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EXECUTIVE SUMMARY

On May 31 and June 1, 2012, the U. S. Government convened an Evidence Summit to identify what is currently
known about the contributions that communities and formal health systems can make to the performance of
community health workers (CHWs) in low-income countries. In preparation for this Summit, Evidence Review Team 1
was assembled to address the following question:

“Which community support activities improve the performance of CHWs?”

This report is the Team’s answer to that question, based on the limited evidence that could be identified from the
available literature — both from peer-reviewed literature as well as documents available on the internet and elsewhere
(the so-called grey literature). In addition, the expert opinion arising from within the Team, which is considerable, as well
as from others with whom the Team is in contact, was utilized in developing this report.

The Team identified four domains of community support: (1) provision of access to those who can serve as
effective CHWs and access of CHWs to community members, (2) creation of demand for CHW services, (3) provision of
support for CHWSs, and (4) facilitation of trust between the community and the CHW. While the health system plays an
important role in enhancing CHW effectiveness through training, supervision, provision of needed equipment, supplies
and medicines, and facilitation of referral of patients that CHWs identify as needing higher-level care, communities also
play an important role. Community engagement in the design of the CHW role, in the selection of persons suitable to
serve as CHWs, in the monitoring of CHW activities through community structures such as Village Health Committees, in
the provision of payment and other incentives for CHWs, an in the provision of respect for the CHW because of the
services she provides to the community. Trust is a key aspect of the community-CHW relationship that ultimately
determines the effectiveness of the CHW in promotion of behavior change and health improvement in the community.

The literature on the role of the community in fostering increased access does not offer strong evidence about
what works, but rather provides a set of plausible approaches to engage communities in support of CHWs and their
services. What might work in one cultural context may not be the most effective or efficient strategy in another area,
but some of the principles may apply to both areas. The operationalization of these principles may differ by the type of
service provided (e.g., vaccination versus family planning), or by the nature of the community served (e.g., highly
dispersed communities in mountain terrain versus densely populated urban slum communities). Nevertheless, there is a
considerable pool of lessons learned from the literature on CHWs that might be appropriate for simple experiments or
evaluations.

Direct community support for CHWs, defined as a combination of various social and material (in-kind or
financial) mechanisms, in-kind support or financial support, is described in a number of reviews and studies and is seen
as an important contributor to CHW program success. Many of these studies examine the relationship between these
types of support and retention of CHWs. However, retention alone is a crude proxy for performance. The literature is
mostly descriptive and lacks studies with strong designs for examining the relative importance of these types of support
to maintaining or improving the performance of CHWs. There seems to be evidence that CHW programs established on
the basis of providing motivation through in-kind or monetary support will degrade in performance if this support is not
consistently maintained. However it is not clear by how much performance could be enhanced through increasing the
level of this type of support. Social types of support appear to be quite important for retention of CHWs, but it is not
evident from the literature how this support is related to high performance. The relative importance of social support
compared to community in-kind or monetary support from communities or from the formal health system also remains
to be studied.



Community involvement in the selection and long-term support of CHWs can be integral to facilitating trust and
understanding of CHW services. There is, however, little evidence of its impact on the coverage, quality or outcomes of
services provided by CHWs .

Thus, all four elements (access, demand, support and trust) are closely related and undoubtedly contribute in
multiple ways to CHW success in the provision of services, but there is very limited evidence from the literature and
programmatic experiences that demonstrate their impact on CHW performance. There is a clear need for further
research and policy analysis about community influences on CHW performance.

How to apply the findings of this review to programming at large scale is an important issue. Launching national
programs requires strong governmental support in terms of policies, funding, and technical direction, in order to achieve
scale up with fidelity in design. At the same time, flexibility, initiative and continuity at the local level are essential. The
Nepal FCHV Program (described further in the Appendix) is a good example of how this was achieved. We need to learn
more about how multiple sectors and multiple levels of government (particularly local governments and the local private
sector) can support CHW programs.

