@ J0ueWIRy3aL {(qZTOT) |8 32 131eS {(TT0T)
‘|e 19 J3|pes (ZT0T) '|e 12 @3zey {(ZTOT) *|e 39 eSuBjNIA {(0TOT) *|e 39 UosIayddIIN ‘(0T0T)
|e 19 1pelswiieq {(800¢) ‘|e 39 ||2qdwe) {(ZT0g) ‘| 39 nioy-ueyse||ed {(800¢) ‘|e 1@ Aely

2ouewJoyiad
MHD Jadwey pjnod Jan0d 01 sadUBISIP
28.e| pue Aydea80a8 ynoug

9ouelsip pue Aydei3oen

juawuodinug

(¢T0T) 231 pue 13nsexe] {(8007) '|e 32 JapIBUYIS {(TTOT) '|e 32 J3]Pes {(0T0T) '|e 32 emesQ
{(£007) "|e 12 1uesedeqesN (£00¢) @yoeisn3 pue aalIaYN|Al {(ETOZ) SOUOJO|BY pue Sae|A

SMHD J0 ssauls
0] pea| p|nod pue JnoiAeyaq Suiyaas
-y3jeay ‘MHD awo02aq 03 ssaudulf|im

2ouanjyul pinod diyspJey d1wouod]

3IX93U02 J1WouU033

(¢102)
997 pue 18nsese] {(800¢) *[e 38 ZaUlBIA {(ET0Z) BINNIAI PUE 30 (6002) '|e 33 d1elq

2ouewJoyiad
MHD Japuly p|nod sjualpd jo
S|aA9| 98pa|Mouy| pue UoI}EINPD MOT]

dnoJug108.ie1

|9A3] 98pajmouy pue uojeonp3

(6002) "|e 12 €291 ‘(2T0OT) '|e 19 99zey (ZT0T) *|e 13 nJoy-ueyse|e

sawwesdoud jo Ayjeuonouny ayy
Jadwey pjnod 1214U0d pue uoljeAl oW
MHD Jamo| p|nod Alajesun jo Suijea4

A3unaas pue Ayajes

(6002)
‘[e 19 uensnojey-sjooM ‘(TT0T) pieeSuAp uen pue 100y {(800¢) '|e 32 zauleN (TTOT)
'|e 19 |epsno {(TTOZ) Uosqor pue pemeq (800¢) '[e 1@ ||2qdwie) ((ZT0T) '8 18 owely

2ouewlopad MHD

Suiadwey a104243Y) pue Jnoineyaq
SuIya3s-y3jeay pue MmHI Y3

03 uoisino.d uojewogu SupuaN|yU|

ewsns
paie|aJ aseasiq

75




Chapter 5

(£002) "2 32 0AI93-34 {(0TOT) 43 uUBYS puE 13005

2ouewopad MHD
Japuly pinod sawweisoud [earian
Auew 00} pue sa1n3onuis |ed1YdIeIdlH

24N32N438
UOI1BUIPIO0D /IUBLIDAOD

(8007) "[e 33 YoUIM (8007) WiIBUSE puE UBWIYERY {(ET0T) ‘|8 32 NJoY-ueySe|je)

2ouewJoyiad

11943 Japuly pinod spHD Ag Buljjas
8nJp uo paseq awWodUl pue SI34 JISN

S3IIAIDS Y}|edY JO S1S0)

(800¢) ‘|e 1@ AoH

SMH) 40 dduewJopad uo
199443 UE dABY P|NOJ UOI}EZI|BIIUDID]

Suyew uolIsa3P Jo (9]

(6007) ‘| 12 eARISBALIS {(0TOT) 493 ueYS pUE 11005

9ouewIoIad J1ay) Japuly pinod
SMHD 40 1uawAed paseq-awo21nQ

(z107) 997 pue 18nsexe] {(£00¢) '|e 32 NS {(ZTOT) ‘| 12 exemwis
‘(1T0T) "2 1 43|peS :(£007) ‘e 32 ueseSeqesN ‘(600¢) ‘e 32 1elpyag ‘(600¢) ‘e 12 soLieq

2ouewJoyiad
MHD J2puly p|nod uoisiaiadns
J0 JJe3s Jayio jo uoddns a1enbapeu

(£007) "2 33 JouewieyapaL (0TOZ) ‘I8 32 192334 (2T07) 34nyunre|n pue eAsiqueq

2ouewJoyiad
MHD 85e2J2ul P|N0J SI3NIOM
4310 pue spAHD JO S3]|0J PAUSP [N

(£T07) ASuaay pue ‘aI0oN ‘Ualiep) {(6002) '|e 312 eARISBALIS {(0TOT) "B 39
197313d {(6007) ‘| 12 eMwd|BIN|A {(ETOZ) SOUOjO|eY puk sael (TTOZ) ‘| 12 Isededuener

2ouewsoyad MHD

Japuly p|nod waisAs yyeay uiyim
BE]] 1ssod yum Suipuodsatiod Jou
9Je 1By} SaAI3UIDU| pue uolssaiSoud
J93Jed Suipsedau suoieydadxy

suojeyadxa
SMHD YHM yojew Jiay
pue suoIS|A0Jd $924N0S3J UBWINH

(6002) "|e 32 uensnojey-sjooM {(€T0¢) '|e 32 YyHws (TTOT) ‘e 32 epueyd

2ouewJoyiad
MHD 22uBYud SWISAS yoeqpasy
pue [e14a)aJ |euol3daUIplq ‘Sutuoroung

(qzT07) 18 1@ MEeS {(TT0T) ‘18 33 [BPSND (210T) @Inyulle|\ pue eAsiqueq

2ouewJoyiad

MHD 22UBYud P|N0d SIJIAJDS
yyeay paijddns-jjam ‘leuonouny
Y1IM S3IIAIDS MHD JO JuUsWpaquiy

Aylleuonouny a21AI9s yijeaH

92130eud
wia1sAs yijeaH

76



Contextual factors influencing CHW performance

Socio-cultural factors
Social and cultural norms, values, practices and beliefs

We identified social and cultural norms, values, practices and beliefs as important
community contextual factors that affect CHW performance; these were particularly
reported in studies related to maternal health programmes. For instance, women’s
preference for giving birth at home was reported to be a deeply embedded cultural belief
in Ethiopia, resulting in women choosing to deliver with a traditional birth attendant at
home instead of with a health extension worker at a health post (Medhanyie et al. 2012b).
Similarly, lady health workers in Pakistan had difficulties in following-up newborns
because of women delivering in their parents’ house and residing with them for 40 days
after childbirth (Bhutta et al. 2011). Likewise, seclusion of mother and baby after delivery
was reported to hamper CHW performance in Bangladesh (Azad et al. 2010; Darmstadt et
al. 2010). In many societies, the husband and mother-in-law are the primary decision
makers (McPherson et al. 2010). In India, grandmothers and mothers-in-law had a big
influence on the health-seeking behaviour of pregnant women, often resulting in home
births (Saravanan et al. 2011; Scott and Shanker 2010). Two different studies on maternal
health in Afghanistan and Bangladesh showed that involving the husbands (Nasreen et al.
2011; Sanghvi et al. 2010), mothers-in-law (Nasreen et al. 2011; Sanghvi et al. 2010),
sisters-in-law and mothers (Sanghvi et al. 2010) in health education activities reinforced
the messages of CHWs and enhanced coverage and acceptability of misoprostol.

Cultural practices, such as preference for herbal treatment, also influenced compliance
with CHW guidance (Razee et al. 2012). However, such practices did not always originate
from a preference for traditional treatments but from modern treatments being
unavailable (Das et al. 2008).

Social hierarchies can also form a barrier to CHW performance. From India, Abbott and
Luke (2011) reported that female community-based distributors (CBDs) faced challenges
in influencing behaviour of women with a lower social status. While in another setting in
India, accredited social health activists (ASHAs) were in demand by all castes and religious
groups (Srivastava et al. 2009). Prata et al. (2012a) reported that the social structures in
Nigeria were extremely hierarchical and local leaders had strong influence on the
“acceptability” of CHWs. This, however, did not necessarily translate into constraints for
the CHWs, there was still adequate community participation and CHWSs were still able to
do their tasks (education about and distribution of misoprostol).

In Uganda, too, cultural and religious beliefs amongst the target groups made it difficult to
approach them and this negatively influenced the level of initiative taken by community
reproductive health workers (Martinez et al. 2008). CHWs’ initiative can also be positively
influenced by social and cultural values. Community volunteer workers in palliative care in
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Uganda reported that the cultural desirability of and value attached to the act of helping
each other underpinned their caring role for sick community members (Jack et al. 2012).

Gender roles and norms

Gender roles and norms, which intersect with social and cultural norms, influenced
women’s access to and uptake of CHW services and thereby CHW programme
performance. For example, in Swaziland, limitations on women’s agency and decision
making formed a barrier in access to HIV prevention and care interventions by CHWs
(Root and van Wyngaard 2011). A CHW intervention in Malawi on prevention of mother-
to-child transmission of HIV found that women without any partner involvement were
most likely to complete treatment. Those women with involved but undisclosed partners
were least likely to complete treatment (Kim et al. 2012a).

The sex of the CHW has been shown to influence uptake of services in different contexts.
In Afghanistan, Viswanathan et al. (2012) reported a preference for female CHWs for the
delivery of reproductive health services compared to male CHWs, because the norm was
that women should not interact with men outside the family. Hill et al. (2008) suggested
that having only male community based surveillance volunteers (CBSVs) working in
maternal and neonatal health in Ghana might have limited the scope of the intervention,
as families may not want the CBSVs to physically help putting babies in the skin to skin
position or help with breastfeeding attachment. A family planning programme in Guinea
recruited a female and male CBD per village. Only the female CBD, according to social
custom, was allowed to approach women about family planning. However, male CBDs
were able to engage with men and persuade them that family planning was also a men’s
concern (Diakite et al. 2009). In India, female CBDs working in promotion and distribution
of contraceptives were limited in their interaction with men, which hampered their
performance. This was a result of the norms of purdah, which strictly regulates interaction
between men and women (Abbott and Luke 2011). The same was found for women health
volunteers in Iran (Behdjat et al. 2009). Being female could influence mobility of CHWs:
two studies from Bangladesh reported that Shasthya Shebikas (CHWs) were seen as being
“not decent” if they went out in the night (Alam et al. 2012b; Rahman et al. 2010),
particularly in rural areas (Alam et al. 2012b).

Gender norms and roles affect expectations for income generation of men and women
and can influence people to become or remain a CHW. In patriarchal settings, men are
expected to be the family breadwinners. A study in Kenya, for example, showed that for
this reason, it became difficult for male CHWs to provide voluntary services as it strained
their ability to fulfil their financial responsibilities. As a result, they were forced to drop
out to search for alternative sources of income. This cultural norm was not the only reason
for the higher drop out of male CHWs as compared to female CHWs; it was also indicated
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that men lacked certain characteristics like instinct for tender care and tolerance that a
sick person requires, whereas female CHWs believed “it is their natural duty” to care.
Although remuneration was not as strong a condition for women as for men to become a
CHW, lack of remuneration and sometimes lack of spousal support (women were
perceived to “waste time” if they engaged in community work) were reasons to drop out
for female CHWs (Olang'o et al. 2010). Results of a survey conducted with 764 female
Shasthya Shebikas in Bangladesh showed that 5.9% faced problems in obtaining
permission from their husbands for participation in this mainly voluntary job (Rahman and
Tasneem 2008).

Disease related stigma

Several studies reported disease related stigma influencing the performance of CHWs. In a
project involving peer counsellors to support clients to adhere to anti-retroviral therapy
(ART) in Ethiopia and Uganda, peer counsellors’ performance was limited by some clients
not disclosing contact details through fear of having their HIV status known (Gusdal et al.
2011). Stigma also played a role in Uganda, where CHWs found it difficult to approach
clients about family planning (Martinez et al. 2008), and in Kenya, where trained HIV
infected peers delivering HIV care at household level defined themselves as health
counsellors to avoid the AIDS label and promote confidentiality (Wools-Kaloustian et al.
2009).

Safety and security

In addition to constraints for female CHWs as mentioned above, safety and security issues
may also affect their performance. A study in Papua New Guinea, describing the social
factors that influence motivation of rural health workers, addressed work safety issues as
a factor influencing CHW performance. A perceived lack of personal safety was found to
affect motivation to work at particular locations and, in some cases resulted in people
resigning. Especially (young) female health workers felt unsafe and scared, because of
substance abuse among young men, violent assaults, verbal abuse and accusations (Razee
et al. 2012). Callaghan-Koru et al. (2012) reported that health surveillance assistants
(HSAs) running village clinics in Malawi were sometimes afraid of contracting infections
and the possibility of stealing of drugs by community members. Teela et al. (2009)
reported that security concerns (because of an active conflict) could substantially impinge
on the service provision of maternal health workers in Myanmar. The authors reported
that the flexible nature of the multi-tiered provider network was able to partially
overcome security constraints and maintain coverage of some services.
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Education and knowledge level of the target group

Low levels of education and health knowledge in the population were reported to pose a
challenge for CHWs in Kenya, who perceived some people in their communities to be
“ignorant” and “uncooperative” (Takasugi and Lee 2012). Community reproductive health
workers in Uganda reported that misconceptions about contraception were the major
factors hindering their work (Martinez et al. 2008). However, this could be interpreted as
an attitude of the CHW rather than a contextual factor, which will be further elaborated in
the Discussion section.

Economic context

The economic context and its influence on the performance of CHWs were highlighted in a
number of studies; they related mainly to livelihoods and willingness to volunteer, and
requested compensation for services rendered (Table 5.1). A lack of financial or material
compensation for services rendered could lead to an inability of CHWs to provide for their
family and is particularly exacerbated in areas of pervasive poverty (Maes and Kalofonos
2013). The willingness to become a CHW could be influenced by the wish to earn an
income or the hope of being compensated eventually, especially in situations where there
is high unemployment or fewer opportunities (Mukherjee and Eustache 2007;
Nsabagasani et al. 2007; Osawa et al. 2010; Schneider et al. 2008). For example, a study on
CBDs in Uganda reported that due to high levels of unemployment, people volunteered
hoping that they would be remunerated eventually (Nsabagasani et al. 2007). Poverty of
the community could also influence the work of CHWs. Maes and Kalofonos (2013)
reported that a food crisis not only affected CHWs, but also led to lack of food among
clients causing distress to CHWs (because they saw their clients suffering). Poverty could
also prevent people from seeking health services in general, because of the expense
incurred for accessing the services (Sadler et al. 2011).

Environment

Several studies reported that topographical challenges and the need to cover large
distances hampered CHW performance. Mukanga et al. (2012) in a study on CHWs
working in child health in Uganda, found that households residing one to three kilometres
from a health facility were 72% more likely to utilize CHW services compared to
households residing within one kilometre of a health facility. Households residing between
one and three kilometres from a CHW were 81% less likely to utilize CHW services
compared to those households residing within one kilometre of a CHW. Thus, proximity of
CHWSs and health facilities to their clients could affect utilization of CHW services. Four
studies referred to difficulties of CHWs in reaching communities because of flooding,
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which hampered their performance (Azad et al. 2010; Elmardi et al. 2009; Shah et al. 2010;
Simon et al. 2009) (Table 5.1).

Health system policy

The literature revealed four key contextual factors relating to health system policy having
a bearing on CHW performance: the existence of a CHW policy, a human resources policy,
legislation related to CHWs and political commitment (Table 5.1).

Existence of CHW and human resources policies

Authors mentioned the importance of having a national CHW policy in studies from
several countries: Pakistan (Bhutta et al. 2008; Burn 2008; Omer et al. 2008; Smith et al.
2007), Afghanistan (Sanghvi et al. 2010; Viswanathan et al. 2012), Malawi (Callaghan-Koru
et al. 2013; Callaghan-Koru et al. 2012), India (Agrawal et al. 2012), Ethiopia (Amare 2011;
Medhanyie et al. 2012b; Teklehaimanot et al. 2007), Iran (Behdjat et al. 2009) and South
Africa (Schneider et al. 2008). In Thailand and Bolivia, there was no clear policy for
community health care workers and manzaneras respectively (Bartos et al. 2009;
Sranacharoenpong and Hanning 2011). This lack of policy led to inadequate support for
CHWs (credits and payments for trainings) (Sranacharoenpong and Hanning 2011) and to
CHWSs not being recognized by health authorities, which limited their ability to operate in
the community (Bartos et al. 2009). In South Africa, although a national CHW policy
framework was adopted, most CHWs are not employed by the government and challenges
regarding support to and management of CHWs still exist (Schneider et al. 2008). Furth
and Crigler (2012) reported that in Zambia, the government recognizes CHWs, but the
health system is still not equipped to supervise, support and incentivize the full range of
CHWs operating in the country.

General human resources policies define the space in which programmes and
interventions can operate regarding incentives, working conditions, training and career
perspectives. Therefore, human resources policies can have an effect on CHW
performance. The literature review found that in many contexts, the rights of CHWs were
not formally covered. There was a lack of basic entitlements such as leave and complaint
mechanisms for CHWSs (Schneider et al. 2008). Policies addressing remuneration and
incentives were lacking in some contexts (Maes and Kalofonos 2013). In Uganda, the lack
of a regulatory framework resulted in fragmentation of salaries among different types of
CHWs and lack of career opportunities, resulting in demotivation (Alamo et al. 2012;
Gusdal et al. 2011). In Ethiopia (Maes and Kalofonos 2013; Teklehaimanot et al. 2007) and
Mozambique (Maes and Kalofonos 2013), a clear professional development programme
was reported to be absent.
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Existence of legislation related to CHWs

The medical profession is regulated and restricted in all countries; legislative and
professional regulatory frameworks inform which professional can perform which task.
Few studies however reported on regulatory frameworks regarding the health related
procedures CHWs are authorized to perform. Callaghan-Koru et al. (2012) presented an
example of disagreement at national level in Malawi about CHW services, when in 2009,
the Medical Council considered the community case management programme to be illegal
because they had objections to HSAs performing clinical services. The work of CHWs in
Bangladesh was facilitated by the fact that they were permitted to prescribe medication
(Puett et al. 2013). In Zambia, the policy on HIV counselling and testing services changed
so that lay counsellors could test clients (Sanjana et al. 2009), and Nepal was reported to
change the policy in order to make it possible for CHWs to prescribe antibiotics (Dawson
et al. 2008). Nigeria became the first country in the world to approve national guidelines
for the prevention and treatment of postpartum haemorrhage allowing community-based
distribution of misoprostol (Prata et al. 2012a). Thus, regulatory frameworks guide the
scope of the activities that CHWs are allowed to perform.

Political commitment

On occasion general political decisions can influence CHW performance. In India, the
influence of local politics in selecting local people to manage community-based drug
distribution centres caused deterioration of the centres and negatively influenced the
ability of CHWs to conduct their job (Das et al. 2008). Regarding a CHW programme in
Iran, leadership and continuous support of the formal health system were central to the
success of the intervention (Behdjat et al. 2009).

Health system practice

There were several factors affecting CHW or programme performance related to the
health system practice: health service functionality (including supplies), human resources
provisions, the level of decision making, the costs of health services and the governance
and coordination structure (Table 5.1).

Health service functionality

Many studies stated that the presence of well-functioning health services is essential for
CHWs to perform well, including logistics support, equipment and supplies. For example,
peer counsellors in Ethiopia had sincere concern for their fellow patients, which resulted
in frustration when they observed sick patients not being initiated on ART due to lack of
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drugs, and how tired and hungry patients waited for long hours to be counselled by a
provider (Gusdal et al. 2011). Drawing on research in Uganda and Lesotho, Dambisya and
Matinhure (2012) and Satti et al. (2012b) highlighted the importance of embedding CHW
service delivery within a continuum of services. A functioning and bidirectional referral
and feedback loop was also mentioned to enhance CHW performance (Chanda et al. 2011;
Smith et al. 2013; Wools-Kaloustian et al. 2009).

Human resources provisions and their match with CHWs’ expectations

Studies showed that CHW motivation could be influenced by the health system’s ability to
accommodate CHWSs' expectations — particularly around formalization of their status,
prospects of career development and incentives. The literature revealed that CHWs find
monetary and material incentives important. The perspective of working towards a
permanent job is for many an important incentive as well, while in some settings CHWs
have become a formal cadre (Javanparast et al. 2011; Srivastava et al. 2009; Warren et al.
2013). Peltzer et al. (2010) reported that voluntary lay counsellors in South Africa are
unlikely to continue to serve without salaries — particularly if the range of tasks expected
from them is broadened. Un-kept promises regarding future incentives may dissatisfy
CHWs (although not necessarily lead to attrition) (Maes and Kalofonos 2013), and parallel
programmes offering incentives when their own does not, may discourage them
(Mutalemwa et al. 2009).

Studies showed that for CHWs to be effective, they should have clear operating
procedures and guidelines, including clearly defined and demarcated roles and
relationships with other cadres and actors (Dambisya and Matinhure 2012; Peltzer et al.
2010; Teklehaimanot et al. 2007). The absence of support from professional health staff,
e.g. due to high professional staff turnover (Simwaka et al. 2012), lack of trust by
professional staff (Bartos et al. 2009; Sadler et al. 2011), overall lack of such support
(Takasugi and Lee 2012), a general lack of professional staff (Behdjat et al. 2009) and
workload of other staff (Nsabagasani et al. 2007) can affect motivation and performance
of CHWs. Lack of support from or supervision by the health sector can also result in lack of
credibility of CHWs (Bartos et al. 2009). Scott and Shanker (2010) reported the negative
side of outcome-based payment of ASHAs in India. ASHAs earn money for bringing people
to the clinic and helping with biomedical interventions. They cannot earn money for
encouraging village health meetings nor discussing health issues on social change more
generally, while this is part of their role. This resulted in underperformance on these
particular tasks (Scott and Shanker 2010; Srivastava et al. 2009).
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Level of decision making

The level at which decision making occurs and the implementation capacity at those levels
could have an influence on CHW performance. In Laos, responsibility for public
programmes was shifted from the central level to provincial and district levels. Although
this shift did, in principle, recognize the value of community engagement and locally
designed interventions, low capacity at these levels meant that programmes were often
poorly managed, non-consultative and not evidence-based, and that activities were
regularly carried out in an ad hoc fashion. There was also a major dependency on donor
funding and expatriate expertise. These problems as a result of a shift in responsibility
could affect performance of CHWs (Hoy et al. 2008).

Costs of health services

The costs of health services could also have an effect on CHW performance. In Malawi, a
study reported that HSAs in a catchment area managed by a faith-based association were
unable to collect drugs from their nearest facility as they were not free of charge like in
government catchment areas. Therefore, their performance regarding community case
management of childhood illness was constrained (Callaghan-Koru et al. 2013). CHWSs in
Mali, who obtained income by selling drugs, had to compete with informal vendors that
sold drugs in smaller, cheaper quantities (Winch et al. 2008). Shasthya Shebikas in
Bangladesh also faced competition regarding selling medicines (Rahman and Tasneem
2008). As a result, community use of CHW services was low in these settings.

Governance and coordination structure

Few studies discussed the governance and coordination structure influencing CHW
performance. A hierarchical structure of the health system hindered meaningful
communication across levels of status, seniority and income in India. This rigidity and top-
down power and information flow had negative effects on the ASHA programme, as
insights from the community level were not used to improve services at all levels (Scott
and Shanker 2010). In Ethiopia, lack of coordination between vertical programmes and
between various NGOs was reported to result in overlap among different (ad hoc)
trainings, reducing the time health extension workers could spend in their communities
(Ye-Ebiyo et al. 2007).
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5.4 Discussion

Our findings indicate that contextual factors influence CHW performance at the CHW level
(e.g. motivation or competencies), the end-user level (e.g. influencing health-seeking
behaviour), or by influencing broader CHW programme performance (Figure 5.2). These
factors relate to community (most prominently), economy, environment, and health
system policy and practice and form a complex interactive web. They represent
characteristics of settings in which a CHW programme operates and sometimes serve as
preconditions for the performance of CHWs or CHW programmes. Factors that were
found to be preconditions, such as the presence of well-functioning health services
including logistics and supplies, were affecting CHWSs’ ability to conduct their job. They
were also related to CHW and end-user outcome levels, selected as outcome measures
and comprising CHW performance in this review. For example, the absence of well-
functioning health services influenced levels of motivation and job satisfaction (at the
CHW outcome level) and utilization of services at the end-user outcome level. Policy
makers and implementers of CHW interventions have to anticipate on and make use of
the context particular to their setting to reach optimal performance.

CONTEXT
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Figure 5.2 Contextual factors influencing CHW performance and programme functionality
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Socio-cultural factors can influence access to and uptake of (CHW) health services. As
CHWs are part of the context in which clients are living, it is often assumed that they are
better able to understand constraints as a result of socio-cultural factors, compared with
other health workers (Bhutta et al. 2010; Haines et al. 2007). Findings from our review are
similar to those of a systematic review of community participation in malaria control
(Atkinson et al. 2011); this review showed that in certain cases, CHWs were able to shift
health-seeking behaviour towards increased utilization of services, but in others they were
not. Contextual analyses are needed to understand how CHWSs could be better used to
stimulate health care seeking and reduce stigma or modify socio-cultural norms and
beliefs amongst different groups. At the same time, reflection on norms and values and
addressing power relations are rarely the focus of CHW interventions, which could explain
why it is difficult for CHWs to address these issues. Poor adherence to the CHW’s advice or
poor health-seeking behaviour could be exacerbated by low education levels of the target
group (Glenton et al. 2013). Lack of skills of the CHW to use effective health education
strategies and community dialogue interventions may lead to a lack of compliance with
their advice, frustration and blaming the client to be “ignorant”. Understanding of
community practices and beliefs could assist policy makers in shaping CHW programmes,
for example, providing training and supervision to equip CHWs with the right facilitation
skills to initiate reflection on practices and beliefs that, from a public health perspective,
hinder people from changing behaviour or accessing services.

Our review identified the influence of social hierarchies on CHW acceptance and
performance. Palazuelos et al. (2013) emphasized the importance of structures and
dynamics of societal interaction; the way power is shared within a society and the trust
people have in those with power as factors influencing performance of CHW programmes.
Recently, a South African study reported unintended CHW programme outcomes as a
result of multi-layered practices of power (Lehmann and Gilson 2013). In communities
where government or local leaders have a big influence, it could be advisable to involve
them in the CHW programme, although in some contexts this could perpetuate existing
social inequities and power imbalances. Thus, there is a delicate balance between working
with and influencing context.

