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EXECUTIVRUMMARY

This report presents a synthesis ofdings on factors influencing the performance of close
to-community (CTC) providerdt is based on research conducted 8X countries:
Bangladesh, Ethiopia, Indonesia, Kenya, Malawi and Mozambiquealaadonevidence

from an international literature eview that investigated factors influencing the
performanceof CTC providers. These studies were carried out as part of the first phase of
the REACHOUT consortium WwS I+ OKAy 3 2dzi yR fAYy]1A463 AYyY
O2YYdzy A (&t farsiedby i@ Edrdpean Union. This repatescribesan analytical
framework for examining the factors influencing the performance of CTC providers.

Methodology

In the first phase of the REACHOUT study, based on a preliminary reading of literature that
included franeworks on the performance of the general health workforce and Community

| SFfGK 22N]JSNR o0/12a0x 6S FANRG RS@OSt2LISR Iy
performance. This initial framework guided both the international literature review and the
SiX country context analyses. The former involved an extensive review (qualitative and
guantitative peerreviewed and grey literature). The latter involved a review of the country
specific literature in each of the six study countries and a qualitativéoeagpry study to
assess structures and policies of the health system, broad contextual factors and
intervention design factors that form barriers to and facilitators of the performance of CTC
providers and services. A comparative analysis of the findings the six study countries is
presented in this report and summarized below. These findings helped test the initial
framework and informed the development of a final analytical framework for the
REACHOUT study; this process is presented in detail ineCHlap

YSe FAYRAyYy3Ia 2y FLOG2NAR | FFSOUGAY3I / ¢/ LINRODAR

Broad contextual factors

Sociecultural and community context factors identified as influencing CTC performance

include social and gender roles and norms, traditional beliefs and practioesstigma and

discrimination. Social and gender norms and practices influence willingness to volunteer and

attrition and decisiofY  { Ay 3 2y GKS dziAft AT FGA2Y 2F &SNIIA (

a bearing on the effectiveness of CTC interventions. $2udy also confirms that traditional

beliefs and practices, including the activities of traditional actors such as Traditional Birth

lG0SYRIYyGa o0¢.!1a0x O2y (dAydzS G 2-seekihdoeraviomil 22 NJ A

In the context of the largelypromotive roles of many CTC providers, TBAs influence the

effectiveness of CTC providers and CTC interventions.

hiKSNJI oNRI R O2y(SEldzZt FIFIOG2NAR | NB SO02y2YA0

use of services and influence recruitment and &tin), security and environment. Distance,

poor road conditions, lack of transport to health facilities and opportunity and indirect costs

adversely affect the performance of CTC providers. Similarly, the general safety in the area,

particularlyinterms & ¢2YSy Qa al ¥Sdesx Ffaz2 FFSOha GKSA
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Health system factors

Our study reaffirms that a conducive and supportive human resources policy and
programme environment and related arrangements (such as clarity of roles, opportunities
for education ad professional development, and mobility) that are coherent with the
context, are essential to ensure that CTC providers can or continue to perform well. A wide
range of factors related to human resources interact with each other and with the broader
context, to influence the performance of CTC providers and the effectiveness of CTC
interventions. Thus the clarity of CTC roles is a facilitating factor, while mismatched
community expectations, CTC providers originating from elsewhere, heavy workloads,
unreaistic targets and limited career opportunities are barriers.

The organisation of service delivery and in particular vertical programming create
competition and translate into an allowan€@Sy G NS R adeaidisSysz FF¥FFSOGAy3
priorities. Quality asurance mechanisms, such as accreditation and regulation of training of

CTC providers, guidelines for supervision of those providers and referral and protocols
influence the professional guidance towards and quality of CTC provider services. Collation

of health information data and feedback on this to the CTC provider supervisors provides a
basis for feedback on performance of CTC providers. Similarly, arrangements related to
logistics and supplies also affect the performance of CTC providers. The lamk of
ANNBIdzf F NAGe& 2F adzllLd ASa SaaSyidAart (2 &aSNIIA(
beneficiary communities, and demotivates them, thus undermining their performance,
beyond the period of the particular incident.

The ways and means for commating CTC providers was found to influence their
performance. For example, performanbased or outpubased incentives could lead to
O2YLISGAGAZ2Y FY2y3a LINRPOARSNA 2N 0KS yS3t SOl
performance. Our findings show thaistst direct, indirect and opportunity costs

associated with the process of accessing health services by beneficiary communities remain

a major factor influencing both the ability of CTC providers to perform their tasks well and

the effectiveness of @I’ services in general.

Regarding governance arrangements, our study shows that legal provisions around shifting
of tasks to lower cadres, and the presence and functionality of accountability, coordination
and decisiommaking processes both within the halth system and between these and
beneficiary communities have a bearing on the performance of CTC providers. When
provisions and processes exist and function well, they help CTC providers to perform well;
when they do not exist or do not function wetheir performance is undermined. Failing to
regulate the tasks of CTC providers, such as clinical services, may leave CTC providers
vulnerable to legal prosecution. Furthermore, poor coordination and coherence with and
competing priorities of various vedal programmes (and the private sector in some
contexts) have a negative impact on the performance of CTC providers.
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Intervention design factors

hdzZN) FAYRAY3I&A akKz2g GKIG | [/ ¢/ AYGSNBSYyGA2yQ
regarding specific senicda 2 NJ 2y | gARS NIy3aS 2F | OGAQD
performance. We found that the former allow for better performance than the latter, and

that this is related to the coherence between the profile of the CTC provider and the
capacity to absorb rek and responsibilities.

The characteristics appreciated by the community relate to attitudes such as dedication,
friendliness and availability. Confidentiality is important, especially where stigma and
discrimination play a role. As was outlined undealth system factors, clarity of the role
and job description is important, and the differences between community expectations and
job descriptions lead to demotivation. Multiple roles and tasks, targets being unrealistic,
increasing tasks and being red¢ed by diverse organizations for various tasks enhance the
workload of CTC providers and affect their performance. Continuing education,
performance appraisal and career opportunities emerged as important.

Across the study countries we found that both fiwéal and norinancial rewards,
independently and in concert, act as facilitating factors (and their absence as barriers) for

the performance of CTC providers. Lowan-expected incentives form a barrier, as do
inequitable incentives across competingCCprogrammes. Explicit community recognition

F2NJ / ¢/ LINPOARSNEQ STF2NIa Aa | FFHrOAtAGIGAY
services effective (such as referral transport) counters community appreciation and
constitutes a barrier.

Our findngs confirm the importance of adequate supervision as a key emerging theme to
FRRNX&aa / ¢/ LINPDARSNEQ LISNF2NXIYOSd ¢KSe& al
responsibilities for each level and the appropriate mechanisms and support needed for
implemertation is an essential facilitating factor for ensuring the performance of CTC
providers and the success of their interventions. Clarity on the lines of supervision across

the health system seems to be a facilitator, as is the availability of standarelipeis|

supportive (rather than directive) supervision approaches and positive community feedback.
Irregular and infrequent supervision, heavy workload of supervisors, lack of supervisor
training and lack of transport logistics emerge as barriers.

Our fidings reaffirm that both CTC providers and their supervisors find training an
important facilitating factor for ensuring performance. This is especially true if it properly
addresses the balance between theoretical and practical training, the need for both
classroombased and otthe-job training and the importance of followp training.

Similarly, the implementation of quality assurance practisesh asavailability and use of
guidelines and protocols influences quality of care. Community participatiomomtoring

and evaluation, through feedback on and discussion of monitoring data linked to
interventions, improves community support and the performance of CTC providers.
Community engagement and community governance form a key element for enhancing the

6
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motivation and performance of CTC providers in the communities they serve. Participation

in the recruitment, monitoring and evaluation and possibly supervision of CTC providers is
important to generate ownership of, confidence in and acceptance of CT@eserthese
FILOG2NAR FFFFSOG / ¢/ LINBPGARSNEQ Y2UAQFdAz2y | yR

Our study shows that CTC providers not always often come from the community they serve
and are in a position that offers opportunities to mediate between public andlloca
discourse. We also found that the approach to community participation and action and the
responsiveness of the health system to local beliefs and practices is important and needs
more attention. The potential of strategic stakeholders (such as suppovtilage leaders

and health managers) to support the work of CTC health providers is insufficiently
highlighted.

Our findings reaffirm what the international literature on CTC providers has extensively
documented t that timely detection of health issues @blems and referral to the
appropriate level of care is a key role of CTC providers. The importance that CTC providers
attach to the referrals they make and whether these bear fruit is also a common theme
across the study countries. Our study shows thatvell-functioning upstream referral
system is critical to the ability of CTC providers to perform well and to meet the
expectations of the beneficiary communities; any weaknesses in the upstream referral chain
(such as a lack of referral transport faciljepaired with sometimes negative community
perceptions regarding the quality of (referral) services undermines the performance and the
effectiveness of CTC interventions.

Both in the literature and in the study countries, we found that unless programanes
backed by a wellunctioning health system, they are unlikely to add to the effectiveness of
CTC services. Such a system is needed, among others, to ensure sufficient resources (for
travel, drugs, kits, equipment and other materials), as these arendéistdo enable and
facilitate CTC providers to perform their roles and activities. Wherever and whenever this
was a problem, performance was affected.

Reflections on the REACHOUT analytical framework

The literature review and the six country context asaly were designed to both provide in

depth insight into the situation via-vis CTC providers globally and in the study countries
andto inform the developmentind refiningof an analytical framework that would form the

basis for the next phasef the REEHOUT studylhese involve the implementation of two
12-month improvement cycles in each of the six study countries to develop interventions for
improving/ ¢/ LINPBGARSNRBQ LISNF2NXIyOSe® 9 OK addzRe
context while designing and implementing the intervention cycles, and the use of a common
framework will allow fora level ofcomparabiliy during subsequent analysithroughthe

use of common tools that link back to various outcome measures in the framework.
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CHAPTER ¢ INTRODUCTION

This report presentghe synthesis ofour findings on contextual factors influencing the
performance of closeto-community CTQ providers from six countriesBangladesh
Ethiopia,Indonesia Kenya Malawi and Mozambique and evidence from a literature review
that investigated factors influencintpe performanceof CTC provider These studies were
carried out in the context othe REACHOUG@onsortiumt WReaching out and linking in:
health systemsd closeto-community serviceQ fundedby the EuropeanUnion.

WHY CTC PROVIDER® WHO ARE THEY?

After a declinein the involvement of Community Health Worker (CHW) in health
programmes in the 1980s(Perry & Zulliger 2012Standing & Chowdhury 20Q8health
systems are once again turning to the use of CHWs ahdr front-line health workers
(GHWA 201Bto help address the gamihuman resources for healttHRH) Their roles
include education, counselling, screening and paifitare testing treatment, followup
and data collection. What these approaches have in common is their reliance onvktaff
live andwork at the communy level, engaging with people in their own dwellings or
workplaces. This provides the potential for CTC services to strenttkatelivery of health
serviceshy tailoring services to best meet the needs and realities of individuals and
households, and makg more appropriate links to the health sector and beyq@HWA
2013.

There are many types @ TQoroviders,such as CHW#formal providersincludingthose
providing services from a local traditional perspectiy@jvate practitionerssuch as
pharmacistsand lay counsellorgnd frontline health workers such as midwives and nurses,
delivering a wide range of services in different conte¥¥& usedthe following definition of
CHWs derived frorthe definition for a Lay Health workéfLewin et al. 201)p2):

A CHWis a health worker who carries out promotional, preventive and/or curative
health services and who is the first point of contact at community lev€HWcan

be based in thecommunity or in a basic primary facility. @ZHWhas at least a
minimum level of training in the context of the intervention that they carry out and
not more thantwo or threeyearsof para-professional training

For thedefinition of thewider range ofCTCproviderswe refer ta

0Xthe wide range of both volunteer and remunerated health providers that work
within and among the communi¢fMggedal et al. 2013

To optimie the potential of CTC providers to improve universal health covesgemary
health care serges especially to the most underserved communititisere is a need to
better understand the context and conditions of CTC services.

11
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THE REACHOUT CONSORT

The fiveyear REACHOU#&searchproject, which started in February 2013ddresseghe
need to wnderstandthe context of and conditionsfor CTC services. The aim of the entire
project is to maximize the equity, effectiveness and efficiencg b&services in rural areas
and urban slums ithe six countriesmentioned It provides a unique and timelypportunity

to draw lessons on how to improvéhe performance of CTC providefshat can be
translated to other context$ through the inclusionof multiple contexts that can be
researched in a common way over a fiw@ar period.The Royal Tropical Institu{&IT) and
the Liverpool School of Tropical Medicine (LSTM) contribute to the development of a
generic approach to the studies. The consortium is led by L3peit from KIT, other
partners are the James P Grant School of Public HeadBRAC Institute of IGbal Health,
BRAC UniversitfBanglades)y HHA(Ethiopig, the Eijkman Institute of Molecular Biology
(Indonesig, LVCTHealth Kenyg, REACH TrustMalawi) and Universdade Eduardo
Mondlane(Mozambiqug.

REACHOUT consistdair phases:

1 conducting a ontext analysis through an international literature review, six national
desk studies and six qualitative studiesthe implementation countriesto identify
factors that influence the performance of CTC providers and CTC services

1 implemening a oneyear improvement cycle in six countries talevelop
interventions for improving CT@rovided Q@erformance and their contribution to
CTC services

1 based on the lessons learned duritlge first improvement cycle, desigmg and
implemening a second implementatio cycle to test interventions fofurther
improvement and

1 evaluatngthe two improvement cycles.

This report is a synthesis of the results of the findings of the international literature review
and the contextanalysesonducted inBangladesh, Ethiopiandonesia, Kenya, Malawi and
Mozambique This synthesikadsto a common analytical framework, to hesedas a basis

for common methods and analysis thfe improvement cycles that will be set up in each
country from July 2014nwards

REPOREBECTIONS

Chaper 2 summarkes the generic methodology of theliterature review, multiple case
studies in the six countries anthe approach to the intecountry analysis. Chapter 3
synthestesthe resultsof the countrycontextanaly®s and literature reviewand Chapter 4
presens the implications of the findings for the final common analytical framewdrke
country reportsand report on the literature review (articles forthcoming) are all available
on the REACHOUT websitétp://www.reachoutconsortium.org In the next chapterthese
reports are referred tpwith page numbes, in footnotes.

12
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CHAPTER Q OBJECTIVES AND MEMHLOGY

Thischapterprovides an overview of the study objectives, methodology and limitatiosis, a
well as how the initiadnalyticalframework was developed

PURPOSE AND OBJEESIV

The objectives of the context analysis were:

1. to create an initial framework describing factors affecting CTC pravifer
performance
2. to identify, through a systematicliterature review and desk study, evidence for

interventions which have an impact on the contribution of CTC providers to the
delivery of effective, efficient and equitable care

3. to map the types of CTC providémseach context

4. to assess structurepolides, strengths and weaknessed the health systemand
contextual factors and conditions that form barriete and facilitators of the
performance of CTC providers and servjces

5. to synthesize evidence on key barriers and facilitators to be built on ingul@TC
interventions and identify knowledge gaps to be filled regarding CTC seraiwgks
6. to adapt the initial framework inta common analytical framework for thenalysis

of the improvement cycles in the next phases of REACH4$€Ed o the synthesis
of the findings

METHODOLOGY

In line with the objectives aboyewe outline the development of the initial analytical
framework that guided the literature review and the development of the generic protocol
for the context analysis (objective 1). We continughwthe overall methodology for the
literature review (objective 2)the country-specific CTC provider mapping and qualitative
study (objectives 3 and 4), a description of the approach to the synthesis of the factors
influencing performance of CTC provideemerging from the findings and drawing
implications for the frameworkobjective 5 and 6)For an overview, see Figute

13
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Phases of the Context Analysis

Systematic search
Data extraction
Synthesis findings with
existing systematic

reviews

Outputs:
Initial REACHOUT
analytical framework

developed.

