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Abstract
Community health volunteers (CHVs) are considered a vital part of the community health structure in
Africa. Globally, community health volunteers are widely recognized as vital components in the health
system of low- and middle-income countries, enabling the extension of national and sub-national
capacities for diagnosis, treatment, monitoring, and health promotion programs. Despite this vital role in
the health system, very little is known about the CHVs day-to-day lived experiences providing services in
communities and supporting other health workers. The purpose of this scoping review is to better
understand the experiences and challenges of a community health volunteer in Africa. More speci�cally,
drawing on the community health volunteers’ accounts of their experiences as reported in the literature to
date, this review aims to identify critical factors or conditions that represent challenges to community
health volunteers work in Africa. Advancing an understanding of community health volunteers
experiences and challenges can inform governments and programs on how best to support community
health volunteers both generally and speci�cally with respect to performance expectations within
community-based healthcare delivery or health behaviour change and promotion programs.

1. Introduction
The global shortage of human resources for health (HRH), especially in low-middle-income countries with
limited health resources, hinders the achievement of universal health coverage related to the Sustainable
Development Goals or SDGs (Panday et al., 2019; Vareilles et al., 2015; Vareilles et al., 2017; Kuule et al.,
2017). Strategies that countries continue to adopt and implement to address the shortage of HRH include
task shifting and the introduction of various cadres of community health workers, including community
health volunteers (CHVs).

The World Health Organization (WHO) formally describes CHVs as lay health workers who are not
professionally trained as healthcare professionals but have been trained to promote health within the
community in which they reside (Lewin et al., 2010; World Health Organisation, 2013). To this de�nition,
one can add that CHVs are community members, that may or may not be elected by the populations they
serve, who willingly collaborate and partner with governments, non-governmental organizations (NGOs),
and others to serve members of their community without any form of compensation (Schneider, Okello, &
Lehmann, 2016). CHVs may receive support from their government or NGOs working within the
community. However, where provided, this rarely extends beyond stipends for transportation and
miscellaneous expenses as an incentive for volunteering (Brunie, Mercer, Chen, & Andrianantoandro,
2018; Leon et al., 2015; Mohajer & Singh, 2018). While different health systems identify these unpaid
health volunteers by different nomenclature (e.g. community health workers, community health extension
workers, community health in�uencers and promoters, village health workers), for this scoping review, we
use CHVs in reference to all community health volunteers who do not receive any wages or salary from
the government, and are distinct, if not complementary, to formal community health workers who are
government employees within a country’s health system.
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CHVs have become vital to achieving universal health coverage on the African continent (Kuule et al.,
2017; Panday et al., 2019; Raven et al., 2020; World Health Organization & United Nations Children’s Fund,
2018). Currently, and while varying from context to context, CHVs may be responsible for basic
community drug distribution, providing health information, diagnostics, prevention and treatment
information, tracking and encouraging treatment and vaccination compliance, and recording and
reporting births and incidences of morbidity and mortality (Gabriel & Mercado, 2011; Ma�giri, McGrath, &
Whalen, 2012; Olaniran, Madaj, Bar-Zev, & van den Broek, 2019). As the �rst contact for many community
members with national healthcare systems, programs, and services, CHVs play vital roles in gaining
community trust in, understanding of, and utilization of available programs and services aiming to
improve health outcomes across the globe (Nathavitharana et al., 2017). CHVs are widely recognized as
enabling the extension of national and sub-national capacities for diagnosis, treatment, monitoring, and
health promotion programs (Kuule et al., 2017; Panday et al., 2019; Raven et al., 2020; World Health
Organization & United Nations Children’s Fund, 2018).

Despite their crucial role in supporting African community well-being and health systems, little is known
about the day-to-day work and challenges of African CHVs. Advancing an understanding of CHV
experiences and challenges in their roles can provide governments and programs relying on CHVs with
important insights on how best to support CHVs in general and with respect to speci�c performance
expectations within community-based healthcare delivery or health behaviour change and promotion
programs. Hence, the purpose of this scoping review is to better understand the day-to-day experiences of
a CHV in Africa. More speci�cally, this scoping review aims to identify critical factors or conditions that
represent challenges to CHV work in Africa analyzing �rst-hand accounts of CHVs.

2. Methods
Cochrane framework for scoping reviews was used, the Preferred Reporting Items for Systematic reviews
and Meta-Analyses extension for scoping reviews (PRISMA-ScR) checklist to achieve the objectives of
this scoping review. The review was registered on Open Science Framework (OSF) and can be accessed
here https://archive.org/details/osf-registrations-2jz7e-v1.

