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Abstract 

Background Community health programs (CHPs) are integral components of primary health care (PHC) systems 
and support the delivery of primary care and allied health and nursing care services. CHPs are necessary platforms 
for delivering health services toward universal health coverage (UHC). There are limited prior studies on comprehen-
sive evidence synthesis on how CHPs strengthen community health systems for the demand and supply of PHC ser-
vices. Therefore, this scoping review synthesized existing evidence on the interlinkage between CHPs and the com-
munity health system and beyond for delivering and utilising PHC services toward UHC.

Methods We conducted a scoping review of research articles on CHPs. We identified research articles in six data-
bases (PubMed/Medline, CINAHL, Scopus, Cochrane, Web of Science, and Embase) and Google Scholar using search 
terms under three concepts: CHPs, PHC, and UHC. Of the 3836 records identified, 1407 duplicates were removed, 
and 2346 were removed based on titles and abstracts. A total of 83 articles were eligible for the full-text review; 
of them, 18 articles were removed with reasons, and the other 16 were included through hand search. Themes were 
identified and explained using Sacks and colleagues’ “Beyond the Building Block” framework.

Results A total of 81 studies were included in the final review. Studies described CHPs as foundations for commu-
nity health system readiness for PHC services, including decentralization in the health sector, community-controlled 
governance, resource mobilization, ensuring health commodities (e.g., through community pharmacies), and infor-
mation evidence. These foundational inputs mediate the actions of CHPs by partnership with community organiza-
tions and health workforces (e.g., community health workers). CHPs contributed to improved access to health services 
by providing health services in public health emergencies, affordable and comprehensive care, and modifying social 
determinants of health.

Conclusions CHPs are platforms for implementing and delivering PHC services close to communities. They help 
to modify social determinants of health, promote health and wellbeing, reduce care costs, prevent disease progres-
sion, and reduce hospitalisation rates. CHPs are integral parts of community health systems and require investment 
to improve access to PHC services. Gaps and challenges of CHPs include inadequate funding, limited engagement 
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of the private sector, poor quality of health services, and limited focus on non-communicable diseases (NCDs). Further 
implementation research is needed to mitigate the burden of NCDs. Health systems efforts focus on increasing 
resources (e.g., financial and human) required in CHPs to ensure the quality of PHC services provided through CHPs 
toward better service access, and reaching the unreached and achieve equity and universality of PHC services.

Keywords Primary health care, Community health programs, Health equity, Universal health coverage

Introduction
Community health programs (CHPs) are responsible for 
providing health services according to the needs of local 
communities. CHPs focus on delivering people-centred, 
readily accessible, and coordinated primary health care 
(PHC) services. CHPs provide health services to individ-
uals with limited access to facility-based health services 
by considering the local contexts. CHPs are platforms 
to deliver preventive, promotive, and curative services 
to the community, as well as drug distribution, health 
counselling, and sharing of health information [1–3]. By 
implementing CHPs, health services can reach a wider 
population and expand geographical coverage [2, 4]. 
Community health workers (CHWs) are an example of 
CHP and are vital in providing health services in rural 
communities via home visits, or outreach clinics [5]. 
Nepal’s Female Community Health Volunteers (FCHVs) 
program [6], and Ethiopia’s Community Health Extension 
Program are other successful examples of delivering com-
munity health services [2]. Similarly, CHWs provide a 
major portion of PHC services in Afghanistan and Zam-
bia, where they are essential contributors to improved 
health status [7]. These CHPs deliver health services, 
including community-based management of childhood 
illness (e.g., diarrhoea and pneumonia) and maternal and 
child health (MCH) services (e.g., dissemination of health 
messages for healthy pregnancy and childbirth) [2, 6, 8]. 
These CHPs have expanded the coverage of health ser-
vices to the community, especially providing health ser-
vices to those who have been left behind.

Health-related Sustainable Development Goal (SDG3) 
by 2030 aims to ensure quality health services to achieve 
universal health coverage (UHC) without financial hard-
ship for individuals, families, and communities [9]. To 
meet this global target, health policies and strategies 
require focussing on improved access to PHC services 
in disadvantaged populations and remote areas through 
the design and implementation of CHPs. However, many 
low- and middle-income countries (LMICs) struggle to 
ensure health services among those needy populations 
[10]. The global targets of UHC cannot be achieved with-
out financially sustainable CHPs [11, 12].

There has been an intricate linkage between PHC and 
CHPs towards a pathway of universality and equity. CHPs 
are platforms to meet the health needs of disadvantaged 

populations and those in inaccessible areas. Additionally, 
CHPs are the platforms for implementing the principles of 
PHC, such as multisectoral actions, empowering individ-
uals, families and communities, and delivery of integrated 
health services [13]. Integrated health services through 
CHPs can effectively meet the health needs of disadvan-
taged groups towards improved health outcomes [14]. For 
example, CHW programs can improve access to services 
by providing health services in various contexts for mar-
ginalized communities [15]. Additionally, CHPs ensure 
equitable, integrated health services by identifying local 
health inequities and engaging local stakeholders [13, 16].