. = Country context
Literature review .
analysis
Activities:
Activities:

Generic protocol
Country specific protocok
Data collection
Data analysis and
reporting

Qutputs:
Initial framewsork informed
data collection

instruments and coding

structures.

Consortium meetings

Inter-country context
analysis

Activities:
Adaptation of anahytical
framework based on
country context analysis
experience and ERG

input.

Outputs:
Inputs to the adaptation
ofthe REACHOUT

analytical framework.

Activities:
Comparison of country
context analysis report.
Identification and
adaptations anahytical
framewrork.

Qutputs:

Final REACHOUT
analytical framework for
design and anatysis of

improvement cycles.

Timeline for the context analysis:
While the above diagram presents a stepwise and phased process—the context anahysis was both stepwise and iterative throughout the process.

Implementation Cycles

- Countries design
implementation cycles
designed based on the
final REACHOUT

analytical framework .

- Countries analyze their
findings using the final
REACHOUT analytical

framework .

-The final REACHOUT
analytical framework
becomes the basis for
comparative analysis of

findings across countries.

Figure 1. Overview of context analysis and framework developmdBRG= Expert review group

DEVELOPMENT OF TNEHIAL ANALYCAL FRAMEWORK
We developed an initial analytical framework on CTC progig@rformance to guide the
international literature review and the sigountry context analyses (seegbre 2. This
framework was developed based on a preliminary reading of tieeathat included
frameworks orthe performanceof the general health workforce and CHW

Health System Factors

Intervention Design Factors

HRH
Current policies

Professional
associations

Service delivery
Organizational model
Current state of
development

Financing model

Information (including

M&E systems)

Governance

arrangements
Accountability
Regulation
QA

Supplies & Logistics

el

Intervention Focus
Promotive, preventive or curative
Health priority
Characteristic of target
population
HR related
CTC provider profile
Remuneration
Supervisory systems
Empedmem in the formal
services

Managing multiple workioads
Referral systems

Community links: community
embedment, support, security,
management

M&E feedback loops

Quality Assurance: protocols, tools,
training, continucus learning

Communication other providers and

services

CTC Provider

CTC Provider Level

Performance

Improved capacity to
facilitate community agency

Variety of elements which —
beget each other Mediating Impact
Pr which —
Improved self esteem beget each other Equitable reduction in
Improved motivation Improved access User End Points Morbidity
Improved attitudes (refers to improved Increased and Mortality
. financial, physical, equitable utilization of
Improved competencies social access) services
ot Reduction in
Cf)mmun‘lcat\on Improved quality Improved health incidence
Diagnosis seeking behavior
Improved X ) HIV
Treatment responsiveness Adoption of practices Unwanted
Referral Improved that promcfte health pregnancy
Advacacy productivity Community Others
Improved adherence with Improved empowerment
standards and procedures i i
F lcom‘m_unlt_yhtiapacny Improved well being
Improved job satisfaction 0 claim rights

i,

.

i,

BROAD CONTEXTUAL FACTORS

BROAD CONTEXTUAL FACTORS

BROAD CONTEXTUAL FACTORS

Community Context Social networks, Gender norms, Cultural practices, Beliefs
Political Context (Type of policy, Security, .....);
Other contextual factors (Legal system, Environment, Economy)

Figurel. Initial analytical framework(Kok et al.2014)
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The initial framework divided the factors influencing the performance of CTC providers into
three broad categories:

1 broad contextual factorgbox at the bottomin the figure;

1 health system factors (box far lefand

1 intervention design factorésecondboxfrom left).

Factors to the left of the framework diagram have a direct influence on aspects immediately
to their right, and either a direct or indirect effect on aspects further to the right, including
on impact.For example, regulation of Cp@videra @sks and roles can influence the tasks
and rolesthey are allowed to performand the intervention design needs t@ake thisinto
account. The clarity of roles and the tasks CTC providers perform may influgrese
competencies and motivatiorBroad contextual factors can influence other factors (health
system and intervention design factors) but also directly influence CTC pro&ider
performance and impact.

The framework places CTC provi@d@erformance in the centre, as this is the focus of
REACHOUT. CTC provd@erformance is distinguished across three levels: the first
involves changes that occur at the CTC provielezl; these changes translate into improved
performance in terms of specific uskvel end points through a set of metlizg processes.
Improved CTC provider performance ultimately translates into improved population health
and weltbeing.

éOVERVIEW OF EXISTINLZERATURE
Table 1present an overview othe different existing frameworks that we used to develop
the initial analytical framework.

Tablel. Overview of frameworks that informed the REACHOUT initial analytical framework

Author and | Key elements How this informed the Key differencedrom the
date REACHOUT initial REACHOUT initial analytical
analytical framework framework
(Chen et al.| Human resource actions leading | Informed the general Chen et al. focused on huma
2004 to: structure of our initial resource actions and did not
1 Workforce objectives: framework: include contextual factors in
coverage, motivation, 1) factors influencing CT( their framework (like we did).
competence provider performance, The framework was
1 Health system 2) CTC provider applicable to health workers
performance: equitable | performance and in general andid not focus
access, efficiency and 3) impact on CTC providers.
effectiveness, quality and
responsiveness
1 Health outcomes at
population level
(Haines et | Determinants of success for CHW These determinants are | We categorized contextual
al. 2007 programmes: captured in the broad factors together (including
1 National socieeconomic | contextual and health socieeconomic, political,
and political factors system factors that could] community and international
1 Community factors influence CTC provider | factors) and separated them
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1 Health systems factors
1 International factors

performance in thenitial
framework.

Linking Communi

from health system factors in
the REACHOUT initial
analytical framework.

(Kane et al. | Interventionrelated factors The interventiorrelated | We used the intervention
2010 contributing to success of CHW | factors informed the design faobrs and EW
programmes: development of the box | outcome measures to inform
1 Selection from within and on intervention design our framework, and we
by the community factors influencing CTC | added some additional
{1 Training of CHWs provider performance. factorsfrom other sources.
supplemented by otthe- | The outcome measures
job mentoring informed the outcome
1 Supervision and measuresat CTC provider
mentoring by local formal level
health services
1 Rewarding
1 Clarity of CHW roles
1 Clear focus of the CHW
intervention
Outcome measures at the level o
the CHW:
I Sense of responsiveness
and responsibility
1 Selfefficiency
1 Confidence
1 Credibility
Motivation
(ERT1 Domains of community suppbr | This informed the Community factors not
2012 for CHWs: Wommunity link€sub- related to the intervention
1 Provision of access to category under were discussed in the ERT1
those who can serve as | intervention design paper as well, although less
effective CHWSs and factors in the REACHOU]| extensivédy. Therefore, we
access of CHWs to initial analytical put community &ctors also at
community members framework. the base of the REACHOUT
1 Creation of demand for initial analytical framework,
CHW services to present the importance of
1 Provision of support for community context as a
CHWs broad contextual factor.
Facilitation of trust between the
community and the CHW
(ERT2 Health system factors influencing| The health system factory No key differencesNe added
2012 CHWSséperformance based on the| were also adopted in the| other factorsother sairces.

WHO building blocks.

Programme factors:

1 Design elementssuch as
CHW role, advancement
possibilities

1 Implementation
elements:such as
training and supervision

1 Monitoring and
evaluation

CHW performance:

1 Cognitive, affective and

behavioural changes in

REACHOUT initial
analytical framework.

The CHW programme
factors have been
summarized into
intervention design
factors in our initial
framework.

Outcomes of CHW

ERT2 did not look into
contextual factors, which our
framework does.
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CHWs performance have been
1 CHWattributable change | distinguished in the sameg
in client<behaviour way as was done in the
Change in population health ERT2 paper.
(Palazuelos| Essential ingredients for CHW The five elements of this | Palazuelos et al. focused on
et al. 2013 | programme: framework presented by | intervention design. We
1  Supervision Palazuelos et al. informeq included health system and
1 Partners the development of the | broad contextual factors as
1 Incentives box on intervention factors that could influence
1 Choice design &ctors in the the performance of CTC
1 Education REACHOUT initial providers.

analytical framework.

éFROM THE LITERATURETHE INAL FRAMEWORK

We arrived at the initial framework by first relating Cp@grammes to the framework
presented by Chen et al. (2004), focusing on health workforce strategies for enhancement
of the performance of health systems in general. They distinguishanuresource actions
leading to workforce objectives (coverage, motivation and competence), which are leading
to health system performance (equitable access, efficiency and effectivegealty and
responsiveness), ultimately leading to health outcoméspapulation level(Chen et al.
2004). These different levels in the management of performance presented by Chen et al.
informed the general structure of our initial framework: facsoinfluencing CTC provider
performancefirst two boxes left andCTC provider performanaaitcomes(the middle part

of the figure) and impact (thbox to thefar right box of the figure).

We reviewed selected studies and documents to identify factors influrey CTC providarQ
performance. In some of these studies and documents, performance outcome measures
were included as well, informing the middle part of our initial framework. The reviewed
literature all focused on CHWS.

Haines et al. (2007), in theiaper on the potential for CHWe achie\e child survival goals,
identified four categories of determinants of success for Qbtdgrammes: national socio
economic and political factors, community factors, health systems factors and international
factors (Haines et al. 2007 These determinants are captured in the broad contextual and
health system factors that could influence CTC prodd@erformance in the initial
framework.

Kane et al. (2010) conducted a realist review of randothaantrolled trials involving CHWSs

in the delively of child health interventios in low- and middleincome countries. They
identified the following interventiorrelated factors that positively influene CHWA Q
performance: selection or election of CHWSs franthin and by the beneficiary community
training of CHWs on specific tasks targeted at specific situations and supplemented by
practical sessions and dhe-job mentoring supervision and mentoring of CHWSs by local
formal health servicesewarding of CM/s, clarity of CHW rolesand the focus of the CHW
intervention: whether it addressed an unmet need of the beneficiafiesne et al. 2010

17



Reachout

Linking Communities & Health Systems

These factors were caéyred in the box on intervention design factors in the initial
framework. Outcome measures at the level of the CHW identified in the study were: sense
of responsiveness and responsibility, sficiency, confidence, credibility and motivation
(Kane et al. 2000 These present outcome measures at the level of the CTC provider.

In 2012, the Evidence Review TedBRT)L of the US Government Evidence Summit on
CHWs pblished a paper on community factotkat influenee CHWS®performance. The
team identified four domains of community support: provision of access to those who can
serve as effective CHWs and access of CHWs to community memtaatson of demand

for CHWservices provision of support for CHWsnd facilitation of trust between the
community and the CHW. They concentrated @mtextual community factors,such as
community characteristics and power structureand community factorsrelated to
intervention asign such ascommunity participation inthe selection of CHWs and
implementation of the programme (ERT1 2012 Therefore, in our initial framework,
community factors are part of the broad contextual factors, but also presented in the box on
intervention design factors (community links: embedment, support, security, management).

ER® of the US Government Evidence Summit on CHWSs identified health systtonsf
influencing CHWQ LIS NJF 2 NJY | y O SAbrid dléalihSCRganzzafior(HOSbuilding
blocks. These factors at the system level set the environment for gidgfammefactors,
divided irto design elementsg.g. CHW role, advancement possibilities),piementation
elements €.g.training and supervision) and monitoring and evaluat{&RT2 2012 The
CHWprogrammefactors have been summaed asintervention design factors in our initial
framework. As health system factors present a context in which CTC interventions take
place and present preconditions for the functionality of CTC interventions, we have
distinguished them from the other féars that could influence CTC provideferformance

in our initial framework. The authors unpacked Ci\Werformance at three levels:
cognitive, affective and behavioural changes in CH8s quality of practice, knowledge,
selfesteem), CHWattributable change in client@behaviour €.g. health service use and
adoption of healthy practices) and CHMributable change in population healthe.g.
reductionin mortality and morbidityERT2 2012 This informed the outcome measures as
presented in our initial framework.

ERB of the US Government Evidence Summit on CHWSs reviewed the combination of health
systems and community support systems f@HW programme (ERT3 2012 The
interrelationships between different types of factattsat influenee CHWa gerformance was
stressed onceagain. We have captured this in the initial framework by the mifectional
arrows between different boxes.

Lastly, we used the-SPICE framework of Palazuelos et al. (2013). This framework presents
five elements which can serve as essential ingredidat structuring or analysing a CHW
programme supervision (including management plans and structures); partners (especially
ownership and stewardship by nationalogrammes, which is a health system factor in our
conceptual framework); incentives (whiete a key part of the larger theme of motivation
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and performance); choice (how CHWSs are recruited, screened and selected, and why they
choose to take the job); and education (including what CHWs bring to their job, and how
they are trained)Palazuelos et al. 2013

Many of the literature and documents that we have ugeddevelop our initial framework
focused on intervention design factotisat influence CHW performance. These issues could
be directly adjusted by the intervention design to influenttee performance of CTC
providers or the broader programme In addition,the initial review clearly revealed health
system factors and broad contextual factors as important separate categories of influencing
factors on CTC provid&r@erformance. The initial framework formed the starting point of
REACHOUT and was designed to dmgusted further based on findings from the
international literature review and the context analyses in the six countries. The
adjustments are presented in Chapter 4.

LITERATURE REVIEW

A systematic international literature review was conductby KITto identify factors
influencing theperformanceof CTC providex To address the contribution of CTC providers
to effective carethe evidence from existing systematic reviewss synthesizedwith a
focus on outcomes related to health priorities that areenednt to the REACHOUT countries
The priorities included in the review wemmaternal, neonatal and child healttHIV,
tuberculosis and malaria.

For the identification of factors that form barriers to are enablers of the performance of
CTC providers anelated services, we usdtie draft conceptual frameworksgeFigure2).
This initial frameworkformed the basisfor data extraction and the categorization of
findings it dividesfactors influencing CHW performance into three main categories:

1 broad conttual factors, including those related to community and political

contexts
1 health system factorsand
1 intervention design factors

We included quantitative and qualitative studies that concer&0C providers/orking in
promotional, preventive or curativerimary health care inlow- and middle income
countries The studies should have described a factor relatedrttad contextual factors,
health system factors omntervention design. The review covered studies includi@gC
providers their cliens and heir families/carers, CTC providsupervisors, the wider
community, policymakergrogrammemanagers, other (professional) health workers, and
any others direcil involved in or affected by CEErvice provision.

We differentiated CTC provid@erformane outcomemeasures at three levels (se@bre
2): CTC providelevel, mediating processes and euader level. The three acome levels

! Kok et al. (201415¢20).
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that constitute CTC providgrerformance contribute to the impact on morbidity, mortality,
incidence of disease or othepnditions and health status and welileing

We searched EMBASE, PubMed, Cochrane, CINAHL, POPLINE -&EDNHIS eligible
studies We included Englistanguage studies from 2007 to July 2013.

 SELECTION OF STUDIES

Two reviewers independently assessib@ titles and abstracts of identified documents to
evaluate potential eligibility. In case of diverging opinions, inclusion was discussed until
consensus was reached. Persisting disagreements were resolved by seeking a third
NB @A S 6 S NI dtexepaperg Weteyassessedbyftwo reviewers out of a team of four.

DATA EXTRACTION AMBNAGEMENT

A data extraction form was developed from thitial conceptual framework. This was
piloted through joint assessment of several studiasd adjustments were mad® clarify
categories and subategories of the factors assumed tmfluence CTC pvided Q
performance (see Figure).2lt also contained description of the interventionthe study
and the outcome measures.

 DATA SYNTHESIS

Themeswere dentified by assedng all data extraction forms. Descriptive analysis of the
contents of all included papers was conductied eachcategory (thematic coding). New

(sub)categories deriving from the literature were added to the framework where needed.

CTC PROVIDER MAPPING

Desk studies were carried out in each of the six countries to identify which CTC provider
programmes were implemented in the countryand the challenges and lessons learned
regarding theseprogrammes were assessedStakeholder consultations were also théb
identify the type of CTC providers active in the counterieviewed and greyiterature
was reviewed, including donor and governmental reporta Bangladeshan additional
comprehensive mappingf all CTC providersas conducted in three urbaslums and one
poor rural village in two districigo identify the diversity of CTC providers and their roles.
Different strategies were adopted to conduct the CTC mapping, participartycipatory
rural appraisal techniquesuch aghysical mappingnformal group discussions, participant
listing and validation ofhe primary listing for all providers working in the selected slum
areas.