Social and cultural norms should be taken into consideration when selecting CHWs to
address community preferences regarding sex and social status. Some communities prefer
female CHWSs yet they may be less able to perform because of societal and gendered
restrictions in mobility or communication with male clients. Gender roles and relations
shape processes and experiences within the community and within the health sector and
CHWSs have a critical interface role between both sides. Mumtaz et al. (2003 and 2013)
reported that lady health workers in Pakistan were introduced because they were
assumed to be better able to respond to gender-based constraints on women’s access to
health services, but they themselves faced problems because they operated in the same
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gender systems that necessitated their appointment. This led to low job satisfaction and
significant negative implications for the quality of services provided. Gender norms could
also influence decisions on becoming or retaining a CHW. This could be a consideration
when designing voluntary CHW programmes, especially in patriarchal, poor societies
where men are not easily involved in voluntary work. Involvement of husbands was found
to enhance coverage of CHW services in maternal health (Nasreen et al. 2011; Sanghvi et
al. 2010). Although many studies point to the beneficial effect of male involvement in
programmes for the prevention of mother-to-child transmission of HIV (Morfaw et al.
2013), a study from Malawi showed low adherence to HIV treatment of women with
husbands that did not know the HIV status of their wives (Kim et al. 2012a). This highlights
the importance of understanding how gender roles and relations influence health-seeking
behaviour and responding appropriately. CHWs thus need to be supported to be able to
assess and react to this context in promoting health-seeking behaviour.

Stigma is a culturally specific construct that could influence CHW performance. When
stigma is profound, certain CHW programmes should be adjusted to improve
performance, for example by integration of HIV services into other health services to avoid
patients being identified (Church and Mayhew 2009).

Existence of CHW related policies was found to be important. However, recognition and
integration of CHWSs in the health system seem to be more important for CHW
performance than the existence of a CHW policy per se (Furth and Crigler 2012; Schneider
et al. 2008). The importance of inserting CHW programmes in the wider health system and
the human resources strategic planning has also been identified by others (Bhutta et al.
2010; ERT2 2012; Hermann et al. 2009). Formally employed CHWs are more likely than
voluntary CHWs to be covered by policies and frameworks regulating their rights, this
promotes sustainability of programmes.

Regulatory frameworks regarding the procedures CHWs are allowed to perform will
become more important when CHWs become involved in providing curative services
(Standing and Chowdhury 2008). These regulatory frameworks should protect CHWs in
case of adverse outcomes.

The functionality of the health system as a whole has an influence on CHW performance.
From our literature review, it is clear that necessary arrangements regarding incentives,
supervision, referral, supplies and training are often inadequate and that CHWS’
expectations regarding these issues do not correspond with reality (Bhutta et al. 2010;
ERT2 2012; Glenton et al. 2013; Hermann et al. 2009; Jaskiewicz and Tulenko 2012;
Palazuelos et al. 2013; Tulenko et al. 2013). Performance- or output-based incentives
could lead to competition or neglect of unpaid tasks, hampering CHW performance (Scott
and Shanker 2010; Srivastava et al. 2009). Hierarchical structures and vertical programmes
within the health system hamper communication among CHWs, other health staff and
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management, and among NGOs that employ CHWSs, negatively affecting CHW
performance. Certain characteristics of vertical programmes, such as clear objectives and
work schedules and frequent supervision, are assumed to facilitate performance
(Oliveira-Cruz, Kurowski, and Mills 2003). However, the existence of multiple vertical
programmes could also lead to confusion at the community level as a result of unclear
division of roles and responsibilities of different types of CHWSs involved in these
programmes and to dissatisfaction at the CHW level, because of differences in policies
regarding incentives and career advancement. Thus, multiple vertical programmes could
negatively influence CHW performance.

A limitation of this literature review is that we may have omitted studies, because only
English language studies from 2007 to 2013 were included. We did not identify many
studies reporting on power structures, the history of community organizations or
structures, the role of professional associations, political commitment and accountability
structures. The categorization of factors as presented in this paper is based on a health
systems perspective and is not static. Broader factors such as non-health related
governance structures, policy and justice issues and societal perspectives on volunteerism
were not found in the selected literature, but might be factors that could influence CHW
or programme performance. The quality of included studies was not used to “weigh” the
synthesis towards the findings of included studies, because of the wide range of types of
studies included. Another limitation of this review is that in many of the included studies,
the context and specific characteristics of CHWs were poorly described. Often, studies
lacked “thick descriptions” (Ceertz 1973), making it difficult for the reader to assess the
relevance and depth of detail of context as well as similarities and differences across and
between various contexts. Therefore, it is difficult to generalize the findings from one
study to other settings (inferential generalization) and to draw theoretical propositions,
principles or statements from the findings of a study for more general application
(theoretical or analytical generalization) (Gilson et al. 2011; Ritchie and Lewis 2003).
Despite this, we have been able to identify some socio-cultural related factors that
influence performance of CHWs across different settings, supporting a discussion of
theoretical generalizability.

The importance of describing context has been endorsed before in CHW related research
(Frymus et al. 2013; Glenton et al. 2013; Kane et al. 2010; Lewin et al. 2010). Health
systems are part of their social, political and economic settings, responding to health
needs that are generated by the same contextual factors. Context influences the daily
practice of the health system through the experiences, mind-sets and values that shape
the behaviour of actors within it and therefore, despite similar elements and patterns,
they can respond differently to the same new idea, policy or intervention. In order to
bring positive change to health systems, health policy and systems research that fully
accounts for context is required (Sheikh, George, and Gilson 2014a). With regard to
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research on CHW performance, CHWs’ interface role makes it important to understand
context from within communities and the health sector, which are again shaped by policy
and other factors. Therefore, qualitative and theory-driven approaches in research and
evaluation of CHW programmes are recommended. Research which includes adequate
descriptions and analysis of context is needed to provide evidence on the influence of
contextual factors on CHW performance as the current evidence is not sufficient to assist
policy makers to develop CHW programmes and interventions that anticipate or make use
of context.

5.5 Conclusions

This systematic synthesis of evidence shows that contextual factors related to community
(most prominently), economy, environment, and health system policy and practice can
influence CHW performance. Contextual factors can interact with each other to shape
CHW performance and affect the performance of CHW interventions or programmes.
While the current body of research often does not capture and explain the context in
which CHW interventions take place, this synthesis, given its wide scope, provides
understanding of the influence of context on CHW and programme performance. Future
health policy and systems research should better address the complexity and the
influence of context to support policy makers and programme managers to improve CHW
interventions.
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CHAPTER 6. A qualitative assessment of health extension
workers’ relationships with the community and health sector
in Ethiopia: Opportunities for enhancing maternal health
performance

Abstract

Health extension workers (HEWSs) in Ethiopia have a unique position, connecting
communities to the health sector. This intermediary position requires strong interpersonal
relationships with actors in both the community and health sector, in order to enhance
HEW performance. This study aimed to understand how relationships between HEWSs, the
community and health sector were shaped, in order to inform policy on optimizing HEW
performance in providing maternal health services.

We conducted a qualitative study in six districts in Sidama zone, which included focus
group discussions (FGDs) with HEWs, women and men from the community and semi-
structured interviews with HEWs, key informants working in programme management,
health service delivery and supervision of HEWs, mothers and traditional birth attendants.
Respondents were asked about facilitators and barriers regarding HEWs’ relationships
with the community and health sector. Interviews and FGDs were recorded, transcribed,
translated, coded and thematically analysed.

HEWs were selected by their communities, which enhanced trust and engagement
between them. Relationships were facilitated by programme design elements related to
support, referral, supervision, training, monitoring and accountability. Trust,
communication and dialogue and expectations influenced strength of relationships. From
the community side, the health development army supported HEWSs in liaising with
community members. From the health sector side, top-down supervision and inadequate
training possibilities hampered relationships and demotivated HEWs. Health professionals,
administrators, HEWs and communities occasionally met to monitor HEW and programme
performance. Expectations from the community and health sector regarding HEWs’ tasks
sometimes differed, negatively affecting motivation and satisfaction of HEWs.

HEWS’ relationships with the community and health sector can be constrained as a result
of inadequate support systems, lack of trust, communication and dialogue and differing
expectations. Clearly defined roles at all levels and standardized support, monitoring and
accountability, referral, supervision and training, which are executed regularly with clear
communication lines, could improve dialogue and trust between HEWs and actors from
the community and health sector. This is important to increase HEW performance and
maximize the value of HEWs’ unique position.
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6.1 Background

In 2004, the Government of Ethiopia introduced the Health Extension Programme (HEP), a
free primary health care package with four components: disease prevention and control;
family health; hygiene and environmental sanitation; and health education and
communication. A female cadre of salaried community health workers (CHWs) called
health extension workers (HEWs) was introduced nationally. HEWs are secondary school
graduates and receive a one-year training in basic health service deliverya. They are
selected from the communities that they serve and are supposed to work at health post
level for 25% of their time and in the community for the remaining 75% (Admassie et al.
2009; Dynes et al. 2013; Medhanyie et al. 2012b; Teklehaimanot and Teklehaimanot
2013). Over 38,000 HEWs are employed in Ethiopia, contributing to a significant increase
in health service coverage in recent years (Teklehaimanot and Teklehaimanot 2013).

A clearly defined hierarchy links the health sector and HEWs to the community. The
woreda (district) health office has general oversight of the health system. One health
centre is, on average, linked to five health posts and together they form the primary
health care unit. A health post serves a population of about 5,000 and is staffed by two
HEWs who are technically and administratively accountable to health centres
(Teklehaimanot and Teklehaimanot 2013). Health professionals from the health centres
supervise HEWs, and the HEWSs refer clients in need of higher level health care to health
centres or hospitals. HEWs are accountable to the administration of the kebele (lowest
administrative unit), who in turn are responsible for giving support to the HEWs (Bilal et al.
2011).

HEWSs are linked to the community through a network of community volunteers, who are
members of the health development army (HDA). The HDA was introduced in 2012,
officially replacing other community-based workers such as health promoters and
traditional birth attendants (TBAs). It is based on gradual training of model families by
HEWSs. Model families become leaders of a group of five families known as the “one-to-
five network”, who in turn form a “development group” of 25 to 30 households within a
village. “Graduation” to a model family occurs after training in all components of the HEP
and proven implementation at the household level. All members of the HDA are supposed
to support HEWs in the implementation of the HEP (Bilal et al. 2011; Teklehaimanot and
Teklehaimanot 2013). An overview of HEWSs' intermediary position between community
and health sector is presented in Figure 6.1.

*our study is based on the following definition of CHWSs: “health workers performing functions related to
healthcare delivery; who have received a limited training focused on activities they need to carry out in the
context of the intervention(s) they implement; and have received no formal professional or paraprofessional
certificate or tertiary education degree” (Lewin et al. 2010: p. 7). Therefore, HEWs are seen as CHWs. However,
compared to CHWSs in other countries, HEWs may be seen as a semi-professional or auxiliary cadre.
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A number of the HEWSs’ tasks are related to maternal health. These include provision of
antenatal care, clean and safe deliveries®, postnatal care, family planning, immunization
and nutritional advice. HEWs have contributed substantially to the improvement in
women’s utilization of family planning, antenatal care and HIV testing (Medhanyie et al.
2012b). However, their contribution to advocating for skilled delivery and conducting
postnatal check-up seems much lower (Medhanyie et al. 2012b), and their knowledge and
performance in maternal health related tasks is poor (Medhanyie et al. 2012a). Ethiopia’s
maternal mortality ratio remains high: 676 deaths per 100,000 live births and only 10% of
women deliver with a skilled birth attendant (CSA 2012). HEWs only conduct 1.6% of all
assisted deliveries in the country (CSA 2014). There have been calls for improved
performance of HEWs on maternal health related tasks (Dynes et al. 2013; Medhanyie et
al. 2012a; Medhanyie et al. 2012b; Teklehaimanot and Teklehaimanot 2013).

Woreda Health Office

Health Centre

Health posts: 2 HEWSs per 5,000 population

Development Group: 25-30 households

Health Development Army: One-to-five networks

Figure 6.1 Overview of HEWSs’ intermediary position between community and health sector

* Clean and safe deliveries are conducted by the HEW at health post level. They cannot be referred as skilled
deliveries, which are conducted by skilled attendants in health facilities (health centres and hospitals).
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Evidence from CHW programmes worldwide has identified several factors, related to
programme design, that can influence CHW performance. These include CHW task
definition, human resource management (including training, supervision and incentives
for CHWs), quality assurance processes, resources and logistics and CHWs’ links with the
community and health sector (Kok et al. 2014; Naimoli et al. 2014). Health systems are
social institutions in which different actors are linked with each other in chains of
relationships (Gilson 2003). Strong interpersonal relationships between CHWs and clients
(henceforth referred to as the community) on one side and CHWs and health professionals
and supervisors (henceforth referred to as the health sector) on the other side are needed
to ensure good CHW performance (Amare 2011; ERT1 2012; ERT2 2012; ERT3 2012;
Glenton et al. 2013)5. It has been found that CHWs’ relationships with the community are
strong when CHWs have been selected from and by their community and CHWSs’
relationships with the health sector are strong when there is respect for the roles of CHWs
from health professionals (Kok et al. 2014; Naimoli et al. 2014). The importance of CHWs’
relationships for performance is accentuated by the nature of their work (CHWSs as
facilitators of community agency) and their intermediary position between the community
and the rest of the health system. However, in-depth evidence is lacking on which factors
hinder or facilitate relationships. We conducted qualitative research in southern Ethiopia
to identify facilitators of and barriers to interpersonal relationships between HEWs and
actors in the community and health sector and, where possible, their impact on HEW
performance in maternal health.

6.2 Methodology

A qualitative study, using 14 focus group discussions (FGDs) and 44 semi-structured
interviews, was conducted in 2013 in Sidama zone of the South Nation Nationalities and
Peoples Region of Ethiopia. We used qualitative methods in order to obtain in-depth
insight into how relationships between HEWs and the community and health sector were
shaped and, where possible, what made them facilitate or hinder HEW performance. The
participants included HEWs, TBAs, health professionals and community members (Table
6.1). Participants were drawn from six woredas selected for a larger study, on the basis of
diversity in maternal health performance and distance from the zonal capital. Study
respondents were purposefully sampled to represent different ages and job experience
and were identified with help of health centre and woreda health office staff.

® The community, HEWs and health sector together form the health system.
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Table 6.1 Overview of focus group discussions and interviews

Method Participants No. per No. of Total No. of respondents
district districts (Total number of FGDs)

Focus Group HEWSs 1 6 57 (6)
Discussions (FGDs)

Women in community 1 6 55 (6)

Men in community Oorl 2 19 (2)
Total 131 (14)
Semi-structured HEWs 2 6 12
interviews Mothers 2 6 12

Traditional Birth Attendants 1 6 6

(TBAs)

Kebele administrators Oorl 3 3

Health centre heads or 1 6 6

delivery case team leaders

HEP coordinators Oorl 3 3

Regional HEP coordinator NA NA 1

Zonal HEP coordinator NA NA 1
Total 44

Data were collected by four local health systems researchers, who received a one week
training in qualitative data collection for the purpose of the study. Semi-structured topic
guides were developed in English, translated into Amharic and Sidamigna language and
back-translated for consistency. The topic guides were piloted in an area that was not
included in the study and adaptations to questions were made. The FGDs and interviews
included questions on demographic information; expected and performed tasks; career;
experiences relating to maternal health; training; supervision; monitoring and evaluation
and referral. The questions focused on barriers and facilitators with regard to these issues,
including effects on HEW performance. Regarding relationships with the community and
health sector, respondents were asked about all different actors which whom they
interacted and whether relationships were strong or weak, why and how they facilitated
or hindered their work. Information about performance of HEWs was self-reported and
defined at two levels: HEW level (this included self-esteem, motivation, attitudes,
competencies, guideline adherence, job satisfaction and capacity to facilitate community
agency as characteristics of performance) and end-user level (this included utilization of
services, health-seeking behaviour, adoption of practices promoting health and
community empowerment as characteristics of performance) (Kok et al. 2014). Study
participants gave informed oral or written consent. Daily debriefing sessions with all data
collectors were held to discuss key findings, identify saturation of themes and refine lines
of inquiry. All interviews and FGDs were digitally recorded, transcribed and translated into
English. A sample of transcripts was randomly checked against the recordings by one
researcher.
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The transcripts were independently read in pairs by four researchers to identify key
themes and develop a coding framework. This process used open coding with regard to
factors influencing relationships (Charmaz 2014), combined with a pre-defined framework
on factors that could influence performance (Kok et al. 2014). Transcripts were coded
using NVivo (v.10) software, emerging themes were discussed and the coding refined. The
coded transcripts were further analysed and summarized in narratives for each theme and
sub-theme. Study findings were presented, discussed and validated with the regional and
woreda health offices in a stakeholder meeting.

The study was approved by the Royal Tropical Institute Ethical Review Committee in
Amsterdam and the South Nation Nationalities and Peoples Region Health Bureau
Research and Technology Transfer Core Process of South Ethiopia.

6.3 Results

Interpersonal relationships between HEWs and actors in the community and health sector
were influenced by several factors. First, programme design elements influencing HEWs’
relationships with the community are presented, followed by those influencing HEWs’
relationships with the health sector. Cross-cutting factors categorized as trust,
communication and dialogue, and expectations (as summarized in Table 6.2), are
presented throughout. These cross-cutting factors emerged as important influencers of
relationships, within all identified programme design elements. Quotations are used to
illustrate main themes.

Table 6.2 Programme design and cross-cutting factors influencing HEWs’ relationships with the
community and health sector

Programme design Cross-cutting factors influencing relationships

elements Trust Communication and dialogue Expectations
facilitating
relationships

HEWS' relationships with the community

Nature of HEWs’ HEWSs being selected from the community HEWs residing in their

position and role that they will serve generally enhanced community of service facilitated
community trust in HEWs, partly facilitated ongoing communication and
by good attitudes and high self-esteem of dialogue with community
HEWSs as a result serving their own members
community

If HEWSs served a community which they
were not originating from, community trust
in them could be hampered
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Programme
design elements
facilitating
relationships

Cross-cutting factors influencing relationships

Trust

Communication and dialogue

Expectations

Support for HEW
activities from
the community

Some HEWs were
supported by TBAs, as
both community and
HEWSs trusted the
competencies of TBAs
in child birth and
related tasks above
those of HEWs

Support from kebele administration,
religious leaders and HDA leaders
facilitated communication and dialogue
between HEWs and community
members, assisting HEWs in community
mobilization, health education,
identification of clients and referral; if
this support was not present,
communication and dialogue with
community was hampered

In some areas, support from TBAs to
HEWSs was ceased, because of lack of
communication between HEWs and
TBAs if TBAs were still conducting
deliveries, which is not allowed by
government

Community expectations
regarding TBA involvement
were not always in line with
the policy and this created
dilemmas, which could
hamper HEWSs' relationships
with community and TBAs

Community
monitoring and
accountability
structures

Quarterly facility or public forums,
political gatherings, kebele cabinets,
pregnant women’s forums and
community-based review meetings
were structures that facilitated
communication and dialogue between
HEWSs and the community, including
feedback on performance

HEWS’ relationships with the health sector

Referral Improper handling of Lack of referral forms and feedback Community expectations
referral cases after referral hindered communication with regard to payment of
hampered trust from between HEWs and the health sector transport and higher level
HEWSs and community care did sometimes not
in the health sector match with the reality,

hampering trusting
relationships between
HEWs (who made the
referral) and community

Supervision Supervision with a fault-fining approach

and without feedback, party as a result
of lack of resources and training of
supervisors, hindered communication
between HEWSs and supervisors/
management
Training HEWSs’ expectations

regarding trainings and
career advancement were
not met, hampering
relationships between
HEWs and health sector

Monitoring and
accountability

Irregular held monitoring and
evaluation meetings hampered

structures communication between HEWSs and the
health sector
Support from Regular support from health Sometimes, expectations

other health
professionals

professionals at health centre level
enhanced HEWs’ competencies and
made them feel part of a team

from the management level
about tasks of HEWs
interfered with HEWs’ work
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HEWS' relationships with the community

HEWSs'’ relationships with the community were facilitated by the following: the nature of
HEWS’ position and role in the community, support from the community (including
support regarding referral), and community-driven monitoring and accountability
mechanisms.

The nature of HEWs’ position and role

Many respondents reported that the attributes shared by HEWs in the community assured
a “natural link” between them and the community. Good relationships were reported to
result from HEWSs being selected from the community they are supposed to serve and
continuing to reside in that community. Community members reported that HEWs being
female was important to them, as they prefer to discuss maternal health issues amongst
women. HEWs’ position as community members themselves appeared to safeguard trust
in and respect for the HEW from the community side and a good attitude towards the
community and enhanced self-esteem from the HEW side.

“First | trust God and then the HEW. She calls an ambulance when she finds a
problem. We tell the HEW our problems. They are always with us.” (Mother,
interview)

“..they [the clients] are our mothers as well, and we are serving our own
”

community. Their children are our children, and the community is my community.
(HEW, interview)

In one woreda, a male respondent reported that when the selection system is not
followed and HEWs do not come from the kebele they need to serve, their relationships
with the community are constrained as a result of lack of trust from the community side,
leading to poor performance.

Support for HEW activities from the community

Support from kebele and other leaders

Support from the community was demonstrated in various ways. Some HEWs reported
that kebele administrators supported them in conducting home visits and maternal health
education sessions. Kebeles are expected to facilitate pregnant women’s forums during
which HEWs talk with all pregnant women in the kebele. HEWs and HEP administrators
reported that these group discussions facilitated women supporting each other and
assisted HEWs in conveying their antenatal health messages.
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“We have the pregnant women’s forum with tea and coffee to discuss maternal
health with them. This is not considered by other health offices, but we have
taken the time in the forums to increase their participation and to discuss
maternal health so that we help them and support them financially...” (HEW,
FGD)

Other HEWs reported a lack of support from the kebele level, partly as a result of lack of
per diems for activities related to health as compared to agriculture or education. This lack
of support resulted in constrained communication and dialogue between HEWs and the
community and lower motivation and job satisfaction, because of lower community
attendance to health activities and meetings.

“..the kebele administration helped us after much negotiation and begging.
Otherwise they wouldn’t support us on their own initiative...” (HEW, interview)

Some HEWs reported that besides kebele administrators, they involved religious leaders
and elders to support their work regarding maternal health advocacy and communication
with the community.

Support from the health development army

It was widely recognized that HDA leaders had been supporting HEWSs in identification and
referral of pregnant women, conducting postnatal care follow-up, mobilization of
communities for immunization campaigns and health education in the community.

“We teach the women in our community. We, the leaders of the one-to-five
network, give our advice to convince pregnant mothers. When their labour starts
we call to the HEW to inform and conduct the delivery.” (Woman, FGD)

Most HEWs were positive about the role and functionality of the HDA, as it helped them
with referral and advocacy tasks or had an impact on the community’s understanding of
maternal health. Despite positive contributions by the HDA, the structure was inactive in
some areas and some respondents reported that the voluntary nature of HDA work could
constrain their potential.

Support from traditional birth attendants

The HEP currently promotes skilled delivery in health facilities, but HEWs are nevertheless
supposed to be trained in conducting “safe and clean” deliveries in health posts. However,
most health posts were found not to have provided delivery services in recent years,
because of lack of skills, experience or confidence of HEWSs, lack of materials and
equipment, the traditional habit of home delivery with a TBA or by-passing of the health
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post by seeking delivery services at the higher level right away. One HEW raised the issue
of expectations of community members exceeding her capability, which led to
demotivation.

“They [the community] would like to give birth at the health post, but we tell
them that training is done turn by turn and it will take some time to start the
service at the health post ... We are not giving the services which we are supposed
to give.” (HEW, interview)

There is a national policy prohibiting TBAs to assist delivery, rather, they should focus on
referral of women for skilled delivery. TBAs were however still found to conduct
deliveries. The community, and sometimes also the HEW, trusted and preferred the TBAs
conducting deliveries. This was related to good communication and dialogue (teamwork)
between HEWs and TBAs, but also lack of self-confidence, skills and competencies of
HEWSs in conducting deliveries, which until recently they were expected to perform as part
of the HEP.

“..we call the TBAs to assist labour due to the skill gap and [low] confidence we
have. ...TBAs have stopped attending deliveries now, but because of a lack of skills
we attend the deliveries with their help. We fear attending deliveries. ...We call
them and they help us.” (HEW, interview)

“People say ‘the known devil is better than the unknown God’, and the people
believe in them [TBAs]. We also communicate with the TBA, because the TBA is
more popular than me in the kebeles, so | use her to contact women.” (HEW, FGD)

Some TBAs reported difficult relationships with the HEWs as a result of TBAs conducting
deliveries against the policy. They were excluded from activities managed by HEWs and
were not invited for meetings. In other communities, the TBAs’ role was indeed restricted
to referral. The tension between what communities and HEWs often preferred (TBA
involvement) and what policy directed (TBAs restricted to referral role) created dilemmas
for HEWs and weakened their potential as intermediaries between communities and the
rest of the health system.

Community driven monitoring and accountability mechanisms

The study identified several structures facilitating community monitoring and
accountability. The performance of health centres was evaluated by the community
during facility or public forums, held on a quarterly basis. At the health post level, HEWs
were monitored by the kebele administration and sometimes by the leaders of the HDA.
Many HEWs mentioned that they collected reports from the leaders of the HDA and
incorporated them as part of their activities. Most HEWs stated that they had been
conducting regular meetings with the HDA leaders, exchanging feedback on their work
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and receiving reports of activities performed by the HDA. This assisted HEWs to adjust
maternal health education to the needs of the community.

“We meet every month with the leaders of the one-to-five network. We discuss
our work, what is going on in the community; they also bring their report and
discuss it.” (HEW, interview)

Other meetings used for discussing performance were shengo (political gatherings), the
pregnant women’s forums and kebele cabinets. Some HEWSs reported that they evaluate
the quality of the service they provide in the community during joint meetings with the
woreda health office, kebele administration and community representatives. In this way,
the monitoring and accountability structure is both related to the community and the
health sector and there is enhanced communication and dialogue between all levels.

“Sometimes the community with the kebele administration gather and evaluate
our performance... The kebele officials and the community give a witness about
their satisfaction.” (HEW, interview)

HEWs’ relationships with the health sector

HEWSs’ relationships with the health sector were influenced by the following: referral,
supervision, training, monitoring and accountability systems and support from other
health professionals.