The World Health Organization’s (WHO’s) health 
system framework comprises six building blocks that 
emphasize the intricate linkage of governance, financing, 
information, health commodities, health workforce, and 
delivery of health services [17–19]. Nonetheless, such link-
ages cover internal factors of health systems and ignore the 
community contribution and social determinants of health 
(SDoH) of populations. The new framework proposed 
by Sacks and colleagues (named “Beyond the Building 
Blocks”) reframes the WHO Building Blocks (BBs) frame-
work, adding other components into foundational blocks 
(governance, financing, information, commodities); and 
intermediary blocks (health workforce, social partner-
ships, and community organisations) that lead to deter-
minants of health (health service delivery, household-level 
health, and SDoH) [20]. A deeper understanding of CHPs 
is needed to determine how interventions under each BB 
in this expanded framework contribute toward improved 
population health. The current body of knowledge on 
CHPs primarily discusses service delivery; however, sev-
eral CHPs contribute to strengthening health systems by 
addressing social and community factors and the foun-
dations of health systems. Unpacking the contribution of 
CHPs is vital to how the community and health-system 
Building Blocks contribute to health service delivery. This 
review aims to synthesise the enablers and barriers of 
CHPs that influence the equity and universality of PHC 
services using the expanded framework of health system 
building block, emphasising implementation strategies for 
equity and universal coverage. The findings of this study 
provide new insights/perspectives to health policymak-
ers on different CHPs and the contribution to the goal of 
health equity and universal coverage.
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Methods
We conducted a scoping review of the literature 
reporting CHPs in the context of PHC/community 
health systems toward UHC. We used the Arksey and 
O’Malley framework (2005) to conduct this scoping 
review, which was later modified by Levac et al. (2010) 
[21, 22]. A scoping review helps synthesise and analyse 
existing research on a particular topic to map out the 
breadth and depth of the available evidence. The pro-
cess involves six steps: identifying the research ques-
tion, identifying relevant studies, selecting studies, 
charting data, collating, summarizing, and reporting 
results, and consultation (optional) [22, 23]. We used 
the PRISMA-ScR checklist to support comprehensive 
reporting of methods and findings (Supplementary 
Information, Table S1) [24].

Identifying the research question
We identified the research question focusing on the con-
tribution of CHPs in delivering PHC services towards 
improving health equity and universality of health ser-
vices. The key focus of this scoping review was to iden-
tify the enablers and barriers of CHPs that influence the 
equity and universality of PHC services. We conceptu-
alized three concepts: CHPs, health services, especially 
PHC services, and contribution to UHC. These concepts 
helped to define the search strategy. Our research team 
assumed that the proposed research question is broad to 
provide a breadth of issues to be explored in the review. 
The research question was further clarified by pre-
liminary discussion among authors, who agreed on the 
topic’s scope, breadth, and significance and decided to 
proceed with the review.

Identifying relevant studies
We searched six electronic databases (PubMed/Med-
line, CINAHL, Scopus, Cochrane, Web of Science, and 
Embase) studies that described CHPs. This was followed 
by complementary searches, including citation searches 
of included studies to locate eligible articles further in 
the first ten pages of the Google Scholar. Grey literature 
was also searched on Google and organisational web-
pages (e.g., WHO and its regional offices). The keywords 
used in the search strategy were built on three key con-
cepts (community health programs, primary health care, 
and universal health coverage), and search terms were 
tailored to each database (Supplementary Information, 
Table  S2). Boolean operators and truncations varied 
depending on each database. The search included articles 
published in English from the inception of each database 
up to 30 December 2023. No time- or country-related 
limitations were applied.

Selection of studies
Based on the title and abstract, screening was under-
taken initially by the first author (post-doctoral research 
fellow) and further assessed by the second author (PhD 
candidate). Any disagreements were resolved by discus-
sion with the third author. We applied some post hoc 
inclusion and exclusion criteria based on the specifics 
of the research question and on new familiarity with the 
subject matter through reading the studies. For exam-
ple, we included studies that considered the population 
(health service users, providers, and managers), concept 
(community health programs), and contexts (PHC/com-
munity health systems/services) of the study [25, 26]. We 
included all relevant studies (e.g., quantitative, qualita-
tive, mixed methods studies, review studies) that dealt 
with the issue of CHPs in PHC services. We included 
studies whose findings and interpretation could answer 
our review question rather than the quality of individual 
studies included in the review [25–27].