% See country context analysis repd@eskreview methods and methodologyf qualitative studies: Sidat et
al. (2014: zZ3, 21¢24); Nyirenda et al. (2014: 34, 2531); Mireku et al. (201420¢21, 45,49); Zerihun et al.
(2014: 2122, 45,51); Nasir et al(20146,19-36); and Gani et al. (2018,22-44).
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QUALITATIVE EXPLOFRON OF CONTEXTUAICFORS THAT AFFECT CT
PROVIDERQERFORMANCE $NXCOUNTRIES

We usedqualitative methods toassess structures and policies of the heaistem,broad
contextual factors andntervention design factorshat form barriersto and facilitatorsof
the performance of CTC providers and servicggalitative exploratory methods were used
to identify conditions for improving the performance of CTC providers in each country. The
gualitative study used focus group discussions (FGDs) andsserttured interviews with
CTC providers, policymakemnanagers and clients. To facilitate an analydiscammon
themes and issues in a muttountry study, a framework approa¢@ale et al. 201,3Pope et
al. 2000 Ritchie & Spencer 20Q2vas used in combination with a narrative method of
enquiry (Riessman 1993 All countries used thénitial REACHOUT framework to explore
themes and issues in a very open manneris BEnabled respondents to narrate ideas,
experiences, observations and concepts.

In Bangladeshhe CTC provider context witlespect to sexual and reproductive health was
explored through FGDs with community (married) men and women, -s&onitured
interviews with formal and informal CTC providers andiepth interviews with clients of
menstrual regulation serviceg&ani et al. 2014

In Ethiopia F@s and semistructured interviews were conducted with a range of
participants: Health Extension Workers (HEWS), health centre heads, delivery case team
leaders, kebele (ward: smallest administrative unitpdministrators, Traditional Birth
Attendants (TBAs)maternal healthprogramme coordinators, mothers and community
leaders. The study was conducted in \8iwredas(districts) of Sidama zone, which differed

in performance and distance to the capital of the z¢Aerihun et al. 2014

In Indonesiawo districts with p@r maternal health indicators but contrasting in population
size, socieultural and district age were selected. In each district two-gisricts were
selected and four villages with varying distance to the dlibtrict health centre and
performing welland poorly in maternal health. FGDs and interviews were held with village
midwives,Posyandikaders TBAs, mothers, men and womg@yasir et al. 2014

In KenyaFGDs andemistructuredinterviews were conducted in a rural area and an urban

slum with participants identified from those involved or linked to the Community Health
Strategyprogrammeat various levelsincluding service users (clients of Cai@ home-
basedtesting andcounselling (HBTC) services, service providers (CHWs, Community Health
Extension Workers (CHEWSs) and HBTC counsellors), health managers and policymakers at
national evel(Mireku et al. 2014

In Malawi the qualitative study was conducted in two districts. FGDs samistructured
interviews were used to collect data from mothers with children under five years of age,
clinicians, nurses, environmental health officers, tradiibeaders, Health Surveillance
Assistants (HSAs), officials working for fgmvernmental organizatiors (NGOs)in the
districts anddistrict council officialy{Nyirenda et al. 2014

21



Reachout

Linking Communities & Health Systems

In Mozambiquesemistructured interviews and FGDs were conducted in taigtricts of
Maputo Provinceo capturethe experiences and perceptions of memberstloé Provincial
Health Directorate, District Health Directoratand Community Health Committees,
community leadersAgentes Polivalentes Elemental@dPEs the CHW$ and mothers of
children undeffive years of age (most common clients of CTC provi@8igat et al. 2014

DATA MANAGEMENT ARBALYSIS

Qualitative éita management and analysis was similar for each courtllyqualitative
instruments vere translated ito local languages and backonEnglish to ensure that the
contextspecific instruments included generic questions for comparison between countries.
Datawererecorded, transcribed andf relevant translated irio English.

A data analyis workshop facilitated bgenior researcherfrom KIT and LSTM was held in
each country The study team shared experiences from the data collection exercise to
identify common themes and problems that may constitute limitations of the study. The
codingstructure was developed based dhe initial framework and modifietdy reading the
transcripts andhrough theworkshop discussionsf findingsfrom the interviews and FGDs.

All transcripts were subsequently coded using the agremahtry codingstructure (double
coding where appropriate) ithe qualitative analysis softwardlvivo. Further narrative
writing for each theme and sutheme was based on the developmentsimple and more
complex queries for coded transcripts and appligd the writing of narratives and
development of matrixes to triangulate the data.

The framework approach allowed for an element of deductive codinfpe analysis stage
(Pope et al. 2000 At the same time an indttive process allowed for an incremental
addition of themes in the course of data collection and analysis, fandntegration of
themes intodconditions and consequence¢Corbin & Strauss 2008which in our study
were factors influencinghe performance of CTC providexr Issues explored using the
REACHOUinitial framework focused orthe perceptions and experiences of respondents
with CTQorogrammes related to broad contextual factors, health system structures, policies
and practices and intervention design factors thatuefiee CTC provider gerformance.

To finalze the process of data analyspatterns and connectionwere identifiedwithin and
between themes. Country analysis teams held meetirtgs discuss patterns and
connections looking for suggestedelationship o cause and effect. Queries were run in
Nvivo toidentify similarities and differences in themes and between various participants
and geographical areas. Each country held stakeholder meetings to discuss and validate
preliminary findings
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éQUALITY ASSURBECOUNTRY CONTEXT ANAB
Quiality assurance of theountry context analysewas conducted through:

T

development of a generic protocol that was discussed and adapted during a
methodology workshop with all principal investigators and main researdnensall
countries

fully adapted protocol review between each country and KIT/LSTM senior
researchers

to ensure data quality, the ability of the interviewers and FGD facilitat@svital.
Training workshops were conducted by senior qualitative researchersalli
O2dzy i NAS&d 5dzNAYy3I GKS NBASIFNOKSNBQ GNI Ay
language and back by others to confirm that terms were understood in the same
way, the creation of a safe environment, respect and sensitivity were engahsi
andtK S NB a Srobldg K8ty #&aQ central to the training

oversight for fieldtesting and supervision during fieldwork was conducted by a field
manager. Quality assurance procedures were applied, such as checking recordings,
keeping field notes etcas well as debriefing sessigns

all FGDs and interviews were digitally recorded, transcribed and checked with
original recordings of a particular transcriber by a person not involved in the
transcribing

data validity was judged via triangulation (comparimgd contrasting results from
FGDs andn-depth interviews and answers from different groups of respondents)
and the mixedmethods approach (comparing and contrasting results from desk
review and primary data), as well as during a preliminary data validatiorkshop

with the participation of key stakeholderand

to ensure that data were interpreted from a muttisciplinary perspective, a group

of local experts with various professional backgroun@sincluded in data analysis,

as well as a scientistdm LSTM and one from KIT with a background in social
science, health and gender, in addition to the stakeholders, which contributed
multiple, differentperspectives. A field visit during or prior to the analysis workshop
assisted irprovidingsomeunderstandingof the specific local context.

LIMITATIONS COUNTE®NTEXT ANALSYIS

Each countrngxperiencedts own specific limitationsvhichhave beerdescribed fully in the

context analysis reports. In summary thesere:

1 Due to languageelated challenges, @spitethe preparation of materials and training of
data collectors, some data contents mdywave beenlost during translation and
transcription. This applied to all countries.

1 Thee may be gaps in theata for the following reasons:

% This section is based on findings from Kok ef26114); Sidat et a(2014); Nyirenda et al. (2014); Mireku et
al. (2014); Zerihun et al. (2014); Nasir e{2014); and Gani et g2014).
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o identification of expeienced qualitative data collectors was problemaiit
Indonesia, Kenya and Ethiopdditionalinterviews were conducted in addition
to the training to build in a learning component in the field

o for Ethiopia only male interviewers could be identifiahich meant that women
and TBAgould have beemesitant toexpress their opinionsn Malawi some of
the CTC provideydNGO and government officiaBsnd health workers were not
willing to participate because the compensation was felt to be inadequate. Th
implication is that issues affecting healleeking behaviour may have gaps

o in Bangladesh the focus on menstrual regulation is sensiéind privacy could
not always be providedvhich may mean that some reasons for using services
were missegdand

o inall rural areas respondents were recruited from villages that could be reached
by fourwheel drive. The implication is that maybe that perspectives of
communitiesthat arefar awayanddifficult to reachwere missed.

SYNTHESIBFINTERCOUNTRXND LITERARE FINDINGS

To synthesize evidence on factors influencing CTC pravi@erformance to be built on in

future CTC interventions secondary analysis tife countrydesk studiesqualitative study

results and international literature review was conducteging the following process:

1 The findings of all six country reports were analysed and suraethin a matrix that
was then sharediefined and discussed with each country and among countries during a
consortium workshogNowember2013).

1 The detailed counmt reports were analysed by a team fufur KIT researchersvho
identified themes and issues that were categed under broad contextual factors,
health system factors and intervention design factoes in the mitial REACHOUT
framework (see Figure)1Each researcher read all country reparénd a first synthesis
of findingswas presented to all country researcheduring aconsortium workshop
(March 2014, discusse@ndfurther refined and gapsand implications for the analytical
framework were idenfied.

1 The four researchers in the KIT tedmilt on the feedback received. Teams of two
researchers synthemd the data under each factday conductinga secondary analysis
of the findings provided in the country reports and literature review. Researchers
reviewed the reports in pairs and cresBeckedthe themes and issues emergingder
each factor.This formed the basis for the synthesis of findings presentethapter 3.
Thedraft report wasreviewed and commented on by all KIT and LSTM researchérs an
all countryprincipalinvestigators and adapted on the basis of this.

1 The results werdhen related back to theexisting REACHOUjpreliminary analytical
framework and adaptations were made on the basis of thmnthesis of the findings
presented in Chapter 3. Comments from allprincipal investigators and senior
researchersvere received and integrated to the final analytical framework presented
in Chapter 4.
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éQUALITY ASSURANKER THE INTEROUNTRY ANALYSIS

In addition to the quality assance mecharsms in each countrythe following processes

were usedo ensure quality of the intecountry analysis:

1 Researchers from muldisciplinary backgrounds, such as medical doctors, social
scientists, gender and healtland public health specialists with vadefield experience
took part in the analysis tensure thatinterpretation of data wagprovided from various
perspectives

1 The consortium meetings allowed for exchanged discussiorbetween agroup of
experienced researchergwvolved in the implementatio of the researchfrom all
countries involved representingdifferent contexts and disciplinesThey confirmed,
commented on and added tthe initial and second presentation of themes and issues
derived from the six country reports and the final analysistte data during two
consortium meetings A field visit to Maputo, as part of one consortium meeting,
enabledthe researcherdo receive feedback on issues pertinent to the findintdmis
further enhancing the trustworthiness of some of thiadings.

1 All implementing country researchers had-depth experience in one countrywhile
three KIT and thre& STM researchers conducted field visits and were fully involved in
the analysis of the data in two different countrieach

1 Trustworthiness of the data wasirther enhanced by triangulating the data emerging
from the country reports with the international literature.

1 The final framework evolved during the research process in response to emerging
findings andfurther informed the ongoing data analysis in theuatries. Thefinal
analysis was conducted by integrating the data that emerged the REACHOUT
framework. Initially this was done by foulTKresearchersthen critically reviewedand
complemented by the LSTM andplementingcountryresearchers.

LIMITATIONS

Conducting the study in different settings six countries presents challenge@n the one
hand there isa focus on appropriate contedpecific elementson the other hand, the
inter-country analysigocuses onrcommon elementsA generic protocoand tools for data
collection were developed and adapted with countries during consortium meetifgs.
common methodology enabledssuesto be investigated in a similar way. Nevertheless,
each context also set its own prioritiggnd similar issues wemot investigated in the same
depth in all countries.

This has implications for the similarities and differences found between countries. Some
differences are clearly linked to a specific contextfor example,if CTC providerare
selected and employed yb the government (not the community)it influences the
acceptance of the CTC providdsy the community. We cannot always explaimether
negative differences are inhereim the focus of the research in each country or an actual
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difference. We, thereforereport negative differences only if we have a logical explanation
for why this difference occurre@nd concentrate on similarities that influence performance.

Not all countries have the same health focasd theway and degreeto whichthe CTC
providers are embedded in the health systems differ between countrids. addition, the
type of CTC providers as a primary and secondary focus also diffeosintry andincludes
volunteers with no training trained CHWswith or without salary professional midwies
(Indonesiajpndinformal providers in the private feprofit sector(Bangladesh)

The literature review assessed available reviews on all health subjects and included various
types of CTC providers, but only Englesfiguage reviews from 2007 untillyi2013 were
covered. In general, the literature review generated insufficient information and evidence
on recruitment, characteristics and precisapervision and quality assurans&uctures. It

was not always clear from the studies whether incentivesemelated to theprogramme

under research or to the research itself, which could have distorted findings of this literature
review. The broad range of literature available on CTC providers led us to use a search
strategy that employed specific terms to ther focus the search results and implied doing
more handsearching than was foreseen. It is possible that we have missed some important
references.

ETHICAL CLEARANCE
Ethical clearance was obtained from the Research E@oosmittee at KIT for the generic
protocol, and each country obtained ethical clearance from the local ethics committee.
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CHAPTER ¢ SYNTHESIS OF FINDSNEROM SIX COUNTRIE$D LITERATUI
REVIEW

INTRODUCTION

The results arespecific to factors influencinthe performanceof CTC praders and are
presented here under the broad headings thfe initial analytical framework:broad
contextual factors, health system factors and intervention design factors.syhiesisof

the findingsand the themes we present afgased on the result®f the country context
analysesandthe literature review. The sections start with a synthesis of the findings from
the literature with a reference to the countrige whichthe text applies, andhen discuss
effects on performanceWe concluddy confirmingand contrasting these findings with the
findings in the literature reviewl hefactors presented in thishapter are then concluded in
Chapter 4 and the initial REACHOUT framework is adapted on the basis of the findings in
this chapter and the discussismeld during the consortium meetings.

TYPOLOGY OF CTC PRERS

The typology of the CTC provideom which the six countriesreported differed in
programmefocus, the degree of integration in the health systeratchment area, selection
and recruitment training and supervision, neuneration, incentivesand suppliesSeeAnnex
1 for a table with a brief overview of the typology of CTC provigerd some programme
design featuresn each countrybased on CTC provider maps@agd desk reviews

The diferences and commonalities can be described as follalwve CTC programmes
presented in the study country overviews started betwedd65and 1980and initiated new
programmes or revitalzed existing oneat the beginning of the 2 century.

Eachprogrammehad its unique featuresand notwo were the same. However, some
common featurescould be distinguished between countries. Some of the CTC providers
such as théHSAsn Malawi, theHEWsn Ethiopia, theFamily Welfare AssistantdFWA$ and

the Shasthya &rmi (health workers) in Bangladeshthe CHEW Iin Kenyaand the village
midwives in Indonesiawere all formal cadresemployed by the Ministry of Health

The trainingthat different cadres of CTC provideesceival varied greatly. For example, the
professonalvillage midwvesin Indonesiaeceival three years oftraining, while the training
lastedone yearfor the HEWs in Ethiopiand 12 weekdor the HSAsn Malawi. Thekadersin
Indonesiareceivedoneweekof training, if they received any at all

The! t 98 o0fAGSNIffe GNIyatliSRY WLINPOARSNER 27
the CHWs in Kenya, tHeadersin Indonesia, theShasthya Shelak (health volunteers) in

* This section is based on findings from Sidat et28l14: 4, 27) Nyirenda et al. (20144 ¢ 19); Mireku et al.
(2014:34-41), Zerihun et al. (2014£4-29), Nasir et al. (201424¢29), and Gani et al(2014: 6,30¢45).
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Bangladesh and th€ommunity Health Promotsiin Ethiopiawere volunteers, funtoning
within the health system with no salary but a varied range of incentives.