The Team recommends the community participation be obtained in planning, supporting, and monitoring CHW
programs. Community ownership of CHW programs should be fostered. Given the reality of lack of access to basic
medical care that many populations face, the Team recommends that CHWs be provided, if possible, with training to
provide basic and limited curative service and the medicines and other supplies required for this. Doing so will provide
greater legitimacy for the CHW, stronger buy-in from the community, and greater credibility for the preventive and
health promotion activities of the CHW.

There is a great need for expanded funding that is directed specifically to investigate how communities influence
CHW performance since very few studies have addressed this question so far. Determinants of community satisfaction
with, acceptability of, and demand for CHW services need further research as do the potential role that CHW
associations, community monitoring activities, and local governance structures can play in strengthening CHW
performance.

The report contains an Appendix with information about the methodology used to address this question,
methodological issues that had to be addressed, selected case studies of CHW programs that have elements of
relevance to the question being addressed, and finally an annotated bibliography of some of the important references
identified by the Team.

Vi



INTRODUCTION

Since the 1978 Declaration of Alma-Ata, community participation in health care has been an accepted principle
for global public health practice. Community engagement has been prioritized not only as a critical complement to
facility-based care, but also as a necessary ingredient for broader social change, empowerment, and local control of
economic and environmental factors that determine health outcomes. This early understanding of community
engagement has evolved into a more pragmatic push for community health workers (CHWs) as a partial solution to
extending the reach of health systems, aiming to expand coverage of key interventions and to fill the unmet demand for
health services in communities (Haines et al., 2007).

Despite decades of experience and a substantial body of evidence documenting the efficacy and cost-
effectiveness of CHWs, there are still challenges that need to be overcome in order to scale up CHW programs,
especially where the evidence is compelling and where best practices are well-documented and proven to be effective.
The Evidence Review Team 1 (hereafter referred to as the Team) addressed the following question: “Which community
support activities improve the performance of community health workers (CHWs)?”

This report summarizes the evidence we have identified that addresses this question. We also provide here
recommendations for programming, policy and research, which are informed by the comments and questions that arose
during discussions at the U. S Government Evidence Summit: Community and Formal Health System Support for
Enhanced Community Health Worker Performance, held on May 31 and June 1, 2012 in Washington, DC.

The Appendix contains further detail about the methodology used by the Team and the methodological issues
that had to be addressed in carrying out this work. The Appendix also contains a series of case studies. The case studies
address the central question of this report, but they also provide a snapshot of the broader dynamics at play and how
community support activities are intertwined with the other important elements of effective CHW programming. This
analysis forms part of a needed larger review of evidence about how communities interact with both supply and
demand elements of the formal health system.

As a first step, the Team decided that it would organize and analyze the literature according to the following
domains: access, demand, support, and trust. The Team created the following definitions of these domains, discussed
below.

Access: What the community can do to facilitate the selection and utilization of CHWs.

This domain includes the conditions, perceptions, actions and interventions that affect: (1) the recruitment and
selection of optimal candidates to become CHWs, and (2) access of CHWs to community members and vice
versa.

Demand: What the community can do to promote utilization of CHW services.

This domain includes the legitimacy of the CHW, including perceived quality of services provided by the CHW
and patient willingness to seek services from the CHW. It also includes community awareness of the CHW role
and CHW skills/capabilities, community understanding of the importance of educational messages promoted by
the CHW, the activities in the community for promoting or marketing the CHW's role and services, and buy-in
from community leaders for the CHW's role, and activities for promoting the work of the CHW in the
community.

Support: What the community can do to provide both financial and non-financial support to CHWs.



This domain includes: peer and community group support for the CHW, community recognition of the value of
CHW’s work for the community; social validation of the CHW’s role (such as via esteem, special privileges,
financial and other types of incentives, and so forth); long-term community support to encourage CHW
motivation, retention and advancement; community leader buy-in for the CHW’s role and activities; community
leader support to help resolve issues, disputes and problems arising from the CHW'’s work; and assistance with
transport for the evacuation of a patient that a CHW identifies as needing care at a higher level.

Trust: What the community can do to build trust between the community and the CHW.

This domain includes activities that build trust in the community toward the CHW (which derives from a longer-
term relationship of mutual support and effective partnership). The domain also includes activities that promote
information-sharing between the CHW and the greater community, community monitoring of CHW activities,

and accountability of the CHW to the community.