2.1 Literature Search Strategy

An academic research librarian, in consultation with the researchers, prepared a comprehensive search
strategy and then conducted the literature searches in the following six databases: MEDLINE (Ovid),
EMBASE (Ovid), PsycINFO (Ovid), CINAHL (EBSCOHost), Scopus, and Sociological Abstracts (Proquest).
The searches were initially conducted between July 20 and 21, 2021, followed by a re-run of the searches
on November 5, 2021 to ensure the most current articles were included in this review. Appropriate subject
headings and numerous synonyms for the following main concepts were strategically combined and
searched in this scoping review: Concept 1: All of Africa, Concept 2: Community health worker, Concept 3:
Experiences/challenges. No �lters or limits were used. Results were de-duplicated using Covidence. The
complete search strategy can be found in Appendix 1.
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2.2 Inclusion/Exclusion Criteria
The author team developed and agreed on the inclusion criteria in dialogue with the research librarian on
the team before commencing the review. The review included studies published in English assessing the
experiences, challenges, motivations, and opinions of CHVs in Africa about their work, their role, and
responsibilities in local or national healthcare systems, or in relation to speci�c programs. There was no
limit applied to the search by publication date, but studies had to focus on CHV perspectives. Additionally,
the team excluded conference abstracts, commentaries, non-English sources, and any studies without the
direct views of CHVs.

In reviewing the full-text, close attention was paid to the description of the roles and positions of the
community health workers to ensure studies with salaried CHVs were excluded.

2.3 Selection of Sources
The articles selection process involved three phases of screening. The �rst stage involved title/abstract
screening. The �rst and senior authors of this scoping review (MN & EN) screened the same �fty articles
independently in this �rst phase and compared sources they viewed as eligible for full review.
Discrepancies on three out of 50 articles were discussed, and consensus reached on their
inclusion/exclusion. During the title/abstract screening phase, articles which were not clear were retained
for full-text review. MN completed the full text review, consulting with EN when unsure about
inclusion/exclusion. References of selected articles were also manually searched for relevance.

2.4 Data Charting and Synthesis
In extracting and analyzing data from the sources, the team used Thomas and Harden’s proposed three
stages of thematic synthesis: coding the data line-by-line according to its meaning, developing
descriptive themes from the data, and generating analytical themes based on the reviewers’ interpretative
construct of the descriptive themes. As an inductive approach, thematic synthesis provides a critical lens
to generate high-level themes that capture the key messages from multiple qualitative data (Nicholson et
al., 2016; Thomas & Harden, 2008).

First, a data extraction template was developed to collate relevant data from the studies (see appendix 2
for table of characteristics). This was done using a partial double extraction process to reduce errors
during the process (Thomas & Harden, 2008; Mathes, Klaben & Pieper, 2017). Two members of the team
with moderate (MN) and substantial (EN) literature review experience independently developed data
extraction templates based on a review of the same ten articles. This involved coding the data line-by-line
according to its meaning and developing descriptive themes that could capture patterns each reviewer
perceived within the data and that corresponded to the review objective of understanding the lived
experiences and challenges of a CHV. MN and EN compared extraction tables and reached a consensus
on critical themes and de�nitions to guide subsequent data extraction. Sorcha McNally (SM) and MN, the
minimally and moderately experienced reviewers respectively, divided up the remaining articles and
completed the data extraction using the agreed-upon criteria and extraction table. MN reviewed SM’s
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extraction for completeness and coherence, having read the articles assigned to SM. Additionally, the
experienced reviewer (EN) reviewed the completed data extraction tables to ensure consistency in
categorizing extracts selected by MN and SM.

The �nal step involved meeting to discuss and agree on key analytical themes and messages for
analysis. Analytical themes were generated beyond the descriptive themes outlined in the studies. To do
this, each reviewer (MN, EN, SM) independently considered the themes and messages contained in the
studies and generated themes based on their understanding. The results are presented in a thematic
format with direct quotes from extracted interviews with CHVs in the studies reviewed.

3. Results
Thirty-one studies were selected for analysis (see PRISMA diagram below, Fig. 1). Sources retained
contained a mix of studies (20 qualitative; 3 quantitative; 8 mixed quantitative/qualitative). The studies
were conducted in urban, semi-urban, and rural areas in African countries: Ethiopia, Kenya, Malawi,
Nigeria, Rwanda, Sierra Leone, Liberia, Democratic Republic of Congo, South Africa, Tanzania, Uganda,
Zambia, Mozambique. Participants in the studies reviewed included a mix of male and female volunteers.
Most of the CHVs reported being married with children with volunteering experience ranging between �ve
months to 20 years. Some of the studies reported on the educational level of the CHVs, with most of the
CHVs having either completed primary or secondary level education. Two studies included some CHV
participants with post-secondary education (Bakibinga et al., 2020; Banek et al., 2015).