The number and complexity of CTC pdevs differed by country. In each country informal
providers, such as drug distributofsndependenly operating) TBAsand traditionalhealers
operated next to the more formaiied CTC providers, and Indoneaiad Ethiopiaincluded
collaboration with the cadre of TBAs in their studysurvey carried out in three urban and
one rural study sitein Bangladesh illustratethe wide varety of CTC providers operating in
the communities statingdThere were 74 CTC providers per 10,000 population in the four
selected study arest (Gani et al.2014:6), and on average across the study areas 70% of
the CTC providers were informal provideBsingadesh included a special focus on the role
of the informal providerselated to menstrual regulatiom its qualitative study.

The selection and recruitment of various CTC providers difas well Professional cadres
were selected by the government, itmteerswere mostly selected wittihe involvement of
the villagesand salaried CHWsere sometimes selected by the villages, sometimes by the
health office and sometimes by both.

BROAD CONTEXTUAL FARS

The country context analysis identified socidtural community context including social

and gender roles and norms, traditional beliefs and practices, stigma and discrimination and
other contextual factorssuch as economic factgranfluencing recruitment and attrition,
security and geographyhese fators were confirmed by the literature reviews is shown

by the following synthesis of findings.

SOCDO-CULTURAANDCOMMUNITY CONTEXT
The factors identified as saccultural and wider community contextere gender rolesnd
relationshipsand other factes such as traditional beliefstigma and discrimination.

 GENDER ROLES ANDAREDNS

Sex, gender roles and relations and experience of being a CTC provider

The sex of the CTC provider and the ways in which gender roles and relations influenced
their performance and interactionsiith women, men, girls and boys emergad factorsn

the inter-country analysis. For exampl€TC providerinfluenced performance and the
effect on the utilization of services in various ways, depending on gender norms and
relationships and the type of services provided. In Indonesia and Ethiopia the CTC providers
were all female, and the CHWSs in Kenya were mostly female. In lkedylslalawi,attrition

of malevolunteersin both urban and rural areas was attributed to the gendae of men

®This section is based on findings from Kok ef24114: 4@44); Sidat et ak2014:17, 54, 56, Mireku et al.
(2014 80, 81, 104102); Zerihun et al. (201482, 53,57); Nasir et al. (201470-73); Nyirenda et al. (20140);
andGani et al(2014:114).
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as bread winnerswvhich made it difficult for them to commit to a voluanty role. In the rural
areas in Kenyand Malawi,attrition of femalevolunteerswas attributed to marriagewhich
resulted in wonen moving out of the village. In Malawi¢giHSAs are male and femaleit
males are more likely to be in supervisory positioasd TBAs are female. In Bangladesh
most CHWs are femalgiven that maternal and child healgfrogrammesin the countryare
primarily targetngwomen.

In Mozambique theAPEsare mostly male although the policy suggests selecting females.
Diverse explanationtiave beengiven for why this disparity occurs, and from informal
discussionsvith key informantswe discoveredthat one possible explanation is that the
requirementto follow a fourmonth trainingcourseis maybe more difficult for women to
comply with.

Gender roles and relations shape interactions between CTC provin@irsduals and
communities

In all countries female providers were perceived as being a faailitar pregnant women

to access facilities and for home visits. For example, in Ethiopia women appreciated that
they could discuss issues with a female HEW. In Malawi a woman revealing that she was
pregnantt for purposes of follomup by CTC providers was considered a taboo in some
communities. In Mozambiquand Malawicultural norms formed a barrigo male APEand
HSASs, respectivelyisiting females in their homes. However, male CTC providers were not
always rejected. For example, in Malawi somegm@nt women were motivated to disclose
their pregnancies through benefits such as iron tablets and mosquito nets, irrespective of
the sex of the provider. In some communities in Indonesia mMal&svere practising.

The &x of the providerwas not the only influence on acceptability. For example, in
Bangladesh it was revealed that menstrual regulation is a stigathtand sensitive issue
faced by womenwho make decisions based on discussions with trusted friends in the
community. In all countries, decisianaking pathways with respect to service providars
shaped by levels of truse(g. perceptions on confidentiality of service providers), cost and
reputation with respect to quality.

Gendered power relations shape health responses in diverse waysaoithinunities

The utilzation of services and the uptake of referral are influenced by decisiaking in

the family and community. Barriers to utdition related to intrahousehold, family and
community decisiormaking emerged in particular related to teanal and neonatal health
services in Ethiopia, Kenya and Indonesia. In Bangladdabk of male involvemenis
perceived as a barrier to women seeking menstrual regulationsaxdial and reproductive
hedth services.The issue of husbands forming a barrto the use of family planning was
identified in Ethiopia, Malawi, Kenya and Indonesia. However, women use their agency to
bypass their husbandasnd seek care in secret (fdamily planning, and somestandup to

their husbands. From the perspective aftonomy; it is important that women make their

own decisions but when women need support, husbasidas breadwinners play an
important role as a decisieM I { Ay 3 FI O 2 NJ Fsiekihg behdvidy aall KS | €
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countries. Decisiomaking for delivery emged as more complexnvolving female elders
such as older women in the family in all countries, but was explored in more depth in
Indonesia and Ethiopia.

Village heads and village health committees were reported to play an important role in
influencing the selection and recruitmentof CTC providerin all countries, and their
influence on encouraging husbands to enable their wives to raaternal andnewborn
health services emerged in particular from Indonesia and Ethiopia. In Malawi most CHW
services mainly target women and childrerand having specific matargeted services could
improve male involvement in CH@Wogrammes.

The international literature review confirmed the above findings overall and identified
additional social and gender roles, normsdgoractices that influence the performance of
CTC providers and the effectiveness of CTC interventions. The literature identified that social
and gender norms and practicesuch asinheritance, polygamy and male sexual and
reproductive entitlements have bearing on the effectiveness of CTC interventions around
sexual health and HIV.

A number of studies from the literature review discedghe influence of socieultural
customs and relationships. In many societies the husband and matHaw are the
primary decisiormakers, both having their own distinct domain over which they control
decisionmaking; involving them in the education process enhana®verage of
reproductive and maternal health services. A study from Bangladesh adds a shift in agency
under the influence of the expanding urban environmemthere women in a community of
garment workers have greater mobility and make their own decisions about termination of
pregnancy.

OTHER FACTORS

Traditional beliefs and practices

Traditional beliefs andnactices influence healtseeking behaviour and have an effect on
the outcomes of the work of the CHWSs, such aszatilbn of services by the interventianQ
target populations.

In all countries the use of traditional healers, TBAs and other informald®sis common
practice. For example, in Bangladesh a survey conducted among the CTC provider study
population in three urban slusiand one rural arealuring the country context analysis
showed that68% of CTC providersre informal providers including taditional healers
(22%), traditional (untrained) birth attendants (19%), allopathic drug sellers (13%), village
doctors (12%) and informal homeopaths (4%). Traditional heafersonsulted for specific

® This section is based on findings from Kok ef28l14: 4 - 46, 49; Sidat et al(2014: 28¢ 30,40- -46, 54,
61, 82, 84); Nyirenda et al. (2014:8¢ 19, 32¢ 33,40, 58,73); Mireku et al. (2014: 21, 3B88,36¢37, 54 55,
57, 59, 76, 88); Zerihun et al. (2014, 25,43, 49,52¢ 53,70, 72, 78) Nasir et al. (201£8,31- 33, 55,54 ¢
56, 66¢ 69, 71,86); and Gani et al2014:39, 48, 66, 71, 88, 98, 114115).
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health issues on the basis of traditional belief&kdid to the aetiology of the disease and
how this should be cured.

In all countries TBAs play an important role in providing care for pregnant women, during
and after delivery. TBAs continue to conduct delivershough the policie®avechanged

and sane shifts towards referral of deliveries were observed. For example, in Kenya 28% of
deliveriesare assisted by TBAsind only 44%are supervised by health professionals. In
Bangladesh, TBAs conduct menstrual regulation, and pregnant warheriear evils girits

and miscarriageconsult traditional healers and TBAs. Malawi, the roles of TBAs have
changed over the years. Presently, TBAs are not allowed to preside over deliveries, instead,
they are supposed to refer pregnant women to health facilities. Respe ban, many TBAs
were still assisting women with deliveries due to two major reasons. First, deliveries are a
source of income for the TBAs considering that their new role of referring pregnant women
to health facilities was not accompanied by angentives. Second, many women faced
challenges to access health facilities, as such, TBAs were the last rasdrivomenfeel

freer with TBA, who are reported to take care of women with a miscarriage as well as a
smooth delivery. In Indonesia and Ethiapeasons for using TBA: the proximity of the

TBA to the woman, both psychologically and culturdhg lack of responsiveness to local
practices in health facilitiegrior experience with a normal delivergnd the assumption

that if all is well dung antenatal carethen the delivery will be normal. The use of TBAs is
not exclusive; most women will use TBAs afsbvillage midwives foantenatal care

Our findings from the international literature review confirm that traditional beliefs and
pradices, including traditional actorsuch asTBAs, continue to wield major influence on

LIS 2 LI S QseekifigSokHaviolr andn the context of the largely promotive roles of

many CTC providers, have ampact on the effectiveness of CTC providers and
interventions.

Stigma and discrimination

Cultural and religious norms and values influence stigma associitég for example,
health issuesuch as HIV (Kenya, Malawi and Ethigpi@nstrual regulation in Bangladesh
or unmarried pregnant women vigilg a health facility (Indonesia). Stigma influerscthe
willingness of clients to seek services or talk about those ssthet might make them
vulnerable to stigma and discrimination. The degree of stigraftin and the factors
influencing this, such afor example religion, are very contextspecific. For example, in
Bangladesh menstrual regulatiamfrom a religious perspectivstronglyconsidereda sin in
some communitiesbut is provided in other communities with no religious opposition.
Various ways in whh CT@rogrammes address thisnclude for example, a strong focus on
training of CTC providers in Mozambique and Kenya, and the forming of volusupport
groupsof people living with HIV/AIDEB Malawi. However, whil accepting wekltrained
counsellos whomaintainconfidentiality, communities may still fear stigma when treated by
somebody from th& own community, as was reported in Kenya
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The international literature also found some references on the influence of stigma on health
seeking behaviouregarding HIV related services of clients in Ethiopia and Kenya and in
Uganda for family planning related services.

Reaching the most vulnerable

In all countries the review of policies in the desk studies &tbthat the main aim of
establishing a CT@rogramme was to improve universal health coverage by bringing
primary health care services closer to the communities and forming links between the
health facility and the community. In all six countriesaching the poorest groups with least
access to servieewas the aim of developing Cpfgrammes. The factoremerging from

the country context analysis in all countrigat influence the ability of aprogrammeto

reach the most underserved communities also depend on the closeness of the CTC provider
to the client, geographically and culturallyre type of services provided, and at what cost.

Reaching the most vulnerable can mean many things. In all countries, CTC praxéders
based in the poorest rural and urban communities with the least accessiblehrssaitices.
Reaching communities in rural areas emergedeamg more straightforward than in slum
areas. In slum areas in Kenya and Bangladesh clients were much more, mudiilag
follow-up more difficult

The international literature review confirmed dh most CTC providers provide services to
people in remote and economically deprived populations #rat most CTC providers come
from amodestsocial and economic background.

Social hierarchies

The important role of village leaders ihe selection and reruitment of communities was
reported in all countries as a factor that could limit participatiorfor example in Kenya it
also emerges as a factdhat facilitates community engagementt for example,in
Indonesia.

From the international literature ragw it emerged that gcial hierarchiegouldalso form a
barrier to CHW performance. From India, it was reported that fentalmmunity-based
distributors face challenges in influencitige behaviour of women with a significantly lower
social status. In artber setting in India Accredited Social Health Activists were in demand
by all castes and religious groups.nbrthern Nigeria social hierarchies are very strong and
limit the level of community participatigrwith the community following the decisions
leaders. However, participation at such a low lewlstill important and effective in
education for and distribution of misoprostol to women.

| OTHER ONTEXTUALATTORS

Economic fact®

" This section is based on findings from Kok ef2114:42-46,49, 50, 52, 6B Sidat et al. (2014: 280);
Nyirenda et al. (2014: 32, 33, 38),58, 73, 7); Mireku et al. (2014: 21, 32, 38, 40,59, 59, 65, 7B Zerihun
et al. (2014: 3272, 73; Nasir et al. (2014: 28, 33, 55, 65 81); &hd Gani et a[2014: 48, 71, 11115).
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Kenya reported that CTC providers from semtonomi@lly deprived groups put greater
pressure on financial driverand insufficient remuneration causgreater attrition. Malawi
showed that poor remuneration and unfavourable economic conditions influence
satisfaction with payment. Farming and other businasByvities in additiorto work as a CTC
provider leads to a poorer quality of services. CTC providersMalawi are also drawing
attention to the opportunity costs of volunteering. In Bangladést market economy and a
less regulated health service contribute tbe plurality of CTC providers. Mozambique
reported that the dependency on NGOs after the civil war ledriancoordinated parallel
systemwhich it was able to change after the economy stabdi This enaleld a functioring
health system in whichhe involvement of NGOs in AREEogrammes was regulatedAll
country studies showed the importance of financial remuneration influencing performance
and attrition and causing inequity between CTC providéhss is furtherdiscussedunder
incentives undeintervertion design factors.

The literature review confirmd the above findings. From this review it emedgiat the
economic context and its influence on the performance of CTC providers setati@ly to
livelihoods, willingness to volunteer and to compensationservices renderedl he ack of

an exit strategy for CTC providers whenpeogramme stops paying incentives and
deteriorating economic conditions cause economic hardshipe literature review found
that differences in salaries between different types CHWSs result in demotivation. The
labour market was reported to influencéhe retention of volunteers, particularly in
situations where there is high unemployment or fewer opportunities. Other studies
reported that volunteersare unlikely to continue agolunteers without beingemunerated.
Poverty of the communitycan cause distress to CHWs (because they see their clients
suffering)and could prevent people from seeking health services, and this has an effect on
the performance of CTC services

Environnent

The factorsemerging from the country context analydigat influence the ability of a
programmeto reach the most underserved communities also depend on the closeness of
the CTC provider to the client, geographically and culturBl&rriers to servig utilization
includedistance, poor road conditions, lack of transport to health facilitieand a lack of
availability of transportation (including the cost of transportatiomdirect coss were well
documented in the desk reviewsand emerged in all auntries as important factors
influencing the utilzation of serviceén the qualitative studies

The literature review confired that poor infrastructure due to geographical factors, leading

to poor transportation and communicationgould influence the mrformance of CTC
providers.Thiscouldl € &2 A Y Ff dzSy OS -sdelin§ BeNdviddf andStlyus Bage aK S I £
bearing on the effectiveness of CTC interventions at large

Safety and security
Security was reported as a concern of CTC providers in Ethlogenesia, Malawi and
Mozambique. The issue did not emerge as a common concern in all places. In Mozambique
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theft of the equipment emerged as a concern in one place that was visited by consortium
members.In Bangladesh insecurity was mentioned during thevey (under Wther A & & dzSa Q0
by 3.3%of respondentsin Indonesiavillage midwives mentionethe isolation of birthing

huts andthe security of housing as concexrand in Kenya security and the risk of sexual
harassment was raised in the urban slum area.

The literaturereview resulted ina few references to the influence ofonflict and the
security situatioron/ ¢ /  LINE @A R S NEaflictaSd\sEcariNdere ngpdried in the
literature to influencethe motivation of CTC providers in Papua Newn@aiand Myanmar.

HEALTHSYSTEMFACTORS

HUMAN RESOURCES F@RIHTE

Human resources for healfpolicies

General human resoursgoliciescould have an effect on CHW performance; they define
the space in whictprogrammes and interventions can operate in tas of incentives,
working conditions, training and career perspectives. We found that these issues were best
defined in national policies in the countries where CTC providers had some formal status or
were civil servants (Ethiopi&enya,ndonesiaand Mahwi).