Charting of data
A data-charting form was developed to extract data from 
each study covering author, year, country, type of study, 
key concepts, and main findings. A descriptive-analytical 
method was used to extract contextual or process-ori-
ented information from each study. Data were extracted 
by the first author and double-checked by the second and 
last authors.

Collating, summarizing, and reporting of results
 An analytic framework or thematic construction was 
used to provide an overview of the breadth of the lit-
erature. A numerical analysis of the extent and nature 
of the studies was presented. A thematic analysis was 
conducted, and themes were narratively explained. 
Data were organized and explained using Sacks and 
colleagues’ “Beyond the Building Blocks” framework 
or expanded BB framework Fig. 1 [20]. The top level of 
the expanded BB framework consists of service delivery 
(health facility and community-based health services), 
household production of health, and SDoH). The next 
level of the framework consists of the health workforce 
(health facility and community-based), community 
organizations and societal partnerships. To analyse the 
findings, we considered the first level of components as 
determinants of health (including health services, house-
hold, and individual level SDoH). We next considered 
intermediary building blocks that included the health 
workforce (community-based trained health workers), 
community organizations (including community health 
volunteers), and social partnerships. The basic or foun-
dational BBs in the framework (include medical prod-
ucts, vaccines, and technology; financing; leadership and 



Page 4 of 17Khatri et al. BMC Primary Care          (2024) 25:385 

governance; and information learning and accountabil-
ity) influence the intermediary and health determinants 
(health workforce, social partnerships, community/
household and social determinants, and service deliv-
ery). We first summarised the factors under each block 
of the expanded framework in a table and later explained 
in narrative paragraphs under each building block.

Results
 Figure  2 summarizes the study selection process. 
Of the 3836 records identified, 1407 duplicates were 
removed, and 2346 were removed based on titles and 
abstracts. A total of 83 articles were eligible for the full-
text review; of them, 18 articles were removed with 
revision, and the other 16 were included through hand 
search. The final review selected 81 studies Fig. 2.

Descriptive analysis of studies
Most of the 81 studies included in the review were from 
LMICs, South and Southeast Asia, and Africa. Notably, 

15 studies were from LMICs (multiple countries), four 
each from two countries (South Africa and Uganda), 
three studies from Nigeria, two each from seven coun-
tries (Ghana, China, India, Haiti, Ethiopia, Malawi, and 
Nepal), and one study each from 15 countries (Cuba, 
Guatemala, Ecuador, Liberia, Rwanda, Zimbabwe, 
Afghanistan, Indonesia, Pakistan, Sierra Leone, Malay-
sia, Tanzania, Central Africa, Niger, Bolivia). Eight stud-
ies did not mention any geographic region, and eight 
were global studies. A total of 12 studies were from high-
income countries (five from the USA, four from Aus-
tralia, two from Canada, and one from Croatia).

Summary of enablers and barriers of CHPs
Broadly, there are three categories of CHPs (Table 1). In 
the first category, some CHPs (yellow) contributed to 
people’s health services and health by addressing house-
hold and SDoH. In the second category (Blue), CHPs 
were related to the health workforce, community organi-
zations, and social partnerships. In the third category, 
CHPs(green) were related to the foundation of health 

Fig. 1 Analytical framework adapted from Sacks and colleagues [20]
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systems that contribute to health services such as com-
modities, financing; leadership and governance; and 
information, learning and accountability.

Enablers and barriers of CHPs on determinants of health
Household production of health and social determinants 
of health
Public health and PHC services are the cornerstones of 
effective health systems. National public policies inte-
grated with social systems, including social protection 
schemes, provided opportunities for addressing the SDoH 
[28]. Despite the economic hardship, Cuba’s comprehen-
sive public health approach (the neighbourhood/home 
clinics model) has led to progress in MCH indicators 
[29]. Modifying SDoH (e.g., changing lifestyle, increas-
ing knowledge of healthy behaviours) at individual and 
household levels improved population health by increas-
ing care-seeking, self-management, and reducing the risk 
of chronic diseases [28, 30]. Structural determinants are 
integral to social systems primarily influenced by power 
and resources, leading to health inequalities. For example, 
social exclusions and insufficient allocation of resources 
in the communities are attributed to increased poverty in 
families and communities, which influences health out-
comes [31]. However, current health systems have a high 

focus on treating illness rather than addressing underlying 
structural and intermediary SDoH [32].

Access to emergency health services
CHPs effectively delivered health services in PHEs. For 
example, in response to the Ebola epidemic, the Sierra 
Leone government partnered with an international human-
itarian agency (Partners in Health) and local non-gov-
ernmental organisations (NGOs) [33]. Such partnerships 
contributed to emergency preparedness and the deploy-
ment of expatriate workers (clinicians and logisticians) in 
health facilities [33]. Primary caregivers were reluctant to 
treat patients, worried about taking children to the clinic 
during the Ebola epidemic, and sick patients were not get-
ting services. In such contexts, trained and trusted CHWs 
provided a lifeline, were sources of advice, prevention, and 
treatment of outbreaks, and had a deeper understanding of 
communities’ social and cultural complexity [34]. Integra-
tion of CHWs in the health system ensured disease surveil-
lance and rapid health crisis response [35].