Figure 1: PRISMA Diagram

In terms of the focus of the studies, eight were conducted to examine volunteer health worker
participation and performance in community interventions (Aseyo et al., 2018; Bakibinga et al., 2020;
Banek et al., 2015; Jack, Kirton, Birakurataki, & Merriman, 2012; Laurenzi et al., 2020; Loth et al., 2020;
Sam-Agudu et al., 2018) while 17 examined the motivational factors that could improve the retention and
performance of volunteers at the community level (Chowdhury, McKague, & Krause, 2021; Closser et al.,
2019; Greenspan et al., 2013; Haile, Yemane, & Gebreslassie, 2014; Jigssa, Desta, Tilahun, McCutcheon, &
Berman, 2018; Kelly et al., 2020; Kok et al., 2019; Lusambili et al., 2021; Maes, 2015; Maes & Kalofonos,
2013; Mlotshwa, Harris, Schneider, & Moshabela, 2015; Mpembeni et al., 2015; Nyalunga, Ndimande,
Ogunbanjo, Masango-Makgobela, & Bogongo, 2019; O’Donovan et al., 2020; Ormel et al., 2019; Peltzer,
Matseke, & Louw, 2014; Puchalski Ritchie et al., 2016; Swartz & Colvin, 2015; Takasugi & Lee, 2012; Topp
et al., 2015; Tuyisenge, Hategeka, Luginaah, Cechetto, & Rulisa, 2020; Zulu, Kinsman, Michelo, & Hurtig,
2014).

Presented below are key themes that emerged from the studies that addressed the �rst-hand accounts of
CHVs experiences and challenges in Africa.
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3.1. No Boundaries and the Challenge of Balancing
Responsibilities with Family Obligations
One common challenge that emerged across several studies, especially for CHVs who self-identi�ed as
women, was the challenge of balancing or managing CHV responsibilities alongside family obligations.
Six of the thirty-one studies reported that family and spousal support play a crucial role in CHVs’ work-life
(Laurenzi et al., 2020, Greenspan et al., 2013, Kelly et al., 2018, Lusambili et al., 2021). Family obligations
were noted as coming under pressure due to being a CHV, including income-generating activities to
support the family, household chores, and spending quality time with children. Many CHVs underlined the
particularly demanding nature of their volunteer role. Ful�lling CHV responsibilities could and often did
require responding to community members at all hours, including in the middle of the night and during
meal preparation times.

Volunteering can and often does result in neglecting income-generating activities. Thus, in two studies,
CHVs who already have casual jobs, businesses, and farming as sources of income felt forced to make a
choice between volunteering and earning income to support their families:

“Even the time I spend going around households can be converted into loss income because I can use
that time farming or selling produce ….but I cannot think like that because I’m passionate about
improving my community”. (Tuyisenge et al., 2020. P. 5)

“My potato frying business [is] in the evening or making porridge in the morning. … If I am needed
somewhere, my business has to close. … those potatoes usually get spoilt, they won’t �nd another person
to sell them.” (Lusambili et al, 2021. P. 6)

“My child needs school fees but I say wait for a while. If you see patient, I use my money. I don’t know
where God is. We don’t have job. Now, we have a problem because cost of life

is high and there is no job.’ Female, CHW3, Group 2” (Takasugi & Lee, 2012. P. 842)

Some CHVs reported feeling discontent and disapproval from families for spending so much time on
volunteer work when they could engage in more pro�table jobs. (Kelly et al, 2018; Laurenzi et al 2020).
Existing evidence suggests that CHVs, especially women, are expected to maintain their roles in the
family while volunteering. The following quote, taken from a study with CHVs called Mentor Mothers in
the study’s country context, provides a window into the sorts of tension on the home front CHVs may
need to navigate alongside their community health work:

“Another Mentor Mother [MM] shared tensions that had arisen in her household, where she as a young
wife (makoti) was expected to plan meals and clean. After accompanying a client to an emergency clinic
visit, she recalled, ‘I arrived at home past eight, and when I got home, I saw the mood had changed, but I
told myself that what matters is I helped the baby’ (MM6)” (Laurenzi et al., 2020, p. 1255)
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Many CHVs reported struggling with creating a work-life balance, and feeling they are neglecting their
families’ needs to ful�ll their CHV responsibilities. Female CHVs emerge in the literature as particularly
torn between their commitments to their CHV role, and their socially normative role as homemakers. It is
clear from CHV narratives that the majority of CHV work is being conducted in settings where women
traditionally hold primary responsibilities for childcare, food preparation, and general maintenance of the
household. This results in gendered implications for CHV experiences of balancing CHV roles with
household responsibilities. Female CHVs’ narratives indicate that many face a triple burden of care as a
result of their CHV positions, integrating CHV work alongside income-earning activities, while still being
the person in their household with primary responsibilities for domestic work. A quote from one CHV in
Kenya saying:

“For now, I have a grandchild whom I am taking care of. My challenge is, I have to look for someone [to]
leave my grandchild with before I can go to the community. Sometimes I leave her [childcare] and tell her,
‘I will give you anything that I get [payment]. Or sometimes when I am called for a seminar and I leave the
same person [childcare] with my grandchild, she also hopes to get something [to be paid]. FGD 4–RABAI.”
(Lusambili et al., 2021. P. 5)

Some CHVs reported family members playing a role in supporting individuals’ ful�llment of CHV
responsibilities by providing moral support, and by taking on an extra farm or domestic work, including
responsibilities for cooking, washing clothes and rearing children in the case of women. CHVs reported
how the need to improve their family’s economic status and support the family �nancially often
competed with their volunteering. The unremunerated nature of the job made it hard for these CHVs to
provide necessities for their children, as exempli�ed by the following quote from a study in Kenya:

“At the end of the month, the [CHVs] were not paid enough, and they had been working. They, therefore,
could not supply their families with some of their basic needs, so they decided to leave the job. (2013,
Female FGD 2, Eldoret West). My children can’t get the basic needs like soap and you can’t tell the
community about being clean when the CHV is not clean. (2015, Female, FGD 3, Eldoret West)” (Kelly et
al, 2018, p. 97)

Where CHVs reported an inability to provide what they regarded as su�cient �nancial support to their
family due to their CHV time commitments, this was reported as stressful. The experience of primary
responsibilities being frequently neglected as a result of CHV duties also emerges in the literature as
resulting, at least for some CHVs, in feelings of hopelessness and mental stress:

“Now at least three times in a week, I wake up [in the middle of the night]. I think about my family, about
supporting them with a good job. I will not sleep until the next day. There is no happiness with me. When I
can’t sleep, I will feel depressed all day.” (Maesa & Kalofonosb, 2013. P. 56)

“One MM described ‘leaving the pots on’ after she had started making dinner to put on her uniform and go
help a client who had called with an emergency. You don’t ever think that you supposed to tell the
manager that today, I left work at �ve, the only thing you think is that I have to help this person, [it] doesn’t
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matter what time I knock off, I’m not supposed to say I’m rushing for 14:00, rather this person die because
you want to knock off at 14:00 (MM6).” (Laurenzi et al, 2020, p. 1255)

Some CHVs noted that pressures on income-earning activities from CHV work were offset somewhat by
the provision of support in the form of stipends for transportation and materials (Kelly et al., 2018;
Lusambili et al., 2021, Mlotshwa et al., 2015). Other CHVs reported and appreciated receiving payments
and in-kind support from community members, for example in the form of food and help with farm work,
in exchange for services they provided (Greenspan et al., 2013).

3.2. Limited Resources
Financial and logistical challenges such as non-remuneration, stipends for transportation, stock out of
medicines, lack of uniform and badges facilitating their identi�cation as health workers, and lack of
training to provide additional services needed in their communities, were among the critical challenges
CHVs reported encountering in their roles (Aseyo et al., 2018; Banek et al., 2015; Closser et al., 2019;
Greenspan et al., 2013; Jack et al., 2012; Kelly et al., 2020; Laurenzi et al., 2020; Lusambili et al., 2021;
Maes, 2015; Maes & Kalofonos, 2013; O’Donovan et al., 2020; Ormel et al., 2019; Peltzer et al., 2014; Sam-
Agudu et al., 2018; Tuyisenge et al., 2020). Many volunteers reported motivation to volunteer and improve
their knowledge as linked to a commitment to helping their families and community. However, and related
to the CHV responsibility-family con�icts noted above, many also the absence of stipends or payments
that might offset the time they commit to CHV work, constituted a signi�cant challenge:

“Our stipend is too little, and we sometimes spend three months without receiving it.” (Peltzer, Matseke &
Louw, 2014. P. 417)

“We have to take our children to school, but we are not after money more than we want to help the
community. But we need money for crèche [daycare]”. (Swartz & Colvin, 2015 p. 146)

The stress produced by a lack of resources available to CHVs to ful�ll their responsibilities extended
beyond the issue of stipends. Studies reported that some CHVs have incurred additional �nancial
burdens resulting from wanting to provide care to community members without resources being allocated
to them to do so. CHVs reported, for example, providing food items to patients and spending personal
funds to buy materials such as lamps, kerosene, candles, and torches/ �ashlights. In South Africa, one
CHVs notes:

“You have to share that little amount you are earning, to give a client to buy some bread and at some
point, we used to give some soups to the patients from our own families to help them, just because we
have a conscience, they do not have food and we cannot report it to our seniors as they will tell you that
there is no food to give to the clients …. Sometimes we do not have .... [Olga, Female, 30].” (Mlotshwa et
al., 2015. p. 5)