We found thatall study countries,except Bangladesimad anexplicitnationalpolicyon CTC
providers.However, BRAC has its own policy on CH¥dagladesthasa pluralistic health
provider systemand there is a revial of interest in thepotential of (voluntary and paid,
formal and informal) CTC providers to fill critical gapsuman resources for healttHRH.

In Malawi HSAs have been formalized within the health sector and are considered key to the
delivery of the essential health packad¢SAshavealsorecently received a salary raise. In
Ethiopia HEWSs are also a cadre paid by the health system. In Mozambique and Kenya,
although CHWs are volunteers, a policy framewwithin whichthe CHWprogrammes can
operateis available.

Guidelines fobasic entitlements for CTC providers

The existence of HRH policies does not automatically mean that the rights of all CTC
providers are fully covered. In both Ethiopia and Malawi basic entitlements such as leave
and complaints mechanisms for CTC providersewleund to be norexistent. In these
countries, CTC providers receive allowances, in addition to their salary, when attending
training or meetings. We found thathenthere are no guidelines or procedur® oversee

this, resultingin fragmentation in allevances, NGOs competing with each other for CTC
LINE @A RS NBE and-naniréhspaént/séléttion criteria regarding attendance of these

® This section is based on findings from Kok ef2114: 5@52); Sidat efal. (2014:33¢37); Nyirenda et al.
(2014: 15, 20, 412); Mireku et al. (2014: 225); Zerihun et al. (2014: 201, 6465);, Nasir et al. (2014: 88
and Gani et al. (2014: 239).
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meetings and trainingthe providers feel demotivated and their performance suffer
(Ethiopia, Malawi)

The internaional literature review also found thdtaving apolicy on CHWSs is important,
but that embedling CTC providexwithin the health system and the provisions available for
CTC providers amven moreimportant forimprovingperformance.

HRH policiedo not always correspondith needs on the ground

In Ethiopia, Malawi and Indonesia we found that there is a lack of policies for GiBAs,
than being not allowed tgerform deliveries,and that this wasproblematic given their
major role in supporting women tlgugh pregnancy and childbirth. For example, some
HEWSgEthiopia) and HSAs (Malawi)ll worked together with TBAs wheupportdeliveries,

but legally it was not allowed. This put CTC providers in a difficult position: their
accountability towardghe community, on the one handand the governmentand its laws

on the other,are sometimes at odds with each otheFhese tensions hinder their ability to
perform.

Inadequate human resources

InadequateHRHinfluence the performance of CTC providers in all six rioies. In some
instances,as in Kenya, CTC providers experience an increased workload becatise of
shortage of staff (theytake on additional facility-based responsibilities, neglecting their
community work). At the same time, the number of CTC prosgideralsoinadequate
(reported byboth CT(oroviders anccommunity members in Kenya and Mozambique). This
leads at times to CTC providers having to cover a catchment area bigger than the
recommended size stated in the policy documerttsus undermining thie performance.
These finding were confirmed by the literature.

Clarity on roles

Although (government) CTC provide§dpb descriptionswere available in most of the

countries (Ethiopia, Malawi, Kenya, Mozambiqaad Indonesia and for certain CTC
providerst £ a2 Ay . Fy3fFRSaKox / ¢/ LINPDARSNEQ NRf
to relevant stakeholders. Thisould negatively influence CTC provide@erformance.In

most of the countries CTC providefbles and responsibilitiesre extensive (Etiopia,

Malawi, Kenya) and not always well known by the CTC provider themseli@sexample

because of continuous changes in the job description (Malawi). In Kenya the context
analysis found that the communitg not adequately aware of the CTC providers N2 f S | Yy R
that of others in the CHS, which hamp@&ommunity support and participation. Especially

the role of CHEW® Kenyais unclear, possibly because the community is not involved in

their selection as is the case with CHWSs. In Mozambique, Kenydawiand Ethiopia the
community sometimes requesspecific curative services from CTC providers, while this is

not part of their job descriptionThis tendency was also fouridr other countries in the
international literature review.This could lead to O C providers being unable to fulfil
community expectations regardinpeir tasks, with frustrationfor both the CTC provider

and the community as a result. Therefore, besidassuring that CTC providers know their
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job description, the health system shouidake effortst via community meetingsfor

exampletr G2 Of I NAFe& / ¢/ LINPGARSNEQ GlFaita FyR N
addition, in some instances, other health workers need to be updated about the job
descriptions of CTC providers as well. Somamagersand facilitybased providersn Malawi

were foundnot to know the exact tasks and responsibilities of HSAs, which could have led

to unrealistic expectations from the side of the health system.

Our findingsllustrate howa wide range oHRH-related factors interact with eachther, and

with the broader context, to influence the performance of TC providers andhe
effectivenessof CTC interventionsOur findingsalso demonstrate that a conducive and
supportive policy environment, and clear humasource management arrangements that
are coherent with the context, are essential to ensure that CTC providers can or continue to
perform well.

VHEALTHSERVICEE[D_IVERQY

Verticalprogrammning

A strongly emerging themim several countries was the influencé ertical programmng.

In Malawi verticaprogramming leads to the involvement of CTC providers in many different
programmes. This createscompetition between programmes to attract CTC providers with
allowances;and in terms of practice, thisranslates into an allowancecentred system
wherein the primary concern of the CTC providersameesthe allowances, and not the
work. This hampesthe performance oprogrammes, as activities seldomake placeunless
an extra allowanceis paid to the CTC providers @ahcommunity members involved. In
Bangladesh and&enyatoo, distortion of service provision due to competing priorities of
various NGOs was reporteth Kenya NG®select community units based on their focus
area rather than needThe literature review foud that in Ethiopiaa lack of coordination
between vertical programmes aramongvarious NGOs resulin overlap between different
(ad hoc) trainings, negatively influencing the tiMEWsnvest in their communities.

In Bangladesh,Mozambique and Malawi vertical programming leads to a lack of
harmonization of types of CTC providers, with different NGOs providing different training for
CTC providers. As a consequetieCTC providers la different roles and responsibilities

this sometimes resudtin duplication of activities and conflictingriorities andinterventions.

To resolve some of the problems generated by the presencaulfiple competingNGOs,

the Mozambican Ministry of Health signed a Code of Conduct with donor agencies and
NGOs. These agreemenare aligned with the Sector Wide Approach, which seeks to
achieve bettercoordinated external support to theational health services.The Ministry of
Health also revisited its APBsogrammeand developed one callethe Revitalized APEs
Programme where NGOSXoles within the programmeare clearer and better coordinated

° This section is based on findings from Kok ef2fl14: 5@52); Sidat ¢al. (2014: 6, 12); Nyirenda et al. (2014:
76); Mireku et al. (2014: 561); Zerihun et al. (2014: 1Bnd Gani et al. (2014: 338).
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nationwide (funding of trainindor new APESs, suppofor APEprogrammeimplementation
etc.).

Other influences on services delivery

Quality assurance mechanisms, such as accreditatiwh regulation of training of CTC
providers, guidelines for supervision of those providers and referral and protocols, influence
the professional guidance and quality of CTC provider services. Collation of health
information data and feedback of this data the CTC provider supervisors provides a basis
for feedback on performance of CTC providers.

FINANCING

FinancingCTC services

Fnancingfor CTC services is done through the governmemd local and international
donors. In Bangladesh, and for some tgpaf CTC providers in Kenf@mmunityBased
Distributon Agent$, CTC providersell commodities as a way of generating income.
Bangladesthas a wide range ofriformal CTC providersho compete with each other o

get clients for their income)Some moded used for financing CTC services affect the
performance of CTC providersor examplethe payment of allowancess dependent on
YSSGAy3 GFNBSGaszs ¢gKAOK YAIKG NBadzZ G Ay az2vys
allowance (Kenya)lhe internationd literature review also found that performandsased

or output-based incentives could lead to competition tre neglect of unpaid tasks,
hampering CTC provider@erformance. These potential sideffects of outputbased
incentives need to be taken intacaount when designing Cpégrammes or interventions.

In Bangladesht iappeasthat, RdzS (12 Of ASyiaQ LINBO2yOSAGSR y?2
experiences with formal providers in terms of quality of care and costs, most people in the
study areaseektreatment from informal providers for minimalost options.

Cost of health care

The ost of services cabe a barrier to CTC provid&r@erformance in terms of endser

level outcomes such as utdition and uptake of referralCTC services are generdlige of
charge in Kenya, Mozambique, Malawi, Indonesia and Ethid&pian though most CTC
servicesare free of charge, we found some constraints. In Ethiopia, costs related to
receiving maternal health care at hospitals hangp#re performance of CTC praolars
particularly whenpatients hare to be referred to highetevelfacilitiesfor care Similarly, in
Ethiopia, while bspitals are obliged to provide free delivery services to those who have a
W22NBad 2F (KS LiXébd@dmini§ratinSmihy fedpBndents deScibiid
that they b not haveaccess tdhe required documentationAlso, ambulanceare provided

This section is based on findings from Kok et2414: 5@52); Nyirenda et al. (2014: 42, 76); Mireku et al.
(2014:27, 73, 92); Zerihun et al. (2014:-20, 55, 58); Nasir et al. (2014: 35); and Gani et al. (2014: 83, 101
102).
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free of charge to take women to deliver at health centres or hospitals, but in reality fuel
costsare sometimes sought from the referredient. The same was found in Indonesia,
where opportunity costs,such ascosts for accommodationfor family memberswho
accompany the woman, were also mentioned as hindering hesdtkking behaviour.
Indonesia has an insurance schendanikesmgsthat cowers maternal health services
including delivery. This improseaccess to health facilities, but many communités not
familiar with how the scheme works, and the bureaucracy and reimbursement of the
scheme remain a problenThe costs of private CTC piders also increase owf-pocket
expenses for women.

Costst direct, indirect and opportunity costs associated with the process of accessing
health services remain a major factor influencing both the ability of CTC providers to
perform their tasks weklind the effectiveness of CTC services at large.

Sustainability

In countries where NGOs are providing funding for CTC sentfeesustainability and
incomesecurity of CTC providers may be endangdgiddes & Kalofonos 20)3lue to the

lack of an exit strategy. Especially CHWs are vulnerablethe discontinuation of
programmes, which affectstheir motivation and attrition.Dependency on donor funding
was mentioned, mainly byely informants, in Kenya, Malawi and Mozambique. In Malawi
volunteer CHWs were reported to leave once funding is over and start looking for
opportunities with other NGOs coming in. In this way, @@rammes encounterproblems
regarding sustainability. Ithese three countries, exit strategies were reported to be not
available omot implemented.

GOVERNANCGE

Legal environment

All countries except Bangladediave a policy regulating the tasks of CTC providers.
However, he legality of the services providdy the CTC provideshows two sides. Onés

the demand from the community for such servi@mgen thoughthey are not (yet) legalzed.

See, for example the questioning of the legality of clinical services provided by CTC
providers in Mozambique and Malawand the use of illegal servedor menstrual
regulation wtere legal services are available but not accessible enough for poor urban slum
dwellers in Bangladesh. CTC providers may not have the competencies to deliver the
services and/or be legally coverén case of medical error affect the clients they serve
while answering a demand.

The international literature review found thadolicies about what CTC providers may and
may notdo couldprotect CTC providerand also ensure their performancior example in
Zambia, Nepal and Bangladedbkar guidelinesillowall CTC providers to providiVtesting

" This section is based on findings from Kok et2814: 5@52); Sidat et al. (2014: 442, 53); Nyirenda et al.
(2014: 15, 40, 6B8); Mireku et al. (2014: 25, 580, 63); Zerihun et al. (2014: 20,-86); Nasir et al. (2014: 36,
73-74); and Gani et al. (2014: 8,-23).
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and counsellingervicesandto prescrike certain medicinesin Nigeria theycould prescribe

Misoprostol forthe prevention ofpostpartum haemorrhage Wherever there are clear
guidelines about task and taskshiftingto lower cadresand attentionis paid to the legal

provisions for the sameayorkersare able to perform well and carry out their tasks.

Accountability structures

In Mozambique, Ethiopia an&enya (and to a lesser extent in Malawi, Indonesia and
Bangladesh) CTg&rvice delivengtructures were found to bevell-designedand with active
community participation, making CHWs not only accountable to the health system but to
the community as well. &f example, in Kenyghe Community Health Committees and
Facility Health Committeesre actively involved in the CTC services.

It was found that accountability structureme not always operational due to challenges
related to budgets, human resources, geaphy and ethnic diversity. For example, in
Kenya, despite all community structures that potentially promote participation, the
awareness of the communitybaut the current policy changesf the Community Health
Srategy, which includes the CHWogramme is low. Community dialogue meetingse
seldom held. In Malawi, accountability towards the commuistgupposed to take place via
the involvement of Village Health Committees, but theme often not functional. By
contrast in Mozambiqe these communitystructures are functional. The international
literature review did not find a lot of evidence on accountability structures. Generally, it was
discussed that community structures and insights could be important to improve CTC
services.

Many types of inforral CTC providers operate in Bangladesh, ofteimdividuak (71%). It is
difficult to coordinate these informal CTC providers in a systematic way. There is limited
accountability of both formal and informal services to the community. There is also limited
coordination and communication betweehe informal and formal secta this has led to
CTC providers not being used to their full potential.

In many settings therés a drive to professionalize Cp&grammes and to embed them in
the health system. Thisould have implications for the role of communities and the way
that CTC providers feel accountable towards the community.

Coordination structures

Weak coordination structures were reported to hamper CTC prosid@erformance in
Kenya and Malawi. Thisgain, has to do with the existence of verticgirogrammes. In
Kenya and Malawi insufficient integration and coordination of various NGO priorities and
focus were reported to cause duplication and gaps of services and inequities in conditions
for CHWsIn Bangladesh a limited regulation of the health services was reponeth a
plurality of providers working in parallel with littr no coordination.Mozambiqueused to

face problens associated withmany NGOs working in parallbut now the governmenthas
takenmore control to address thiDifferences between matial incentives may still exist

but only among provinces within one proviice CTC providers will receive the same
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incentives.The importance of the private sector was especially reported in Rdegh, and

in Indonesia as part of the midwifery services. In other counttesplurality of informal

providers in the community was reported as well. Bangladesh it is estimated that less

than 20% of the curative health services are offered to theegal population with the help

of publicsector providers. A diverse range of private providers includes traditional healers,

semi YR dzyljdzr f AUSR R2O0G2NAR (y2éy I a Wljdz O aQ:
health services delivered by NGOs. Thisabn requires advance communication,
coordination and referral mechanisms.

Decentralration

In Kenya and Indonesia health system devolution (one form of deceatiah) of decision
making and fundingis taking place and it is uncertain how thiswould affect CTC
programmes. According to our respondentshe effect of devolution on CTC providef)
(programmeg performancewould mainly depend on the buin or commitment of the
responsible government level regarding F@grammes. For example, in Kenya thled to
some counties making funding available for the community strategg others not.The
literature found some examples of decentralization leading to poor programme
management and ad hoc activities because of a low capacity at lower levels.

Politial commitment

Political decisions may influence the tasks of the CTC providers such as the provision of
clinical services in Mozambique, the delivery of family planning services by the Ministry of
Health in Guatemala, and the support provided to @f@grammes. In India deterioration

of drug distribution centres was reported to have been influenced by local politics in
selecting the Village Health Groups.