Affordable health care services in communities 
and peripheral facilities
With minimal training, CHWs can deliver health services 
to underserved populations through community-based 

Fig. 2 Flowchart of the selection of studies for the review
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Table 1 Summary of drivers of community health programs under expanded framework

Building blocks specific drivers (enablers and barriers) of community health programs

Household production of health/SDoH
• Enablers: Redistribution of SdoH [28], modifying SDoH(changing lifestyle, healthy behaviours, care-seeking, self-management) [28, 29], neighbour-
hood/home clinic model [30], social exclusions, poverty, transportation, housing, and rurality [31].
• Barriers: Illness-focused approach with little attention to health determinants [32].

Services delivery: Facility/community-based health care services
• Enablers: Access to emergency services, affordable and comprehensive health services through a partnership of international humanitarian agen-
cies and local NGOs [33].CHWs provided a lifeline, outbreak understanding communities[34], disease surveillance and rapid health crisis response [35], 
managing chronic diseases [36], counselling and education, awareness, and navigation of services [37], cost-effective in reaching disadvantaged groups 
[38–40], ward-based teams and FCHVs (promoters, dispensers contact trackers, counsellors, and information disseminators) [6, 41, 42].Health services 
assistants increased maternity care [42]. Effective services in case of unaffordable private care [43]. Maternity care provider- the effective risk of losing 
their babies [44]. Reducing low birth weight preterm birth decreased maternal deaths and stillbirths [45, 46]. Implemented comprehensive PHC [47], 
reduced OOPs in curative care [39], integrated community case management, and consumer empowerment [39, 48]. Multidisciplinary work, commu-
nity participation, cultural respect and accessibility strategies, preventive and promotive work [47].
• Barriers: CHWs lacked the skills and funding support to provide NCDs services [49].

Community/facility-based health workforce
• Enablers: CHWs in remote locations in the pandemic, community-based interventions [50, 51], linked community facilities, regular contact with house-
holds, community collaborations, and referrals, first-level facility care [50, 52, 53], CHW peer-to-peer education, psychosocial support, and community-
based integrated care in collaboration with clinic staff [50, 52–54], reach underserved populations and large geographical areas [55, 56], integration 
of CHWs into care teams to implement diverse public health programs improved performance in the formal system [57, 58], perceived community 
views, and bridge between the community and facilities to ensure community accountability [59], contextual evidence of connectivity embedded-
ness, scope work and accountability, ongoing monitoring [60, 61], understanding and implementation of fit-for-purpose [62], performing their duties 
to cope with the health care and social needs of the specific groups [63], replicable holistic care continuum and patient-centred infrastructure [51, 60, 
64]. Access to PHC services in areas within one hour of walking [65], training local volunteers to promote health awareness [66], support completing 
on-the-job training [54], the retention of village health teams monetary and nonmonetary support (e.g., transportation allowance) [67], transformed 
care delivery in a complex context [55, 57].
• Barriers: insufficient emergency care, mistreatment, indirect costs, lack of medicines, referral delays, high care costs with low-income families, lack 
of resources, insufficient training, lack of rapport with communities, difficult geography, lack of sustainability, high workload [6, 40, 41, 56, 58, 62, 68], 
working conditions and described a lack of respect [67].challenging geography, inadequate resources (infrastructure and equipment), difficult trans-
portation (lack of network), cultural challenges (cultural beliefs and faith), and poor communication (accessibility of ambulance) [35, 40, 51, 68], low 
demand and poor quality, including emergency services [40].

Community organisations
• Enablers: provided strong community–based health programs for community, local, authority, and community health projects (MATLAB; Deschapellies; 
Jhamkhet and Gadchiroli) [53], worked with principles (quality, equity, and community vitality and belonging) for comprehensive PHC [69].