Studies also showed that stock out of medicines and inconsistent supply of resources affected the CHVs’
performance and effectiveness in providing services to their communities. In some communities, CHVs
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were placed in unpleasant and frustrating positions because they were perceived as withholding
medicines and materials from needy communities. So much so, that there were times when the
community would not trust the CHV:

“People always ask me why we don’t receive medicine, yet we got this box. It affects me because we are
the immediate health workers who have to give �rst aid to the people, so it frustrates me and them when
there is nothing to give! (Male CHW, 67 years old)” (Donovan et al, 2020. p. 393)

In some settings, CHVs reported having limited access to opportunities to develop their skills. According
to studies, CHVs might be expected to limit their efforts to basic health promotion and disseminating non-
prescription medications, such as family planning methods. However, they often had to assume
additional health service responsibilities in practice since they are often the only healthcare providers in
remote areas. CHVs reported wanting further training, for example, to provide more comprehensive
information and services inclusive of non-communicable diseases like cancer and diabetes and detecting
gender-based violence. CHVs in one study in Uganda state:

“We appreciate the trainings we have had on child health, but we don’t get enough in other diseases like
diabetes, eye disease, cancer…and there is a weakness in supervision. (Male CHW, 45 years old)”
(Donovan et al., 2020. p. 391)

After initial CHV training, it appears that there is a lack of refresher courses. This lack suggests there is no
appreciation, or little appreciation towards the CHVs contributions and in turn, discourages some CHVs
from continuing with the program (Kweku et al., 2020). As Kweku et al. (2020) note: “Such CHMC
members were frustrated that their skills have not been upgraded over the years and thus were not seen
as important stakeholders in the CHPS initiative.” (p. 9)

In another study in Kenya, digital literacy was a challenge for CHVs in a mHealth intervention. However,
the CHVs reported additional structural challenges like weak internet coverage, poor power supply, and
slow replacement of tools:

“…it has a negative because at the moment, okay there is a time I lost my phone. It was stolen and it had
that line of (organisation name) and it took a lot of time 3 months for them to return for me the line, so
there is no data I have been checking. Because you cannot check without bundles, that’s one thing
because if I check for that one that desktop in the o�ce, that one the bundles you �nd that it’s not even
there. Another thing since they returned for me that line, it was last month I have not been able to access
any data because the password I am using and anything it doesn’t open it keeps telling me your
password is wrong or your password is wrong every time every time”. KII CHA. (Bakibinga et al., 2020. p.
7)

3.3. Stigma and Harassment
CHVs reported personal experience with stigma and harassment from both facility health workers and
community members (Kok et al. 2019; Ormel et al., 2018, Sam-Agudu et al., 2019). This was also a
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challenge of the work, in some settings. Where such stigma and harassment emerged, the
interprofessional collaboration between CHVs and other health workers indicated a fragmented
relationship, with CHVs feeling they were receiving little to no respect for their work. Some CHVs in Nigeria
note:

“On ANC days, we work together, do everything together. But if there is anything [of bene�t], they will say,
leave, are you one of the staff? …when it is time to share they will say it’s for the staff… when they see a
positive mother it is then that they remember us.—Intervention MM FGD3” (Sam-Agudu et al., 2018. p. 8)

CHVs described feeling stigmatized by fellow health care workers who treated them differently because
they were not formal health workers within the health facilities. Some CHVs identi�ed training,
educational quali�cations, and recruitment status as factors in�uencing other health workers’ rejections
and discrimination:

“We don’t have ID cards, no uniforms.... [HCWs] said we don’t work with a certi�cate and are not members
of staff. Even if we are staff, we are not learned.—Intervention MM FGD3 —Intervention MM FGD3” (Sam-
Agudu et al., 2018. p. 8)

Some of the CHVs described similar experiences of being ignored and disrespected by other health other
workers within health facilities. One study in Nigeria reports,

“In some instances, even the lowest-cadre clinic staff wielded illegitimate authority over MMs, further
distracting them from their primary duties: …The attendants are ordering us about, telling us we have not
done this or that.—Control Group FGD 3” (Sam-Agudu et al., 2018. p. 9)

Some CHVs reported toxic relationships between volunteers and supervisors. Some CHVs reported
supervisors and health workers yelling and using abusive words if they did not perform tasks in the
facility. This greatly affected the mental health of the CHV;

“The last matron we had in Facility A, she gave me a “heart attack”. As soon as I get to the gate of the
clinic my heart always skips because I know it will be trouble all through…But with this new one, I do not
have any problems.—Intervention MM FGD3 (Sam-Agudu et al, 2018. p. 6)

Some CHVs report supervisors devaluing and excluding them from activities that could provide some
funds. A CHV in Kenya explains:

“You will �nd that [the supervisor] will only invite the few secretly [to receive some compensation] and not
all the CHWs. (…) This is something that makes us demotivated and even think of withdrawing because
he is not transparent. (Voluntary CHW, FGD-Kenya)” (Ormel et al., 2019. p. 7)

Some HIV positive CHVs reported being discriminated against by both the community and by the health
facility health workers. Similarly, female CHVs were subjected to name-calling and insults from
community members when the job involved working on reproductive health interventions:
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“The former in-charge didn’t even allow us to come close to his o�ce; he sent us away as soon as we got
close because we are HIV-positive. But the new one we have now doesn’t discriminate.—Intervention MM
FGD1. Some of the nurses at my site stigmatize in the way they treat us. They treat us as if it is because
of being wayward that we have HIV.—Intervention MM FGD1(Sam-Agudu et al., 2018. p. 8)

“the CBMs reported that some community members ridiculed them by claiming they were prostitutes,
which seemed related to their task of promoting contraception, including condoms.” (Kok et al., 2019. p.
4)

3.4. Potential gendered bene�ts and gendered risks
Creating community health worker volunteers can address existing gender inequality by empowering
women through health. As Closser et al. (2019) notes for the context of Ethiopia, the CHV program was“…
designed to encourage women to leave the house and gain decision-making power vis-a-vis their
husbands—and to use this power to achieve speci�c, state-mandated, domestically centred goals.” (p.
298)

However, at least one study suggests that recruitment preferences may favour unmarried or divorced
women because of the high turnover of younger demography who craved more �nancial freedom (Kelly
et al., 2020). Moreover, although many of the studies did not mention the recruitment criteria, the
demographic information of CHVs in studies reviewed suggests that there may be more female CHVs
than male CHVs. This may be linked to female CHVs being expected to take the role of nurturers and
caregivers, roles that are primarily reserved for women by society. Swartz & Colvin (2014) note, “[g]ender
is one of the strongest naturalizing discourses of care. Globally, there is a common expectation that
women will naturally engage in the caring labour required for physical health and social reproduction” (p.
141).

Given that CHVs are truly volunteers, and if more women than men are volunteering to take on these roles,
begs the question of how becoming a CHV may bene�t men and women differently, especially as a route
towards social mobility bene�ts. Studies reported gendered differences in the motivation to volunteer,
often closely associated with the desire to improve their families’ �nancial situation (Banek et al., 2015;
Chowdhury et al., 2021; Greenspan et al., 2013; Haile et al., 2014; Jigssa et al., 2018; Kelly et al., 2020; Kok
et al., 2019; Laurenzi et al., 2020; Loth et al., 2020; Maes & Kalofonos, 2013; Okyerefo & Fiaveh, 2017;
Ormel et al., 2019; Sam-Agudu et al., 2018; Swartz & Colvin, 2015; Topp et al., 2015; Zulu et al., 2014).
Although women also expressed the desire for career advancement in connection to work experience
acquired as CHVs (Closser et al., 2019; Greenspan et al., 2013; Jack et al., 2012; Swartz & Colvin, 2015;
Zulu et al., 2014), the kinds of future careers they hoped to get with minimal education is not reported in
the literature. More male CHVs interviewed were explicit and detailed in connecting their motivation to
volunteer as being linked to providing �nancially for their families and to speci�c career advancement
aspirations, such as �nding paid employment with the ministry of health or NGOs, with some harbouring
political ambitions at the grassroots level (Aseyo et al., 2018; Haile et al., 2014; O’Donovan et al., 2020;
Ormel et al., 2019; Zulu et al., 2014).
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Male and female CHVs in at least six studies described their frustration and disappointment with the
inability to achieve their desired �nancial objectives (Banek et al., 2015; Greenspan et al., 2013; Kok et al.,
2019; Loth et al., 2020; Ormel et al., 2019; Swartz & Colvin, 2015; Topp et al., 2015; Zulu et al., 2014).
Some female CHVs reported frustration and disappointment in the CHV scheme. They did not feel they
could achieve their career or �nancial objectives through the volunteer program. As one study notes in
Ethiopia, “Empowerment, de�ned as signi�cant changes in social power and economic status, did not
accrue to WDA leaders [Women’s Development Army] through the programme. Neither … was able to
advance themselves economically through WDA work.” (Closser et al., 2019. p. 304)

In contrast, at least some male CHVs regarded volunteering as a pathway to higher positions, with many
reporting being able to access paid employment opportunities because of their volunteer experience. In a
study in Tanzania, one CHV states:

‘What drew me to this work was my love for the Ministry of Health. I thought I would be lucky to join the
ministry, and by good luck, I am in the ministry [through my CHW position]. I am grateful for this
opportunity’ (CHW1). (Greenspan et al 2013. p. 9)