Referral

There is an established referral system between HEWs, health centres and hospitals and
all HEWs reported that they refer maternal cases when the situation is beyond their
capacity. Referral was constrained by miscommunication between the health sector,
HEWSs and communities. Some HEWSs used referral forms, however most reported absence
of referral forms at their health post. As a result, a HEP coordinator at zonal level indicated
that the referral record-keeping system was poor. Feedback from the referred facility to
the HEW was variable. Some HEWSs reported improper handling of referral cases in the
health centre.

“The basic thing we have to consider is a woman should not die giving birth.
Sometimes even death can happen in a health centre. | knew a woman died ...,
because the health centre didn’t refer her to the hospital as early as possible.”
(HEW, FGD)

Lack of transport or requests for payments regarding transport for clients, requests for
payments at health centre level (which should be free) and fees for clients at hospital level

101



Chapter 6

were reported. These constraints in the referral system further hindered HEWS’
relationships with the health sector, and, because of this, their trusting relationship with
the community. In some cases, HEWs got the blame of constraints that community
members faced at health centre or hospital level, as they were the ones referring the
clients there.

Supervision

Supervision from the side of the health sector was mostly reported to be in place,
although not always regularly implemented, sometimes caused by transportation
problems. Some HEWSs were satisfied, however many complained about a fault-finding
attitude of supervisors, an overemphasis on checking of records and registers and a lack of
supportive and problem-solving approaches. Quotes from HEWs clearly show that
adequate supportive supervision could increase their motivation and credibility.

“If the woreda supervisors come and see our work, we will be happy. We need
encouragement from the woreda officials. We will be encouraged by the
appreciation for our good work, but our morale will be affected if our good work is
ignored.” (HEW, interview)

“What makes us not work hard is, when the woreda health office comes for
supervision, they leave our strong parts and take very minor things and
discourage us due to those things.” (HEW, FGD)

The responsibility for direct supervision of HEWs recently changed from the woreda health
office to the health centre, with a group of health professionals, each assigned to
supervise and support one of the five health posts in the catchment area, forming the
command post. They are expected to provide feedback to the woreda level. The majority
of HEWs who participated in the interviews and FGDs stated that this recently introduced
system was not yet functioning well. A lack of communication skills and knowledge related
to the HEP among the HEWSs' supervisors was one of the weak points mentioned by some
participants in the study, that would limit scope of supervisors to build capacity of HEWs.

“Health professionals know the science very well but are not familiar with the
health extension packages... The nurses who are more clinically competent are
expected to give support to HEWs who know the packages very well: this is not
logical.” (Woreda HEP coordinator, interview)

It was also mentioned that the health professionals who supported the HEWs were
sometimes disrespectful or unfriendly to HEWSs, leading to constrained communication,
mistrust and demotivation. The majority of the HEWs interviewed mentioned that they
did not receive written feedback after the supervision, which was confirmed by a
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respondent from one of the health centres. Few HEWs reported to receive feedback based

on command post evaluation formats.

Training

Many HEWSs reported disappointment with the limited possibilities for trainings. Refresher
trainings on maternal health were reported to lack practical elements on delivery. Official
trainings for upgrading were also a source of disappointment for many HEWSs. The
selection process was not clear, the entrance exams considered too difficult and
promotion after attending the training was not guaranteed.

“Even if we get education opportunity and make improvements in our level, there
is no difference to me. Because the HEW who upgrades her status will again be
assigned in the [same] kebele, no transfer is given to her, just as if she had not
joined the school.” (HEW, FGD)

On-the-job training from the health centre was supposed to take place once a week, but
often HEWSs reported that this was not happening.

Monitoring and accountability towards the health sector

The coordinator of the HEP at the regional level reported that performance of HEWs was
assessed during supervision and regular meetings.

“We meet and contact HEWs directly when we provide supportive supervision at
health post level, when we provide refresher trainings. During these times we

conduct discussions on health work performance and build their capacity...
(Regional HEP coordinator, interview)

However, from the perspective of HEWs, these supervision meetings were not always held
or conducted in a supportive way. HEWs’ work is based on monthly plans. Reports,
containing information from the health management information system and data
collection from various programmes were supposed to be sent from health post to health
centre and from there, towards the woreda health office. HEWs were supposed to have
weekly meetings with the command post, monthly meetings with the health centre, and
quarterly meetings with the woreda health office to discuss these reports, but HEWs and
health centre staff reported that meetings were irregular.
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Support from other health professionals and managers

HEWSs had regular contact with health professionals at health centre level, which was
important to enhance their competencies and made them feel part of a team. Many HEWs
and health centre respondents reported good relationships between HEWs and health
professionals, who supported HEWs on special occasions or regarding specific services.

“They help us very well during the vaccination mobilization period.” (HEW, FGD)

“To link health posts with health centres, starting from last year, all staff from
health centres provide support to health posts once or twice per week, to identify
gaps and to deliver services together with HEWs, especially during antenatal care
services to run HIV tests since HEWs cannot do this...” (Woreda HEP coordinator,
interview)

Some HEWSs reported competing programmes and expectations from the “upper level”,
intervening with their planned activities.

“We may plan to accomplish certain activities, but from the woreda health office
we will be told to do other things... When we plan to teach mothers or want to
have community conversations, the woreda health office may tell us to do other
activities like vaccination campaigns.” (HEW, FGD)

Not only were HEWs expected to conduct health related tasks beyond those scheduled
according to their work plan, some respondents also reported HEWs' involvement in other
sectors and politics, requested by administrators. This disturbed their regular work, led to
high workload and in certain cases to mistrust from the community towards the HEW.

“Sometimes we are involved in the activities coming from women affairs and the
education sector. We are also involved in political matters. We are quarrelling
many times with people about these things. If we are not involved in these
activities, they cut our salary.” (HEW, interview)

6.4 Discussion

HEWSs have a unique intermediary position between the community and health sector,
which gives them the ability to act as brokers and facilitators of dialogue and trust (Bhutta
et al. 2010; Haines et al. 2007). To be able to perform optimally, HEWs require strong
interpersonal relationships with actors in the community and health sector. Programme
design elements related to support and accountability either facilitated or hindered
relationships between HEWs and the community or health sector. Trust, communication
and dialogue and expectations (of actors in the community, health sector and HEWs
themselves) were cross-cutting factors influencing relationships. The quality of
relationships was, in some cases, reported to influence HEW performance at the individual
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level, in particular motivation. An overview of factors influencing relationships between
HEWSs and the community and health sector, and thus influencing HEW performance, is
presented in Figure 6.2.

Relationships with Relationships with
community health sector

HEW performance
Communic:t;:it& dialogue “ _SelfjeSteen:l' “ CommunicaTtril;:& dialogue
Expectations motivation, attitude, Expectations
competencies,
adherence,
satisfaction, capacity
community agency
HEWSs’ position and role
Programme design
Referral
Supervision
Training
Monitoring & accountability
Support

Programme design
Support (incl. referral)
Monitoring & accountability

Figure 6.2 Factors influencing relationships between HEWs and the community and health sector
and the influence on HEW performance

Tensions of HEWs’ intermediary position

The natural position and role of HEWs in their kebele safeguards trust, credibility and
respect towards the HEW and their engagement with that community, which can enhance
HEW performance (ERT1 2012; Glenton et al. 2013; Hermann et al. 2009; Kilpatrick et al.
2009). However, HEWs are selected by the health sector and must meet the standards of
the sector. There are sometimes differing expectations from the community and health
sector regarding roles and tasks of HEWs; for example regarding HEWSs’ role in childbirth
or involvement in political matters, leading to tension (when HEWs feel they cannot meet
expectations (Birhanu et al. 2013)), high workload and demotivation. Clearly demarcated
roles and tasks of HEWs which are communicated with all levels using job descriptions,
government directives and explanations in joint meetings where community and health
sector representatives are present, could prevent this. This should be taken into account
in current debates, in which HEWs are increasingly expected to advocate referral to skilled
deliveries in health centres or hospitals rather than assisting “clean and safe” deliveries
(conducting deliveries themselves) in the community.
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HEWSs’ position as intermediaries enables support from both the community and health
sector towards the HEW, which could enhance HEW performance (Kok et al. 2014).
Community support generally relied on voluntary systems, while the formal community
structure (the kebele administration) seemed to lack leadership when it comes to
supporting health services. Reinforcement of the support from kebele administration
towards the HEP is recommended to increase HEWSs' credibility, ability to initiate
communication and dialogue with communities and motivation. Support from TBAs was
reported as well, although this sometimes presented problems for HEWSs, because
relationships between HEWs and TBAs did not always correspond with TBA’s new roles as
directed by the government. Relationships between HEWs and TBAs were directed to be
focused on referral, and the collaboration between HEWs and TBAs in conducting
deliveries can thus be seen as an unintended effect of their relationship. Thus, HEWs were
not always working in line with the health system’s standards as a result of tensions
emerging from their intermediary position. HEWs sometimes felt they should support well
respected TBAs who were still conducting deliveries, thereby accommodating views of the
community to maintain trust and keep good relationships with the community.

HEWSs’ linkage with the health sector through referral was identified, but was not always
strong, because of communication problems and sometimes a lack of trust of
communities and HEWSs regarding the costs and quality of higher level services.
Improvements regarding handling of referred cases, payments and feedback could
improve performance. The HEW supervision system had recently changed which led to
unclear roles and insufficiently trained supervisors. Supervision meetings with top-down
communication or a fault-finding nature can hinder trust of health workers in the health
sector and hamper their performance (Kok and Muula 2013; Mishra 2014) and their
relationships with the community (Gilson, Palmer, and Schneider 2005). HEW supervisors
are predominantly engaged in clinical activities, making training on supportive approaches
to supervision, preventive and community health necessary to capacitate them in
supervision of HEWSs. Furthermore, supervision time should be officially allocated, as
health centre staff can be overloaded with other work. Possibilities for peer-based
approaches in addition to the current supervision system could be considered, as CHW
peer support groups were found to improve performance in Rwanda (Langston et al.
2014). Refresher training could establish relationships with other health workers or
enhance trust from other health workers because of upgraded knowledge of HEWs.
However, HEWs were generally dissatisfied with their opportunities for receiving trainings.
Clear selection processes for training attendees (Kok and Muula 2013; Olang'o et al. 2010)
and clear prospects of possibilities for upgrading after training are needed to keep HEWs
motivated and prevent attrition (Glenton et al. 2013; Tulenko et al. 2013). Visible
supervision and training of HEWs by the health sector is important to enhance credibility
of and trust in HEWSs, as found in other settings (Alcock et al. 2009; Ashwell and Barclay
2009; Daniels et al. 2010; Hinojosa 2004).
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Relationships between HEWs, community and health sector enhancing performance

Community support to HEWSs in Ethiopia has been demonstrated by voluntary CHWs®,
churches, mosques and community associations (Amare 2011; Teklehaimanot et al. 2007).
The new HDA structure presents an opportunity for further strengthening HEWSs’
relationships with the community side, in that it provides actual support towards HEWs’
tasks, monitoring of HEWs’ performance and accountability. Dysfunctional or inactive
community structures have been reported to negatively influence CHWs’ embedment in
and communication with the community and CHW performance in other settings (Kok and
Muula 2013). Other studies have shown effectiveness of community monitoring in
promoting performance of professional health workers (Bjorkman and Svensson 2009)
and CHWs (Kalyango et al. 2012; Shankar et al. 2009). However, more research is needed
on the exact mechanisms of how this can improve performance of CHWs (Green 2011).
HEWs felt that relationships with religious leaders and elders were important to enhance
their performance. This facilitating relationship has also been observed in other studies
(Amare 2011; Diakite et al. 2009; Paxman et al. 2005). HEWs and HDA leaders are all
female, this was found to be positively valued by the community, because of the cultural
suitability of handling reproductive health issues by women. This has been found in other
settings as well (Crispin et al. 2012; Kok et al. 2015a; Mumtaz et al. 2013). However, more
research would be needed to establish if the gender of HEWs could negatively influence
their relationships with traditional leaders, husbands of pregnant women and other male
community members, and so hinder HEW performance in maternal health.

The command post as monitoring and accountability system at the side of the health
sector seemed to be functional in some areas and needs further scale-up. Evaluation
meetings with community and health sector representatives were held in some areas. This
could be a vehicle for improved communication and accountability towards both sides and
needs further expansion and investigation.

Health systems as social institutions

Health systems are social institutions with chains of relationships between different
actors. Optimal performance depends on the strength and nature of relationships
between all actors (Gilson 2003). We explored the relationships between health
professionals and HEW supervisors, HEWs and their communities. The influence of
relationships on HEW performance was reciprocal: HEW performance could also influence
trust, communication and dialogue and expectations (Figure 6.2). For example, HEWs’ lack
of competence in childbirth could negatively affect trust of the community in the HEW and
thereby hamper relationships between the community and HEWs. When we see health

® Voluntary CHWs were present in the past, officially they are replaced by the HDA.
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systems as social institutions, the ways of bringing about change in health systems go
beyond altering written rules and distributing resources, and extend to effectively
managing relationships between different actors (Sheikh, Ranson, and Gilson 2014b).
HEWS’ relationships with the health sector could be strengthened by human resource
management practices and approaches that focus on building trust and improving
dialogue within the workplace, such as problem-solving supervision and culturally
appropriate communication (Gilson 2003; Gilson et al. 2005; Mishra 2014). Improved
relationships between HEWSs and health sector could positively influence their
relationships with the community through improved trust and motivation, which could
further positively influence HEW performance. In addition, programme designs that
facilitate community support and monitoring and accountability could further improve
trust, communication and dialogue between HEWs and community and manage
expectations at all levels, which in turn could enhance HEW performance.

Study limitations

This study is limited by several factors. Firstly, the study was part of a broader research
project that included all factors that could influence HEW performance. Issues related to
HEWSs’ relationships with the community and health sector were derived from this
broader research and thus some in-depth questions probing on those relationships were
not asked. However, we think that the data presented in this article are representative for
the six districts included in the study, as interpersonal relationships emerged as one of the
most important influencers of HEW performance in the data set. Secondly, as in any
gualitative study, one must contend with social desirability bias. We tried to avoid this by
in-depth probing and conducting the interviews and FGDs in neutral environments.
Thirdly, the outcomes of this study cannot easily be generalized to other settings.
However, by including respondents from different settings, descriptions of the context
and by triangulation via different types of respondents and data collection processes, the
findings do present useful insights for other settings. Lastly, the study focused on
relationships between HEWs and the community and health sector. Relationships among
HEWSs and between HEWSs and other community-based workers were not fully assessed,
although they could influence HEW performance, as presented in other studies from
Ethiopia (Dynes et al. 2014a; Dynes et al. 2014b; Sibley et al. 2014). Furthermore,
relationships are also influenced by more personal characteristics of HEWs.
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6.5 Conclusions

This study provides in-depth information on which factors hinder or facilitate relationships
between HEWSs, the community and health sector, which can inform other CHW
programmes aiming for enhanced CHW performance. We found several programme
design elements that could facilitate interpersonal relationships of HEWs with actors from
the community and health sector, especially related to support of and accountability to
both sides. Within those programme design elements, trust, communication and dialogue
and expectations were influencing strength of relationships. Clearly defined roles and
responsibilities at all levels and standardized support, monitoring and accountability,
referral, supervision and training could improve communication, dialogue and trust
between HEWs and actors from the community and health sector. This is important to
maximize the value of HEWs’ unique intermediary position and ultimately improve HEW
performance, not only in maternal health, but regarding their roles and tasks in all
components of the HEP.
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CHAPTER 7. Health surveillance assistants as intermediates
between the community and health sector in Malawi:
Exploring how relationships influence performance

Abstract

There is increasing global interest in how best to support the role of community health
workers (CHWs) in building bridges between communities and the health sector. CHWs’
intermediary position means that interpersonal relationships are an important factor
shaping CHW performance. This study aimed to obtain in-depth insight into facilitators of
and barriers to interpersonal relationships between health surveillance assistants (HSAs)
and actors in the community and health sector in hard-to-reach settings in two districts in
Malawi, in order to inform policy and practice on optimizing HSA performance.

The study followed a qualitative design. 44 semi-structured interviews and 16 focus group
discussions were conducted with HSAs, different community members and managers in
two districts. Data were recorded, transcribed, translated, coded and thematically
analysed.

HSAs had relatively strong interpersonal relationships with traditional leaders and
volunteers, who were generally supportive of their work. From the health sector side,
HSAs linked to health professionals and managers, but found them less supportive.
Accountability structures at the community level were not well-established and those
within the health sector were executed irregularly. Mistrust from the community,
volunteers or HSAs regarding incentives and expectations that could not be met by
“higher levels” undermined support structures and led to demotivation and hampered
performance. Supervision and training were sometimes a source of mistrust and
demotivation for HSAs, because of the perceived disinterest of supervisors, uncoordinated
supervision and favouritism in selection of training participants. Rural HSAs were seen as
more disadvantaged than HSAs in urban areas.

HSAs’ intermediary position necessitates strong interpersonal relationships and trust
between them and all actors in the community and health sector. There is a need to
improve support and accountability structures that facilitate communication and dialogue,
increase trust and manage expectations and thereby improve interpersonal relationships
between HSAs and actors in the community and health sector. This would maximize the
value of HSAs’ unique intermediary position and support them to deliver equitable health
services. This is particularly important in rural areas, where HSAs often form the only point
of contact with health services, yet report limited support from the health system.
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7.1 Background

In many countries, community health workers (CHWs) are a key component of strategies
to achieve universal health coverage, through extension of primary health services to
underserved communities at low costs in contexts of chronic financial and human
resource shortages (Tulenko et al. 2013).

In Malawi, a large number of different types of CHWs link communities with the health
sector (Nyirenda et al. 2014). The largest group is the government paid cadre of health
surveillance assistants (HSAs), comprising 30% of the health workforce (Smith et al. 2014)
and totalling 9,443’. HSAs are recruited by the government, must have secondary school
level education and receive 12 weeks training (Nsona et al. 2012; Nyirenda et al. 2014).
Once employed, they are supposed to reside in their catchment area, working mainly in
health promotion and prevention for a population of about 1,000 (Gilroy et al. 2012).
From 2008, HSAs’ curative tasks have been expanded. HSAs working in hard-to-reach
areas® conduct integrated community case management (iCCM) of childhood illnesses
(Callaghan-Koru et al. 2013; Fullerton, Schneider, and Auruku 2011; Nsona et al. 2012).
HSAs are supervised by senior HSAs or (assistant) environmental health officers
(Callaghan-Koru et al. 2013). They are attached to a hospital or health centre, but are
supposed to spend most of their time in the community. HSAs are supported by village
health committees (VHCs), consisting of 10 unpaid village representatives elected by the
community, and other volunteers, such as members from HIV support groups and
traditional birth attendants (Kok and Muula 2013; Nyirenda et al. 2014).

Evidence from various countries shows that CHWs can effectively deliver key health
interventions (Lewin et al. 2010). Although large scale studies on effectiveness of HSAs in
Malawi are missing, evidence on HSAs’ positive effect on immunization rates (Kadzandira,
Chilowa, and Unicef 2001) and access to anti-retroviral treatment for HIV (Bemelmans et
al. 2010) is available. Given the ongoing human resources shortage in Malawi (McCoy,
McPake, and Mwapasa 2008; Palmer 2006), HSAs will remain an essential cadre in driving
forward efforts to achieve universal health coverage and it is important to better
understand which factors influence their performance.

Earlier studies identified several constraints to HSAs’ motivation and job satisfaction,
which were negatively influencing performance. Factors related to the health system, such
as lack of supplies and infrastructure (Callaghan-Koru et al. 2013; Callaghan-Koru et al.
2012; Gilroy et al. 2012; Kadzandira et al. 2001; Kok and Muula 2013; Martiniuk et al.
2014; Nsona et al. 2012), unclear or too many roles and responsibilities (Callaghan-Koru et

7 personal communication, deputy director of preventive health services responsible for primary health care in
the Ministry of Health, member of Country Advisory Group REACHOUT.

® Defined as areas more than 8 km from a health facility or difficult to access because of geographical terrain or
natural barriers.
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al. 2012; Kok and Muula 2013; Martiniuk et al. 2014; Smith et al. 2014) and inadequate
human resource management related to training, supervision, incentives and career
development (Callaghan-Koru et al. 2013; Callaghan-Koru et al. 2012; Kadzandira et al.
2001; Kok and Muula 2013; Martiniuk et al. 2014; Nsona et al. 2012; Smith et al. 2014)
have all been identified. Factors related to the community were (less often) identified:
inadequate support from community volunteers (Kok and Muula 2013) and unrealistic
expectations from the community regarding HSAs’ roles could hamper HSAs’ motivation
and job satisfaction (Callaghan-Koru et al. 2012).

CHWSs have a unique intermediary position in between their clients and the broader
community (further referred to as the community) and health professionals at the facility
level, including their supervisors (further referred to as the health sector). Therefore,
CHWs are often seen as the most strategically placed cadre to increase equitable access to
health care (Bhutta et al. 2010; Glenton et al. 2013). However, this intermediary position
may have disadvantages for CHWs, for example when community’s and health sector’s
expectations regarding the role of CHWs differ, leading to high workload or demotivation
(Kok et al. 2014). There has been growing interest in how CHWSs’ intermediary position
shapes performance (Maes 2014; Nandi and Schneider 2014) as their position necessitates
good interpersonal relationships with community members as well as practitioners within
the health sector. Relationships within the community enable HSAs to optimally engage
with different community actors, promoting healthy behaviour (ERT1 2012; Glenton et al.
2013; Hermann et al. 2009; Kilpatrick et al. 2009). Links to and being part of the health
sector enable HSAs to optimally serve their communities by providing referral, supervision
and supplies, and enhancing their credibility (Alcock et al. 2009; Ashwell and Barclay 2009;
Daniels et al. 2010; Hinojosa 2004). Health systems comprise a complex web of
relationships whose overall functioning is influenced by the institutions, particularly trust,
that govern human behaviour (Gilson 2003). We define trust as “the optimistic acceptance
of a vulnerable situation in which the trustor believes the trustee will care for the trustor’s
interest” (Hall et al. 2001). Trust could be built by personal behaviours and organizational
practices that provide space for engagement and open dialogue (Gilson 2006). Factors
that have been found to influence trust of health workers are perceived organizational
support, communication, procedural justice and feedback from upper levels (Albrecht and
Travaglione 2003; Nyhan 2000). Thus, understanding the factors that influence trust and
HSAs’ interpersonal relationships with different actors in the community and health sector
is important in order to analyse and improve HSA performance.

In Malawi, earlier research revealed constraints regarding HSAs' interpersonal
relationships with actors in the health sector related to inadequate supervision and
communication, leading to demotivation (Kadzandira et al. 2001; Kok and Muula 2013;
Puchalski Ritchie et al. 2012) and mistrust because of problems in drug supply (Callaghan-
Koru et al. 2013) and inadequate support mechanisms for HSAs conducting iCCM in hard-
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to-reach areas (Callaghan-Koru et al. 2012). Improved communication between HSAs and
the health sector via mobile phones was reported to increase self-confidence of HSAs and
community trust (Campbell et al. 2014).

Thus far, an in-depth assessment of factors influencing interpersonal relationships and the
implications for HSA performance in hard-to-reach areas is lacking. This qualitative study
aims to obtain in-depth insight into facilitators of and barriers to interpersonal
relationships between HSAs and actors in the community and health sector in hard-to-
reach settings in two districts in Malawi, in order to inform policy and practice on
optimizing HSA performance.

7.2 Methodology

Focus group discussions (FGDs) and semi-structured in-depth interviews were conducted
from July till September 2013 in Mchinji and Salima districts of Malawi. Both districts are
situated in the central region and have urban and rural areas. The sample of participants
was drawn from two traditional authorities’ in Mchinji and three in Salima, all defined as
hard-to-reach (Nyirenda et al. 2014). Study respondents were purposefully sampled to
represent respondents from the side of the community (women with under-five children,
volunteers, traditional birth attendants and traditional leaders), health sector (district
managers, health centre in charges and representatives of non-governmental
organizations (NGOs)) and HSAs themselves, including senior HSAs, and to ensure diversity
in gender, age and job experience. Respondents were identified with the help of district
level staff. A total of 16 FGDs and 44 interviews were conducted (Table 7.1).

Data were collected by a trained research team familiar with conducting qualitative
research in rural Malawian contexts. Semi-structured topic guides were developed in
English, translated into Chichewa and back-translated for consistency. Topic guides were
piloted in an area not included in the study and minor adaptations to questions and
probes were made. FGDs and interviews included questions on demographic information;
tasks; career; relationships with the community and health sector; training; supervision;
monitoring and evaluation and referral. The questions focused on factors related to the
design of the HSA programme that influenced HSA performance. The performance of HSAs
was defined at two levels: HSA level (this included self-esteem, motivation, attitudes,
competencies, guideline adherence, job satisfaction and capacity to facilitate community
agency as characteristics of performance) and end-user level (this included utilization of
services, health-seeking behaviour, adoption of practices promoting health and
community empowerment as characteristics of performance) (Kok et al. 2014). Daily

° Each district is divided into traditional authorities, led by traditional leaders. Under these, there are group
village headmen and village headmen.
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debriefing sessions with data collectors were held to discuss key findings, refine lines of
inquiry and summarize field notes and observations. FGDs and interviews were digitally
recorded, transcribed and translated into English. A sample of transcripts was randomly
checked against recordings.

Table 7.1 Overview of focus group discussions and interviews

Method Participants No. in No. in Total No. of
Mchinji Salima respondents
(Total no. of
FGDs)
Focus Group HSAs 1 2 19 (3)
Discussions Women with under five children 4 3 70 (7)
Volunteers 4 2 48 (6)
Total 9 7 137 (16)
Semi-structured in- HSAs 4 1 5
depth interviews Senior HSAs 1 2 3
Mothers 0 1 1
Traditional birth attendants 3 3 6
District level managers and health 7 6 13
staff
Health centre in charges 0 2 2
NGO representatives 3 6 9
Traditional leaders 1 2 3
Volunteers 2 0 2
Total 21 23 a4

Initially ten transcripts were read in pairs to identify key themes. Proposed key themes
were discussed and agreed upon within a team of four researchers and a coding
framework was developed. For the purpose of this article, we only focused on factors that
influenced personal relationships and related this, where possible, to the characteristics of
HSA performance as presented above, with a focus HSA related characteristics such as
motivation and satisfaction (within the context of the broader framework on all possible
factors influencing HSA performance (Kok et al. 2014)). The analytical process included
inductive thematic analysis and open coding (Ritchie and Spencer 2002). Transcripts were
coded using Nvivo (v.10) software and emerging themes were discussed and coding
refined. The coded transcripts were further analysed and summarized in narratives for
each theme. Themes were categorized into factors influencing HSAs’ relationships with
communities, factors influencing HSAs’ relationships with the health sector and cross-
cutting factors influencing relationships. Study findings were discussed and validated with
the two district health offices through feedback meetings.