These domains are not mutually exclusive, but they provided a useful approach for the Team in organizing its work.
The Team used the analysis of these four domains to develop a framework outlining the factors, processes, and

structures that affect community support of the CHW. Figure 1 depicts the relationship between the CHW and the

community, the various aspects of each that affect CHW performance, and the dynamics that create trust between the

CHW and the community.

Figure 1. Social Dynamics between CHWs and Communities
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THE EVIDENCE (ENLIGHTENED BY EXPERT OPINION)

As will become increasingly clear, the question being addressed by the Team is one that has received minimal
direct attention from the research literature. Thus, in order to answer this question, the Team has had to draw on
research that is often tangentially concerned with the question at hand. And, since the Team consists of persons with
extensive personal and experience and access to others with extensive experience, expert opinion has exerted its
influence as well.

The Four Domains of Community Support: Access, Demand, Support and Trust

Access

Access by community members to the services provided by CHWs can be influenced by various conditions,
perceptions, actions, and interventions of community members, both individually and collectively, that result in greater
uptake of the work of CHWSs. These factors fall into several broad categories: behavioral (motivational), interventional,
and relational, among others.

Demand

Rewards provided by the community (such as direct payment or release from community work days) have a
direct positive effect on CHW performance, which in turn stimulates greater demand in the community for CHW services
(Robinson & Larsen, 1990). Greater demand for information and help from the CHW on the part of the community
promotes more effective uptake and use of CHW services at the individual level. Given a high-performing CHW, this can
potentially foster broader behavior change at the community level.

Support

The literature recognizes many ways community members and community structures facilitate the motivation,
performance and retention of CHWs. The daily functioning and technical performance of CHWs is expected to be more
effective if community members support them and have realistic expectations about what they can and cannot do
(Gilroy & Winch, 2006).

Social support for CHWs is quite diverse and may include formal written community recognition of CHWs, CHW
peer groups, as well as community direction and monitoring of CHW activities. Material support to CHWs is frequently
in-kind. Some examples of in-kind support from communities include: exemption from other duties in the community
(e.g., community patrol, cleaning day responsibilities); access to free health care or education services; community
members providing farm labor for the CHW or donations such as food (e.g., chickens, vegetables, and so forth) or other
goods or services in kind. Less frequently, financial remuneration to CHWs is provided from community sources. This
may be direct payments from community health structures or the modest profits gained through the sales of medicines
or other commodities by the CHW. The community structures, whether informal or formal, that provide these various
types of support often exist at the start of a CHW program and become instruments for engaging and supporting the
CHWs. In some cases new community structures, such as health committees or advisory groups, are created to provide
the necessary support for the CHWs.

Trust

In order for CHWs to effectively carry out their duties, a level of trust between the CHW and the community is
needed to enable relationships that will produce positive health outcomes. While the literature is ripe with examples of
CHW programs that produce positive health outcomes in maternal, newborn and child health, nutrition, family planning,
HIV/AIDS, TB, malaria, dengue control and other interventions, there is little information specific to the elements of
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community trust that may enhance the effectiveness of a CHW. Components of trust discussed in this paper are drawn
from a conceptual model that looked at health care provider interactions with their clients in South Africa (Gilson,
Palmer, & Schneider, 2005). We infer that similar principles will hold true for CHW programs based on descriptive
analyses of effective CHW programs.

There are various factors that affect trust between the community and CHWSs, as described in Figure 1. Trust is a
complex construct, the specific elements of which vary —in different geographic settings, in different social
environments, and in the same settings over time (Gilson et al., 2005). It is one of several critical factors, along with
respect and partnership, that are easily overlooked when a CHW program is put into place (Rifkin, 2009). A community
member who trusts a CHW to minister to her personal or family health needs is taking a potential risk. The CHW needs
to have personal interactions with clients in their homes, at community markets, or in other public or private settings;
yet the CHW may not be from the same caste, faith tradition or economic grouping of her clients.