Some female CHVs described feeling unsafe while volunteering (Banek et al., 2015; Greenspan et al.,
2013; Haile et al., 2014; Laurenzi et al., 2020; Nyalunga et al., 2019). Without provisions for transportation,
they describe safety concerns with risky commutes to work and to assigned households. Connected to
this, female CHVs described being attacked and fear walking alone on streets while providing services in
the context of South Africa:

“…they walked long distances to households (76.3%) and did not feel safe to walk on the streets or to
interview patients with mental health problems” (Nyalunga et al., 2019. p. 146)

3.5. Health system challenges
CHVs considered the absence or lack of standardized remuneration for their work as a signi�cant
challenge but also as a failure of the health systems they served. Many CHVs reported, sometimes with
clear disappointment or frustration, government promises to provide payment for volunteering and not
ful�lling it (Aseyo et al., 2018; Closser et al., 2019; Kelly et al., 2020; Kok et al., 2019, 2016; Lusambili et al.,
2021; Maes, 2015; Maes & Kalofonos, 2013; Mpembeni et al., 2015; O’Donovan et al., 2020; Ormel et al.,
2019; Sam-Agudu et al., 2018; Topp et al., 2015; Tuyisenge et al., 2020; Zulu et al., 2014). Where CHVs
reported not receiving money or less than what the government promised as an incentive, this can lead to
feelings of distrust towards the government:

“This subsidy is just not enough for anything, but they promised us and should at least give us the little at
the end of the month, and they give just nothing. (…) I have to support my family.” (Voluntary APE –
Agente polivalente elementar (elementary multipurpose agent), SSI-Mozambique). “This job is very hard
to do (…). This payment we are supposed to get, the government is the one that is not trustworthy. They
should give some money for us to be paid every month.” (Voluntary CHW, FGD-Kenya). (Ormel et al, 2019.
p. 8)
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Some studies reported partial �nancial incentives that stopped once the NGOs were no longer within the
community (Closser et al., 2019; Greenspan et al., 2013; Kelly et al., 2020; Kok et al., 2019; Maes &
Kalofonos, 2013; Mpembeni et al., 2015; O’Donovan et al., 2020; Tuyisenge et al., 2020; Zulu et al., 2014).
Non-government funding of programs delivered by CHVs does facilitate Ministries negating responsibility
for remunerating CHV work in some settings:

“Like this centre gets 1,200 kwacha for general maintenance at the health post every month. We just
asked them to give us part of the money since we have delays in our salaries. We needed the money to
repair our bikes. But they said no, this is programme is not under the Ministry of Health, you are
sponsored by Clinton Health Access Initiative (CHAI), so go and ask CHAI for the money.’ (CHA 6). (Zulu et
al., 2014. P. 8)

Some CHVs reported increased and unclear scope of work, and performing clinical tasks within their
supervising primary health centre (PHCs) (Mpembeni et al., 2015; Sam-Agudu et al., 2018; Tuyisenge et
al., 2020). CHVs reported unclear division of labour as they are often required to perform certain tasks
usually ascribed to health facility workers (HCWs) such as administering drugs and �lling out facility
registers which are outside their scope of work. These unclear descriptions of roles and responsibilities
made it di�cult for CHVs to collaborate with their colleagues in the facilities effectively:

“I don’t know exactly what registers we are supposed to handle and those we should not be responsible
for, because we get con�icting information … This clari�cation will make me focus on those registers that
are my responsibility and reject any unrelated tasks.—Intervention MM FGD1. Sometimes, they [HCWs]
make us do jobs that are not part of our responsibilities as peer counselors... They give us additional jobs
apart from the peer counseling job.—Control MM FGD3” (Sam-Agudu et al, 2018. p. 6)

Moreover, CHVs in several contexts noted the inequity of their non-remuneration, in light of their
counterparts and supposed colleagues in health facilities being provided with a monthly maintenance
allowance (Closser et al., 2019; Kelly et al., 2020; Maes & Kalofonos, 2013; Mpembeni et al., 2015;
O’Donovan et al., 2020; Ormel et al., 2019; Sam-Agudu et al., 2018; Tuyisenge et al., 2020).

4. Discussion
Building up population health relies on governments, communities, private sectors and other stakeholders
understanding how one of their most valuable and important human resources for health (HRH), CHVs,
experience their lived realities day-to-day. The need for this is more apparent than ever, as COVID-19
continues to engulf care economies in crisis, illuminating the fragility of health systems and highlighting
the crucial importance of CHVs’ unpaid work. It is well documented that CHVs are at the forefront of
manifold health responses, carrying out a wide range of responsibilities and tasks, such as (and not
limited to): home visits, referrals, maternal, newborn and child health, family planning, HIV/AIDS and TB
care (i.e., counselling, treatment support and palliative care), malaria control, water, sanitation and
hygiene services (WASH), nutrition counselling, communicable disease control, social, environmental and
community development activities, recordkeeping, and data collection (Hodgins et al., 2021; Kuule et al.,
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2017; Woldie et al., 2018). They perform these tasks in various combinations and with varying depth and
breadth.