LOGISTICS AND SUEBE|

Theneed for a welfunctioning system for logistics and supplies (such aggrkits) has
been recognizeds helping CTC providerperform better, however, the context analysis
found that many constraints related to logistics and supplies adversely affect the
performanceof CTC providers all countries Regularstockouts of sugplies, drugs or test

kits were reported in Mozambique, Ethiopia, Indonesia, Bangladesh and Kenya. Rue to
lack of electricity, water and communication in health posts, some HEWSs in Etdmpat

have a proper workingpaceand lack appropriate housingrheyare also said to be unable

to provide maternal health services due to the absence wfater supply, an examination
bed and equipment.Large distances between communities and facilities also hamper
proper reporting and collection of subsidies by APBglozambiqueA lack of transport (for
CTC providerand patients) was reported in all countrie&’hile constrained health budgets
generally contributed to inadequate supplies, the shortage or lack of basic supplies such as

2This section is based on findings from Kok et2d114: 54, 7§71, 77; Gani et al. (2014: 1£112); Sidat et
al. (201444, 48; Mireku et al. (2014: 280, 5%60); Nyirenda et al(2014: 21, 38, 5&b6, 69; Zerihun et al.
(2014: 39, 5859, 71); and Nasir et al2014: 62,63).
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reporting forms and pens in caotries like Malawi reflected the depth and breadth of
general health system challenge8ll these constraints in logistics and supplieadi¢o the
demotivation of CTC providers and an unreliable image of them in the community.

INTERVENTIODESIGN FACTORS

|INTERVENTION FOCUS
Ly (KA&a aSOiGA2y 6S SEFYAYS 6KSUKSNI FysR (2 ¢
the performance of CTC services. Some interventions identified in our country reviews focus

on discrete tasks or specific types of serviaglile others havea wide range of activities
(promotive, preventive and/or curative across a series of potential health issues).

In most case review countries, CTC providers refer to how their expanding portfolio of work,

while often satisfying tahem, sometines hindes their ability to performeffectively. Thisis

due to both formal health system policies and informal expectations of beneficiary
O2YYdzyAGAS&ADd | 26 SOSNE Ay O2 dage ratlderShiioad aaidS NB  /
contain a wide range of activiseand tasksf¢r example HEWSs in Ethiopia have 16 service
packages to deliver, while the APEs in Mozambique also have a range of services to provide

that is currently under discussion to be expandatd HSAs in Malawidve more than 22

official task$, CT providers end up focusing on and prianitg a limited set of activities and

tasks. Respondents also raised concerns related to the capacities of CTC providers to absorb
broader roles and responsibilities, and its effect on their performance.

One of ourrespondents, a CTC coordinator, summed it up as follows:
XODABSY [ ¢O LIDINPAAARRGS NBU KS&@8 OFyy2Gof GNBI {
GNIFAYyAy3ad 6X0 ! OADGAGASE SKAOK akKz2dZ R 0SS
being carried out bythem at healil K L2 ad t S@St® L R2afyQli o685
training will give them a general knowledge and make them adequate enough to
deliver all these services, which need to be managed by nurses and health éfficers.
(Zerihun et al.2014:97)

A CTC services caimator in Indonesia echoed this as follows:
dThe point is, they usually become the bearer of epeogrammein the villaget
(Nasir et al.2014:53)

These findings are consistent with findinglsout CHWsfrom the international literature
review, which @scribe the tension between thgrogranmatic temptation to keep
expanding the scope of tasks assigned to CTC providers and the absorption capacities of
these cadres. They also confirm the literature finding that CHWs perform better when the
interventions hey deliver are focused and have a limited scope.

3 This section is based on findings from Kok et2114: 54, 7}) Gani et al. (2014: 330, 6X64); Sidat et al.
(2014: 13, 17, 35 Mireku et al. (2014: B5); Nyirenda et al. (2014: £21); Zerihun et al. (2014: 24, Bland
Nasir et al(2014: 1921, 3G;34).
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HUMAN RESOURCES M&EMENTY

Human resourceselated aspects influencing CTC providderformance that emerged
across the six countries include CTC provider characteristics (profile and role), seledtion an
recruitment, workload, career opportunities, incentives, supervision and training.

Profile and role

Characteristics described as desirable fabgramme implementation level) for CTC
providers vay across contexts. Theres a general preference for womesnd married
people Sometimes malesre also in demand, such as in Kenya, for HBTC famdiy
planningservices, and Ethiopia. In Ethiopia it Wlaswever, also reported that some female
clients would only use HEW services if thasefemale, as for cultral reasons thewre not
comfortable with male providers. In Mozambique womarne preferred as APEs for gender
reasons in view of the taskassignedto them t for example providing maternal health
services for female clients. However, the number of femzdndidates remamlower than
desired due to other socioultural gendeNB f | G SR A aadzSaz Sdpok | a LJ
spending time away from their homes for training and visiting community households on
their own. In Bangladesh informal CTC prowdee better accepted by communities than
formal ones, as they more often live in the community they serve, deliver services more
flexibly, are felt to be more accessible soaalturally and in terms of cost, arafe seen as
better able to establish relainships of trust.

When roles assigned to CH\&f® unclear or kep changing, performance sufferin Kenya
CHEWSs hae the double role of providing services but also supervising CHWSs, and the
expected workloads not clearly defined or guided; thisalis to prioritizing facilitybased
service delivery over communityased work and sometimes legal implications (Malawi).
Performances also affected when providers V@to spend time on what thefeel are non

core tasks, such ascord-keeping(Ethiopia).

More importantly, sometimes therégs a mismatch between community expectations and
the more formal job description stated by throgrammeor health system (Mozambique,
Ethiopia). In Mozambique many communities expect more curative services than the
average 6 20% defined by the ABHRb description. APERel this creates tension with
communities, over how to address such diverging demands, and with their supervisors.

An important factor influencing the appreciation of CTC prowday the community,
emergirg from all reports,is the attitude of the provides: For example, the attitudes of
providers hae an important effect onthe utilization of servicesas emerged from a
comparison between welperforming and poorly performing villages in Indonesia.
Apprecation is often linked to being available and caringsee for example the following

This section is based on findings from Kok et24l14: 4648, 50, 54, 7671, 81); Gan et al. (2014: 3638,
41¢43, 7890, 93100, 102110); Sidat et al. (2014: 14, 15,&3, 3%42, 5657); Mireku et al.(2014: 2@27,
35¢37, 552, 69;70); Nyirenda et al. (2014: 69, T47); Zerihun et al. (2014: 228, 36, 5258, 65, 6869);
and Nasir et B(2014: 2428, 5155, 58, 76.
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guote by akader from a weltperforming village in Indonesia. When asked why people
respect the village midwife, kaderin asemistructured intervew stated that:

dBecaise without looking at the status of the person she will help. She also has a
baby at home but she still helps. She never made the people feel desperate and
Ifoglead Aad NBIFIRe (2 aSNIBS® L GKAY] sKiKAA A
but sheloves the people& (Nasir et al.2014:77)
Selection and recruitment
CTC providersre usually, but not always, expected to originate from the community in
which they would serve anare mostly recruited from among the community members. In
cases whereCHWs from elsewherare stationed in communitieffom whichthey did not
originate, thisis seen as problematic. In Indonesia midwives were placed in villagear¢hat
not their own and then encounter issues around having their own houses elsewhere, their
LI NIYySNRa gAfftAy3aySaa G2 NBf20FIGS FyR aoOKz22f
Selection criteria for CTC providesse mostly aimed at characteristics that community
members appreciate in providers. Characteristics such as humility, respecthéor
community, responsibility, love fortheir neighbours, dedication and listening to the
community emerged as central criteria for eligibility identified by the communities in
Mozambique. In Bangladesh, the governmeatruited FWAsFamily Welfare Visitors and
Health Asstants follow rules and regulations and have a fixed salary; NGOs als® ha
standard processes of recruitment but then ypaattention to what they feel the
communities expectin Malawi, HSAs are recruited by Ministry of Health through district
health offices, while community health volunteers used by NGOs and sometimes by
government are selected through community meetings. most casesNGOs and
government use the same volunteers who are named variously depending on the task at
hand. As such, recruitmens imore to do with identifying people who are already active
volunteers than selecting new ones.

Workload

Workloadis felt to beheavyin almost all settings (except Mozambique) the extentthat it
undermines performance. Apart from the general lack ofirhan resources, one of the
reasons fothe heavyworkload could originate from the job description itself: in Malawi the
HSAQ 220 RS&ONAILYIBA 22/0 KKS/NIfRIZRBA S& a AYyRAOFGSR
there is a mismatch between the prioritiess indicated in the job description and the tasks

as actually undertaken by HSAs. Almost all the Indonesian midwives express worries about
the increase in their workload and the multiple activities they are performing in addition to
midwifery. In Bangladés most formal CTCproviders employed byhe government and
NGOs complain about their workload (informal providdosnotsee workload as a problem)

and report that it may affecthe quality of care. This even more problematic if targetse
unclear or urealistic (Bangladesh for formal CTC providers, Ethiopia, Kenya). The majority
of HEWSs in Ethiopia believe that theye overloaded with assigned tasksnd this was
reported as a demotivating factor. In Kenya, while the number of households assigned to a
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CHW is clearly stipulated in the policy, tH@esnot account forthe population density and
the geography of the area, influencinge feasibility of reaching targets and leading to
major differences in workload. HSAs in Malaave in turn also supervss of other
(volunteer) CTC providers andveedifficulties doing actual supervision due tioeir heavy
workload.

Related to workload is the issue of balancing between CTC prawidenk and private time.
CHWSs sometimes negqmkrsonal time to secure thewwn livelihood (Kenya), depending on
their remuneration and incentives as CTC providengch vary across recruiting NGOs. The
diversity in recruiting organizations and working for several diffepmogrammes or NGOs

at the same time also &&ls to large workload differences among CHWs (Ethiopia, Kenya,
and Mozambique).In Malawi, many HSAs were involved in other income generating
activities such as farming to supplement their income and sometimes such pursuits
compromised the quality of work they provided

Career opportunities

Continued education and career advancement opportunities surfaced in many countries
(Bangladesh, Ethiopia, Indonesia, Malaaf)d were reported to be important for CTC
providers and their supervisarfkefresher trainingvas, however, found to be absent in
many settings. In Bangladesh a culture of neglect, or only short training with little faflow
and no refresher courses (continuous education) was reported, except for CHWSs related to
.w!/® 58aLIAGS . w!/ Qa SEHWS | dibuls adyurndveryflstafh y 3 A
continue to be a challengéndonesian midwivesirid it difficult to keep their skills up to
date, due to irregular irservice training and the selection system of who could attend when
training is held. In EthiopiaBEWs have upgrading opportunities but only for a select, few
and even these hae no secure prospect of a more advanced position.

Perceived differences in career opportunities as compared to other government employees

were reported to be demotivating. In Bgladesh no career opportunities exist for
governmentemployed CTC providers, assthe case foKenyan and Indonesian CHWis

Ethiopia HEWs could opt for career advancement, but we found there were few
opportunities availableas the entrance test gendfgdoes notF A0 | 92 aQ ,02 YLIS
and, once they complete the course, most HEjback to their original placement without

any change in responsibilities or salary. In Malawi career development opportunities were
recentlyexpanded for HSA®ho manageo obtain a secondary school certificaeich HSAs

can further their studies through own initiatives by applying for admission to colleges

Mostly, the above issues also emerged from the international literature review, confirming

the need for weHldefined roles for CTC provider Community expectations regarding

curative services were foundcompatibleg A G K Y2ad [/ ¢/ LINPOARSNRQ I
shifting towards CTC providers and increased workloads were identified as affecting
performance; the need focareerprospectswas highlighted. We didot find many sources

discussing recruitment and selection strategies and how this affeaformance.
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The fndingsmentioned above demonstrate that a conducive and supportpregramme
environment and human reseoce management arrangementse.¢. clarity of roles,
opportunities for education and professional development, and mobility) that are coherent
with the context are essential to ensure that CTC providers can or continue to perform well.
They further illustrée how a number ohuman resourceselated factors interact with each
other, with the broader context and with the health system context, to influence the
performance of CTC providers and the effectivenes€TC interventionsdarity of CTC
roles is a fecilitating factor, while unmatched community expectations, CTC providers
originating from elsewhereheavy workloads, unrealistic targets and limited career
opportunitiesare barriers.

INCENTIVES

Incentives were identified as being an important factoreafing the performance of CTC
providers and of CTC services across all study settifgat was consideredthe most
important incentive varied from context to context.

The intercountry synthesis identified thatacross the six study countries, financial
incentivesin the form ofsalaries and allowancese important. This was expressed both
through the appreciation of the salaries HEWs and HSAs received in Ethiopia and Malawi,
and the small monthly stipend CTC providers received elsewhere, but also thteigh
disappointment expressed when CTC provideosndt receive any or receive very little
financial reward for their work. The importance of financial incentives was affirmed by CTC
providers themselves, by their supervisors and also by the beneficiamgnoaitiest albeit

for different reasons at times.

In Bangladesh, Indonesia, Kenya and Mozambique (volunteer) GiWsupposed to
receive a monthly stipend. Despite the existence of policies on CHW stipends, CHWSs
reported receivng minimal monetary incetives or none at all andre sometimes forced to

use their own resources to be able to do their job, leading to demotivation. In Bangladesh
formal CTC providerare paid in different ways depending on whether they work witie
government or certain NGOs@me of which pga fixed monthly amount), while payments

by other NGOs including BRA€ performancebased.

A comparison across the study countries showed that whether CTC provaders
remunerated or not influenceperformance in many ways. While it éatly motivates CTC
providers to perform better and allosthem to dedicate themselves to their jobs, financial
incentives also serve to create and reinforce accountability relationships, both between CTC
providers and their supervisors within the healthseem and between CTC providers and
beneficiary communities. On the other hand, wherever monetary compensation of CTC
providers is expected but where administrative problems cause partial or delayed

' This section is based on findings from Kok et2l14: 4445, 5559, 79; Gani et al. (2014: €19, 110;
Sidat et al. (2014: 16, 447); Mireku et al. (2014: 3738, 73;73); Nyirenda et al. (2014: 489, 773, 76;
Zetihun et al. (2014: 35, &b5); and Nasir et a(2014: 2829, 5862).
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disbursements, the accountability relationships with teom the formal health system
come under stress, thus undermining the effectiveness of the CTC services.

It appeas that when different verticaprogrammes (in the public sectorpublic and NGO
programmes or NGOs between thernompete with each other fork S/ ¢ /  LINR @A RS NI
and effort, using competing financial and nbnancial incentives, it distudthe functioning

of the CTC providers: by distorting their priorities and by distorting the incentive structures
and underlying motivational processe3he discrepancyin (monthly and incidental)
allowances paid to CTC providers causequitable situations in Kenya, Bangladesh and
Malawi. Ultimately, this undermine the effectiveness of CTC interventiorihe fact that

such inequities were not reported dpdonesia Ethiopia and Mozambique may be related

to the payment of volunteer CTC providers by the governmenhénthree countriesand

the lack of a substantial NGO presence in the study sites in Indonesia and a policy especially
initiated to preventinequities between APEs in Mozambique.