The study was approved by the Royal Tropical Institute Ethical Review Committee in the
Netherlands and the National Health Sciences Research Committee in Malawi.
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7.3 Results

Interpersonal relationships between HSAs, the community and health sector were found
to be influenced by several factors. First, programme design elements influencing HSAs’
relationships with the community are presented, followed by those influencing HSAs’
relationships with the health sector. Cross-cutting factors, categorized as trust,
communication and dialogue, and expectations (as summarized in Table 7.2), are
presented throughout. Where possible, the link between relationships and HSA
performance was made. Illustrative quotes are used to depict the main themes.

Table 7.2 Programme design and cross-cutting factors influencing HSAs’ relationships with the
community and health sector

Programme Cross-cutting factors influencing relationships
design elements Trust Communication and dialogue Expectations
facilitating

relationships

HSAs’ relationships with the community

Nature of HSAs’ Honesty, familiarity, good When HSAs were either from

position and role attitudes, reliability, respect | or resided in the communities,
and time spent in the this supported opportunities
community enhanced for ongoing communication

community trust, and if not and dialogue
present, hampered
community trust in HSAs Increasing amount of facility-
based tasks or prioritization of
agricultural work undermined
communication and dialogue
between HSAs and
communities

Support from the Support from traditional Support from traditional Volunteer support helped
community leaders enhanced HSAs’ leaders facilitated HSAs in managing community
credibility, which enhanced communication and dialogue expectations, improving HSAs’
community trust in HSAs between HSAs and community | relationships with the
members, for example during community
Mistrust from volunteers community meetings
towards HSAs about Expectations of volunteers
financial incentives that could not be met,
hampered community trust regarding financial and other
in HSAs incentives, training and

supplies, hampered HSAs’
relationships with the
community and health sector

Community Within some programmes, e.g. ICCM, a formal system was in place to support and monitor drug
monitoring and distribution though the VHC, in others this was absent or mediated by traditional leaders. This
accountability study revealed no further information on underlying factors influencing HSAs’ relationships with
structures the community.
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Programme design
elements
facilitating
relationships

Cross-cutting factors influencing relationships

Trust

Communication and dialogue

Expectations

HSAs’ relationships w

ith the health sector

Support from other
health workers,
managers and
NGOs

Disrespect from other
health workers led to HSA
and community mistrust
towards the health sector

Support from other health
workers enhanced
credibility and community
trust towards HSAs

Perceived lack of
management support and
favouritism regarding
supplies led to mistrust
from HSAs towards
management

Disrespect from other health
workers hindered
communication between other
health workers and HSAs

HSAs’ expectations with
respect to supplies,
bicycles, and housing
issues were not met
(particularly in rural areas)

Training

Perceived favouritism
regarding training led to
mistrust from HSAs towards
management

HSAs’ training
expectations were not met
— particularly in rural and
hard-to-reach areas

Supervision

Lack of care and insight of
supervisors into HSAs’
situation led to mistrust of
HSAs towards supervisors

Supervision with a negative
approach and without feedback
hindered communication
between HSAs and supervisors/
management

Referral

Lack of feedback after referral
hindered communication
between HSAs and the health
sector

Monitoring and
accountability
structures

sector.

Monitoring and accountability structures from the side of the health sector were programme
specific and irregularly conducted because of resource constraints. The study revealed no
further information on underlying factors influencing HSAs’ relationships with the health

HSAs’ relationships with the community

Many HSAs acknowledged the importance of having good interpersonal relationships with

the community. HSAs reported that time spent in the community, good attitudes and

reliability of HSAs positively influenced community’s confidence and trust in them.

“When there is a good relationship between you and the community, things go

well. A good relationship will make service provision better, people respond to you

and adhere to whatever you tell them, that’s the vital key. Health service

providers must show examples by how they live... You must show respect, be

compassionate, and friendly... They [HSAs] should be honest, they should be able

to stick to and fulfil their promises; otherwise, people tend to lose their confidence

in you... and that is bad for service delivery...” (Interview, male HSA, Mchinji)
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HSAs and managers reported that the nature of HSAs’ position and role in the community
assured a “natural link” between HSAs and the community, which facilitated good
relationships. HSAs’ relationships with the community were furthermore facilitated by
support systems from the community and to a lesser extent by community monitoring and
accountability structures. Within those systems and structures, trust, communication and
dialogue, and expectations were cross-cutting factors influencing relationships (Table 7.2).

The nature of HSAs’ position and role

Although many HSAs were not staying in their catchment area (as a result of recruitment
of HSAs not based on residence in the area of service or lack of appropriate housing),
being known and coming from the catchment area was found to be important for
enhancing confidentiality, trust and fostering relationships with the community. For
example:

“Whenever a person who is a stranger to the community is conducting a meeting,
there is negative feedback; since they are not familiar with the person and what
he is explaining... They [the community] will disregard whatever the new person
says and will lose trust in him. But | believe if they choose the person from the
same community the people will have trust in him, believing they [the HSAs] will
be confidential in service provision and are free with each other because of the
longstanding relationship there is.” (Interview, male HSA, Mchinji)

However, some respondents reported that not all HSAs had a strong bond with their
community. This was due to the increasing amount of facility-based tasks or, according to
community members, neglect of HSAs’ tasks caused by spending most time on agriculture

or business.

Support from the community
Support from traditional leaders

Traditional leaders supported HSAs by conducting community-based meetings and
disseminating health education messages. This facilitated HSAs’ relationships with the
community through enhanced credibility, positively influencing community trust.
Traditional leaders reported to sanction people for non-healthy behaviour, but it was not
clear whether this facilitated or hindered HSA performance.
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“As a group village headman, | call for a village development committee meeting,
where all village headmen in my community are called to participate. During this
meeting, | tell them to sensitize people in their villages on safe motherhood... And
those women who deliver on their way to the hospital they are to pay a goat as a
punishment for not going to the hospital in time.” (Interview, male traditional
leader, Mchinji)

Not all HSAs received support from traditional leaders. Some HSAs reported a lack of
support as a result of a lack of incentives for traditional leaders, which constrained HSAs’
relationships with the community and hindered their performance relating to community
mobilization.

Support from volunteers

Community-based volunteers, who were members of a wide range of committees (such as
VHCs or growth monitoring committees), and often attached to vertical NGO-led
programmes, supported HSAs in conducting their daily tasks and reporting on problems
that needed HSAs’ attention. Establishing good relationships with traditional leaders and
volunteers was reported as a precondition for success of programmes. This emerged as an
important theme in the analysis, as clearly articulated by one HSA:

“They [programme managers] should first go through the community leaders of
the area they want to implement their project in, who will in turn inform their
subjects of the proposed project; then they [the community leaders] will identify
the volunteers in the community, as the community will have complete trust in the
volunteers they have chosen, and when the programme is finally introduced you
coordinate with the volunteers and you become their supervisors, and it becomes
very easy to relate with the community. If you decide to do it alone, you will face a
lot of challenges...” (Interview, male HSA, Mchinji)

Volunteers also supported HSAs in dealing with expectations of the community that could
not be met. This was mainly related to iCCM, where volunteers assisted HSAs by
explaining to the community that adults are not covered by village clinics and the reasons
behind drug stock-outs. Many respondents acknowledged the importance of support from
volunteers in facilitating trusting relationships between HSAs and community. However,
several factors were reported to hinder volunteer support. A lack of incentives for
volunteers, including training, was reported to result in attrition and thereby hindering
HSAs’ performance. Various respondents pointed to mistrust between volunteers and
HSAs when it comes to financial incentives.
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“The benefit which was supposed to go to the volunteers is shared between the
HSA and the person who has been engaged to do the work, like giving vaccines to
the children; he or she will share it between them, since they had been engaged
like a part-time worker, instead of giving all those things to the volunteers.” (FGD,
volunteers, Mchinji)

Most volunteers expected some financial remuneration. According to some HSAs and
managers, this situation was created by various vertical programmes with non-
harmonized allowance policies, resulting in confusion on what to expect when
volunteering for a certain programme. Expectations of volunteers regarding financial
incentives were reported to weaken trusting relationships between HSAs and community.

“For our job to be successful, we need to work hand-in-hand with volunteers and
yet they do not give them allowances when we take them to outreach to help us
and this makes them lose trust in us.” (FGD, HSAs, Mchinji)

To optimally benefit from volunteers’ support, the same persons were chosen as
volunteers for different organizations by the HSA or following advice from the HSA.

“... So nowadays there are a lot of activities which need volunteers... Organization
X, Organization Y, Ministry of Health will need theirs. The volunteers are the same
people but we just change names [titles of volunteers] ... Because if you change
the volunteers then the whole village will end up being volunteers... We choose a
volunteer who is very active at the community level. So when Organization X
comes you choose the same person, for Organization Y you choose the same
person. Because you know that this person does not let you down...” (FGD, HSAs,
Salima)

Support from the wider community

Generally, community members valued the work of the HSAs. Some managers gave
examples of communities assisting in building houses for HSAs, as a result of good
interpersonal relationships between the HSA and the community. Some HSAs reported
that they failed to serve the community because of lack of supplies and in order to cope
with community expectations that could not be met, they preferred to stay outside their
catchment areas.

“... When a child is sick they run to you expecting medicine and if you don’t help
then it becomes a problem... As a result we just choose not to live there; we
travel. But if they can train us in all things then we can be reliable and the work
can be easier.” (FGD, HSAs, Salima)
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Community monitoring and accountability structures

As indicated above, various voluntary committees had a role in supporting HSAs, but
monitoring and accountability was not widely reported as a task of these committees. For
the iCCM programme, a system was in place, illustrated by the following quote:

“.. To get bulks of drugs, the HSA does not come alone, as he or she is supposed to
come with one person from the village committee. These people are chosen by the
villagers... The drug box has two keys, one is kept by a member of the community
and the other stays with the HSA him or herself...” (Interview, female district
manager, Mchinij)

On other issues, more informal ways, for example via chiefs, were used to get feedback on
health services offered by HSAs. Respondents made no reference to possible influence of
monitoring and accountability systems on relationships and HSA performance.

HSAs' relationships with the health sector

Some HSAs and community members stressed the importance of the intermediary
position of the HSA. Other HSAs preferred to see their position as officially attached to the
health sector, and found volunteers, instead of themselves, to be positioned in between
community and health sector.

“We are like the messenger between health workers and people in the area
connecting them on the problems they face concerning health.” (Interview, male
HSA, Mchinji)

“... The volunteers are like a bridge between villagers and us people who work for
the government. Actually to us people who work for the government, we don’t
belong there in the villages, we are like visitors, so every problem we encounter
whilst we are right there in the village, it is the volunteer who is going to help us.”
(FGD, HSAs, Mchinji)

HSAs’ relationships with the health sector were mainly facilitated through support from
other health workers and management or NGOs; and through training, supervision, the
referral system and monitoring and accountability structures. Within those programme
design elements, communication, dialogue and trust were cross-cutting factors influencing
relationships (Table 7.2).
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Support from the health sector
Support from other health workers

Community members viewed support of other health workers towards HSAs as important
for quality assurance purposes. HSAs reported that other health workers both facilitated
and hindered their performance. HSAs gave examples of health workers who supported
them in conducting outreach clinics. Some HSAs reported that clients were not being
treated properly or endured long waiting times to be assisted in health centres, which
could possibly lead to mistrust and demotivation of HSAs when they had to refer. Some
HSAs reported that disrespect from other health workers led to lack of trust from HSAs
towards other health workers, but also from the community towards HSAs, which led to
demotivation of HSAs.

“We are not respected as health workers compared to our friends who also do the
same work, like nurses. They [nurses] think because our work is based in the
villages we are not important... This does not encourage us and communication
between us and them [nurses] does not work well because they underrate us...”
(FGD, HSAs, Mchinji)

Support from management or non-governmental organizations

HSAs in hard-to-reach areas complained about being disfavoured by the management
when it comes to supplies, bicycles, getting selected for training and housing issues as
compared to HSAs living in urban areas.

“We HSAs in the hard-to-reach areas are also not considered for trainings;
whenever there are trainings, they only take the HSAs at the district; in that case
they are better oriented than we who are in the fields.” (Interview, male HSA,
Mchinji)

Support of NGOs was more positively evaluated by HSAs, although in the case where HSAs
felt bypassed by NGOs, they reported that they could sabotage the NGO’s programmes.

Training

Continuous training could facilitate HSAs’ relationships with other health workers or
enhance respect from other health workers because of upgraded knowledge of HSAs.
However, on the job training was often not conducted. Specific training courses, often
provided by NGOs, were available, but were sometimes a source of demotivation or
dissatisfaction for HSAs, as a result of perceived favouritism in selection of training

122



HSAs as intermediates between the community and health sector in Malawi

participants or trainings considered to be too short to capture everything. As a result,
HSAs reported that some colleagues deliberately underperformed.

“.. When you know something like family planning methods without trainings,
HSAs tend not to work because they did not go to the trainings and did not get
the allowances their friends got at the trainings. So, one may not be willing to
work because they did not get that money.” (FGD, HSAs, Salima)

Supervision

Although most HSAs reported that there was supervision, it was often irregularly
implemented. Supervision was often reported to be negative and lack feedback, leading to
poor relationships and demotivation and dissatisfaction of HSAs.

“If you have done well, they should tell you that you have done well and if you did
not do well they should also tell you that you did not do well. That is motivating,
and they should not just be telling you on areas which you have not done well,
that is not good.” (FGD, HSAs, Mchinji)

Lack of supervision was reported to promote absenteeism and decrease motivation. HSAs’
wish to be supervised and their plea for supervisors to better understand the
circumstances in which they operated was an emerging theme. Some HSAs were
mistrusting their supervisors, feeling disconnected because of the different worlds
supervisors and HSAs came from, lived in, and had to cope with.

“... Some bosses were born and raised up in town and when the terrain is bad they
just send representatives. They would only come when people from headquarters
are visiting so that they would smoothen things up before the visitors come... So
sometimes we wonder how people who travel by car would complain about the
distance. If they are complaining, what about us who have to cycle to get
vaccines? Sometimes we feel we are not being treated as Malawians.” (Interview,
female HSA, Mchinji)

Referral

Generally, there was a referral system in place: some areas had paper referral forms.
Feedback to the HSA post referral was not common practice, hindering communication
between HSAs and the health sector.
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“When a person has been referred and has received the treatment and is
discharged, they don’t write on the discharge sheet the medication they gave
them for our records, so it becomes very difficult to do the follow-ups, we would
like if they do this as at the moment there is breakdown in communication.”
(Interview, male HSA, Mchinji)

Monitoring and accountability

With regard to monitoring and evaluation, the reporting system was clearly described by
various respondents. Reporting was conducted separately for different programmes,
leading to some workload, although this was not referred to as a hindering factor for
relationships or HSA performance. Review meetings were conducted, but frequency
depended upon availability of budget.

“When we have funds available, we have quarterly meetings where we invite the
traditional authorities for the whole district, two HSAs from every health facility
and discuss what has happened in the communities in the last quarter, and then
people discuss the successes, the challenges and the way forward.” (Interview,
female district manager, Mchinji)

7.4 Discussion

Our study highlights the range of different actors and programme design elements
shaping HSAs’ relationships with both the community and health sector which in turn
influence HSA performance. As shown in Table 7.2 and Figure 7.1, trust, communication
and dialogue, and expectations (of managers, supervisors, HSAs, volunteers and
communities) are key cross-cutting factors influencing relationships and shaping
performance. From the community side, traditional leaders and volunteers could play a
major supporting role for HSAs, with differences across contexts depending on the
strength of relationships and availability of support structures (including incentives). From
the health sector side, support from other health workers, managers and NGOs and
training, supervision, the referral system and to a lesser extent monitoring and
accountability structures were identified as important programme design elements
facilitating relationships. However, many of these systems and structures seemed to be
undermined by a lack of trust, unmet or unrealistic expectations and poor communication
and dialogue, leading to poor interpersonal relationships, having a negative influence on
HSA performance. The perceived performance of HSAs also influences the levels of trust of
the community or health sector. Trust in HSAs is also inextricably linked with the trust that
the community has in the general health sector, this has not been covered by our study
(Figure 7.1).
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HSA Performance

Relationships

Trust Trust
Communication & dialogue Communication & dialogue
Expectations Expectations

Community «—» HSA <«—— Health Sector

- Support from traditional leaders, - Support from other health workers,
volunteers and wider community managers and NGOs

- Monitoring and accountability - Training, supervision, referral and
structures monitoring and accountability structures

t J

Trust
Communication & dialogue
Expectations

Figure 7.1 Overview of relationships and their underlying factors, affecting HSA performance

Trust

Trust is an important factor affecting interpersonal relationships. From the community
side, trust can be enhanced by shared values between community and health workers and
health workers’ attitudes and competencies (Gilson 2003). Our study found that
contributors of mistrust, such as HSAs not being embedded in their communities,
undermined shared values and supportive relationships. The distribution of (financial)
incentives led to mistrust': from volunteers towards HSAs and from HSAs towards their

" Lack of trust can be described as distrust or mistrust. Distrust can be defined as a healthy skepticism, while
mistrust comprises a more unhealthy cynicism driven by actual or suspected misdeeds (Abelson, J., F. A. Miller,
and M. Giacomini. 2009. “What does it mean to trust a health system?: A qualitative study of Canadian health
care values.” Health Policy 91(1): 63-70.).
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supervisors and district level staff. Actors within the health system thought that others
misused allowances meant for them. This stems from the situation that allowances for
travel and training are widespread and seen as income-supplement for health staff in
Malawi (Sgreide, Tostensen, and Skage 2012). Programmes working with volunteers with
no or limited livelihoods bring financial burden to volunteers and their households;
supporting the argument for financial incentives for volunteers (Simwaka et al. 2012).

Supervision and training could facilitate trusting relationships between HSAs and the
health sector, but were a source of mistrust from the side of the HSA, which could even
lead to sabotage. In these extreme cases, HSA and the broader programme performance
could seriously suffer. Our study did not include HSAs’ perspectives on trainings they
attended. It would be interesting to learn which training contents (such as communication
skills, views on professionalism) and approaches could enhance HSAs’ relationships with
the community and health sector. Recognition from supervisors and managers of HSAs’
difficult work in hard-to-reach areas was an important motivator for HSAs and brought
credibility (Glenton et al. 2013). HSAs working in hard-to-reach areas seemed to feel
disfavoured when compared to their urban counterparts regarding training and other
incentives. It would be of interest to investigate if these reported differences in support
and recognition of rural versus urban-based HSAs are indeed present. Possibly, there is a
negative equity scenario, assuming that rural HSAs are less well supported and have a
more demanding job, being expected to reach the most hard-to-reach areas. Thus, they
may face particular challenges in realizing the strengths of their intermediary position, and
need additional support.

Every trusting relationship sets up a potential power relation between those involved,
which may cause conflicts, or even exploitation or corruption and may initiate a vicious
cycle of mistrust (Gilson 2003). HSAs’ intermediary position means that they are at risk of
being linked to cycles of mistrust, which was confirmed by our study.

Communication and dialogue

Trust is intertwined with communication and dialogue. Within relationships, trust
develops from social interactions and ongoing communication and dialogue. A study on
CHWs in India reported that open communication with supervisors was a critical element
of building trusting relationships and enhancing motivation (Mishra 2014). Our study
found that communication and dialogue, sometimes facilitated by traditional leaders,
supported relationships between HSAs and the community. However, poor
communication and dialogue between HSAs and their supervisors hindered relationships
of HSAs with the “upper level”. Our study revealed limited high-trust management
practices, which include participation, problem-solving, feedback and open
communication (Gilson 2003). This led to low workplace trust (Gilson et al. 2005), in this
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case HSAs’ trust in the health sector (the employer and supervisor), which hampered
motivation and performance.

Expectations

The new curative tasks that HSAs conducted in the field of iCCM sometimes resulted in
community expectations that could not be met by the HSA. This led to demotivation and
dissatisfaction, and in certain cases reluctance to stay in the community, which in turn
hinders HSAs’ embedment in the community and their ability to reach out to groups with
limited access to health care (Kok and Muula 2013). More research is needed to assess if
community expectations are more profound in hard-to-reach areas, and if so, what
strategies could be adopted to facilitate trusting relationships in these frequently
neglected areas.

Other factors affecting interpersonal relationships

HSAs operated within a complex network of vertical programmes, which came with
different (or sometimes similar) supervisors and volunteers. This led to multiple reporting
mechanisms and lack of clarity regarding roles, also reported in other settings (Kok et al.
2015a). Accountability structures at the community level were not well-established and
those from the health sector side were executed irregularly and lacked coordination. Poor
accountability structures on their own can hinder HSAs’ relationships with both the
community and health sector, something that we were not able to confirm in our study
and needs further research. The expansion of facility-based tasks as a result of task
shifting hindered HSAs’ relationships with their communities (Kok and Muula 2013).
Although most HSAs recognized their intermediary position, some reported that they saw
volunteers as the intermediaries, while they were government workers who are not
necessarily supposed to stay in the village. Such viewpoints could hinder relationships with
the community, resulting in further mistrust and disconnection (Zulu et al. 2014).
Strategies to support relationships between CHWs and the community need to be taken
into account in the current era, where CHWs are introduced as an official cadre in many
African health systems (Earth_Institute 2012; GHWA 2010).

Study limitations

This study is limited by several factors. The initial purpose was broad: encompassing all
factors that could influence HSA performance. Issues related to relationships were derived
from this broader research and thus it is possible that some in-depth questions haven’t
been asked. As in all qualitative studies there is a possibility of social desirability bias. We

127



Chapter 7

tried to avoid this; the experienced research team carried out in-depth probing and
conducted the interviews and FGDs in neutral environments. The outcomes of this study
cannot easily be generalized to other, for example, urban settings. Our study focused on
interpersonal relationships between HSAs, the community and health sector and trust
came out as an important underlying factor. However, trust is also influenced by
interpersonal relationships among HSAs, personalities and the historical, cultural and
socio-political context of the health system (Gilson et al. 2005), factors that we did not
research.

7.5 Conclusions

Our findings highlight the critical importance of social relationships and behaviours for
health systems, a view supported by other scholars (Gilson 2003). HSAs’ intermediary
position means that they have multiple relationships to manage and build with
implications for their performance. We identified several programme design elements and
processes that could facilitate HSA’s interpersonal relationships with actors in the
community and health sector. However, support systems were not functioning optimally,
due in part to mistrust between different actors within the health system. Trust has to be
actively produced and negotiated. Transparency about the roles and responsibilities of
HSAs, selection of HSAs and volunteers for trainings, allowances attached to various
programmes and more supportive supervision and functional accountability structures are
needed to improve communication and dialogue, increase trust and manage expectations
between all levels. In this way, the value of HSAs’ unique intermediary position can be
maximized and equitable access to health services in hard-to-reach areas and beyond
realized.
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CHAPTER 8. Optimizing the benefits of community health
workers’ unique position between communities and the health
sector: A comparative analysis of factors shaping relationships
in four countries

Abstract

Community health workers (CHWs) have a unique position between communities and the
health sector. The strength of CHWSs’ relationships with both sides influences their
motivation and performance. This qualitative comparative study aimed at understanding
similarities and differences in how relationships between CHWs, communities and the
health sector were shaped in different Sub-Sahara African settings.

The study demonstrates a complex interplay of influences on trust and CHWSs’
relationships with their communities and actors in the health sector. Mechanisms
influencing relationships were feelings of (dis)connectedness, (un)familiarity and serving
the same goals, and perceptions of received support, respect, competence, honesty,
fairness and recognition. Sometimes, constrained relationships between CHWs and the
health sector resulted in weaker relationships between CHWs and communities. The
broader context (such as the socio-economic situation) and programme context (related
to for example task shifting, volunteering and supervision) in which these mechanisms
took place were identified.

Policy makers and programme managers should take into account the broader context
and could adjust CHW programmes so that they trigger mechanisms that generate trusting
relationships between CHWs, communities and other actors in the health system. This is
needed to enable CHWs to perform well and respond to the opportunities offered by their
unique intermediary position.
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8.1 Background

Community Health Workers (CHWs) form an important point of interconnection between
communities and the rest of the health system. CHWs are defined as health workers
carrying out functions related to health care delivery; trained in some way in the context
of the intervention, and having no formal professional or paraprofessional certificate or
degree in tertiary education (Lewin et al. 2010). There are many different types of CHWs.
They may address single or multiple health issues and have differences in their levels of
knowledge and training, remuneration and practice settings (Bloom and Standing 2001).
CHWs are often believed to increase equitable access to health care in low- and middle-
income countries with constrained human resources for health (Bhutta et al. 2010;
Glenton et al. 2013). They act as intermediaries between communities and the health
sector, and are sometimes referred to as cultural brokers, as they understand the socio-
cultural norms of the communities they work in and are thus well accepted by these
communities (Maes and Kalofonos 2013). The unique intermediary position of CHWs is
therefore central to health system performance in these settings.

Many studies have demonstrated the effectiveness of CHWs in delivering key health
interventions (Lewin et al. 2010) and the performance of CHWs remains an area of global
focus. At the individual level, performance is influenced by factors like resource
availability, competence and motivation. Contextual factors, such as socio-cultural and
gender norms and health policies, combined with intervention related factors, such as
training and supervision, can have a direct influence on motivation and performance (Kok
et al. 2014; Kok et al. 2015a; Naimoli et al. 2014). Motivation and performance are
complex social processes linked to feelings of self-fulfiiment, achievement and
recognition, that are for a large part generated through interactions between health
workers, communities served and the rest of the health system (Franco et al. 2002).
Health workers’ capacity and motivation to deliver quality care depends on their
knowledge and skills, as well as their values and goals, which are continuously developed
and adapted in relation to people in their environment (Rowe et al. 2005). The recognition
that health workers are social actors points to the importance of intervention designs that
stimulate and support trusting relationships, defined as respectful, fair and cooperative
interactions between individuals (Gilson 2003; Okello and Gilson 2015).