While CHVs are deployed to hold the frontline of health systems and reduce inequities in access to
essential health services, especially in underserved, marginalized and vulnerable populations, this
scoping review outlines tensions and challenges that CHVs face in their roles. These emerge and are
reproduced at multiple levels: at the individual, community, and system levels. Of particular note are the
gendered nature and risks faced by women taking on these positions to serve their communities. Under
the banner of global health, achieving health for all is being accomplished at the expense of underpaid or
non-remunerated volunteers.

This scoping review points to the need to understand the inequities CHVs face, the power imbalances
they encounter in their labour relations and interactions with other healthcare providers, supervisors, care
recipients and family members, which collectively shape their lived experiences. As we re�ect on CHVs
roles and interactions, it is vital to remember that CHVs are not a homogenous group, but rather diverse in
their status and gender identities, particularly over time, space, and place (Reeves & Baden, 2000). For
instance, approximately 70% of CHVs are women in sub-Saharan Africa (Staab, 2020). Thus, it is critically
important to acknowledge the triple burden faced by women because of their triple role in society
(reproductive work, productive work, and community management work), which is, of course, in addition
to caring for their personal well-being and health (e.g., illness episodes with malaria, TB or HIV).

Many studies highlight the crucial role CHVs play in primary healthcare and addressing complicated
barriers to care. Their contributions are especially important towards ful�lling the United Nations
Sustainable Development Goals (SDGs).

CHVs are often highly appreciated by the communities they serve and the institutions (local and global)
that promote their value and rely on their labour (Alam, Tasneem, & Oliveras, 2012; Lee, 2020; Panday,
Bissell, van Teijlingen, & Simkhada, 2017; Reichenbach & Shimul, 2011). However, their well-being
(physical, psychological, and economic) must be considered in the interests of ensuring the sustainability
of this important cadre. It is clear from the experiences and accounts reviewed that CHVs in Africa, and
potentially beyond, are exposed to a myriad of psychosocial and physical stresses amid stark encounters
with mortality, morbidity, disability, and their incapacity to comprehensively help those who are suffering
due to the limited availability of resources (i.e., materials, services, medicines, training, etc.) to carry out
their duties. Some CHVs in the studies we reviewed went so far as to share their income and resources –
e.g., food and money - with community members as they perform their care duties to “do what is right.”
This deep sense of responsibility to help their communities and ful�ll their duties of care is juxtaposed
against concerns: for the well-being of those they serve, for the strain on their time to care for their own
families and household responsibilities which put some of them at a constant crossroads. Female CHVs,
in particular, felt the challenge of ‘balancing’ their sense of responsibility to community and family. CHVs
may face critique at home from family members who may not understand or are unwilling to support this
work without material or �nancial gain (Biruk, 2018), alongside these worries, and alongside facing
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critique from interprofessional collaborators (i.e., supervisors, healthcare professionals), and in some
instances suffering castigation.

As low-and-middle-income countries prepare to shift their acute focus from challenges with
communicable diseases to include non-communicable diseases, confront various forms of violence,
mental health, and injuries, the CHV portfolio would inevitably expand to include health promotion,
prevention, and services in these areas. Threatening to further overload CHVs and progressively blurring
the lines of their roles, responsibilities, and scope of work in increasingly complex ways. CHVs face
multiple obstacles, key obstacles including failure to be fully integrated into the primary care team,
inability to follow-up on patients and health needs due to limited resources, and an undervaluing of their
work at the system level among healthcare professionals and within the community (Grossman-Kahn,
Schoen, Mallett, Brentani, Kaselitz, Heisler, 2018). The review highlights the tensions that can emanate
from a poor understanding of the CHVs role, responsibilities, and scope of work, between the ranks of
CHVs and among other cadres of health workers. CHVs frequently lack a voice and agency to control their
circumstances leading to decreased motivation, job satisfaction and eventually ineffectiveness. This lack
of control can potentially undermine bene�cial relationships between the CHV, the health system and the
communities they serve.

5. Conclusion
CHVs play a vital role in dynamic and complex communities. Understanding the experiences and
challenges faced by CHVs, can inform governments and programs on how best to support community
health volunteers both generally and speci�cally with respect to performance expectations within
community-based healthcare delivery or health behaviour change and promotion programs. Ultimately,
contributing to the sustainability of this under-considered cadre of healthcare workers is crucial to
healthcare delivery in many countries.
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