In situations where CTC providers receive some form of monetary compensation, we found
that theyfeel that what they receives far below the efforts they put in and far below what
they deserve; this was the case assahe study countriealthough with some exceptions.
Some alsdfeel that their compensationis unfair relative to other cadres in the health
system as expressed kyfacility-basedHEW in Ethiopia:

QThis meansjve do more than other government emplegedo, but the payment
discouragesmealoK, Sas &2dz {y2¢6 GKS NBlI a2y @gKe& Y24l
and being hired in other NGOs and other places is because the government is paying a
small amount of moneyg.(Zerihun et al.2014:82)

While CT@roviders did not explicitly mention how these feelings affect their performance,

it is reasonable to infer that in the long run, unless they are addressed, these issues will
adversely affect their performance as providers and the effectiveness of CTiCeserv
Financial incentiveare particularly important in contexts where the CTC providenne

from poorer socieeconomic contexts and where this jabthar primary source oincome

Across the six study countries, néinancial incentives camecross asvery important
FILOG2NAR | FFSOUAY3I [/ ¢/ LINPODARSNEQ -iihdldF 2 NY Iy
incentives in operation. These include CTC providers receiving gifts in the form of food,
phone credits and other goods from the beneficiary community; Qo€iders view these
as being symbolic of the appreciation accorded to them by the beneficiaries. In Indonesia
the desire to help other people and to serve the communstyalsoan important intrinsic
motivation mentioned by many village midwives
dSinceprimary school havealwayshad a dream to help people. So | drearfibeing
a doctor. | cannot be a doctor because going to medical school is expensive. So |
beame a midwife. | like to serve the people arounde(iasir et al 2014:60)

Nonfinancial ircentives provided by the formal health services include mobile phones,
phone credits, bicycles and motorcyclesas a means to better do their wonk andthese
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material incentives reinforce the sense of importance of CTC services, for CTC providers and
beneficiary communities alikd=or CTC providers, seeing themselves as being useful to their
communities and being valued and appreciated by these beneficiary communities asrve

a major incentive and intrinsic motivatiahfactor (Ethiopia). In Bangladeshvhere we

sought the views of a wide variety of formal and informal CTC providers, being appreciated,
recognzed and valued by the beneficiary community was reported as being much more
important than the monetary gains that providers keathrough providinghese services.
Female community health volunteel@e treated as important members of the community
FYR 2F0Sy NBTSNNE aaktakr2apgl 14 someRcaged) dftkinad fravide®BND 0
(drugstore salespeople, village doctordais kabiraj§ receive gifts that reflect the
recognition of their relationship with the communityn Malawi, uniforms and pushbikes
were some of the major nefinancial incentives for HSAs as well as community volunteers

Our findings provide indications that, whenever CT@rientions systematically foster
these nonfinancial incentives for CTC providers, their intrinsic motivation and performance
improves. Conversely, when the intervention design is such that it either does include these
non-financial incentives or somehowounters their effect, the performance of CTC
providers is hampered androgrammeeffectiveness undermined. The latter was seen in
Malawi, wherethe CTC intervention desigdoes not cater for the long distances that
providers have to travel to deliver theservices, and in Ethiopia and Mozambigudere
providera @xpectations regarding transport for referrale not met. Elsewhere, CTC
provider) expectations relatedto professional growthare not catered for (Malawi,
Ethiopia). These design lacunae seemact as disincentives for CTC providers.

The international literature review confirmed the above findings. It showed that in most
contexts CTC providers expect some form of incentive, and that what form these incentives
should take varie from setting b setting. Many of the organizations witwhich CTC
providers work alsoirid this desirable and ethical.dtsoconfirmed the above country study
findings that CTC providers mostéel that the monetary compensatiothey receiveis not

in line with theirefforts and that thisis a more important factor in poor soegconomic
contexts.

Our literature review and the country findings were also consistent in reporting that CTC
providers report experiencing a heightened sense ofwelfth, confidence and seklfficacy

as a result of the training they receive, the work they do, the difference they make and the
acknowledgement and respect they receive for it.

This section demonstrates that both financial and #imrancial rewards, independently and

in concert,act as facilitating factors (and their absence as barriers) for the performance of
CTC providers. Lowdnan-expected incentivesare a barrier to performance as are
inequitable incentives across competing Gir6@grammes. Explicit community recognition

for CTC providér €fforts are a facilitating factor; the lack of logistics to make CTC services
effective (such as referral transport) counsecommunity appreciation and constitusea
barrier.
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 SUPERVISION SYSTEMS

Supervision emerged as an important facioiluencing CTC provid&meerformance across

all countries. Supervisiors seen as a factor improving performante for example in
Ethiopia where HEWSs interviewed mentioned that supervision motivates them to work
hard, and that they consider supervisi@s a recognition and acknowledgmeot their
work. There were similar findings in Bangladesh (for formal providers), Indonesia (for
supervision okadersby midwives) and Kenya. Expectedly, supervisees in Etttopgder
alack of supervision to be dertigating.

While some sort of supenasy systemis usually part of the health system programme
(except for informal providers in Bangladesie identified shortfalls that hamper CTC
providerda gerformance in all study countries; this emerged as atkeyne. $metimes the
system exig on paper butis not implemented, as reporteldy certain CTC provider cadres
in Bangladesh, Indonesia and Kenya, or only very irregularly (Ethiopia, Malawi,
Mozambique)In Kenyasupervisors at both the community and hdakystem levetio not
have clear guidelines, except for those engaged by vemi&Dprogrammes, resulting in
inconsistencies in the methods and frequency of supervision. Thexemany different
types of supervisors, both from the community and the hieaystem, leading ta lack of
clarity regarding supervisy roles. For example, in Kenya it was found that the supervisors
at both the community and health system lewi# not have clear guidelines, resulting in
inconsistencies in the methods and frequgraf supervision.

In Mozambique major constrainee the timely allocation of fundingthe heavyworkload

of the (scarce) health workers the formal public healthsectorresponsible for supervision
(particularly in distal health facilities) anthe lack of availability of transport. Such
constraints lad to some APEs having received only two supervisory visits over a period of
two years.

As to how and when supervision can constitute a facilitating faofoor barrierto CTC
LINE @ Ap&TSri@En€e, a nmber of issues surfaced. In many cases, a higher frequency of
supervisory Vvisitsis welcomed (Indonesia, Mozambique). The priority assigned to
supervision within theprogrammeis sometimes seen as a factor determining the nature
and quality of the supenvisn, thereby influencing CTIGINE @ Ap&Brin@En€e (Indonesia,
Malawi). A lack of coordination on supervision among the various levels and sections of the
systemis seen as a barrier (Kenya, Malawi). Clarity on the lines of superigdieihto be a
fadlitator (Ethiopia, Malawi), while unclear or absent supervision structures influence CTC
provider®) LIS NJF shéghtively Qi€enya, Indonesia). The availability of standardized
procedures, guidelines and tods seen as helpful (Kenya for HBTa@dthe lack thereof as
problematic (Indonesia, Kenya for CHWS).

'®This section is based on findings from Kok et2l14: 44, 49, 55, €66, 8%82); Gani et al. (2014: €93,
110¢117); Sidat et al. (2014: 16, 448, 57; Mireku et al. (2014: 225,39, 73,75); Nyirenda et al. (2014: §3
70, 76; Zerihun et al. (2014: 228, 36, 6668); and Nasir et al. (2014: 29, @3).
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Theheavyworkload of designated supervisassoften seen asa barrier, as their inability to
spend (enough) time on their supervisory tasks afdabe quality of supervision (Kenya,
Malawi, Mozamimgue). Similarly,a lack of resources needed for adequate transport to
enable supervisioms a barrier in all countries. In Mozambique supervisory vasgsoften
postponed (from monthly to quarterly), due ta lack of physical (vehicles) and financial
resources (for fuel, supervisor allowances), in combination with long distances and difficult
access to communities. On the other hand, where resouaresavailable for supervisor
allowances, supervisions sometimes driven by the need for additional incorfer
supervisos, rather than supervisee grogrammeneeds (Malawi).

The nature of supervisiors strongly felt to make a difference. In most countries, the fact
that supervisorsare directive (focusingn fault-finding, blaming,providing only negative
feedback; asmentioned in Ethiopia, Indonesia, Malavand Mozambique), rather than
supportive (focusing on constructive feedback, problsolving, learning; as reported by
some NGOs in Bangladesh, HBTC in Kesyagen by supervised CTC providers as a
problem. In the case of Ethiopia, HEWs mentioned that supervaerkoking for mistakes,
instead of acknowledging their singths and addressing their weaknesseA. lack of
feedback during or after supervisiamalsoseenas a problematicas it reducslearning and
opportunities tomake improvements (Ethiopia, Kenya, Malawi, Mozambique).

A lack of supervisor training was identified as a barrier to quality supervision and linked to
CTCLINE @ ApRrfoinEnGe (Ethiopia, Kenya, Malawi). In Ethiopia the limisedls and
knowledge among HEW supervisare seen as weaknesses. Standardized training of
supervisors andCommunity Health Committee members accompanied by harmonized
guidelines and standard operating procedures for superviaienseen as necessary part

of a broader quality assurance package for the CTC strategy.

Communitiesare involved in a supervisory role in several instances (Kenya, Malawi,
Mozambique). Sometimes this appreciated (Mozambique), while in Malagome HSAs
complain that sometimes, their district health supervisordeave supervision to village
chiefs, who theyfeel are not able to provide meaningful supervision. In other countries,
even if communitiegre not involved in a supervisory role, positive community feedback
considerel a motivator by CTC providers in Kenya and Indonesia (and lack thereof a
demotivator).

Our literature review found similar findings in terms of supervision being built into the
design of CT@rogrammes, including community involvement and the importancé o
community supervision. The nature of supervision (constructive or -fanding) was
discussed at large but without reference to how this affects performance. The review also
dwelled on aspects that did not emerge from our country case studies, sucls@sssing

the background and position of supervisors (often themas more than one) and
performance appraisal (albeit with few studies and no clear outcomes). A great variety in
the frequencyof supervision, from weekly to monthly and less (even thougiciice often
varied), was notephowever, no clear link with performance was mentioned.
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Findings in this section confirm the importance of adequate supervision as a key emerging
theme to address CTC provide@erformance. They show tha supervision syem with

clear responsibilitiesfor each level and mechanisms and support needed for
implementation is an essential facilitating factor for ensuring the performance of CTC
providers and the success of CTC interventions. Clarity on the lines of supeacisies the
health system seems to be a facilitator, as the availability of standard guidelines,
supportive (rather than directive) supervision approaches and positive community feedback.
Irregular and infrequent supervisiom, heavyworkload of superdors, lack of supervisor
training and lack of transport logistics emerged as barriers.

 TRAINING

CTC providers across the bodekl they needed better training. Their understanding of
what this constitutes varies from country to country, aslo their rea®ns. What emerged in
terms of training content and process was that CTC providers want formal training across
the spectrum of their roles and tasks; that the duration of the formal training matter
(complex tasks require longer training); and that, wheesth aspectsre not addressed,
their confidence and their ability to perform suffer. CTC providers in all countries also
reported the importance of o#the-job trainingt but some also warned that focusing on
this only was not enough, emphasizing the impmite of a practical orientation of training

(all countries). When the latters the case, it wokfor them and contribute to their
performance. Conversely, when trainingse largely theoretical, it hindertheir work
(Ethiopia).

Across the study countrs, CTC providers and other actors reported that follgwtrainings

or refresher trainingsare important for refreshng knowledge and clarifpg taskrelated

issues (Bangladesh, Ethiopia, Kenya, Malawi). CTC providers and other actors also want
training to focus beyond just technical aspectand cover the development of
communication and negotiation skills and also aspects relatedhto engagement of
communities (Kenya) and reporting (Indonesia).

A common feature across several countriesthe desire 6 CTC providers to learn more

about the curative aspectsf their role (Kenya, Malawi, Mozambiquehhey ascribed this to

their desire to being able to better meet the expectations of the communities they serve.

This could also be seen asthe CTC provitlers A A K | YR G dSYLII (2 Y2¢
the community assigsithem andto which they probably aspira 6 SAy 3 G(GKS WR2 O
residence. This desire fan expansion otheir roles and capacitieis in many ways counter

intuitive to the constant refram around the ever burgeoning workload and the CTC
LINE DA RSNBEQ RAA&lIGAATIOUARZY GAGK AlGO®

" This section is based on findings from Kok et2814: 6269, 8); Gani et al. (2014: 64, 891, 11); Sidat et
al. (2014: 1416,42¢44, 5@;51); Mireku et al. (2014: 389, 68;69); Nyirenda et al. (2014: 481, 7X72);
Zerihun et al. (2014: &Z6); and Nasir et al. (2014: 286, 56;58).
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Our study showed that CTC providers view and expect the many traiaurges (of varying
guality) theyattend assening many purposesas a means to be able to do thgob better

(all countries), as a stepping stone to further educational attainment (Mozambique,
Ethiopia) and as a means for professional developmente. to be more formally installed
within the health system (Ethiopia, Mozambique). Our study showaedtlitirainingsdo not

meet at least some of these needs, and if theg organized in an inconvenient location,
they elicit little interest andare not effective. While it was seldom made explicit, we could
see that continuing educatioms also seen to see opportunities other than capachy
building (all countries)as a means to get a break from the routine, as a reward or as a
source of (sometimes generous) per diems (Malawi). As an exception, traditional healers
(Kabiraj$ in Bangladesh, who either 8cA @S G KSA NI NI AYAYy I GFREY 20|
sometimes tellingly reject the utility of any training. Bangladeshi for@&tproviders from

both the government and NG€) receive formal training and refreshers, while most informal
providers never @ceive any training, except for a fefor example drugstore salespeople,
TBAS).

The international body of knowledge on the subject we reviewed is consistent with the
above findings. Based on the literature and the study countries we can conclude that CTC
providers and their supervisors generally find training an important facilitating factor for
performance. This is especially true if it properly addresses the balance between theoretical
and practical training, the need for both classrots@sed and ofthe-job training and the
importance of followup training. These are not surprising findings they have been
documented extensively in the human resources literature at large.

QUALITY ASSURANCE

Many aspects which are of relevance to the discussion onitguessurance processes and
their impact2y / ¢/ LINRPQJARSNEQ LISNF2NXIyOS FyR 2V
large have been covered in earlier sections where findings related to training, supervision,
referral and embedment in the health system adéscussed. While all these have an
important, albeit indirect, quality assurance function to play, respondents pointed out that
such quality assurance activities and processes are only effective if they occur in the context
of a welHunctioning health sstem. For example, respondents in Indonesia and
Mozambique referred to the lack of supplies to provide services and-stotskof drugs and
materials as hindering factors. It also emerdedm all countriesthat, unless the larger
health system to which # CTC providers are a major entry point and to which they refer
clients works well, quality assurance and service improvement efforts will have limited
impact. The same applies for ensuring that guidelines for service delivery and continuing
education ae implemented.

®This section is based on findings from Kok et2l14: 5455, 6%69); Gani et al. (2014:9840, 104107);
Sidat et al. (2014: 387, 5@;52, 59; Mireku et al. (2014: 229, 4G;41, 73,75, 7%80); Nyirenda et al(2014:
51, 79; Zerihun et al. (2014: 37, §80, 73;74); and Nasir et al2014: 29.
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That said, there were positive comments by beneficiary communities across all study
countries about the quality of services provided by the CTC providersxpected the
comments refer less to the technical quality of the care they provadel more to the
perceived quality of care.

hdzZNJ AYOSNYFGA2yFE fAGSNY GdzZNBE NBOGASg | faz2 7Tz
performancewas foundto be important and to have several dimensions, linked to human
resource management, training, supe&ion andthe availability and use of guidelines and
protocols. This combined with our country studies reaffirms the importance of establishing

or improving quality assurance systems for CTC interventions, with the insight that, unless
these processes afeacked by a wellunctioning health system, they are unlikely to add to

the effectiveness of CTC services.

Monitoring and evaluation

Systems for monitoring progress and evaluating outcomresin place in alprogrammes

and countries. In Kenya CHWs and ®WHElocument their work in standardized national
tools, village registers and community registeata are compiled by CHEWs and used
during community dialogue days and other community meetings for discussions on priority
problems. Still, these systemare sometimes described as weak (Bangladesh (formal CTC
providers employed byhe government), Mozambiquej) for example due to a lack of
capacity at district level to use data, or due to (too) hybrid approaches caused by each NGO
having its own system andeporting forms (Kenya, Malawi). Also, stamiis of data
collection tools hamper data collection, ds the limited educatioml levels of some CHWSs
(Kenya). Where datare collected and submitted, it sometimes remsianclear whether

and how theyare usedto inform managers on the health status of the communitgd even
whether theyare entered into the health information system at all (Mozambique).

/| 2dzy iNASa O2yaAradSyidte Nbduphig s$h&evaivatonMEE L2 NI |y
FSSRoO I O i.effeddbadi 6y higher levels on the nature, importance and implications

of M&E data and reports to those at lower levels who collect and present the data.
Sometimes this feature was wallescribed in the M&E system design (Mozambique). In

several countes this work well for some cadresn Kenya datare communicated back via

facility chalkboards and dialogue days Ethiopia NGOs provide feedback to HEWf in

Indonesia midwives provide feedback on reportkéalers and midwife coordinatorslo the

samefor midwives, during monthly meetingtn Kenya, however, it was also reported that
community informationdoesnot reach district or national levels, and that utilization of data

beyond the community units poor.