Social partnerships
• Enablers: community engagement- co-developing healthcare solutions to various causal factors and enhancing the design and delivery [29, 70]. Strat-
egies to address SDoH towards health equity [31], private sector engaged in integrated community case management [71], community empowerment 
for disease prevention and health promotion building bottom-up cost-effective PHC-based systems [72], community communication (with trust, hon-
ouring partnerships), contributing to the community (capacity building, information sharing), and speaking the same language (hearing and respect) 
[73], community networking (based on faith and location) for collaborative opportunities to increase capacity, credibility, and confidence [74], sustain-
able collaboration and cross-sector alignment and reduced disparities towards improved health outcomes [75], community health planning scheme 
improved geographical access using a system approach working with communities to manage competing priorities [76], adopting a participatory 
process (e.g., co-design) for screening symptoms for chronic diseases, and establishing referral pathways [36], community ownership and partnerships 
and engaging internal and external champions generated public demand, social support, and PHC revitalization [35, 38, 66, 77], strengthening the pub-
lic health system influenced health benefits towards improvement in MCH services [38, 66], community engagement depends on the organisational 
factors (culture capacity, community consultation, resources, and local government accountability to communities) [59, 61, 78], acceptable and socially 
connected primary care, inbuilt with social well-being, trust, and learning health system [61, 78], community acceptance and ownership, societal values 
and norms, and technical and political arguments to find strategies [38, 77].
• Barriers: Lack of funding and human resources, poor communication, limited time, risk aversion and mistrust [74].

Commodities
• Enablers: Private sector engagement in community case management, standardisation of drug shops (e.g., record keeping, licensing), compliance 
with regulatory requirements [48], use of technologies, perceived efficacy legitimacy and trust in drug shop stakeholders [47], Smart Use of Medicines, 
a community pharmacy for improving rational and primary care [78], and community health systems need to revitalize logistics management systems 
[35, 49, 68].

Financing
• Enablers: Motorcycle taxi entrepreneurs got loans [79], resource allocation and funding strengthened community health systems [35, 52], shifting 
of mid-level health workers decreased the cost of care in clinical practices and presented a viable option for cost savings and efficiency improvements 
[64, 80], health insurance for the probability of seeking care and reduced delays [28], rural-to-urban migrants linked with insurance programs [81], 
financial incentives and community performance-based financing in preventing NCDs [49, 56], domestic funding mechanisms overcome bottlenecks 
of community health programs [35], flexible community-funded integrated care outreach clinics approach increased domestic funding [71, 79], ongo-
ing incentives (motivation, recognition, and remuneration) and ward-based care [41].
• Barriers: Volunteerism costs, a lack of funds for preventive care for NCDs, high and inequitable OOP, fragmentation of public and private systems 
and poor insurance coverage [38, 49, 52, 60], corruption, poor engagement of informal workers, and poor advocacy for funding and logistical support 
for the continuation of care [38, 49].



Page 7 of 17Khatri et al. BMC Primary Care          (2024) 25:385  

programs. For example, in Liberia, the Ebola epidemic 
overburdened facility-based services, and then CHWs 
renewed confidence in providing health services and life-
saving treatment against childhood illnesses [34]. Fur-
thermore, CHWs managed chronic diseases (e.g., asthma) 
within existing PHC programs [36]. Moreover, CHWs 
offered a range of care and services (counselling and educa-
tion, awareness, navigation of services, and screening) [37].

The CHW model of care was cost-effective in commu-
nity case management and made it possible to reach dis-
advantaged groups by improving health literacy [38–40]. 
Ward-based teams in South Africa and FCHVs in Nepal 
conducted home visits for vulnerable community groups 
and were health care providers (as promoters, dispensers, 
contact trackers, counsellors, and information dissemina-
tors) in many communities [6, 41, 42]. In India, accredited 
social health activists provide various services (counselling, 
preventive care, maternity advice) in their communities [40]. 
In Malawi, community health assistants provide maternity 
care to poor women [42]. The CHWs effectively delivered 
health services in the context of limited facility-based care 
and unaffordable private health services [43]. However, the 
challenges of CHWs included a lack of skills and funding 
support to provide health services related to NCDs [44].

Community‑controlled health services
Several CHPs effectively provided comprehensive health 
services (promotive, preventive, and treatment) close to 
the community. For example, in Health Start Program 
participation, CHWs contributed to reducing low birth 
weight preterm birth among teen mothers among Indige-
nous and Latina women [45]. Women with high risk who 
attended waiting homes decreased maternal deaths and 
stillbirths [46]. Additionally, the Aboriginal Community 

Controlled Health Services model implemented com-
prehensive PHC to improve the health and well-being 
of Aboriginal populations in Australia [47]. This com-
munity-controlled approach effectively addressed SDoH 
and articulated health as a human right through multi-
disciplinary work with community participation, cultural 
respect and accessibility strategies, preventive and pro-
motive work, advocacy, and intersectoral collaboration 
[47]. Additionally, community maternity care providers 
(such as community midwives) led the model of care, 
resulted in lowered episiotomies/instrumental births, 
and increased spontaneous vaginal delivery [48]. Women 
who received services from midwives were more cared 
for in labour and less experienced preterm labour and 
lowered stillbirths and neonatal deaths [48].