The CHW may have difficulty gaining access to clients’ houses if she is perceived as being a member of a faction
within the community related to the government in a country where the government may have created a legacy of
mistrust. The CHW’s activities may also compete with a culture that values traditional medicine and faith healers.
Community members will have greater trust in CHWs if both groups ascribe to the same culture and belief system
(Peltzer, Mngqundaniso, & Petros, 2006). The client must believe that the CHW has a certain level of expertise, will do
no harm, will not divulge any private information to others in the community, and will behave in an ethical and helpful
manner. In other words, CHWs have a lot of obstacles to overcome before they gain access to communities and be
effective in their job.

However, CHW programs can take actions to maximize trust among CHWs, their clients and the community at
large or, at the least, to minimize the initial level of mistrust that might exist. Establishing and following a clear policy
(known to the community) for selection of the CHW and clear communications to the community regarding what can be
expected of the CHW is critical for building trust from the outset. Mutual respect among the CHW, her clients and the
community is cited in many articles; often, this respect is built over time. The CHW can build trust by demonstrating
respect for the client, by active listening, and by providing quality care. The health worker literature shows that patient-
provider trust, including respectful and fair treatment, is rooted in: (1) inter-personal trust (based on provider
characteristics, experience and behavior); (2) institutional trust (based on the practices and procedures requiring or
allowing institutional providers to act in the best interests of patients); (3) effective broader interactions between
providers and the community they serve; and (4) a supportive historical, cultural and socio-political tradition in which
the health system and the community have worked together with demonstrable results.

One example of a CHW program where the role of trust between CHWs and their communities is integral for the
provision of services is the Comprehensive Rural Health Project (CRHP) in Jamkhed, India (described further as a case
study in the Appendix). One of the factors critical to Jamkhed’s success is the relationship that CHWs have with their
community. At Jamkhed, trust between the community and the CHW arises from the dedication of the CHW to the well-
being of the community, as demonstrated by the ongoing effective service, collaboration, and commitment of the CHWs
to share their knowledge and recent training with others in the community. The commitment of the Jamkhed CRHP to
continuous training and support of its CHWs to ensure their quality performance and strong links with the health system
to attend to CHW referrals are critical for giving the CHWs credibility in the community. This builds trust, thereby
creating community demand for their services and support for their work.

Community Participation in CHW Program Design, CHW Selection, and Implementation

The process of community participation has been better described in smaller-scale CHW programes; in larger-
scale and national programs, documentation of community participation in program design or evaluation has been more
limited (Rosato et al., 2008). Those CHW programs that begin with community engagement are able to foster
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participation in the identification of health issues of importance to the community. They are then able to respond better
to the perceived needs of the community as well as to engage in the provision of simple preventive and curative services
(Bhutta et al., 2011). Previous experience has shown that CHW programs are vulnerable to higher-level political and
organizational influences. When these programs are owned by and firmly embedded in communities, that vulnerability
is lessened.

A key condition for CHW program success, which arguably must be closely related to performance, is the strong
relationship of each CHW with the community, described using the term “community embeddedness” (Schneider,
Hlophe, & van Rensburg, 2008). CHWs are, in fact, a unique agent for combining current scientific evidence and best
practices with indigenous knowledge that can be community-specific. Several review articles and studies conclude that
community embeddedness can be fostered by involving local people in CHW selection, program goal setting and
program management (Bhattacharyya, Winch, LeBan, & Tien, 2001; Gilroy & Winch, 2006; Haines et al., 2007). Where
CHW programs are not embedded in the community, they are often fragile, burdened by high turnover of personnel,
and difficult to sustain.

Evidence also suggests that CHW programs thrive when communities become full partners, but struggle when
they are solely responsible for galvanizing and mobilizing communities alone. Examples of successful programs can thus
be found in the wake of community mobilization efforts, either as part of large-scale community mobilization efforts,
such as in Brazil or China, or through local mobilization, often facilitated by community-based, non-governmental or
faith-based organizations in many African countries. The challenge is to maintain the momentum of mobilization over
time to ensure sustainability of access, particularly among the most vulnerable groups at the community level. While
many of the efforts described in the early literature examined public sector programs, more recently CHWs have
become foundational for NGO community-based programs, social marketing programs, and social franchises (Bhutta,
Lassi, Pariyo, & Huicho, 2010).