There has been a growing interest in trusting relationships and their positive influence on
health worker motivation and performance (Calnan and Rowe 2007; Gidman, Ward, and
McGregor 2012; Gilson et al. 2005; McCabe and Sambrook 2014). Many studies focus on
workplace trust: trust of the health worker in colleagues, supervisors, managers and the
employing organization as a whole (Albrecht and Travaglione 2003; Gilson et al. 2005;
McCabe and Sambrook 2014; Topp and Chipukuma 2015). Drawing on Hall et al. (2001) we
define trust as “the optimistic acceptance of a vulnerable situation in which the trustor
believes the trustee will care for the trustor’s interest” (Hall et al. 2001). Trust can be built
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by personal behaviours and organizational practices that provide space for engagement
and open dialogue (Gilson 2006). Factors that have been found to influence workplace
trust in public sector organizations are organizational support and decision making
practices, communication, feedback mechanisms, competence, performance appraisal
and reward systems and job security (Albrecht and Travaglione 2003; Nyhan 2000). Hall et
al. (2001) present fidelity, competence, honesty, confidentiality and “global trust”
(component of trust that is irreducible or not subject to dissection) as dimensions of trust.
A recent literature review found four aspects that build and break trust in health sector
encounters: sensitive use of discretionary power, perceived empathy, quality of medical
care and workplace collegiality (@stergaard 2015). Okello and Gilson, in a recent
systematic review that included studies with CHWSs, concluded that workplace
relationships and trust influence intrinsic motivation of health workers and thereby health
worker performance (Okello and Gilson 2015).

CHWSs’ intermediary position requires them to have trusting relationships with both their
communities and actors in the health sector (ERT1 2012; ERT2 2012; Mishra 2014).
Elements of CHW programme design such as support, accountability and communication
structures can influence relationships. When those structures do not function optimally,
CHWSs can face significant challenges in building trusting relationships with community
members and actors in the health sector, leading to demotivation (Kok et al. 2015b; Kok et
al. 2015c) and tensions as a result of trying to accommodate conflicting interests and
expectations (Give et al. 2015; Kok et al. 2015b; Kok et al. 2015c; Maes and Kalofonos
2013). Similarly, when contextual issues such as gender norms are ignored, relationships
may be undermined as well (Viswanathan et al. 2012).

Despite this evidence on factors influencing relationships, exact mechanisms that result in
trusting relationships remain understudied. This study aims to fill this gap by applying a
realist “lens”. Trusting relationships are taken as the “outcome”, which are the result of a
“mechanism” taking place in a certain “context”. Figure 8.1 shows the initial theory and
assumptions underpinning these links which were refined during the study. We present a
qualitative comparative study, aimed at understanding similarities and differences in how
relationships between CHWSs, communities and the health sector were shaped in different
settings. Apart from contributing to the body of knowledge on factors influencing CHW
performance, this analysis contributes to global and national efforts with regard to
optimizing CHW programmes and achieving universal health coverage.
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Impact: CHW Performance

3

CHW Motivation

Outcome: Trusting relationships

Community <«——» CHW <——» Health Sector

O O 6

Mechanisms
Fidelity
Competence
Honesty
Confidentiality
Global trust

Focus of this study

Intervention: CHW programmes and their support,
accountability and communication structures

Figure 8.1 Initial theory on trusting relationships and CHW motivation and
performance, including the focus of this study

8.2 The four country contexts

This study draws on research on CHW programmes in Ethiopia, Kenya, Malawi and
Mozambique (Mireku et al. 2014; Nyirenda et al. 2014; Sidat et al. 2014; Zerihun et al.
2014). We purposefully included four Sub-Saharan African countries with well-established
CHW programmes, but with variations in the typology of CHWs and extent of their
integration into the health system (Table 8.1). As context is critical in shaping CHWSs’
relationships with both communities and the health sector, we present an overview
featuring the CHW programme of each country.
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Table 8.1 Overview of CHW programmes in Ethiopia, Kenya, Malawi and Mozambique

population per
CHW

Programme Ethiopia Kenya Malawi Mozambique
features
Programme start 2004 2006 1992 1978, revitalized
since 2010
Number of CHWs 38,000 18,038 9,443 3,041
Name of CHW HEW CHW HSA APE
Focus General health, Disease prevention Community, family, | Child health,
focus on maternal, and control, family environmental diagnose and
neonatal and child health services and health, prevention treatment of
health hygiene and and control of malaria, diarrhoea,
environmental communicable chest infections
sanitation diseases
Promotive, Promotive, Promotive, Promotive,
preventive, basic preventive preventive, curative | preventive,
curative curative
Catchment 2,500 100 1,000 5,000

Gender CHW

Female (exception:

male in pastoralist
areas)

Female and male

Female and male

Female and male
(71% male)

incentives related
to a programme or
community level
income generating
activities

Selection criteria Secondary school Respected Primary school, > 18 years
Living in area of Literate now changing to Respected
service Role model secondary school Literate (basic
Willingness to literacy and
volunteer numeracy test)
Selected by District health Community Central government | Community with
office, kebele support of district
administrator and health directorate
sometimes
community
committee
Supervised by Health centre staff CHEWSs Senior HSAs and Health facility staff
and district health (assistant) and district health
office environmental directorate
health officers
Linked to HDA CHCs VHCs CHCs
community
structure
Initial training 1vyear 10 days 12 weeks 4 months
Salary Yes No, but sometimes Yes Yes, described as
(performance- subsidy and
based) monetary currently

depending upon
donor support
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Ethiopia

Ethiopia has a three tier decentralized health system with health posts at kebele level (the
smallest administrative unit), health centres and primary hospitals at district level. In
2004, the government introduced the Health Extension Programme (HEP), a free primary
health care package with four components: disease prevention and control; family health;
hygiene and environmental sanitation; and health education and communication. A
female cadre of salaried CHWs called health extension workers (HEWs) was introduced.
HEWSs are selected from the communities that they serve, are secondary school graduates
and receive a one-year training in basic health service delivery. They are supposed to work
for 25% of their time at health post level and 75% in the community (Admassie et al. 2009;
Dynes et al. 2013; Medhanyie et al. 2012b; Teklehaimanot and Teklehaimanot 2013). As
more than 80% of the Ethiopian population lives in rural areas, HEWs provide the first
point of care for many people. However, geographical access to health posts is not easy
everywhere and basic infrastructure and equipment in health posts is often lacking
(CNHDE 2011). The HEP aims to improve access and quality of primary health care through
the transfer of health knowledge and skills to households, via HEWs and community
volunteers, called the health development army (HDA). “Graduation” of model families
occurs after training in all components of the HEP and proven implementation at the
household level (Bilal et al. 2011; Teklehaimanot and Teklehaimanot 2013). However, due
to travel time between households and competing demands for family members’ time for
farming activities, the model family training is taking longer than anticipated (Banteyerga
2011). Some communities criticize the HEP for lacking curative services (Birhanu et al.
2013). Uptake of services delivered by HEWSs is constrained by cultural beliefs and
practices and low literacy (Medhanyie et al. 2012b). All HEWs are female, and it is believed
that this makes services well accepted (Birhanu et al. 2013).

Kenya

Kenya's health system is devolved, with primary health services falling within the county’s
responsibility (KPMG 2013). In 2006, a Community Health Strategy (CHS) was launched
and implementation took place with varying degrees of success in government-run
primary health services as well as through vertical programmes run by non-governmental
organizations (NGOs). Under the CHS, there are two government employed facility-based
community health extension workers (CHEWSs) supervising 50 voluntary CHWs for every
community unit of about 5,000 people. CHWs carry out promotive, preventive and some
curative tasks in disease prevention and control, family health and hygiene and
environmental sanitation. In addition, there are ten community health committee (CHC)
members per unit. CHWs are selected by the community and receive a training of several
weeks (MoH 2007; RoK 2006). Kenya is currently in the process of revising its CHS. There
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will be more CHEWs who will carry out promotive, preventive and curative tasks,
supported by fewer CHWs who will act as mobilisers, ensuring the linkage between
community and CHEWSs (DCHS 2013). CHEWSs, certificate holders in public health and
community nursing, are supposed to train CHWs. CHWSs report to and are supervised by
CHEWSs and the CHC, who are both linked to health facility committees (HFCs). The CHS
faces challenges of limited supplies and stock-outs (MOPHS 2010). CHWs are male and
female, male CHWs have been reported to drop-out more as a result of the voluntary
nature of the job and the societal norm of men being more responsible for family income
(Olang'o et al. 2010). In urban areas, CHWs (both female and male) are sometimes
constrained in client follow-up because of migration and security issues (Mireku et al.
2014).

Malawi

Malawi has a partly decentralized health system. There is a government paid cadre of
health surveillance assistants (HSAs), comprising 30% of the health workforce (Smith et al.
2014). HSAs are recruited by the central government, must have secondary school level
education and receive 12 weeks training (Nsona et al. 2012; Nyirenda et al. 2014). Once
employed, they are supposed to reside in their catchment area, working mainly in health
promotion and prevention for a population of about 1,000 (Gilroy et al. 2012). From 2008,
HSAs’ curative tasks have been expanded. HSAs working in hard-to-reach areas conduct
integrated community case management (iCCM) of childhood illnesses (Callaghan-Koru et
al. 2013; Fullerton et al. 2011; Nsona et al. 2012). HSAs are supervised by senior HSAs or
environmental health officers (Callaghan-Koru et al. 2013). They are attached to a hospital
or health centre, but supposed to spend most of their time in the community. HSAs are
supported by village health committees (VHCs), consisting of ten unpaid village
representatives elected by the community, and other volunteers, such as members from
HIV support groups (Kok and Muula 2013; Nyirenda et al. 2014). Major constraints to the
HSA programme have been identified as lack of coordination and inadequate resources for
supplies (Nyirenda et al. 2014). One study highlighted that community members, including
traditional leaders, expected hand-outs and allowances whenever they were called on to
participate in activities carried out by HSAs, which hindered programme performance
(Nyirenda and Flikke 2013). HSAs are male and female. Although general acceptance of
HSAs is high in communities (Kok and Muula 2013), socio-cultural challenges sometimes
interfere with HSAs’ work. For instance, a woman revealing that she is pregnant — for
purposes of follow-up by HSAs — is considered a taboo in some communities (Munthali
and Mvula 2009). However, no research has been conducted to find out whether this
taboo was hindering the work of male HSAs more than that of female HSAs.
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Mozambique

Mozambique gained independence in 1975 and adopted a health system that emphasized
primary health care through state-managed health care facilities (Pfeiffer 2003). Within
this system, the agentes polivalentes elementare (APE) National Programme was
established in 1978. Volunteers selected by communities were trained as APEs and
deployed in their communities of origin. However, the civil war (1976-1992) severely
hampered the APE programme (Garenne, Coninx, and Dupuy 1997). The APE programme
also faced challenges regarding supervision and support, which resulted in the
interruption of programme implementation in the mid-1990s (Succato et al. 1994). During
this period, different CHWs appeared with diverse designations and training curricula,
mainly implemented by NGOs. This resulted in a rapid increase of CHWs with wide
variations in their scope of work on “vertical programmes”, and this led to duplications of
activities and conflicting interventions (MoH 2010c). In response, the Ministry of Health
signed codes of conduct with donor agencies and NGOs (MoH 2000, 2005). From 2010,
coordinated efforts were put in place to revitalize the APE programme. APEs are trained
for four months and 80% of their time should be spend on promotion and 20% on curative
tasks (MoH 2010a). They serve a population between 500 and 2,000 (MoH 2010c). They
are given a subsidy defined by the government, but payment is dependent on donor
funding. APEs are supervised by staff from health facilities and the District Health
Directorate. APEs are required to perform regular home visits to community members,
instead of being stationary in health posts and are forbidden to charge fees for services
(MoH 2010b). Although the policy holds priority for communities to select female
volunteers, the majority of APEs is male. Large distances and irregularities in supervision
represent important barriers for APEs to perform adequately (Ndima et al. 2015).

8.3 Methodology

This study aimed to get an indication of “what works, in which conditions, for whom”
(Pawson 2006), as input into the development of quality improvement interventions
within the CHW programmes of four countries. In addition, the study aimed to specify the
initial theory (Figure 8.1). A realist lens was chosen, as realist approaches test theories on
complex interventions and stress the importance of interactions and context. The success
of an intervention depends on the individuals, interpersonal relationships, institutions and
infrastructures through which and in which the intervention is delivered (Marchal et al.
2012). When applying a realist approach, a picture is built up on how various
combinations of contexts influence the outcomes of an intervention. The “how” is
represented by identified mechanisms, which are the recourses that interventions offer to
enable their subjects to make them work, more specifically the process of how relevant
actors interpret and act upon the intervention stratagem (Pawson and Tilley 1997). Where
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possible, outcomes (in this case relationships), their underlying generative mechanisms

(M) and the context (C) in which these mechanisms led to the outcomes (0), named CMO

configurations, were identified (Pawson et al. 2004). Figure 8.2 contains an overview of

the research and methodology deployed: from defining an initial theory, to four country

case studies, to the inter-country analysis, to refining the theory and inputting into the

development of quality improvement interventions.

Development of
quality improvement
interventions

trusting relationships
result in motivation and

performance, and are

influenced by various

2

Literature review

Synthesis

Theory development on
relationships between
CHWs, communities and
health sector to improve
CHW performance

L

Inter-country analysis

Comparative analysis
with realist lens, focus on
mechanisms leading to
trusting relationships in
certain contexts

4 country
studies on factors
influencing CHW
performance, with specific
focus on relationships

Qualitative research
incl. SSIs and FGDs

|

Country analyses

Qualitative data analysis
using a framework
approach

Figure 8.2 Overview of the research and used methodology
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Country studies

We used a conceptual framework on factors influencing performance of CHWs as the basis
for our wider enquiry (Kok et al. 2014; Kok et al. 2015a). All country studies used this
framework to develop topic guides for focus group discussions (FGDs) and semi-structured
interviews (SSls) with purposefully sampled CHWs, their supervisors and managers and
various community members (Table 8.2). All studies focused on perspectives of
participants on factors influencing CHW performance, and specifically factors influencing
relationships between CHWSs and actors in communities and the health sector.
Participants also gave their perspectives on the strength of those relationships.

Table 8.2 Overview of FGDs and SSIs conducted per country

| Ethiopia | Kenya | malawi Mozambique
CHWs
FGDs | HEWs-6 CHWs - 6 HSAs - 3
SSls HEWs - 12 HSAs - 8 APEs - 18
CHW supervisors, managers
SSls Kebele administrators | CHEWSs - 16 District level staff - | Health facility
-3 Sub-county health 13 supervisors - 3
Health centre in management team members - Health centre in District supervisors -
charges - 3 3 charges - 2 2
Delivery case team Facility in-charges - 4 NGO staff - 9
leaders - 3 National level policy makers - 4
HEP coordinators - 3
Regional HEP
coordinator - 1
Zonal HEP
coordinator - 1
Community members
FGDs | Women -6 Community members - 4 Women - 7 Mothers - 8
Men -2 Volunteers - 6
SSls Mothers - 12 Community members - 10 Mothers - 1 Community leaders -
TBAs - 6 TBAs - 6 6
Traditional leaders
-3
Volunteers - 2

Country specific topic guides were translated into the local languages and back-translated
for consistency. They were all piloted and adjustments were made as needed. Data
collection was conducted by trained research teams with experience in data collection
within the local context. Data was collected in a number of districts per country (six in
Ethiopia, two in Kenya, Malawi and Mozambique). Daily debriefing sessions with data
collectors were held to discuss key findings, refine lines of enquiry and summarize
observations. FGDs and interviews were digitally recorded, transcribed and, where
needed, translated into English or Portuguese (Mozambique). A sample of transcripts was
randomly checked against recordings. Transcripts were independently read in pairs by a
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group of researchers to identify key themes and develop a coding framework. The coding
framework was based on our initial common framework on CHW performance and new
themes were added where needed, following the country data (Dixon-Woods 2011).
Transcripts were coded using Nvivo (v.10) software. The coded transcripts were further
analysed and summarized in narratives for each theme. Study findings were validated with
policy makers and programme implementers in all counties.

Inter-country analysis

We conducted a qualitative comparative analysis of the four country case studies (Yin
2013). We developed a robust process to conduct this analysis, building on common
methods and protocol. During the analysis process in the respective countries, we had
joint meetings with researchers from the four countries and researchers from the United
Kingdom and Netherlands involved in designing the research. We also had joint meetings
where researchers from all four countries were represented. This brought in different
perspectives to the analysis within and between countries. Exchange visits to see
implementation of CHW programmes in Ethiopia and Mozambique enabled researchers
from all four contexts to discuss issues of similarity and difference and their implications.
Country matrices containing detailed information on all factors related to relationships
between CHWSs, communities and the health sector were developed. This process
included inductive thematic analysis and open coding (Ritchie and Spencer 2002). Main
themes were identified and narratives were written on the identified CMO configurations.

Ethical approval

The generic study protocol was approved by the Royal Tropical Institute Ethical Review
Committee in the Netherlands. Country specific research protocols were approved by the
South Nation Nationalities and Peoples Region Health Bureau Research and Technology
Transfer Core Process of South Ethiopia in Ethiopia; the Kenya Medical Research Institute
Ethics and Review Committee in Kenya; the National Health Sciences Research Committee
in Malawi; and the Institutional Review Joint-Board of the Faculty of Medicine of the
University Eduardo Mondlane and Maputo Central Hospital in Mozambique.

8.4 Results

Various CMO configurations were identified. First, we focus on mechanisms and contexts
that influenced (either positively or negatively) CHWSs’ relationships with their
communities. Then mechanisms and contexts that influenced CHWSs’ relationships with
actors in the health sector are presented.
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Relationships between CHWs and communities

CHWSs’ relationships with their communities were shaped by a variety of factors related to
broader and programme context. Specific contexts and related mechanisms that resulted
in strong or weak relationships between CHWSs and their communities were identified.
These CMO configurations were categorized according to main themes within the
programme context that emerged in the four countries: the way in which CHWs were
recruited and selected; the extent to which the community was supportive of the
programme; the tasks that CHWs were performing or supposed to perform; and resources
(Table 8.3).

Recruitment and selection

In Ethiopia, Kenya and Mozambique, respondents reported that the way in which CHWs
were recruited and selected eased establishment of trusting relationships between CHWs
and communities. In these countries, the policy assured that CHWs served in their areas of
origin. In Kenya and Mozambique, CHWs were selected with involvement of health sector
representatives and community members.

“They [the community] are satisfied with the quality of the CHWSs, because when
we were recruiting the CHWs we did it in a baraza™. And we had all the
community members in the baraza, and they are the ones who chose the people
to work with them.” (Kenya, interview, CHEW)

From the perspective of the community, attributes such as humility, respect,
responsibility, love for neighbours, dedication, and listening to the community emerged as
central criteria for eligibility in Kenya and Mozambique. These important attributes were
felt to be satisfied, because the CHWs served in their community of origin and were
selected by that community.

“I think an APE should be a humble person, should not be a proud person, because
when he is proud he doesn’t know how to respect the community and will not
listen to the community... When the flu goes up while it is night, | must go to see
the sick people, that is why | have a flashlight so as not to say ‘until tomorrow

because I've left now’... Someone who is proud can say ‘I do not work at night.
(Mozambique, interview, APE)

' Community meeting organized by the local administrative officer: chief or sub-chief.
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Table 8.3 Factors influencing CHWs' relationships with their communities

health are constrained

CHWs and supplies to conduct the
expanded tasks are available

respect for and recognition of
CHWs and CHWs have
increased feelings of self-
fulfilment

Broader context Programme context Mechanism Outcome
“In a context where...” “and...,” “ leading
to...”

Recruitment and selection
Community participation CHWs are recruited from their Communities and CHWs feel +
is promoted by the area of origin and/or selected with | connected to and familiar
government involvement of the community, with each other and

and thus share the same socio- communities feel that the

cultural attributes as their clients CHWs serve in their interest
Men and women have Female CHWs are recruited Women in the community +
clearly separated gender and CHWs feel free to discuss
roles and responsibilities reproductive health issues
in (reproductive) health with each other
care
HIV is stigmatized CHW are recruited from their area Communities fear lack of -

of origin, live in their area of confidentiality of CHWs

service and provide HIV services
Community support
There is a history and Volunteering is an official element CHWs and volunteers feel +
value of volunteerism of the CHW programme connected and that they

serve the same goals through
their teamwork

There is a history and Traditional leaders are involved in Communities have more +
value of traditional the CHW programme respect for and credibility
leadership towards CHWs
People live in poverty Incentives for volunteers are paid Volunteers are jealous and -

irregularly and differ between see CHWs as dishonest

programmes
CHW tasks
Human resources for Curative tasks have been shifted to | Communities have enhanced +

Curative tasks have been shifted to
CHWs and supplies to conduct the

expanded tasks are lacking and/or

roles and responsibilities of CHWs

are unclear to communities

CHWs feel stressed because
of being unable to fulfil
communities’ expectations
and communities feel
disappointed and/or
confused

Multiple vertical
development
programmes exist next to
each other

Various types of CHWs with
different tasks work in the same
communities

Communities feel
disappointed and/or
confused

Health managers lead
from a political
perspective

CHW supervisors are involved in
local politics, expecting CHWs to
play a role in politics as well

Communities see CHWs as
dishonest and not serving in
their interest

Resources

Resources are constrained

CHWs lack supplies to conduct
their tasks

Communities feel
disappointed and/or doubt
about CHWs’ competence
and/or see CHWs as
dishonest

+ means trusting relationships between CHWs and their communities; - means weak relationships
between CHWs and their communities.
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Respondents reported that as a result, communities and CHWs felt connected with each
other, and that communities thought that the CHWSs serve in their interest, which
enhanced trust from the community towards the CHW. Thus, the following CMO
configuration was developed (row 1 of Table 8.3):

“In a context where community participation is promoted by the government and CHWs
are recruited from their area of origin and/or selected with involvement of the
community, and thus share the same socio-cultural attributes as their clients,
communities and CHWs feel connected to and familiar with each other and communities
feel that the CHWs serve in their interest, leading to trusting relationships between CHWs
and their communities”.

In Ethiopia, community members reported that HEWs being female was important to
them, as they prefer to discuss reproductive health issues amongst women. In this case,
the government’s recruitment policy reflected gender norms in society. In Kenya, CHWs
were more often female than male. Managers and CHEWSs reported that this was because
of the voluntary nature of the job. One CHEW stated that male CHWs sometimes had
problems communicating about reproductive health issues with young females in the
community. Despite this, a manager advocated to involve more male CHWs, in order to
involve more men in community health.

CHWs felt they had a privileged social intermediary position in their communities,
particularly in Mozambique and Ethiopia. This constituted an important factor in fostering
trusting relationships with their communities, as CHWs felt connected and answerable to
them. APEs in Mozambique acknowledged existence of community habits and customs
that may be hazardous to health, but did not consider them a hindrance to their work,
because they shared the same social and cultural context and found ways to address them
taking into account this context. However, the embedment of CHWs in their communities
sometimes raised concerns for community members about how they will be treated and
judged and whether their confidentiality would be maintained. This was reported by some
community members regarding the role of CHWs in HIV programmes in Kenya and
Mozambique.

In Malawi, unlike the other three contexts, HSAs were not selected by the community and
in many cases did not live and work in their area of origin. However, it was found that
HSAs who did not come from the area of service, but who lived there or spent the majority
of their time in the community, were more respected and had better relationships with
the community compared to HSAs who lived elsewhere and spent a lot of time in facilities.
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Community support

Community support to CHWSs varied in extent and form in all countries. Support came
from community members (of which some were volunteers), traditional leaders,
traditional birth attendants (TBAs), schools, women groups or churches and mostly
involved assisting CHWs in conducting promotional and preventive tasks. This support was
sometimes reported to foster trusting relationships, as teamwork triggered a sense of
collaboration and working on the same goals. Community structures that facilitated
support were health development armies (HDAs) in Ethiopia, CHCs in Kenya and
Mozambique and VHCs in Malawi. Although these structures are all part of the national
policies, at the time of conducting this research, only the HDAs in Ethiopia were
strengthened as an explicit choice of the government to enhance community participation
and facilitate the work of HEWs.

“We used to go home-to-home, but it was difficult for us to cover the whole
community. We didn’t have enough time to counsel a family and get them
convinced. After the introduction of one-to-five networking [part of the HDA], this
problem got solved.” (Ethiopia, interview, HEW)

In Malawi, VHCs were not always active and if they were, support was more ad hoc, for
example, members became active when campaigns were conducted. Various respondents
pointed to mistrust between volunteers and HSAs when it comes to (financial) incentives
and lack of incentives resulted in volunteer attrition.

“.. After they [the volunteers] were trained and started implementing their
activities there are no refresher trainings ... as a result most groups died a natural
death. If maybe there were twenty people you find that only five people are
working and the rest dropped out because there is nothing to motivate them.”
(Malawi, interview, senior HSA)

Volunteers were sometimes jealous of other volunteers and HSAs because they thought
they received more incentives. Some volunteers thought HSAs were dishonest, keeping
incentives for themselves instead of distributing them to volunteers.

Despite mistrust between HSAs and volunteers in some areas, other HSAs reported that
volunteers helped them with tempering expectations of the communities, for example in
the case of drug stock-outs. In Mozambique, this went further: some communities
reported giving their APE money for transportation to the health facility to pick up drugs,
knowing the APE could not fund the transport, because of delays in the receipt of
subsidies. Thus, the community filled a gap in the health system. This can be seen as a
result of the trusting relationships between APEs and their communities.
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“..We saw that as there is a delay in their salary of three months, this subsidy
comes when they no longer have anything. Sometimes the population takes effort
to fetch the medicine; the transport needs money. She is also a peasant. It is the
people who saw the suffering. She didn’t say anything or complain.”
(Mozambique, interview, community leader)

In all countries and from various types of respondents, the involvement of traditional
leaders was said to foster CHWSs’ relationships with the community, through enhanced
community respect and credibility towards CHWs.

Community engagement in monitoring CHWs was reported in Ethiopia, Kenya and
Mozambique, and to a more limited extent in Malawi. In all countries, community
accountability structures in the form of health facility committees (HFCs) were available,
but a specific community structure aligned with the CHW programme was only found in
Kenya in the form of the CHC.

“...The CHC also has to report to the CHEW on our progress, and when we have
the baraza the community is asked if indeed we visit them.” (Kenya, FGD, CHWs)

However, in most areas included in the Kenyan study, community involvement in
monitoring and feedback was not strong. CHC meetings were reported to be held
infrequently and were dependent on donor support. In some areas, CHCs were no longer
functional or never received training and were thus not aware of their role and not
empowered to provide feedback. The role of the CHC in monitoring CHW performance
was reported to be stronger in rural than urban areas.