Private health services
The private sector contracted out reduced outcomes of 
pockets in curative care [39].The incentivized private 
providers’ medical practice regulations contributed to the 
delivery of health services through integrated community 
case management programs in Uganda [49]. The pri-
vate sector’s role in providing health care and consumer 
empowerment is vital when limited government efforts 
affect poor access to health services among marginalized 
and poor communities [39, 49]. Community-based CHPs 
could be the best alternatives for unaffordable and poor 
health service delivery from public facilities [39, 49].

Enablers and barriers of CHPs on the intermediary 
of health systems and services
Community health workers program
Several CHPs contributed to health workforce and influ-
enced health services and public health interventions. 

Table 1 (continued)

Building blocks specific drivers (enablers and barriers) of community health programs

Leadership and governance
• Enablers: Decentralization-governments coordinating between administrative and political functionaries, community health committees, transform-
ing power relations, increasing subnational responsibilities, and citizen participation [82–84], operational pathways of decentralization voting with feet, 
close to the ground, and watching the watchers [83]. Community-controlled governance: important for local health governance in financial planning 
and management and developing workforces for comprehensive PHC services [78, 85], community health planning scheme in leadership to ensure 
adequate resources [76]. Community Health Committees govern health programs through meetings, contacting the community, lobbying and arguing 
with governments for support, and taking control of health care [86].
• Barriers: Little government ownership of CHPs (e.g., low funding, poor coordination, and communication), strong donor influence, contradicting 
policies, a top-down reform process, and fragmentation of PHC [49, 71, 87]. Failure to address pre-existing negative contextual norms and practices, 
varied decision-maker values, limited priority-setting capacity, lack of community accountability, and focus on curative care [82]. Lack of convergence 
between governments’ political and programmatic arms, a clash of values between rule-based administrative and a network-based political culture, 
and inadequate local capacity-building [84].

Information, learning and accountability
• Enablers: Analysing real-time data and utilization of informed changes and engaged providers [61], information systems for ensuring supply chains 
(e.g., quantification, procurement and distribution of commodities) [38], evidenced-based health ecosystems in partnership with community [29], 
primary care with a state-of-the-art information system connecting specialist services, a single enterprise healthcare network [88].Health system 
and evidence-informed guidelines in policy decision-making [89].
• Barriers: Recruitment and mobilisation, including the role of digital technologies), management, and institutionalization [71, 90].
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The CHW model of care is a generalist care model 
that promotes health equity through the foundation 
of social networks in the community. The CHWs effec-
tively implemented community-based interventions for 
infectious and non-communicable diseases (NCDs) to 
improve access to health services in remote locations 
during the pandemic [50, 51]. Additionally, the recruit-
ment of CHWs usually is community-based recruitment, 
deployment, and training linked with local community 
facilities in collaboration with communities that support 
maintaining regular contact with households and refer 
patients to first-level facilities [50, 52, 53]. Peer-to-peer 
education, psychosocial support, and community-based 
integrated care were possible through the CHW program 
in collaboration with clinic staff [50, 52–54]. In China, 
financial aid, technical support, and integration for the 
CHW program provided valuable lessons for CHPs [55, 
56]. Health systems’ organisation and performance were 
improved after CHWs were integrated into care teams 
(e.g., recruitment, training, and career pathways) and 
effectively implemented diverse public health programs 
[55, 56]. Integrating CHW programs into the national 
health system can benefit large populations, including 
affordability, wider geographical coverage, and sustain-
able financial, administrative and regulatory support [57].

Furthermore, CHWs were considered service extend-
ers, cultural brokers, social change platforms, and patient 
care, focusing on personal interest initiatives by bridg-
ing the community and facilities to ensure community 
accountability [58]. These cadres can understand the local 
political context by interacting with community-based 
organizations, community leaders, and support groups, 
and perceive community views [58]. CHWs’ engagement 
in the health system is essential to adapt with contex-
tual evidence of connectivity embeddedness and cadre 
differentiation (scope work and accountability, ongoing 
monitoring) [59, 60]. For example, in South Africa, CHW 
programs ensured understanding and implementation of 
fit-for-purpose decision-making in a broader community 
context [61].

The context influences health staffing through multi-
ple pathways: inserting cultural sensitivity, bridging the 
communities and health facilities, tailoring staff prac-
tices to needy populations, and training (staff reskill-
ing, familiarizing with context, culture, and community 
needs); considering the needs of targeted people and 
contextual strategies; and targeting stakeholders and 
performing duties to cope the health and social needs of 
populations [62]. In Afghanistan and Zambia, success-
ful nationwide scaling up of the CHW program provided 
a major portion of PHC services for their wide-ranging 
benefits and improved health status [7]. More robust 
community-based CHW programs can foster community 

empowerment and implement evidence-based interven-
tions to achieve UHC by 2030 [63].