The literature recommends involving relevant community structures and groups in the initial assessment of
demand for CHW services, the identification of priorities, the design of the CHW program, and delineation of CHW roles
and responsibilities (Sauerborn, Nougtara, & Diesfeld, 1989). Individual community members, especially mothers, can
convey to CHWs their own health needs and requests for health information through their responses to simple
standardized questions which CHWs can ask those in their catchment areas (Diaz, Altobelli, Espejo, & Cabrejos, 2007). In
the identification of priority services for the community, health needs as well as equity concerns relative to gender,
ethnicity, sexual identity and religion of potential beneficiaries should be addressed explicitly.

A community action cycle in which the community works together to identify and prioritize problems, plan and
implement solutions, and evaluate progress may be critical to the creation of demand for CHW services: “The key to
the success of community empowerment was the moment when the community engaged with the problem-posing,
problem-solving process and recognised that they could collectively change their circumstances” (Rosato et al., 2008).

A process of selecting CHWs that involves the community is also important for creating access, demand, and
trust. Several authors describe community involvement in the selection of CHWs as a necessary prerequisite to later
demand for their services and the long-term success of the CHW program (Amare, 2009). In Peru, it was found that
having the community identify, elect, and formally “designate” the CHW by name in the official community ledger
signed by all involved was a formalism that promoted trust and acceptance of the CHW within the community (Altobelli,
Espejo, & Cabrejos, 2009). If programs involve community leaders, there is a greater likelihood that CHWs will serve all
sections of the community and that the most vulnerable will receive needed services.

Examples of how communities participate in the selection of CHWs are contained in the case studies, located in
the Appendix. Of particular note are the Comprehensive Rural Health Project in Jamkhed, India, the BRAC CHW program
in Bangladesh, the International Rescue Committee experience in Rwanda, and the Community-Directed Interventions
Programs across Africa.



There are, however, challenges associated with community involvement in CHW selection. Research suggests
that although communities are typically involved in the selection of CHWs, community members play a limited role in
establishing the selection criteria (Sauerborn et al., 1989) or have inadequate knowledge of the selection criteria set
forth by the district or national-level program (Stekelenburg, Kyanamina, & Wolffers, 2003). Walt et al. (1989) note that
CHWs are often selected by community leaders or elites rather than by the community at-large, and that the selection
process can be strongly influenced by economic and political factors in the community (Walt, Perera, & Heggenhougen,
1989).

According to Rifkin (2009), evidence supports the assertion that community participation has contributed to
health improvement in poor countries and that when community participation generates trust, recognition, leadership,
and partnership with community members, CHW performance and quality of health services can benefit. However, one
study found no association between women in the village having a strong influence on CHW selection and later CHW
adherence to clinical guidelines (Rowe et al., 2007). Although several authors have noted that community ownership is
not sufficiently described and analyzed in the literature, they nevertheless conclude that CHW programs should, from
the outset, regulate a clear selection/deployment procedure, engaging the community in planning, CHW selection,
implementation, and monitoring (Bhutta et al., 2011).

Training and Supervision

CHWs must be adequately trained for the roles and responsibilities they are expected to fulfill. The way CHWs
are trained, managed and supported is central to the quality of health services that they deliver (Rifkin, 2009). In this
context, the nature and frequency of supervision as well as the availability of refresher training are usually associated
with improved CHW performance and reporting.

The competence of CHWs is influenced by their pre-service level of education as well as the quality and amount
of continuing education they receive (Bhutta et al., 2011). “Training is essential if CHWs are to carry out their work
effectively. Training covers not only providing preventive, curative, or other relevant services to the community, but also
teaching and communicating with community residents” (Bhattacharya et al, 2001, p. 22). These authors note that the
medical technical training which CHWs receive oftentimes gives them the competence which serves as an extremely
strong driver of demand within communities. On the other hand, many countries set limits on the types of medical
services they allow minimally-trained CHWs to perform.

Ongoing skills-based refresher training is required to ensure that CHWs develop and retain their knowledge and
skills. CHWs' expertise develops through a cyclical process of experiential learning and teaching involving indigenous
knowledge and technical training 