In Mozambique, it was also not clear whether the community felt empowered to give
APEs feedback. APEs reported that they did not receive complaints from the community;
they just got requests to provide more services. This led them to assume that the quality
of the care they provided was considered good.

Our analysis process across the four country contexts was not able to relate weak
community accountability structures to constrained relationships between CHWSs and
communities.

CHW tasks

The expansion of CHWSs’ curative tasks increased community respect for and recognition
of CHWs and led to higher levels of self-fulfiiment of CHWs, which fostered relationship
between CHWs and their communities. Relationships were sometimes constrained by
expectations from the side of the community that could not be met by the CHWs. In all
countries, especially in Mozambique, communities expected more curative services from
CHWs than that they were able or allowed to deliver. This led CHWs to feel stressed and in
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certain cases in Malawi, in CHWs' reluctance to stay in the community, due to criticism or
inability to fulfil community expectations.

In Kenya and Malawi, different tasks that CHWs conducted for vertical programmes
sometimes led to confusion at community level and expectations of communities that
could not be met by CHWs, leading to constrained relationships. In Ethiopia, some HEWs
reported that competing programmes and expectations from the senior cadres led to
changes in their planned activities, leading to mistrust from communities.

“.. The communication between the kebele administrator and this health centre is
weak, because they are using HEWs for other purposes, they use them for agriculture,
for political purpose. If we would work together with the kebele administrator we
could identify the gap that the HEW has and help her improve...” (Ethiopia, interview,
health centre head)

Resources

CHWs in all four countries had to deal with insufficient supplies and logistics. This led to
difficulties in daily performance of tasks, but also in community relationships. In Kenya,
CHEWSs reported that a sense of mistrust was created by the belief held by some
community members that the CHWs were withholding what should rightfully belong to
the community. The community had been informed about what the CHWs would provide,
but since the CHWs had not been provided with kits, they were unable to fulfil all the roles
the community expected.

“We had a baraza before the community strategy, and we told them all those
things that the CHWs will be doing for them, but due to lack of equipment and
finance, they see the CHWs not doing all that they should be doing. So they keep
asking: ‘When will you start treating us?’ That tells you that they expect more
from the CHWs.” (Kenya, interview, CHEW)

In Ethiopia, HEWs who lacked supplies or equipment to conduct reproductive health tasks
were sometimes seen as incompetent by people in the community.

Relationships between CHWs and the health sector

CHWSs’ relationships with actors in the health sector were shaped by a variety of factors,
again related to the broader and programme context. CMO configurations were
categorized according to main themes within the programme context that emerged:
whether CHWs were backed by professional support; the nature and functionality of CHW
supervision; the way incentives, including training, were organized and played out; and
issues related to health facilities (Table 8.4).
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Table 8.4 Factors influencing CHWSs’ relationships with the health sector

constrained

accompanied households visits

their supervisors

Broader context Programme context Mechanism Outcome
“In a context “and...,” “leading
where...” to...”
Professional support
Human resources for Tasks have been shifted to CHWs and CHWs and health +
health are programmes have clear professional professional feel
constrained support structures for CHWs connected and that they
serve the same goals
through their teamwork

Tasks have been shifted to CHWs, but the CHWs feel disrespected -

roles and responsibilities of CHWs are by health professionals

unclear to health professionals and/or clear | and health professionals

professional support structures for CHWs doubt about CHWs’

are lacking competence
Supervision
Resources are Supervision is conducted irregularly with an | CHWs feel not supported | -
constrained emphasis on records and/or supervisors by their supervisors

lack training and/or supervisors have

competing priorities due to high workloads
Resources are not Supervision is conducted through CHWs feel supported by +

There are large socio-
economic differences
between groups in
the population

The socio-economic distance between
CHWs and supervisors is large, as they
come from different backgrounds

CHWs feel disconnected
from and not familiar
with their supervisors

There is a socio-
cultural norm of
respect towards
elderly

Younger supervisors supervise older CHWs

CHWs disrespect their
supervisors

Incentives, including training

Multiple vertical
development
programmes exist
next to each other
and people live in
poverty

Various types of CHWs with different tasks
and differences in incentives work in the
same communities and/or there is donor
dependency regarding incentives and/or
training attendance is related to financial
incentives, but criteria for selection of
training attendance are unclear

CHWs feel treated unfair
and see the upper level
as dishonest

CHWSs’ connection with

health facilities

Resources are
constrained

Referral systems lack effective reporting
procedures and feedback loops

There is hindered
communication between
CHWs and health
workers at health
facilities

Facility health services and related
transport systems are not of optimal
quality or available

CHWs have no
confidence in the referral
services

+ means trusting relationships between CHWs and actors in the health sector; - means weak relationships
between CHWs and actors in the health sector.
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Professional support

CHW programmes in all four countries had formalized support systems, including
supervision and training (see below). In Ethiopia, Kenya and Mozambique, CHWs received
practical support from health professionals, which was important to enhance their
competencies and made them feel part of a team working on the same goals, which
fostered relationships. The same was reported in Malawi, although some HSAs reported
disrespect and accusations of incompetence from other health workers as a result of the
lack of clarity regarding CHW roles. This led to lack of trust of HSAs towards the “upper
level”, demotivation and less recognition of CHWs by communities. In this case, weak
relationships between CHWs and actors in the health sector led to weak relationships
between CHWs and their communities, because unsupported CHWs were less recognized
by the community. The “knock-on effects” of relationships between CHWs and actors in
the health sector on relationships between CHWSs and their communities are presented in
Table 8.5.

Supervision

In all countries, supervision was found to be irregular, fault-finding in nature, with an
overemphasis on checking of records and a lack of supportive and problem-solving
approaches and feedback. On the whole, CHWs felt unsupported by the upper level, which
constrained relationships.

“If you have done well, they should tell you that you have done well and if you did
not do well they should also tell you that you did not do well. That is motivating,
and not that they should just be telling you about areas which you have not done
well, that is not good.” (Malawi, FGD, HSAs)

Only in Kenya, CHEWs reported to conduct supervision through monthly meetings and
joining CHWs while carrying out household visits, which did include problem solving.

“I go visit the households with them. Sometimes | just call a CHW, and | tell them |
just want to visit, then we go visit those people in those households, to see if they
are satisfied with the services the CHWs are providing, to see if they are satisfied
with the way they are treated at the facility level. That is how | supervise them.”
(Kenya, interview, CHEW)

One CHEW described using supervision as a time to act as an arbitrator between the
community and the CHW if there is a poor relationship between them.

CHWs in Ethiopia and Kenya indicated that supervision contributed to their credibility:
they thought that the community liked to see them being supervised. In Malawi and
Mozambique, this was confirmed by community members saying that visible support from
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supervisors towards CHWSs and good relationships between them were important for
quality assurance (Table 8.5). In Ethiopia, HEW supervisors lacked knowledge on the HEP
and therefore had problems in building capacity of HEWs. In Kenya, supervisors were
reported to have high workloads and insufficient training and knowledge on guidelines.
The double role as facility-based staff and supervisor of CHWs at community level was
hindering relationship building between supervisors and CHWs in Kenya and Mozambique.

“..CHEWs find a lot of challenges because they are now torn into two. They
attend to the community and to the facility as well.” (Kenya, interview, CHEW)

In Kenya, relationships between CHWs and supervisors were sometimes problematic: in
some cases, older CHWs were reported to refuse to listen to feedback from younger
CHEWSs. HSAs in Malawi wished to be supervised more frequently and pledged for
supervisors to better understand the circumstances in which they operated. Some HSAs
were mistrusting their supervisors, feeling disconnected because of the different worlds
supervisors and HSAs came from, lived in, and had to cope with.

In all countries, data reporting systems were available and CHWs reported to upper levels
through the use of standardized data collection tools. However, regular performance
appraisals based on checklists to measure performance was not conducted. The reporting
system seemed more geared towards upward accountability (to senior management) than
downward accountability (back to the CHWs and communities).

“The boss comes back, reviews the book and begins to write, but | do not know
what he is writing, and then he doesn’t tell me anything.” (Mozambique,
interview, APE)

Kenya was the only country were in some areas, data came back to the CHWs and
community, during dialogue days. However, generally the systems lacked a proper
feedback loop from central to more distal levels and to CHWs, leading to demotivation of
CHWs.

Incentives and training

Remuneration of CHWs differed across countries, with government salaries for CHWs in
Ethiopia and Malawi and more irregular stipends or subsidies for CHWs in Kenya and
Mozambique.

In Mozambique, APEs expressed their discontentment regarding the substantially delayed
arrival of promised subsidies and other incentives. The issue of subsidy payment backlog
was also mentioned by health managers as a difficulty which can lead to APEs providing a
low quality of service or dropping out, and hindering relationships between supervisors
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and APEs. Sometimes, supervisors were not comfortable asking CHWs about performance,
knowing that APEs are receiving delayed subsidies and as a result are demotivated.

“We have had trouble — | and the APEs — regarding the allowances that take too
long for them... | stimulate them to continue a little longer, but the subsidy does
not enter at the scheduled date... | must go to them and say that the subsidies for
August fall in mid-September. But then no subsidy came out, and when it came, it
was for two months, while you have six months of debt. It would be great if we
could overcome this difficulty, not only for them but also for me as a supervisor.”
(Mozambique, interview, manager)

Refresher training could establish working relationships between CHWs and other health
workers and enhance respect from other health workers towards CHWs because of
upgraded knowledge. However, in Ethiopia, official trainings for upgrading were a source
of disappointment for many HEWs. The selection process was not clear, the entrance
exams considered too difficult and promotion after attending the training was not
guaranteed. Within the refresher trainings, health facility staff was not willing to let HEWs
practice on conducting deliveries. In Malawi and Kenya, there was no refresher training
for CHWSs, although NGOs invited CHWs for specific trainings related to vertical
programmes. In Malawi, NGO-led trainings generally were a source of mistrust,
demotivation and dissatisfaction, because of perceived favouritism in selection of training
participants, leading to jealously between HSAs and feelings of unfairness, as trainings
were related to extra financial incentives. In some cases, this led to deliberate
underperformance, where HSAs refused to conduct certain tasks when they had not been
invited to trainings related to those tasks.

“It’s not like the other HSA doesn’t have the right information on the job, but
because his colleague HSA went for training and signed for it [got paid]; it is very
hard for the other person who did not sign for it to work willingly.” (Malawi, FGD,
HSAs)

In general, financial incentives were a source of mistrust between volunteers, HSAs and
their supervisors and managers at the district level.

CHWs’ connection with health facilities

Referral systems lacking effective reporting procedures, including feedback systems,
resulted in hindered communication between CHWs and health facility staff in all four
countries. In Kenya though, some CHWs reported to receive feedback after referral, which
motivated them in their work.

In Ethiopia, Kenya and Malawi, unreliable quality and costs at health centre or hospital
level sometimes resulted in a lack of trust and constrained relationships between CHWs
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and other health workers and between clients and CHWs. As CHWs have a position in
between health facilities and communities, they were sometimes held responsible by
community members for problems related to the facility level. Again, relationships of
CHWSs with the upper level had a direct influence on CHWSs' relationships with
communities (Table 8.5). In Kenya and Mozambique, clients expected transport or a
preferential treatment when referred by a CHW, which was not always fulfilled. When it

was fulfilled, this led to satisfaction of the clients and motivation of CHWs.

Table 8.5 The influence of workplace trust on relationships between CHWs and communities

not
constrained

supervision is conducted
through accompanied
households visits

supported by their
supervisors

more respect for and
credibility towards
CHWs

Broader Programme context Mechanism 1 (CHWs | Mechanism 2 (CHWs — Outcome
context “and...,” — actors in health communities) “leading
“In a context sector) “and...,” to...”
where...”
Human Tasks have been shifted to CHW:s feel CHWs receive lower -
resources for CHWs, but the roles and disrespected by recognition by the
health are responsibilities of CHWs are health professionals community and feel
constrained unclear to health and health less valued

professionals and/or clear professionals doubt

professional support about CHWs’

structures for CHWs are competence

lacking
Resources are | Regular and visible CHW:s feel Communities have +

Resources are
constrained

Facility health services and
related transport systems
are not of optimal quality or

CHWs have no
confidence in the
referral services

Communities have no
confidence in the
referral services and in

available CHWs as they link
communities towards

these referral services

+ means trusting relationships between CHWs and actors in the health sector, and thereby trusting relationships
between CHWs and communities; - means weak relationships between CHWSs and actors in the health sector,
and thereby weak relationships between CHWs and communities.

8.5 Discussion

This study reaffirms the importance of trusting relationships for CHWs, positioned as
intermediaries between communities and the health sector, as a determinant of
performance. The findings demonstrate the complex interplay of influences on CHWs’
relationships with their communities and actors in the health sector. Certain programme
elements could trigger a change in the behaviour and experiences of any of the actors
involved (CHW, community or health sector), resulting in either constrained or trusting
relationships.

Figure 8.3 shows a summary of the contextual factors and mechanisms influencing
relationships between CHWs, communities and the health sector. Our analysis reveals that
the circumstances seem more conducive to producing enablers of trusting relationships
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between CHWs and communities, and relatively more barriers to relationships between
CHWs and the health sector. In addition, in certain cases the strength of relationships
between CHWSs and their supervisors or managers had a knock-on effect on the strength
of CHWs’ relationships with their communities. The influence of workplace trust' on
relationships between health workers and their clients has been identified before (Gilson
2006; Gilson et al. 2005). In our study, it was mostly a negative influence. Despite the fact
that CHWs have a unique intermediary position, the converse (the impact of CHWSs’
relationships with their communities on relationships with actors in the health sector) was
not borne out in our study. This may represent an imbalance in power and accountability:
compared to that of the health sector, the voice of communities is limited, with
implications for ownership and responsiveness of CHW programmes. When we see health
systems as social institutions, the ways of bringing about change in health systems go
beyond altering the “hardware” — finance, medical products, information systems, levels
and types of human resources, forms of services delivery and governance — to recognize
that systems encompass people at both the supply and demand side. The “software” — the
ideas and interests, values and norms, relationships and power — is also part of the health
system and critical for its performance (Sheikh et al. 2014a; Sheikh et al. 2011). Our study
confirms this. For example, in Kenya and Mozambique, mobile communication between
CHWs and their supervisors was hindered by lack of airtime, but CHWs did not stress this
as a profound factor hindering relationships. Other factors, related to feeling supported
and valued through supervision and training and receiving recognition from the
community were discussed much more, indicating the importance of shared values, trust,
appreciation and respect. For a health system to be truly people-centred, relationships of
health sector actors with communities should be strong. CHWs play a large role in linking
both sides and have the potential to improve health systems.

The study provides insight into how programmes could be furnished to trigger
mechanisms that could lead to improved relationships and in turn improved CHW
motivation and performance in certain settings. The CMO configurations presented in
Table 8.3-8.5 can be used for this purpose by policy makers and programme managers. For
example, in all countries, the set-up of the supervision system could be adjusted, with
improved support and problem-solving approaches (Hill et al. 2014), to contribute to
improved relationships between CHWs and supervisors, with positive implications for
community relationships too. The same was found in a recent study involving auxiliary
nurses in Guatemala, in which the nature of relationships that supported auxiliary nurses’
performance were related to attention to psycho-social well-being, understanding of
needs and responsive assistance in problem resolution between nurses and managers

2 In Kenya and Mozambique, where CHWs are volunteers, the term “workplace trust’ might be not suitable,
however, official supervision and support systems are in place.
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(Hernandez et al. 2014). With regard to CHW training, a more integrated package (instead
of multiple vertical training programmes) (Redick, Dini, and Long 2014) that includes
professionalism, confidentiality and community roles could also strengthen CHWS’
relationships with both communities and the health sector. Visible support from and
supervision by health professionals can increase community recognition of and trust in
CHWSs (Glenton et al. 2013), in addition, quality of facility services linked to CHW
programmes can also positively influence trust of communities in CHWs.

The influence of context on CHW and programme performance has been assessed in other
studies (Kok et al. 2015a; Palazuelos et al. 2013). Besides similarities on how programme
and broader contextual factors influenced relationships across the four countries,
differences also emerged. In Malawi, HSAs are recruited and selected without community
involvement, and they often do not serve in their area of origin. As a result, our study
found that HSAs had weaker relationships with their communities than for example CHWs
and APEs in Kenya and Mozambique, which led to lower perceived performance by the
community. In Malawi, HSAs are salaried workers and officially part of the health sector,
which is not the case in Kenya and Mozambique. However, the HEP in Ethiopia shows that
integrated and salaried CHWSs could still have trusting relationships with communities,
when support systems with voluntary CHWs are a strong part of the programme. The
preferred gender of CHWs was female in Ethiopia, related to their tasks in reproductive
health. In Kenya, the gender preferences seemed to be mixed. In Mozambique, unrealistic
expectations from the community regarding curative tasks of APEs was more profound
than in the other countries (Give et al. 2015). This could be a result of health facilities
being less accessible: Mozambique has the largest catchment population per CHW, while
the country has a challenging topography. Expansion of the “shifting” of curative tasks to
CHWs necessitates improved training, supervision and incentives (Fulton et al. 2011), and
thus a better integration of CHWs in the health system. This requires sustainable
resources and political will, but it could also require a transition in thinking of CHW
programmes from being voluntary into being more formalized in nature. HEWs in Ethiopia
are trained for a duration of one year, a long period compared to the duration of CHW
training in the other countries. The question is, does this result in a better ability to
establish trusting relationships, and a higher motivation and performance in the long
term? Although not explicitly found in our study, trust from the side of the community
could be enhanced by the idea that CHWs are competent and thus well-trained. The fact
that expansion of curative tasks increased recognition from the community and feelings of
self-fulfilment of the CHW, points into this direction. However, as shown in Figure 8.3,
many other factors are also important in stimulating relationships to grow.

Strong relationships require trust (hence the use of the term “trusting relationships”).
People need to invest time and effort into the relationship and must trust each other
(Paillé, Grima, and Dufour 2015). Factors that influence levels of trust, such as
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organizational support, feedback mechanisms and reward systems (Albrecht and
Travaglione 2003; Nyhan 2000), have been identified by our study. The added value of our
study is that it contains a holistic view, as CHWSs’ relationships with two sides, the
communities and the health sector, were analysed. The dimensions of trust as presented
by Hall et al. (2001), which include fidelity, competence, honesty, confidentiality and
global trust were confirmed to be important with regard to CHWSs’ relationships with the
community and health sector. Fidelity includes respect, agency, loyalty, caring and
avoiding conflict of interest: attributes that were found to be important during selection
of CHWs by community members. Connectedness, familiarity, serving the same goals,
fairness and recognition were other dimensions of trust that emerged from our study.

Downwards accountability — from health sector towards community, was found to be
weak in all countries, although the Kenyan CHW programme included most structures
providing opportunities for information and feedback on CHW or programme
performance. Community accountability is believed to enhance health systems’
performance, but evidence is scarce (Molyneux et al. 2012). The finding that community
accountability was limited, coupled with the observation that respondents did not bring
up the correlation between the functioning of community accountability structures and
trusting relationships, stresses the need for further research and action. Strengthening
(existing) community accountability structures and linking them to health sector
accountability structures is likely to have positive effects on relationships of CHWs with
both communities and actors in the health sector (Lunsford et al. 2015).

It is challenging to compare CHW programmes in different countries with each other, as
programmes have different set-ups and are situated in different socio-economic and
cultural contexts. This large variance in context at the same time underpins the unique
contribution of our study: it assists in identifying similarities and differences in contextual
factors that shaped relationships between CHWs, communities and the health sector in
different settings. This information is useful for CHW policy and programme development,
but it should be taken into account that there are many different types of CHWs around
the globe and that communities too are not homogenous, but diverse and evolving. We
would like to be clear about the limitation attached to the chosen realist lens in data
analysis and presentation. This study does not contain a full realist evaluation, but
elements of a realist evaluation were used during the analysis of qualitative data from four
countries. In addition, we stress the point made by Pawson that no realist study will ever
be able to present a full picture of the context (Pawson et al. 2004). This applies to our
study even more, as data were derived from a broader study on factors influencing
performance of CHWs in the four countries, in which trusting relationships were found to
be essential in enhancing CHW motivation and performance. Therefore, we do not claim
to have a complete overview of all possible factors that shape relationships between
CHWSs, communities and actors in the health sector.
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8.6 Conclusions and recommendations

This study demonstrates a complex interplay of influences on CHWs' relationships with
their communities and actors in the health sector. In order to increase CHW motivation
and performance, relationships between these actors need to be strong. Policy makers
and programme managers should take into account broader and programme contexts, in
order to trigger mechanisms that could generate trusting relationships. As outlined in the
methods section and Figure 8.2, this study was partly conducted to input into the
development of quality improvement interventions for the CHW programmes in Ethiopia,
Kenya, Malawi and Mozambique. Currently, in the implementation districts of all
countries, context-specific interventions that strengthen support structures from the side
of the community and introduce supportive supervision of CHWs from the side of the
health sector are being set up. These strategies aim to enhance trust and strengthen
relationships between CHWs, communities and the health sector, which is needed to
enable CHWs to respond to the opportunities offered by their unique intermediary
position and promote universal health coverage.
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PART 3 — Reflections







CHAPTER 9. Discussion and conclusions

Community health workers (CHWs) have a unique intermediary position between
communities and the health sector. They form an essential group of health workers in
many low- and middle-income countries (LMICs), delivering promotive, preventive and
(limited) curative health services. CHWs have been shown to contribute to improved
health of rural and poor communities (Lewin et al. 2010). There has been a renewed
interest in CHW programmes in recent years. It is of importance, therefore, to examine
how the performance of CHWSs could be improved, taking into consideration that CHWs
only receive basic training on a — mostly expanding — package of tasks, but continuously
face limited resources and other challenges of the health system and community contexts
in which they work. According to the definition of performance used in this thesis, a well-
performing CHW would work in ways that are responsive, fair and efficient to achieve the
best health outcomes possible, given the available resources and circumstances (WHO
2006). CHW performance comprises the following characteristics: self-esteem, motivation,
attitudes, competencies, guideline adherence, job satisfaction, and capacity to facilitate
community agency (ERT2 2012). The sum of these different characteristics yields CHW
performance, showing that CHW performance is a social process and has multiple
influencing factors.

This Chapter discusses the main findings of this thesis according to the study questions
defined in Chapter 3, which is followed by a reflection upon the conceptual framework
that guided the research. Next, the main conclusions and recommendations for policy and
practice are presented. The Chapter ends with considerations regarding the strengths and
limitations of the conducted research and recommendations for further research.

9.1 Discussion of main findings

The aim of this thesis was to gain insight into how performance of CHWs in LMICs can be
improved, in order to contribute to the realization of better informed, more effective and
sustainable CHW programmes and ultimately improved health status of poor and rural
communities. The study questions that were developed to achieve this aim have been
answered in detail in their respective Chapters in the form of articles. This section
provides a short, integrated summary and discussion of the main findings.

The theoretical component of the research presented in this thesis addressed study
questions 1-3:

1. Which factors related to CHW programme- or intervention design influence the
performance of CHWs?
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2. Which contextual factors, including the broader and health system context,
influence the performance of CHWs?
3. How do these factors interplay with each other?

Chapter 4 showed that variations in the design of CHW programmes or interventions have
significant influence on CHW performance. The most prominent factors that influenced
CHW performance in different settings from around the globe were related to:

e the definition and clarity of CHWs' tasks and the time they spent on service
delivery;

e human resource management, including the selection process, the way CHWs
were supervised and trained, and the kind of incentives they received;

e quality assurance processes, such as the use of standard operating procedures
and programmatic guidelines;

e structures facilitating CHWs’ links with the community and health sector, such as
village health committees (VHCs) and the organization of professional support;
and

e resources and logistics, including transport, CHW kits and job-aids.

These factors were often related to one another, were highly context-specific and could
therefore not be seen separately from the health system and broader context in which
they were situated.

Chapter 5 presented the most prominent contextual factors influencing CHW
performance, derived from studies of CHW programmes from a variety of countries and
settings. These factors related to:

e the community context, including cultural and gender norms, the education and
knowledge level of CHWs' clients and the extent of disease-related stigma;

e the economy, more specific the economic hardship that CHWs cope with;

e the environment, including geography, distances to cover and climate;

e the health system policy, which included political commitment and the existence
and extent of implementation of policies and legislation on CHWs or human
resources for health in general; and

e the health system practice, which was related to the functionality of the health
system as a whole and the embedment of CHW programmes within it.

These contextual factors formed a complex and interactive web and influenced the daily
practice of CHW programmes through the experiences, mind-sets, and values that shape
the behaviour of actors within them.

Factors that directly influenced performance at the level of the individual CHW did so by
interfering or changing one or more of the characteristics of performance. For example,
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studies reported an influence on competencies, self-esteem or motivation, whereby the
influence on the latter two was mostly self-reported. It became clear that many factors
that influence CHW performance also influenced one another. Factors could also have a
direct influence on the end-users of CHWs' services (the community), such as on their
health-seeking behaviour, and as such indirectly influence individual CHW performance. In
addition, the performance of CHWs could have a reciprocal influence on the initial factors
influencing CHW performance. Chapters 4 and 5 presented numerous examples of the
ways in which different factors interplayed with each other. Three examples are given
below. It is important to note that the examples do not intend to present a complete
overview of (combinations of) pathways influencing CHW performance, rather they intend
to illustrate the complexity of how CHW performance is shaped in certain settings.

Culture, gender and CHW performance

In certain cultures, gender roles and norms had an influence on health-seeking behaviour
of people in the community, especially women. When women were not free to move
around, interventions were developed in such a way that home visits were included in the
work package, assuring that CHWs could reach their target group. This necessitated other
features in the design of interventions, such as transport for the CHW and on-site
supervision. When women were not free to interact with men outside their household,
CHW programmes focused on selecting female CHWs according to set criteria. However,
when the same cultural context prevented female CHWs from being free and able to
interact with men in the community on health-related issues, the involvement of male
CHWs was considered. In patriarchal societies, this had other implications for CHW
programmes: as the society saw them as breadwinners of the family, male CHWs were
less motivated to work on a voluntary basis than female CHWs. Furthermore, men were
not seen as “caring” persons, and following this viewpoint, some CHW programmes had
specific types of tasks (the more caring, and administrative and technical tasks) officially
assigned to female and male CHWs respectively, with implications for workload division
and communication between CHWs.