In primary care, CHWs effectively provide a holistic 
care continuum and co-supervisory and patient-centred 
care in resource-limited contexts [51, 59, 64]. CHWs 
can reach underserved populations of large geographi-
cal areas [65, 66]. For example, in Niger, CHWs provided 
access to PHC services in the regions that were more 
than one hour of walk from a facility [67]. In Canada, 
trained local volunteers promoted health awareness on 
the uptake of health services from community health 
centers [68].

Supervision of CHWs by their supervisors supported 
completing on-the-job training, debriefing, reviewing 
CHWs’ daily logs and report compilation [54]. Clinic-
based teams with senior nurses improved the skills of 
CHWs to fulfil duties that provided integrated healthcare 
[54]. In Thailand, the retention of village health teams in 
partnerships with community stakeholders was high due 
to incentive support (e.g., transportation allowance rub-
ber boots) [69]. The strengthening of the CHW model of 
care (training, collaborative supervision and feedback, 
joint ownership, and evidence-informed monitoring sys-
tems) transformed care delivery in LMICs such as India 
[55, 65].

Common challenges of the CHW program included 
insufficient emergency care, mistreatment, indirect costs, 
lack of medicines, referral delays, inadequate training, 
lack of rapport with communities, challenging geography, 
lack of sustainability, high workload, and management 
challenges (poor remuneration, lack of sufficient super-
vision and mentorship), difficult working conditions, 
lack of respect, and fragmented roles [6, 40, 41, 56, 61, 
66, 69, 70]. In addition, frontline workers faced financial 
burdens, inadequate resources (infrastructure and equip-
ment), difficult transportation (lack of network), deeply 
rooted cultural beliefs and faith, and poor communica-
tion in countries such as Ghana, Ethiopia, and India [35, 
40, 51, 70]. In some cases, health service demand was 
low and suboptimal quality, especially emergency ser-
vices [40], mostly attributed to issues in recruitment and 
mobilization (selection, training, motivation, retention), 
management (supervision, supply chain), and institution-
alization (governance, sustainability) [71, 72].

Community organisations
Community organizations have the potential to engage 
with communities at scale. Some CHPs, such as in 
Bangladesh (Matlab), Haiti (Deschapellies), and India 
(Jhamkhet and Gadchiroli), demonstrated reductions 
in maternal and neonatal deaths by implementing com-
munity-based comprehensive MCH and family planning 
services [53]. In Canada, a Model of Health Well-being 
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(MHWB) underpinned by principles of quality, equity, 
and community vitality and belonging provided a blue-
print for comprehensive PHC services [73]. The MHWB, 
as a community-governed PHC Organization, endorsed, 
adopted, operationalized, and recognized optimum 
care delivery [73]. The experience of non-governmental 
and civil society organizations provided various pub-
lic health services, including comprehensive routine 
immunization, surveillance, social mobilization, com-
munity engagement, and interpersonal communication 
and behaviour change communication skills [74]. The 
Core Group Polio Project, by implementing approaches 
such as community mobilization, mass media campaigns 
through radio and printed booklets, local skits and dra-
mas, home visits, training workshops and opinion lead-
ers, and imparting knowledge and skills were effective 
in the eradication of polio and controlling of vaccine-
preventable diseases (measles and neonatal tetanus) [75] 
and increased coverage in the hardest-to-reach areas 
(e.g., in Ethiopia) [76].

Community engagement and partnerships were instru-
mental in learning, developing, developing, managing, 
and effectively addressing noncompliance in partnerships 
[77, 78]. Care groups represent an important and prom-
ising, low-cost approach to increasing the coverage of 
key child survival interventions in resource-constrained 
settings [79]. Community-based projects were effective 
in the largest implementation areas, achieving marked 
improvements in MCH indicators [77, 80].

Social partnerships
Social partnership with communities is important in 
addressing SDoH and contributing to service delivery. 
CHPs related to community engagement and participa-
tion can identify local context-specific problems and 
community adaptive solutions. Social partnership/com-
munity engagement is related to building common reli-
gious faith and friendships, enhancing sensitization and 
awareness, working directly with affected communi-
ties, and co-developing healthcare solutions [30, 81]. A 
partnership with local community leaders and support 
groups identified strategies for addressing SDoH to pro-
mote health equity [31]. In Uganda, the engagement of 
the private sector was vital in implementing integrated 
community case management [71]. Multilevel commu-
nity engagement strategies include community empow-
erment for disease prevention, health promotion, and 
building bottom-up, cost-effective PHC services [82]. 
Innovative strategies used in community partnership 
were house-to-house mobilization, community dia-
logues, compound meetings, community health camps, 
and tracking of non-compliant families, missed children, 
and dropouts [74].