Generally, CTC providers most caintries reported that they seldom receive feedback on

the data they submit. Ofterfeedback loopsre seen as noifunctional due to logistics and

transport challenges, lack of CTC provider training, lack of health system capacity and poor
commitment to makng necessary resources available, thereby hindering IJN®2 A RS NA Q
performance (Bangladesh, Indonesia (for feedback from district level), Mozambique). Also,

CTC providers sometime® not know much about the purpose of collecting and sending
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data (Mozamhgue). Where processes for feedback exist @nel implemented, however,
they could improve CTC providegperformance, as was reported in Ethiopia.

The literature findings on M&E were scarce; they mentioned the role of M&E and the
importance of proper feedack loops but without any indication as to how performance
would be influenced. No reference was made to the importance of feedback loops.

|COMMUNITY LINKS

Community engagement

Embedling CTC providers in the communities they serve and community engagemitnt
CTCprogrammes are important to generate ownership, which was reported to stimulate
trust and acceptance and in turconstitute important motivating factors. The design and
implementation of guidelines for the selection of providers involving bendfcy
communities emerged as an important point from the country studies; this served as a
starting point for community governance of Ci@grammes.

In many countries policy and practice of involving beneficiary communities in the
recruitment and selectiorprocess for CTC provider candidates indeed exist (Indonesia,
Kenya, Mozambique)put not always or only nominally (Bangladesh for formal providers,
Ethiopia). In Indonesia and Kenya both aspects were noted: some CTC prokaens (
CHWSs) are communitynembers andare recruited by the community, while others
(midwives, CHEWS) are professionals selected and employed by the health system, with no
community involvement. In Kenya thsviewedas a lack of community ownershifa.lack of
involvement of the wder community (and not just the village leaders) in the selection of
CTC providers &gs to the rejection of providers and resentment about their activities and
the resources associated with this role in Kenya and Indonesimdbmesiacommunity
meetings are attended by village hegdcommunity membersincluding Family Welfare
Society membersand others, and selection is by consensus. The hed@uskesmasnd
midwives are involved in suggesticgndidates sg apart from the village leader®thers

are alsoinvolvedin selectngthe kaders

In addition, the importance of community support for improving security for providers
coming from outside the community to live in the village dhd protectionfor female CTC
providers from sexual harassment walso mentioned and may influence the performance
of CTC providers.

Only sometimeslo community governance roletake the form of holding CTC providers
accountable, as community membeeske part in supervision (Mozambique) or, in Kenya, in
monitoring prog6 4 & G KNRdzZAK WRALFf 23dz2S RI2aQd ¢KS STT
and community engagement that give meaning to the aim of representing communities and

¥ This section is based on findings from Koklet2d14: 4350, 7&71, 82; Gani et al. (2014: 401, 102
108); Sidat et al(2014: 3537, 5052, 58; Mireku et al. (2014: 443, 64,68); Nyirenda et al. (2014: 56, 67,
74); Zerihun et al(2014: 3834, 52,58); and Nasir et a(2014: 5556).
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representation of more marginaéd and vulnerable groups emerged as an important issue
in Kenya ad Malawi.

The importance of training community members, supervisors and managers in the design
and implementation of a community engagement strategy emerged from Kenya, Ethiopia,
and Malawi as a factor affecting CTC providgerformance and service efttiveness.

The abovdindings arein line with what we found in the literature i.e. the importance of
community ownership, its trusih and respect towards CTC providers, its role in enhancing
security and the opportunity to strengthen accountability.

This sectiontherefore, shows thatembedling CTC programmes in ardgagng with the
community, throughits participation inthe recruitment and possiblthe supervisionof CTC
providers, are key elemens to establisiing community ownership and enahb providera Q
performance.Theyemerged as important isssen Ethiopia,Kenya, Indonesia and Malawi,
and as strengthin Mozambique and Bangladesh.

Approaches to community awareness and social change

In all countries health education, health promotion or coomity mobilization was
mentioned as the most important part of the CTC provid@le. However, in Bangladesh
45% of the CTC providers included in a surliaye not receivael any formal health
education training, while in Kenya the ability of CTC provitierenter into an effective
dialogue with community members and develop action plamssometimes lacking. In
Indonesia health promotion was identified as not very effective, requiring more training and
materials. On a positive note, in Ethiopia, a projestmaternal, newborn and child health
and nutrition that involve the community in identification, analysis, planning,
implementation and evaluation shaimproved utilization oimaternal andnewborn health
services. Implementations undertaken alWoredalevel, with CTC providerbeing trained

on the principles, methods and approaches of participatory community action and learning.

CTC providerare mostly based in the communities and as suchieiatimate exposure to

and gainan understanding of interpesonal relationships in households and the community.
The CTC providers across our country studies described the degiaking processes
within households in detail, as well as gender norms, roles, values, beliefs and practices.
They would often critiqueraditional beliefs and practices from a learned public health
discourse or explain the importance of social and behaviour change from a community
perspective. However, their ability to reflect and initiate change in social and gender norms
and values apgars limited, which is understandable given that they have intemealithe

same norms, values and belief systeas the communitiesn whichthey work (and often

were raised). Onlyn few approaches were reported that enable CTC providers to reflect on
their own norms and values, beyond the suggestions that women should utilize services
more and that action plans should be developed to overcome barriers to accessing services,
and these were not always successfully implemented or not put into practice @allya

and Mozambique). This prevest€TC providerBom acting as agents of social change.
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Our literature review did not yieldany significantfindings regarding the role of CTC
programmes in thisfield. Based on the country case studies it appears thatpotential of

CTC providers to act as agent of social change is thus underufiizgénerate sustainable
change, training and support to enable CTC providers to carry out this role need more
attention.

REFERRAL SYSTEM

In the study countries wheneveand wherever the referral process warkvell, this
improves the effectiveness of CTC services. Findings show that better management of
referral processescould help strengthen the performance of CTC providers dhd
effectiveness of CTC services at lar§eudy participants identified various bottlenecks,
almost all ofwhich were related to either the intervention design or the management
processes within the interventions. In all countries, key bottlesd@mpering the referral
process (from CTC provigdo health facilities)are the long distances to facilities aride

lack of transport for clients in need. For example, in Ethiopia, Kenya and Malawi, CTC
providers reported that beneficiary communities expect them to not merely tell them where
to go andwhen, but also to facilitate and support the actual process of transfer; faely

that the lack or unreliability of resources for transporting cliergsa major factor hindering
their performance. Not onlydo they feel they failedthe clients and commmity also let

them know their disappointment.

Conversely, whenever and wherever the referred patieants treated well at higher levels

2F OFNBZ (GKS / ¢/ LINPOARSNARQ ONBRAGEndthig & @Al
helps them do their work betér. On the other hand, CTC providers reported that if the
beneficiary communities hae a negative perception or v had bad experiences in terms

of the quality of care at higher levels of care, including regarding whether they were treated

with cordiality and dignity, the CTC provid&® a Gl yRAY 3 gA0GK GKS 0SSy
suffers, and this undermins their performance. In Ethiopia, Bangladesh and Indonesia
referralis sometimes not followed up by clients because of the unfriendly attitude of higher

level health staff, as perceived by the clients. CTC provid@ighat they are bearing the

brunt of any failure of the health system amade at the frontline to ensure that a referral

comesto fruition. This uncertainty regarding the unreliability of tbpward referral chain
underminestheir credibility in the communities they serve and affgttteir performance.

In Kenya the system Ba feedback system frorthe facility to the CHW, whicks not the
case in Bangladesh (government sector), Malawi and kibrgue. In Ethiopia a system
exiss but lacks implementation. Evidence from the study countries showed that, while
having formal processes and formal feedback loops $elpeir mere presence is not
sufficient to make the referral processes work. On thentcary, we found that CTC

®This setion is based on findings from Kok et @014: 37, 50, 6556); Gani et al. (2014: 43, 16004); Sidat
et al. (2014: 4849, 58); Mireku et al. (2014: %¥7, 82; Nyirenda et al. (2014: 888); Zerihun et al(2014:
36¢37, 69;73); and Nasir et al2014: 3¢35).
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providersare less concerned about receiving formal feedback than with the ability of the
higherlevel facilities to provide the required services in a respectful and dignified manner.

Our findings reaffirm what the internationditerature on CTC providers has extensively
documented that timely detection of health problems and referral to the appropriate level
of care is a key role of CTC providers. The importdahae CTC providers attach to the
referrals they make and whethehése bear fruit is also a common theme. Both our study
findings and the international literature review show that a wealhctioning upstream
referral system is critical to the ability of CTC providers to perform well and to meet the
expectations of the beeficiary communities; any weaknesses in the upstream referral chain
(such asalack of referral transport facilitiespaired with sometimes negative community
perceptions regarding the quality of referral servicemderminesthe performance and
effectiveness of CTC interventions.

|COORDINATION AND CROUNICATION AMONG PRIDERS

Communication and coordination among various organizations (government, NGOs, faith
based organizations) working with CTC providers were found to be important factors
influencing/ ¢/ LINE @A RS NE Qis paBidusary Sdihgh€y& @nd wiededer CTC
providers hae multiple task areas and lines of reporting; in circumstances where CTC
providers are part of multiple verticalprogrammes or work with multiple NGOs, good
communi@tion and coordinatiorare more important. When thg are not well orgarzed,

/ ¢/ LINR @A RSNA Q s (@SoNdredidédte yod Bangladiesi, Hidbhesia, Malawi,
Kenyaand Mozambique show). When programmes compete with each other for CTC
LINE @ A ReéSadd effortitHey disturb theieffectivenessy distorting their priorities, the
incentive structures and the underlying motivational processes.

The quality of coordination and communication among various cadres of CTC providers also
has a bearing on thgerformance of CTC services. For instance, in Indonesia we thand
coordination among various cadres of CTC provideaslgrs TBAs and village midwives)
was challenging. Where midwivere able to act as a link between the other cadres and the
formal system, the performance of CTC serviiseetter than when village midwivet not

play this role. In Mozambique the revitadtion of the APBPBrogrammeprovidesinsights into

the ways various actors mayooperate operationally. The revitaation involvel
clarification of the roles of various actors (for example, coordination and agreement
between the Mnistry of Health and NGOs on which organization would work where and on
the recruitment of health workers from the health system). These coordinatiorvities

help to clarify roles, expectations and ways of functioniagd this helg improve the
effectiveness of CTC services. In Bangladesh communication between informal and formal
CTC providers was found to be deficiemthoughits consequencesre not always clear.

* This section is based on findings from Kok ef24114: 5); Gani et al. (2014: 65, §35); Sidat et al. (2014:
33¢35, 55; Mireku et al. (2014: 3310, 6@;64, 81); Nyirenda et al. (2014: 21, ¥ &erihun et al. (2014: 838,
78¢82); and Nasir et al. (2014: T35).
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This however, is a complex issyend others have reported the damage these informal
providers wreak (misdiagnosis, mistreatment, unnecessary treatment, misinformation,
delays and unnecessary costs) on trusting and unsuspecting patBanadesh continues

to grapple with how best to reconcile the livelihood needs of these essentially poor and
often illiterate providers, who often ask for training but mostly remain outside any formal
intervention, and the safety and quality of care conceoi the populations they purport to
serve.

These findings are consistent with our literature review and are also intuitive: better
coordination and communication produce better results, in terms of provider motivation
and performance and in terms of susstul referral and community satisfaction. The
important finding of interest is thus that the effectiveness of many CTC services continues to
be hampered by weak coordination and communication processesnong cadres, among
organizatiors and actors, anddiween services and beneficiary populations.

'RESOURCES AND LO®ISY

The aailability of resources is a requirement to enable and facilitate certain aspects of the
/ ¢/ LINPGARSNDa TN® feBerallnged forl sell-indtioning Systém for
logistics and supplies was addressedhe section orhealth system factorsSpecific issues
regarding CTC programme design were found, for examplsorambique,where there

aNB LINRPoOofSYad 6A0K GKS GAYSTE @s padiydudftodogigtidal ! t 94 Q
issues and partlpecauseAPEs are entitled to only one kit a month and resupply is of a kit
and not of particular items thainight run outbefore the end of a monthLarge distances
between communities and facilities also hamper proper réipgr and the collection of
subsidies by APE# lack ofhealth educationmaterials was reported in Mozambique
(pictorial albums)and IndonesiaA lack of materials deemed necessary for CTC providers
(such as gumboots) was also often reported.

A recurringfinding relatedto resource constrairgis the absence of sufficient budget to
cover the cost of travel for a variety of activities such as home visits, report submission,
collection of materials and supervision (Indonesia, Malawi, Mozambique)isTd¢tallenging

for APEs in Mozambique, as not submitting a report for such reason would imply not
receiving their medicine and supplies kdr their monthly allowance. In Malawi
transportationis made available to HSAs by meandicf/cles,but they break downand
repair costsare challenging for themwhich negatively affect the delivery of services in
hardto-reach areas.

The importance of having the resources and logistics in place to affestive functioning
of CT(Qprogrammes was alsdound in the liteature review with reference to drug supply,
equipment and adequate facilities.

#This section is based on findings from Kok et2d114: 54, 7§71, 77; Gani et al. (2014: 1£112); Sidat et
al. (2014: 44, 483 Mireku et al. (2014: 280, 5%60); Nyirenda et al(2014: 21, 38, 566, 69; Zerihun efal.
(2014: 39, 5859, 71); and Nasir et al. (2014: 6@3).
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CHAPTER ¢ ANALYTICAL FRAMEWORK

This chapter presents the implications of @lé findings ofthe first phase of REACHOUT
which were presented ithapter 3 and the outcome®f discussioaduring the consortium
meetings and brings then together in a common analytical framework on factors that
influence the performance of CTC providers.

The literature review and the six country context analysis repddshot provide major
reasons for changing the three domains influencing CTC pravi@erformancet broad
contextual, health system and intervention design factorsalthough changes have been
made to subcategories In this chapter we present adaptations to the stdtegoriesof the
three domains in our initial frameworia the light of findings from the research and new
insights from the literaturgand present our fial REACHOUT framework (Figuxe 3

The difference between the initial framework and the final framework abown for each
major factor.
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Figure2. Final REACHOUT framework
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BROAD CONTEXTUAL FARS

The broad contextual factors presented at the base of the framework, categorized as
community context, political context and otheontextual factors, were confirmed by the
international literature review and the context analyses in all countries, but how these
factors are preseted in the final framework hadeen adapted(see Figure 4)We have
changed the heading d@ommunity comextQo Wociccultural and community contexito

do justice to the fact that social and cultural factors influence the community context but
are also broader than that.

Figure3. Broad contextual factors: initial andral framework

We found thatthe policy factorsidentified all relate to the health system anhat it was

more useful to placehem all together under health systerfactors. Other contextual
factors entailthe economy, environment and securitCommunity engagement through
variouscommunity governancetructures and the processes and approach to community
education are directly related to how interventions are designed and as such discussed
under intervention design factors. Another emerging factor can daemmarized as
environment this covers geography, distancésavelled and climate aswell as other
interactingfactors that could influence CTC providg@rformance.

In summary, we identify the following stdategories under broad contextual factors:
1 socio-culturaland community contextand
1 other contextual factors

| SOCIGCULTURARND COMMUNITEONTEXT

Genderand cultural factors influence Cp@bgrammes in various waysSocialgender roles

and norms influence intrlhousehold decisiomaking andhe mobility of younger and older

women and, thusl FFSOG | 00Saa (2 &aSNBWAOSad 22YSyQa |
powerful influence of husbands and extended families. 3éwof the provider can influence

access to services and thus waition as an engyoint factor. Gender also influences the

ability to perform a CTC job (mobility, possibility to interact with the opposite sex) and the
willingness to volunteert & G KS @2t dzy G+ N yIF idz2NE FyR (GKS
health issues) may detenenfrom taking on the job.
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