Economy, financial constraints and CHW performance

CHWSs were motivated if they received remuneration or non-financial incentives, or even —
in the case of volunteers — if they had hope to be compensated in the future. The
economic situation in a country had an unavoidable influence on the financial model of
the health system, which in turn had an influence on the types of incentive packages of
CHW programmes and the price of health care for clients (which could influence health-
seeking behaviour). Economic constraints sometimes resulted in stress experienced by
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CHWs, because of their continuous exposure to the struggles of their clients. A lack of
compensation for services rendered sometimes led to an inability of CHWs to provide for
their family, leading to demotivation or neglecting their tasks as CHWs as a result of
seeking other income. Financial constraints furthermore dissatisfied and demotivated
CHWs, as they lacked resources such as job aids, drugs and equipment and felt
unsupported, as intervention design elements such as supervision were often the first
issues to “be cut off”. In some cases, a vicious circle of demotivation could not be
prevented, because community expectations could not be met and CHWSs’ position lost
legitimacy.

Task shifting and CHW performance

In many contexts, CHW tasks seemed to expand, leading them to increasingly performing
curative tasks. This often led to motivation and satisfaction, as a result of being able to
assist people better and receiving recognition from community members. Expanding tasks
required intensified training and supervision, which were mostly included in the
intervention design. However, regulatory frameworks within the health system did not
always accommodate these expanded CHW tasks. This could lead to CHWs not being
supported in case of malpractice or conflict and lack of cooperation from other cadres
when the most up-to-date CHW job description is not widely known. The latter could in
turn hamper community trust and recognition for CHWs, leading to demotivation. In
certain cases, task-shifting led to demotivation because of increased workload, but

incentives remained the same.

While answering study questions 1-3, it became clear that situations in which CHWs’
relationships with the community and the health sector were facilitated — through certain
contextual factors or design elements — were associated with improved CHW
performance. This triggered the research team to look deeper into how relationships were
shaped between CHWs, their communities and actors in the health sector. This is covered
in the empirical component of the research presented in this thesis, addressing study
questions 4 and 5.

4. How are relationships between CHWSs, their communities and actors in the health
sector shaped and how do they influence CHW performance in selected countries?

Factors that influenced CHWSs’ relationships with the community and health sector in
Ethiopia (Chapter 6) and Malawi (Chapter 7) were related to certain programme design
elements and cross-cutting issues. In both countries, CHWs' relationships with their
communities were facilitated by:
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e the nature of CHWs’' position and role;

e the support in implementation of activities that CHWs received from traditional
leaders, volunteers and the wider community; and

e community-driven monitoring and accountability mechanisms.

CHWS’ relationships with actors in the health sector were facilitated by:

e the referral and supervision system;

e the training undertaken by CHWs;

e monitoring and accountability from the side of the health sector; and
e support that CHWs received from health professionals and managers.

Within the above programme design elements, the following cross-cutting factors
triggered strong relationships:

e trust;

e communication and dialogue; and

e expectations (of actors in the community, the health sector and CHWs
themselves).

The case studies showed that these factors, which shaped CHWSs’ relationships with
communities and the health sector, particularly influenced CHW performance through
motivation.

In Ethiopia, the fact that health extension workers (HEWs) were selected from the
community that they served enhanced community trust in HEWSs, partly facilitated by
good attitudes and high self-esteem of HEWs as a result of serving their own community.
The positive influence of the support that HEWs received from the health development
army (HDA) on CHWSs’ relationships with community members is also worth mentioning.
Working together with the HDA provided HEWs a vehicle for improved communication
and dialogue with a wide variety of community members. The HDA presents an
opportunity for further strengthening HEWSs’ relationships with the community, by
expanding its function from providing support to HEWs’ tasks towards monitoring HEWs’
performance and accountability. In a number of areas, joint review meetings between the
health sector, HEWs and community members already took place. Supervision with a
fault-finding approach and without feedback — partly as a result of lack of resources and
training of supervisors — hampered relationships between HEWs and supervisors.
Although the supervision approach was not always conducive for the establishment of
trusting relationships between CHWs and the “upper level”, HEWs indicated that they felt
supported when they received regular assistance in their daily work from health
professionals at the health centre level, which enhanced their competencies and made
them feel part of a team.
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Health surveillance assistants (HSAs) in Malawi were assisted in their communication with
community members by traditional leaders, which was also often the case for HEWs in
Ethiopia. However in Malawi, relationships between HSAs and communities were more
problematic than in Ethiopia, because HSAs often did not reside and come from their
communities of service, which hampered community trust in HSAs. Prioritization of
facility-based work further constrained relationships with the community, because of
hindered communication as a result of not being present in the community. Furthermore,
a high degree of mistrust was discovered between volunteers and HSAs and also between
HSAs and their supervisors and managers related to (financial) incentives that were not
always available and were assumed to be withheld from the persons who were supposed
to receive them. There was further mistrust by HSAs of the health sector because of
perceived favouritism related to training attendance, disrespect by other health workers,
and lack of support from supervisors and management.

5. What are the similarities and differences regarding factors that influence
relationships of CHWs with communities and actors in the health sector in
selected countries?

This study question was addressed in Chapter 8. The similarities and differences in “how”
relationships of CHWs with communities and the health sector were shaped were
analysed through the identification of mechanisms, which are the recourses that
interventions offer to enable their subjects to make them work, more specifically the
process of how relevant actors interpret and act upon the intervention stratagem. Where
possible, we related context (C, in this case the CHW programme and broader societal
context) to underlying generative mechanisms (M) leading to an outcome (O, in this case
relationships). These are called context-mechanism-outcome (CMO) configurations
(Pawson and Tilley 1997).

Figure 8.3 in Chapter 8 presents an overview of factors that influenced relationships
between CHWs, communities and the health sector, derived from a multiple case study
including Ethiopia, Kenya, Malawi and Mozambique. Perceived trusting relationships
between CHWs and their communities were caused by the following mechanisms:

e feelings of connectedness, familiarity, serving the same goals, free discussion (all
from both the CHW and the community side);

e perceptions that CHWs serve in the community’s interest, enhanced recognition,
respect and credibility (from the community side); and

e feelings of self-fulfiiment (by the CHW).

For these mechanisms to be triggered, the following programme-related contextual
factors were found to be important:
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e CHWs to be recruited from their area of service;

e CHWsto be selected with involvement of communities;

e volunteers to form an official element of the programme;

e traditional leaders to be involved in the programme;

e  curative tasks to have been shifted to CHWs; and

e CHWs to be female (only in contexts where gender roles in (reproductive) health
care were separated).

The broader contexts in which the mechanisms were able to exist were contexts where
community participation was promoted and valued, contexts with a history and value of
volunteerism, or contexts where traditional leadership played an important and respected
role at the community level.

Trusting relationships between CHWs and actors in the health sector were related to the
following mechanisms:

e feelings of connectedness and serving the same goals (from both sides); and
e feelings of being supported (from the side of the CHW).

Only a few mechanisms leading to trusting relationship between CHWSs and the health
sector were identified, as compared to those leading to trusting relationships between
CHWs and their communities. Moreover, few mechanisms related to feelings or
behaviours of actors in the health sector were found, although this might be a limitation
of the study itself. Other studies have been able to identify additional mechanisms, for
example, related to health professionals reporting that CHWs assist them in reducing their
workload (Glenton et al. 2013). For the identified mechanisms to take place, the following
programme-related contextual factors were found to be important:

e professional support structures to be available;
e  curative tasks to have been shifted to CHWs; and
e regular and visible supervision to take place.

The study also revealed contexts and mechanisms associated with weak relationships. For
example, weak relationships between CHWSs and their supervisors and managers were a
result of:

e disrespect and doubts about CHWs’ competencies (from the side of the health
sector);

e feelings of disconnectedness, unfamiliarity and not being supported, a lack of
confidence in the upper level (supervisors and management) and perceptions of
dishonesty and unfairness of the upper level (from the side of the CHWs); and

e misunderstandings related to lack of communication (from both sides).

In certain cases, weak relationships between CHWs and their supervisors or managers had
a negative knock-on effect on the strength of CHWs' relationships with their communities.
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Some CMO configurations were more specific to particular settings. For example,
communities could perceive CHWs as dishonest if CHWs were (forced to be) involved in
politics (Ethiopia) or if volunteers received different and irregular incentives, as a result of
multiple vertical programmes in a context were resources are scarce and receiving
allowances to top up salaries is common (Malawi).

9.2 Framework on community health worker performance

The complexity and intersection of factors that influence CHW performance call for the
development of a framework that could assist policy makers and programme managers to
shape their interventions and researchers to guide their studies. In Chapters 4-8 of this
thesis, the initial conceptual framework (as presented in Figure 2.2) was tested and
reflected upon. Figure 9.1 presents an adapted framework on CHW performance, in which
the evidence from both the theoretical and empirical component of this thesis has been
captured. The framework and its underlying set of hypotheses form a theory focusing on
CHW performance as a social process, embedded in the health system seen as a social
construction (Franco et al. 2002; Sheikh et al. 2011). The hypotheses on how the different
elements presented in this framework affect each other form the cadres in which specific
pathways that could lead to improved CHW performance are situated. These pathways,
some of which have been discussed above as examples, can be tested in the upcoming
two cycles of implementation research on quality improvement interventions within
REACHOUT".

The framework and its underlying hypothesis

The framework has CHW performance in the centre, as this is the issue of focus. Different
circles around CHW performance present the multiple layers of influencing factors,
starting with the programme or intervention design in the inner circle and the health
system and broader context in the outer circles. Health systems’ related influencing
factors are divided into “hardware” and “software” (Sheikh et al. 2011) and are coupled
with hardware and software elements of intervention designs. System hardware includes
the six building blocks of the health systems framework as presented in Chapter 2, Figure
2.1, and they affect intervention design factors, such as the supervision system; training,
accountability and communication structures; incentives; and supplies and logistics (see
also Section 9.1). These intervention design factors, in turn, influence CHW performance

B More information about REACHOUT can be found in Chapter 3, Section 3.2.
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Figure 9.1 Framework on CHW performance

through enabling CHWs to perform their jobs in a quality manner. The characteristics of
CHW performance that are mostly influenced by hardware elements are CHWSs’
competencies and adherence to guidelines and procedures, in addition to motivation and
satisfaction. System software includes the ideas and interest, relationships and power,
values and norms of the most important actors in the health system and CHW programme
or intervention (Sheikh et al. 2011). Issues such as trust, communication and dialogue and
expectations shape the relationships between CHWs and their communities and actors in
the health sector. The mechanisms that are triggered (for example, feelings of
connectedness, familiarity, serving the same goals: see section 9.1) have effects on CHW
performance, influencing characteristics such as self-esteem, attitudes and agency, in
addition to motivation and satisfaction. The latter characteristics of CHW performance —
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motivation and satisfaction — are influenced by both hardware and software elements,
and therefore presented in the middle of the circle of CHW performance. The hardware
and software elements continuously influence each other (indicated with the big arrows in
the circle). For example, the availability and design of the supervision system influences
the strength of relationships between CHWSs and health system actors and sometimes also
between CHWs and the community (Roberton et al. 2015). If relationships between CHWSs
and communities are constrained, intervention design elements (hardware) could be
adjusted or introduced to improve software elements. For example, when representatives
from existing community networks receive a formal role in identifying challenges in
service delivery, testing solutions and monitoring changes within the CHW programme,
relationships and thus CHW performance could improve (Lunsford et al. 2015).

CHW performance is not a static measure. The different characteristics of performance
will be present to different extents at different times, and they do not stand on their own,
but influence each other as well (indicated with the arrows in the circle of CHW
performance). The “status” of CHW performance, in other words the constitution of its
different characteristics, could have a reciprocal effect on the intervention, system and
broader context in which the CHW is working (indicated by the two arrows from the
centre pointing towards the surrounding circles). Actors in the CHW programme and in the
health system and society as a whole have opinions and perceptions about CHW
performance, which influence their trust in and relationships with CHWs, again influencing
CHW performance. At the hardware side, assessments of guideline adherence or
competencies of CHWs can lead to adjustments in how CHW are trained or supervised,
which in turn can influence CHW performance.

Reflections on the framework

The presented framework substantially differs from the initial conceptual framework
presented in Figure 2.2. The initial conceptual framework was developed based on a first
reading of the literature and mainly shows system and intervention hardware elements
influencing CHW performance. This suggests that the perspective of CHW performance as
a social process has not been examined in detail in the literature. During the course of this
research, the importance of relationships for CHW performance became clear, and further
investigation into this sub-element of the software elements influencing CHW
performance was undertaken. As a result, more light was shed on the mechanisms
through which software elements triggered changes in CHW performance, and how these
interplayed with mechanisms triggered by hardware elements. A clearer picture on factors
influencing CHW performance emerged, and was summarized in the new framework. It
needs to be noted that the research presented in this thesis did not focus on all software
elements that could influence CHW performance: the focus was on the underlying issues
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shaping relationships and issues like power were not researched in-depth. In addition, the
research did not intend to reflect on the specific concept of CHW performance. The
characteristics of (individual) CHW performance were taken from the initial reading of the
literature and not individually analysed nor assessed, rather they were taken as
(sometimes self-reported) outcome measures in the respective studies. The new
framework does not visualize the effects of CHW performance at the end-user and impact
level, however, it assumes that improved CHW performance leads to improved services,
positive changes in health-seeking behaviour of and utilization of services by communities
and ultimately impacts on the health of the population.

The adjusted framework touches upon some interesting considerations for policy, practice
and research. Firstly, the realization that hardware and software elements are both
needed and meant to strengthen each other calls for the incorporation of programme or
intervention elements facilitating this process. This discussion further presents some
recommendations on how to do this in Section 9.3. However, additional research is
needed to attain a more complete overview of possibilities and it should be kept in mind
that the broader context, such as social connectedness and trust within communities, is
diverse; and thus CHW programme elements related to hardware can never fully “fix”
problems related to the software. Secondly, the current literature clearly shows the
influence of hardware elements on performance characteristics such as adherence and
competencies, but less on agency, attitudes and self-esteem. When the interactive cycle
of hardware with software elements is stimulated, we would expect characteristics such
as self-esteem and agency to change as well, which would further improve CHW
performance. Implications for the type of research that would be needed to observe these
changes are discussed in Section 9.5.

9.3 Conclusions and recommendations for policy and practice
The main research question of this thesis is:

How is performance of community health workers shaped in low- and middle income
countries?

This research has demonstrated that a complex and interactive web of multiple factors
influences performance of CHWs. The main findings give useful insight into how CHW
programmes could be developed or adapted to improve CHW performance. It is of great
importance that the context is taken into account during this process, as CHW
performance is highly context-dependent. Nevertheless, several recommendations that
are applicable to multiple contexts can be made for policy makers and programme
managers aiming to optimize CHW programme performance.
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1. When developing the CHW profile and selection criteria, contextual realities
and programme requirements need to be taken into consideration

There is a large diversity in CHW profiles. In some cases, the profile of CHWs simply
developed over time, in many other cases it was a result of targeted selection based on
set criteria. In all case studies included in this thesis, it was found that CHWs perform
better if they come from the community that they serve. In some cases, the profile of
CHWs was influenced by contextual factors (for example, in the case of gender
preference) or by programme tasks and goals (for example, if certain skills and
competencies were needed and therefore a certain educational background was
required). Thus, performance of CHWs could be improved if the CHW profile is well
thought-through and selection is implemented to accommodate the requirements. CHWs
perform if they are both “fit for purpose” and “fit to practise” in a country’s context.

2. When a mix of CHWs is preferred in order to share workload, tasks of and
incentives for the different CHWs need to be clearly defined

There are several CHW programmes that include both paid and voluntary CHWs in
complementary roles. This mix was found to improve CHW performance in some settings,
as teamwork made workload more manageable (Yeboah-Antwi et al. 2014). However, in
other settings, a lack of clarity on tasks and differences in incentives led to problems
between the CHWs and hindered their performance. Therefore, programmes that include
both paid and voluntary CHWs need to ensure a clear task division, which is known by all
relevant actors, as well as provide clear guidelines with regard to incentives for both types
of CHWs. This is important to foster relationships between different types of CHWs and
improve motivation and performance.

3. When a mix of CHWs is present as a result of vertical programming,
coordination and harmonization efforts could improve CHW performance

In several countries, such as Kenya and Malawi, various vertical programmes use different
types of CHWs. In this case, the mix of CHWs is not programme-based, but the fact that
different (often non-governmental) organizations are present in one area results in a mix
of CHWs. It has been shown that this situation often leads to lower CHW motivation and
thus poorer performance, because of continuous comparison of benefit packages
between different types of CHWs and lower recognition and trust from the community as
a result of confusion regarding roles and diverse expectations. The latter can have further
effects: if a woman visits a village clinic to receive contraceptives from a CHW and is sent
back because another CHW, working for a different organization, is taking up this issue, it
is questionable if the woman will take the extra effort to seek this service elsewhere. In
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the case of an unintended mix of CHWs, a CHW programme mapping at the national and
district levels could be considered, to provide input for improved coordination between
vertical programmes and harmonization of, for example, incentive guidelines. This could
clarify roles and improve collaboration between different types of CHWs. It could also
assist in managing the expectations of the different actors involved, which is important for
trust and relationship building.

4. There is room for optimization of the benefits of the unique intermediary
position of CHWs between communities and the health sector

The intermediary position of CHWs between the community and health sector provides
various challenges and opportunities that need to be taken into account to improve CHW
performance.

a. The “voice” of communities in CHW programming needs to gain prominence

Our research stresses the importance of the involvement of both the community and
health sector in the selection and monitoring of CHWs. They can be seen as programme or
intervention elements that stem from the intermediary position of CHWs between these
actors. Therefore, it is advisable to promote the establishment of functional structures
that facilitate involvement of and relationships between all actors, such as joint review
meetings and village health committees (VHCs). This could assist CHWs in their work, as
coordinated monitoring may prevent CHWs from feeling torn between the different
interests of their communities and the health sector. In many instances, it was found that
there was more influence from the health sector than the community side regarding
selection and performance monitoring, presenting an imbalance in power and
accountability. Existing VHCs often supported CHWs in conducting their tasks and creating
health care demand, but had limited or no accountability functions. The same was found
in a recent realist analysis of minutes of community health committee meetings in Nigeria
(Abimbola et al. 2015). Communities are part of health systems and are, in many LMICs,
attached to the rest of the health system through CHWs. Our research shows that there is
a need for improved community agency and ownership in (monitoring of) CHW
programmes (Mkumbo et al. 2014; Roberton et al. 2015). This could be realized through
clear guidelines regarding accountability functions, mentoring and support and
enshrinement in law of village or community health committees (Abimbola et al. 2015).
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b. The role of CHWs in giving voice to communities needs revitalization

The above call for more community voice is interesting in that CHWs themselves are often
believed to be vehicles for facilitating community agency and triggering social change.
Recently, some scholars stated that the function of CHWs as agents of social change has
been pushed from the forefront by technical tasks focusing on attaining disease specific
targets (Kalofonos 2014; Mishra 2014; Pérez and Martinez 2008; Sabo et al. 2013). This
tendency has been affirmed in our review, although the few studies on CHWSs’ roles in
stimulating community agency could be a result of the fact that conducting research on
this “vaguer” role is more challenging. The ethnographic research of Kalofonos (2014)
describes how the work of voluntary CHWs in Mozambique changed from a social- and
spiritual-oriented community-level response to the AIDS epidemic to an expanded, more
technical scope of work as a result of HIV testing and anti-retroviral treatment (ART)
becoming available. This transition devalued the non-technical skills of the CHWs and
thereby the people that embodied and represented them: older, poorly educated women
(Kalofonos 2014). In India, an ethnographic study found that relationship building with the
community was valued as very important by CHWs and that the narrow indicators used to
measure health system performance, including a hierarchical structure and the value of
statistical evidence above field-based experiences, could disturb the potential role of
CHWs as agents of social change, cultural mediators and health promotors through
effective community participation (Mishra 2014). These studies show that programme or
intervention hardware elements can have a profound influence on software elements:
task composition and the way in which performance is measured can have a bearing on
how communities look at CHWs and thereby influence CHWs’ capacity to relate to the
community and facilitate agency. When CHWs are required to act as agents of social
change, they themselves need to feel empowered (Kane et al. 2015). For example, they
need to be trained in soft skills such as communication and problem-solving at community
level (Redick et al. 2014). In addition, the introduction of new ways to measure CHW
performance, focusing on for example agency and interaction with communities, could
assist in further spearheading the role of CHWs as agents of social change.

c. CHWSs’ relationships with the health sector need improvement

Despite the fact that the health sector has more influence on CHW programming than
communities, we found that relationships between CHWSs and their supervisors and
managers generally needed improvement. Our research shows that many CHWs did not
feel supported nor respected by the upper level, which hindered motivation and
performance. Joint training of CHWs with their supervisors could contribute to better
relationships, as understanding about each other’s roles and competencies can be
established during the training. There is a need for improved, supportive supervision (Hill
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et al. 2014; Marquez and Kean 2002), including training of supervisors in technical skills,
the CHW programme itself and people management (Daniels et al. 2010; Hernandez et al.
2014; Panda et al. 2015). As supervision is a form of human interaction (Clements 2007),
strategies that reduce social distance between supervisor and supervisee (such as team
building events) could also improve relationships. Thus, the hardware elements of
interventions should reflect and take into account software elements, such as power
relations and values and norms of actors involved, in order to yield better CHW
performance. Improved supervision from the side of the health sector could have a
positive ripple effect on CHWSs' relationships with their communities, through increased
recognition. A recent study from Tanzania affirms this finding (Roberton et al. 2015).

5. Decisions regarding CHWSs’ integration into the health sector depend on
programme needs and context and require considerable debate

Recently, there has been a debate at the global and national levels about whether CHWs
should be formally integrated workers in the health sector (Liu et al. 2011; Zulu et al.
2015; Zulu et al. 2014). Many Sub-Saharan African countries go into this direction14, with
guidance from the One Million CHW Campaign. This process is dependent upon political
will and perceptions of relevant actors, including community members, on CHWs and
CHW performance. Integration of CHWs as a formal cadre in the health sector requires
accommodating CHWs' voices and rights through regulatory frameworks, career paths and
worker associations (which are rarely found for any CHWs worldwide). The question
whether to promote the integration of CHWs into the health sector is also attached to the
unavoidable remuneration question: when can CHWs be volunteers and when is
remuneration advisable? To be able to answer this difficult question, it is important to
consider how remuneration would interact with or affect other programmatic and
contextual factors.

a. When CHWs have multiple workloads, remuneration could be considered, while
assuring that their connection to communities remains strong

Our findings support remuneration of CHWs when they have multiple tasks that require
substantial time investments. Financial incentives need to be distributed in an equitable
and reliable way (Strachan et al. 2012) to avoid mistrust between actors in the health
system, as shown in the Malawi case study. Payment of CHWs is an essential motivator, as
it contributes to meeting the basic needs for CHWs and their families, who often live in
poor areas. However, philosophical considerations and financial realities can be the
reasons for programmes not to pay (Cherrington et al. 2010). Some scholars argue that

' Often aiming for a mix of paid and voluntary CHWs.
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paid CHWs feel more answerable to the organization they are working for than to their
communities, which could lead to mistrust and negative effects on CHW performance
(Cherrington et al. 2010; Glenton et al. 2010; Maes 2014). In this case, hardware elements
would have an unintended effect on software elements. On the one hand, payment of
CHWSs would lead to improved CHW motivation; on the other hand, it could lead to an
increased distance between CHWs and communities. Both have contradicting effects on
CHW performance. Innovative strategies that keep paid CHWs connected to their
communities could be developed, and supervision and performance appraisal (with roles
of both the health sector and communities) could be organized in such a way that they
explicitly capture CHWSs' capacity to facilitate community agency.

b. When CHWs work part-time and on a limited set of tasks, voluntary CHW
programmes could be appropriate, if incentives are responsive to CHWs’
realities

Programmes that include voluntary, part-time CHWs with limited tasks have shown
positive effects, especially in engaging the community in grass-roots health-related
empowerment (Singh et al. 2015). The history and value of volunteerism has been
identified as an important contextual factor influencing CHW performance. CHWs can
have different reasons to volunteer, such as gaining social respect, religious and moral
duty (Glenton et al. 2010), altruistic concerns for others, the desire not to be unemployed
and (future) career advancement possibilities (Akintola 2010a; Akintola 2010b). However,
a recent study showed ambivalence in motivation: uncertainty in achieving basic food
security and improved socioeconomic status for themselves and their families made
voluntary CHWs in Ethiopia request for remuneration (Maes 2012). Thus, the socio-
economic, cultural and religious context can shape CHWSs’ expectations about incentives.
Voluntary CHW programmes could make use of the contextual factors driving
volunteerism, but at the same time ensure the incentives are responsive to this context.

c. Both paid and voluntary CHW programmes require serious investments

Task-shifting to (often paid) CHWs requires further training, increased supervision and
incentives (Ochieng et al. 2014; Sander et al. 2015; Zachariah et al. 2009). The challenge of
voluntary CHW programmes is drop-out and, in the long term, maintaining sustainability.
High turnover rates can result in extra costs to the programme, as CHWs need to be
replaced and trained. Drop-out can (partly) be prevented by providing non-financial
incentives, such as training (Haile, Yemane, and Gebreslassie 2014), materials such as
bicycles, preferred access to health care services and recognition via “CHW days” or
identity cards (Amare 2011; MCHIP 2014). When new tasks are added to the voluntary
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CHWS' job, the cost benefit trade-off of volunteering may shift, and therefore workload
assessment and re-evaluation of support and funding are advisable to avoid attrition
(Kasteng et al. 2015). Whether voluntary or paid, CHW programmes require substantial
financial investments for training, equipping and supporting CHWs (Daniels et al. 2014).
The huge variety in possible incentives makes the division between paid and voluntary
programmes less defined (Bhattacharyya et al. 2001) and perhaps unimportant, as
programmes would offer (either financial or non-financial) incentives according to
programme needs and context.

9.4 Research strengths and limitations

A major strength of this research is the combination of methods, which were chosen
based on their suitability to answer the study questions. The order in which they were
employed allowed each study to build on understanding gained in previous studies. The
qualitative research synthesis provided insight into the variety of factors that could
influence CHW performance in different contexts from around the globe. This insight was
used in the development of the country case studies which were conducted using
harmonized methods. The notion that relationships were instrumental for optimizing the
benefits of CHWs' unique intermediary position between communities and the health
sector, but were understudied, brought focus to the empirical component of the research.
The multiple case study provided a suitable approach for exploring how relationships
between CHWs, their communities and actors in the health sector were shaped and which
mechanisms, in which contexts, triggered change in CHW performance. The wide variety
of study participants provided good insight into different perspectives.

Another strength is that for the full duration of the research period, a group of researchers
from various disciplines and countries were involved. This brought in different
perspectives which enriched the research process, from study development to data
analysis. At the country level, experienced data collectors who were familiar with the
context conducted the field work and also participated in data analysis sessions. The
experience of some of the researchers, including the PhD candidate, in district-level CHW
programming added value to the analysis. In most study areas, findings were fed back to
study participants. In addition, policy makers and programme managers played a role in
validation of research findings. The research provided input into the development of
quality improvement interventions in areas where the research was conducted.

The qualitative research synthesis was undertaken to unravel which factors influence CHW
performance, and “why” and “how” they do so. This goal was only partially reached,
because studies often lacked “thick descriptions” (Ceertz 1973). On the one hand, the
inclusion of both qualitative and quantitative studies was a strength, as it allowed for
studying CHW performance from all angles. On the other hand, including different study
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types in research syntheses poses challenges in terms of both content and quality
assessment (Mays, Pope, and Popay 2005), something that we also encountered. Inclusion
of studies was decided using criteria related to the content of the study as captured in a
data extraction form. The studies were also assessed on quality using an adjusted version
of an existing tool containing general quality criteria in relation to both qualitative and
quantitative research (see Chapter 4 and 5). However, study quality was not used as a
reason for excluding studies. It also turned out to be not feasible to use the conducted
quality assessment for weighing study results in the synthesis, as studies highly varied with
regard to the influencing factors and characteristics of CHW performance they studied,
making comparison between studies and decisions on their “weight” difficult. The
researchers involved in data extraction reached a common understanding on how to apply
content- and quality-related criteria before the process started by discussing some studies
together. Further transparency about decisions made was safeguarded by double reading
and joint analysis. Notwithstanding the above, the analysis remained an interpretive
process in which full objectivity is never possible.

The qualitative research synthesis provided a wealth of data on CHW performance and
offered different directions for further analysis. The choice to focus on relationships, and
in particular the role of trust, was made by the research team based on data derived from
the literature combined with the main emerging themes from the four country qualitative
data sets. The choice was also informed by work of other scholars on the same topic, but
which looked at different types of health workers (Gilson 2003; Hall et al. 2001). It is
important to note that other aspects of relationships, such as commitment,
communication and influence, could be important influencers of CHW performance as
well. The questions posed regarding participants’ views on factors influencing CHW
performance were open ended (although probing was done on mainly hardware elements
such as supervision and training), and in different contexts, the issues of relationships and
trust were brought forward by different types of participants, suggesting these software
elements were found to be important.

The fact that only one of the software elements was researched in-depth poses limitations
to the framework as presented in Figure 9.1. The complexity of CHW performance did not
allow the research team to study all the aspects presented in the adjusted framework. As
such, we did not aim to present a complete theory on CHW performance, but rather to
capture evidence derived from both the theoretical and empirical components of the
conducted research. The framework stresses the importance of software elements
besides hardware elements, something that turned out to be instrumental for CHW
performance. It is important to further test this framework.

While the qualitative research synthesis covered the whole globe, the case studies were
focused on Sub-Saharan Africa and only included CHW programmes in which CHWs had
multiple tasks. The perspective of CHW performance as a social process stresses the
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importance of the context, and therefore findings from one setting cannot be
automatically valid in other settings as well. Having said this, we have been able to identify
factors that influence CHW performance across different settings, supporting
transferability of research findings.

9.5 Recommendations for further research

The research presented in this thesis opens up a range of questions for additional research
that would further test the adjusted framework on CHW performance. It also raises issues
regarding the way in which research is conducted.

Part of this thesis has shown the dearth of research on the software elements of the
health system in general and of CHW programmes and interventions in particular. There is
a need to better understand how ideas and interest, relationships and power, values and
norms of actors in the health system positively or negatively affect CHW performance, or
act as facilitators or pose limitations to the programme as a whole. It is also important to
find out how interventions can be shaped to increase common understanding, improve
relationships and balance power between different actors. Our study did not find many
mechanisms related to feelings or behaviours of actors in the health sector that led to
trusting relationships between them and CHWs. This could be an interesting topic for
further research, to input into the development of interventions that stimulate trust
between CHWs and actors in the health sector. In addition, programme designs facilitating
community involvement in CHW programmes need to be further explored. Specifically,
community accountability is an under-researched topic. The effects and functionality of
different community accountability modalities need further study. There is also a need to
shed more light on how the role of CHWs in facilitating community agency can be
strengthened, and what implications this has for the design of interventions. In addition, it
would be interesting to evaluate whether programmes that are designed with input from
CHWs and community representatives are better tailored to the realities and needs of
communities than programmes that are designed in a more top-down way.

With regard to the CHW programmes’ hardware elements, in many instances the “how”
and “why” questions have not been fully answered. These “how” and “why” questions are
closely related to the software elements. There is a need for studies that compare the
effects of and experiences with different modalities of, for example, supervision as well as
studies that compare similar modalities in different contexts. This would yield evidence on
specific pathways that could improve CHW performance. The influence of context on CHW
and programme performance has been explored in this thesis, but many research gaps
remain. For example, the political context can shape relationships between the
government, health sector and communities, which can influence CHW programme design
and performance. Future research needs to focus on different characteristics of CHW
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performance, so that CHW performance in totality can be better understood. At the
moment, motivation is often included as a measured or self-reported outcome. Attention
to other outcome measures, such as competencies or self-esteem (presumably much
more complex) is needed, preferably combined with outcomes at the level of the end-
users or impact. However, it remains challenging to attribute measured impact to CHW
performance, because of the complexity of factors influencing it.

The above calls for research methodologies that are suitable for studying complexity. As
CHW performance is a complex social process, and is the sum of different characteristics
of performance that all vary in nature and change over time, it could be best researched
using multiple methods. Quantitative studies that could measure certain performance-
related outcomes should ideally be combined with qualitative studies, to be able to
explain “how” and “why” things work or do not work, for who and in which contexts.
Although there is an increasing body of literature on factors influencing CHW motivation,
there is still a lack of research that gains in-depth insight in the realities of the lives of
CHWs and the communities they serve (Gilson et al. 2011; Maes 2014).

A suitable knowledge paradigm for researching CHW performance is the critical realist
paradigm, which can be placed in the spectrum between positivism and relativism (Gilson
et al. 2011). Critical realism locates causal relationships not at the level of events (where
scientists observe the relationship between cause and effect and impose a meaning), but
at the level of non-linear generative mechanisms that continuously interact with each
other. It argues that this complex world of things and contingent tendencies constitutes
the object of on-going scientific investigation (Harvey 2002). In addition, it argues that
society is both the condition and the outcome of human agency, and human agency is
both the production and re-production (or transformation) of society (Bhaskar 2009).
Causal mechanisms are believed to reside in social relations and contexts as much as in
individuals (Marchal et al. 2012). This makes critical realism a suitable knowledge
paradigm for health policy and systems research, and studying CHW programmes in
particular. It is important to measure CHW performance, but at the same time understand
how this performance was reached.

CHW programmes have elements that could be researched through observation and
measurement (hardware elements), but these elements are constructed and brought alive
by actors through the meaning they attach to (their interpretation of) experiences (the
software, see Figure 9.1) (Gilson et al. 2011; Sheikh et al. 2011). This resonates with the
recent call regarding the importance of people-centred health systems and thus people-
centred science, that takes into account that systems thrive on mutual trust, dialogue and
reciprocity, and their effectiveness correlates with the strengths and nature of the
relationships between all health systems actors (Sheikh et al. 2014b). When the research
community complements questioning how things work from the sole viewpoint of the
health sector with listening to the voices of CHWs and communities, we would be better
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able to identify the mechanisms that can lead to improved CHW performance. Then, the
benefit of CHWs’ unique position between communities and the health sector could be
optimized, and their role in achieving universal health coverage enhanced.
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Annex 1. Search strategy

The full REACHOUT search strategy is available from the Royal Tropical Institute. The
below presented search strategy is run in Embase. This search strategy was adjusted when
needed for use in the other databases.

We based our search strategy on Lewin et al. (2010), but added terms to accommodate
the broader range of close-to-community providers. We combined close-to-community
providers with the term “health” (or “primary health care” and “community health
services”) and with impact or outcome measures and with specific search terms relating to
either human resource management, quality assurance, monitoring and evaluation,
community or policy factors. In general, limiters were: from 2003 till July 2013, English
language and low- and middle-income countries (LMICs). Because of the large amount of
hits, we only included studies from 2007 — July 2013.

We searched the following databases: Embase, PubMed, Cochrane library, CINAHL,
Popline and NHS EED.

Embase search string

Close-to-community providers

#1 'voluntary worker' OR 'voluntary workers' AND [humans]/lim AND [english]/lim AND [2003-2013]/py
#2 'paramedical personnel' AND [humans]/lim AND [english]/lim AND [2003-2013]/py

#3 'health auxiliary' AND [humans]/lim AND [english]/lim AND [2003-2013]/py

#4 'peer group' OR 'peer groups' AND [humans]/lim AND [english]/lim AND [2003-2013]/py

#5 'health visitor' OR 'health visitors' AND [humans]/lim AND [english]/lim AND [2003-2013]/py

#6 doula OR doulas OR douladural? AND [humans]/lim AND [english]/lim AND [2003-2013]/py

#7 (lay OR voluntary OR volunteer OR volunteers OR untrained OR unlicensed OR non+professionals OR

non+professional OR nonprofessionals OR nonprofessional OR 'non professional' OR 'non professionals' OR
informal OR 'non formal' OR non+formal) NEAR/5 (worker OR workers OR visitor OR visitors OR attendant OR
attendants OR aide OR aides OR support OR support* OR person* OR person OR helper OR helpers OR carer
OR carers OR caregiver OR caregivers OR consultant OR consultants OR assistant OR assistants OR staff OR
visit* OR visit OR midwife OR midwives OR provider OR providers OR 'care giver' OR 'care givers' OR
practitioner OR practitioners) AND [humans]/lim AND [english]/lim AND [2003-2013]/py

#8 paraprofessional OR paraprofessionals OR paramedic OR paramedics OR 'paramedical worker' OR
'paramedical workers' OR 'paramedical personnel' OR 'allied health personnel' OR 'allied health worker' OR
‘allied health workers' OR 'support worker' OR 'support workers' OR 'home health aide' OR 'home health aides’
AND [humans]/lim AND [english]/lim AND [2003-2013]/py

#9 trained NEAR/3 (volunteer OR volunteers OR 'health worker' OR 'health workers' OR mother OR mothers) AND
[humans]/lim AND [english]/lim AND [2003-2013]/py
#10 (community OR communities OR 'community based' OR village OR villages OR frontline) NEAR/3 ('health

worker' OR 'health workers' OR 'health care worker' OR 'health care workers' OR 'healthcare worker' OR
'healthcare workers' OR distributor OR distributors OR worker OR workers OR provider OR providers) AND
[humans]/lim AND [english]/lim AND [2003-2013]/py

#11 (community OR communities OR 'community based') NEAR/3 (volunteer OR volunteers OR aide OR aides OR
support) AND [humans]/lim AND [english]/lim AND [2003-2013]/py
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#12 (birth OR childbirth OR labor OR labour) NEXT/1 (attendant OR attendants OR assistant OR assistants) AND
[humans]/lim AND [english]/lim AND [2003-2013]/py

#13 monitrice OR monitrices AND [humans]/lim AND [english]/lim AND [2003-2013]/py

#14 (lay OR peer) NEXT/1 (volunteer OR volunteers OR mentor* OR mentor OR counsel* OR support OR
intervention OR interventions) AND [humans]/lim AND [english]/lim AND [2003-2013]/py

#15 ‘church based' NEAR/3 (intervention OR interventions OR program* OR program OR counsel*) AND
[humans]/lim AND [english]/lim AND [2003-2013]/py

#16 linkworker OR linkworkers OR 'link worker' OR 'link workers' AND [humans]/lim AND [english]/lim AND [2003-
2013]/py

#17 'barefoot doctor' OR 'barefoot doctors' AND [humans]/lim AND [english]/lim AND [2003-2013]/py

#18 outreach AND [humans]/lim AND [english]/lim AND [2003-2013]/py

#19 home NEXT/1 (care OR aide OR aides OR nursing OR support OR intervention OR interventions OR treatment
OR treatments OR visit* OR visit) AND [humans]/lim AND [english]/lim AND [2003-2013]/py

#20 (care OR aide OR aides OR nursing OR support OR intervention OR interventions OR treatment OR treatments
OR visit* OR visit) NEAR/3 (lay OR volunteer OR volunteers OR voluntary) AND [humans]/lim AND [english]/lim
AND [2003-2013]/py

#21 auxiliary NEAR/3 (worker OR workers OR nurse OR nurses OR midwives OR midwife) AND [humans]/lim AND
[english]/lim AND [2003-2013]/py

#22 'expert patient' OR 'expert patients' OR 'health promoter' OR 'health promoters' OR 'health extension worker'
OR 'health extension workers' OR 'mentor mother' OR 'mentor mothers' AND [humans]/lim AND [english]/lim
AND [2003-2013]/py

#23 #19 AND #20

#24 #1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #8 OR #9 OR #10 OR #11 OR #12 OR #13 OR #14 OR #15 OR #16
OR #17 OR #18 OR #21 OR #22 OR #23

Health or primary health care combined with impact and outcome measures

#25 health AND (effectiveness OR efficiency OR equity OR 'health care utilization' OR 'patient compliance' OR
'patient attitude' OR 'patient attitudes' OR 'health care quality' OR 'patient satisfaction' OR 'cost effectiveness
analysis' OR 'cost benefit analysis') AND [humans]/lim AND [english]/lim AND [2003-2013]/py

#26 ('primary health care' OR ‘community care’) AND (effectiveness OR efficiency OR equity OR 'health care

utilization' OR 'patient compliance' OR 'patient attitude' OR 'patient attitudes' OR 'health care quality' OR
'patient satisfaction' OR 'cost effectiveness analysis' OR 'cost benefit analysis') AND [humans]/lim AND
[english]/lim AND [2003-2013]/py

Searches related to human resource management, quality assurance, monitoring and evaluation,

community and policy factors

#27 'performance appraisal' OR 'personnel selection' OR 'personnel recruitment' OR 'personnel turnover' OR 'staff
development' OR workload OR remuneration OR motivation OR incentive OR incentives OR disincentive OR
disincentives OR 'job satisfaction' OR 'job performance' OR retention OR supervision OR 'task+shifting' OR
'task shifting' AND [humans]/lim AND [english]/lim AND [2003-2013]/py

#28 'quality assurance' OR 'continuing education' OR 'management quality circles' AND [humans]/lim AND
[english]/lim AND [2003-2013]/py

#29 'monitoring and evaluation' OR 'medical information system' OR 'medical information systems' OR 'mobile
health' OR mhealth OR ehealth OR m-health OR e-health AND [humans]/lim AND [english]/lim AND [2003-
2013]/py

#30 ‘community participation' OR ownership OR empowerment OR gender OR accountability OR 'village health
committees' OR 'village health commitee' AND [humans]/lim AND [english]/lim AND [2003-2013]/py

#31 decentralization OR decentralisation AND [humans]/lim AND [english]/lim AND [2003-2013]/py

#32 #27 OR #28 OR #29 OR #30 OR #31

LMICs

#33 'low and middle income countries' OR Imic OR 'low income countries' OR 'low income country' OR 'middle

income countries' OR 'middle income country' OR africa OR asia OR 'developing country' OR 'developing
countries' AND [humans]/lim AND [english]/lim AND [2003-2013]/py

Concluding searches

#34

#24 AND #25 AND #32 AND #33

#35

#24 AND #26 AND #32 AND #33
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AIDS
APE
ART
ASHA
ASW
AWW
CASP
CATTS
CBD
CBSV
CCM
CDD
CF
CHCW
CHC
CHEW
CHS
CHT
CHV
CHW
CMD
CMO
CRHW
CTC
CVwW
FCHV
FGD
FHW
HDA
HEP
HEW
HFC
HIV
HRH
HSA

Acquired immune deficiency syndrome
Agente polivalente elementar
Anti-retroviral therapy

Accredited social health activist
Adherence support worker

Anganwadi worker

Critical Appraisal Skills Programme
Community antiretroviral therapy and tuberculosis treatment supporter
Community-based distributor/ community-based distribution
Community-based surveillance volunteer
Community case management
Community drug distributor

Care facilitator/ Community facilitator
Community health care worker
Community health committee
Community health extension worker
Community Health Strategy
Community health team

Community health volunteer
Community health worker

Community medicine distributor
Context-mechanism-outcome
Community reproductive health worker
Close-to-community

Community volunteer worker

Female community health volunteer
Focus group discussion

Frontline health worker

Health development army

Health Extension Programme

Health extension worker

Health facility committee

Human immunodeficiency virus

Human resources for health

Health surveillance assistant
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LMIC
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NGO
PHW
PLHIV
RCT
SK
SMS
SS

SSI

B
TBA
NGO
UNICEF
vCHW
VHC
VHV
VMW
WHO
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Integrated community case management
Integrated management of childhood illness
Koninklijk Instituut voor de Tropen

Lay health worker/ Lady health worker
Low- and middle-income country
Liverpool School of Tropical Medicine
Maternal health worker
Non-governmental organization

Peer health worker

People living with HIV

Randomized controlled trial

Shasthya Kormi

Short message service

Shasthya Sebika

Semi-structured interview
Tuberculosis

Traditional birth attendant
Non-governmental organization
United Nations Children's Fund
Voluntary community health worker
Village health committee

Village health volunteer

Village malaria worker

World Health Organization



Summary

Background

Community health workers (CHWSs) form an essential part of the health system in many
low- and middle-income countries (LMICs). They deliver promotive, preventive and some
curative health services to — often poor and vulnerable — communities. The continuing
shortage of human resources for health combined with evidence that CHWSs can
contribute to improved community health has led to a renewed interest in CHW
programmes in recent years.

There are many different types of CHWSs: voluntary or paid, with multiple or single tasks.
They have in common that they are the first point of contact for communities regarding
health issues. They hold an intermediary position between communities and the health
sector. They only receive basic training on a mostly expanding package of tasks.

Experience from the last decades has shown that CHW programmes face constraints,
partly because of inadequate support structures and limited resources, and partly because
of gaps in knowledge about how to improve CHW performance. This thesis aims to
identify which factors can influence performance, and “why” and “how” they do so, to
gain insight into how performance of CHWs and CHW programmes as a whole could be
improved. We understand performance as a transactional social process between CHWs
and their environment. In this thesis, CHW performance at the individual level is taken as
the sum of different elements, such as self-esteem, motivation, attitudes, competencies,
guideline adherence, job satisfaction and capacity to facilitate community agency.

Methodology

The presented research is divided into two parts: a theoretical component, consisting of a
qualitative research synthesis, and an empirical component, including single case studies
and a qualitative comparative multiple case study. The qualitative research synthesis was
based on a systematic review of the literature on factors influencing performance of
CHWs in LMICs. An initial conceptual framework on CHW performance was refined into a
more comprehensive framework including a variety of factors that influence CHW
performance. This framework was used in the development of qualitative studies on
factors influencing CHW performance in Ethiopia, Kenya, Malawi and Mozambique. The
studies included interviews and focus group discussions with CHWs and different actors in
the community and health sector. In Ethiopia and Malawi, the data from these studies
were analysed focusing on a major emerging theme: the facilitating role of relationships in
improving CHW performance. These two case studies specifically focused on underlying
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factors that either facilitated or constrained relationships between CHWSs and actors in the
community and health sector. A multiple case study with a realist “lens” compared data
from all four countries, thereby identifying similarities and differences in how
relationships were shaped in different settings and providing evidence that could be used
to improve CHW programmes in other settings.

Factors influencing community health worker performance

Chapters 4 and 5, presenting the theoretical component of the research, focus on factors
related to the design of CHW programmes or interventions and contextual factors
influencing CHW performance. These factors were related to issues such as human
resource management, structures facilitating links between CHWs and the community and
health sector, resources and logistics, and the broader community and health system
context. The different factors formed a complex and interactive web. Factors that directly
influenced performance at the level of the individual CHW did so by changing one or more
of the above mentioned elements or characteristics of performance. Most studies
reported motivation as performance outcome measure.

The qualitative research synthesis made clear that situations in which CHWs’ relationships
with the community and the health sector were facilitated — through certain contextual
factors or design elements — were associated with improved CHW performance. This
triggered the research team to look deeper into how relationships were shaped between
CHWs, their communities and actors in the health sector. This is covered in the empirical
component of the research, presented in Chapters 6-8.

Factors that influenced CHWSs’ relationships with the community and health sector in
Ethiopia (Chapter 6) and Malawi (Chapter 7) were related to certain programme design
elements, such as support, supervision and accountability structures, and the cross-cutting
issues of trust, communication and dialogue, and expectations (of actors in the
community, the health sector and CHWs themselves). In Ethiopia, community involvement
in the selection of health extension workers (HEWs) and support from the health
development army positively influenced relationships between HEWs and community
members, thereby improving CHW performance. In Malawi, relationships between HSAs
and communities were more problematic as a result of mistrust from the community. This
was related to HSAs not residing in and coming from their communities of service and
feelings of unfairness regarding (financial) incentives. In both countries, supervision with a
fault-finding approach and without feedback hampered relationships between HEWs and
supervisors and thereby also CHW motivation and performance.

The multiple case study, presented In Chapter 8, further examined the CHW programme
and broader societal contexts and the underlying mechanisms that were leading to a
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(positive or negative) outcome in relationships between CHWs, the community and health
sector in the four countries mentioned above. Trusting relationships between CHWs, their
communities and the health sector were caused by mechanisms such as feelings of
connectedness, familiarity, being supported and serving the same goals. The study also
identified mechanisms leading to mistrust and hampered relationships, such as feelings of
disconnectedness and disrespect. Contextual factors that triggered these mechanisms
were related to the CHW programme, such as CHW selection with (or without)
involvement of the community and regular and visible supervision (or the lack thereof),
and the broader contexts, such as contexts where community participation was promoted
and valued, or where resources were available (or not). In certain cases, weak
relationships between CHWs and their supervisors or managers had a negative knock-on
effect on the strength of CHWSs' relationships with their communities.

Framework on community health worker performance

The results from the different studies led to adaptations of the framework on CHW
performance (Chapter 9). The adapted framework stresses the multiple layers of
influencing factors and the non-static character of CHW performance. Influencing factors
at the system and intervention level are divided into “hardware” and “software”
elements. The hardware represents the essential health system functions: service delivery,
human resources, information, medicines and technologies, financing and governance. At
the level of the intervention, it represents elements like the supervision system; training,
accountability and communication structures; incentives; and supplies and logistics. The
software represents the ideas and interests, relationships and power, values and norms of
the most important actors in the health system and intervention: in this case CHWs;
community members, including traditional leaders; and CHW supervisors, managers and
other (professional) health workers. The hardware and software elements continuously
influence each other, and are both needed to improve CHW performance. However,
whether this is the case depends upon the broader context, which influences system- and
intervention-related factors. The adapted framework could assist policy makers and
programme managers to shape CHW interventions in ways that improve CHW
performance.

Conclusions and recommendations for policy and practice

Despite the fact that CHW performance is not static and highly context-dependent,
making it difficult to predict whether mechanisms triggering CHW performance in one
setting would do the same in another setting, several recommendations that are
applicable to multiple contexts can be made based on the research conducted.
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When developing the CHW profile and selection criteria, contextual realities and
programme requirements need to be taken into consideration. CHW performance can
improve if their profile fits the context, such as in the case of gender preferences.

When a mix of CHWs is preferred in order to share workload, tasks of and incentives for
the different CHWs need to be clearly defined, to prevent confusion and mistrust between
communities, CHWs and other health workers. When a mix of CHWs is present as a result
of vertical programming, coordination and harmonization efforts are needed to improve
CHW performance. The research conducted in Malawi clearly showed the negative effects
of uncoordinated vertical programmes on relationships between different actors and CHW
motivation and performance.

There is room for optimization of the benefits of the unique intermediary position of
CHWs between communities and the health sector. Despite that in many LMICs, CHWs
connect communities to the health sector, the “voice” of communities in CHW
programming needs to gain prominence. CHWs have a role to play in facilitating
community agency. This role needs revitalization and equal attention next to the (easier to
measure) technical skills to achieve disease-specific targets. CHWSs’ relationships with the
health sector also need improvement. Hardware elements like supervision and training
could be available, but if relationships between CHWs and supervisors or managers are
constrained because of a lack of trust or communication or differing expectations, CHW
performance can suffer.

Decisions regarding CHWSs’ integration into the health sector depend on programme
needs and context and require considerable debate. When CHWs have multiple
workloads, remuneration could be considered, while assuring that their connection to
communities remains strong. When CHWs work part-time and on a limited set of tasks,
voluntary CHW programmes could be appropriate, if incentives are responsive to CHWs’
realities. Both paid and voluntary CHW programmes require serious investments with
regard to training, supervision and incentives that fit the context and promote trust
between different actors.

Recommendations for further research

Part of this thesis has shown the dearth of research on the software elements of CHW
programmes and interventions. Many studies focus on the hardware elements, leaving the
“how” and “why” questions mostly unanswered. Our research was able to shed more light
on only one of the software elements: relationships. More research on how to trigger
software-related mechanisms leading to improved CHW performance is needed to realize
improved and people-centred health systems. Therefore, it is important to include the
voices of CHWs, communities and other actors in the health system in research. This
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would shed more light on how to optimize the benefit of CHWs’ unique position between
communities and the health sector and their contribution towards universal health
coverage.
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Community health workers form an essential part of the health
system in low- and middle-income countries, connecting communities
with the health sector. The continuing shortage of human resources
for health combined with evidence that community health workers
effectively bring health care closer to communities has led to a
renewed interest in community health worker programmes. This
thesis explores how a complex mix of factors influence community
health worker performance, articulating the importance of trust,
relationships and expectations between different actors in the health
system, with a focus on Sub-Saharan Africa. The insights gained are
relevant for policy makers, programme managers and researchers in
the field of human resources for health and community health worker
programmes. They give directions on how to optimize performance
in resource-constrained settings, so that the benefit of community
health workers’ unique position between communities and the health
sector and their role in achieving universal health coverage can

be enhanced.
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