Communications with communities can consider 
the needs, language, context, and priorities of people 
through building partnerships (earned and sustained 
trust, valuing and honouring partnerships), contribut-
ing to the community (capacity building, information 
sharing, or logistical benefits), and speaking languages 
(hear and respect) [83]. Community networking (based 
on religious faith, location, and regional-based connec-
tions) enhanced collaborative opportunities to increase 
capacity, credibility, and confidence [84]. Involvement 
of community members in power-sharing between 
communities and researchers/ supported contextual 
adaption for sustainable collaboration and cross-sector 
alignment and reduced disparities towards improved 
health outcomes [85]. For instance, Ghana’s community 
health planning scheme (CHPS) improved geographical 
access by using a system approach to work with com-
munities to manage competing priorities [86]. In Nepal, 
adopting a participatory process (e.g., co-design) was 
potentially valuable for screening symptoms for chronic 
diseases, managing symptomatic patients, and establish-
ing referral pathways [36].

Local CHPs prioritised attention to monitoring the 
health status, including the quality and coverage of basic 
services among marginalized groups with stronger com-
munity involvement [87, 88]. Community-based PHC 
projects provided services in readily accessible areas 
and strongly contributed to reducing child mortality in 
impoverished settings [89, 90]. Support from local and 
international nongovernmental organizations (NGOs) 
also formed a bridge between communities for polio 
eradication in India [91].

Strengthening community ownership and partnerships 
(through engaging internal and external champions) 
generated public demand, social support, and revitali-
zation of PHC services [35, 38, 68, 92]. Furthermore, 
community support for marginalized populations and 
strengthening the public health system influenced health 
benefits towards improvement in MCH services in many 
LMICs (e.g., Pakistan) [38, 68]. The success of commu-
nity engagement depends on organizational factors (e.g., 
culture capacity, community consultation, resources, and 
local government accountability to communities) [58, 
60, 93]. Additionally, acceptable and socially connected 
primary care was built with social well-being, trust, and 
learning health systems [60, 93]. Addressing social value-
based barriers can be possible through collaboration, 
priority-setting, decision-making among partners at the 
planning stage, community acceptance and ownership, 
societal values and norms, and technical and political 
arguments to find strategies in MCH programs [38, 92]. 
However, lack of funding and human resources, poor 
communication, limited time, risk aversion and mistrust, 
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negative attitudes toward campaigns and demotivation of 
community mobilization challenged community engage-
ment [75, 84].

Enablers and barriers of CHPs on the foundation of health 
systems
Medical technologies and commodities
There were some programs to improve the logistics of 
CHPs. In Uganda, private sector engagement in commu-
nity case management improved the standardization of 
drug shops (e.g., record keeping, licensing), supportive 
supervision, and compliance with regulatory requirements 
[49]. Furthermore, using technologies and perceived effi-
cacy improved legitimacy and trust in drug shops [49]. 
In Indonesia, the Smart Use of Medicines program inte-
grated community pharmacies into PHC service delivery, 
recognising pharmacists as change agents for improving 
the rational use of medicine and highlighting the pharma-
cist’s contribution to pharmacy-related primary care (e.g., 
drug monitoring and home care) [94]. Medical commodi-
ties, especially essential medicines for preventing NCDs, 
require revitalization of the logistics management systems 
to improve health services [35, 44, 70].

Community financing
Some CHPs related to financing improved access to 
health services. Uganda’s community-funded inte-
grated care through outreach clinics was an alternative 
approach to healthcare financing where motorcycle taxi 
entrepreneurs got loans (covering overhead costs for out-
reach clinics) that supported overcoming transportation 
barriers to reach more patients in remote areas [95].

Innovative health financing and resource allocation 
strengthened community health systems to address the 
pressing health needs of communities [35, 52]. Task shift-
ing of mid-level health workers decreased the cost of care 
in clinical practices, presenting a viable option for sav-
ing care costs and improving efficiency [64, 96]. In Tan-
zania, community health insurance programs improved 
the probability of seeking care and reduced delays [28]. 
China’s rural-to-urban migrants linked with insurance 
programs reported similar primary care experiences to 
community health centres in urban areas [97]. Financial 
incentives and community performance-based financ-
ing prevented several NCDs [44, 66]. Domestic funding 
mechanisms for PHC services could overcome bottle-
necks of community health programs (e.g., in collabora-
tion with communities and local governments) [35]. In 
Uganda, increased domestic funding and flexible com-
munity-funded integrated care through outreach clin-
ics approach was effective in addressing the needs of 
local populations [71, 95]. In South Africa, incentives 

(motivation, recognition, and remuneration) to CHWs 
were the success factors of ward-based PHC outreach 
teams [41].

There were issues with resource mobilization for 
CHPs, including conceptualization and implementation 
of CHPs. A marked increase in sustainable funding for 
CHW programs is needed through increased domes-
tic political support for prioritizing CHW programs as 
economies grow and additional health-related funding 
becomes available [12]. Resource mobilization challenges 
included CHW volunteerism, costs, a lack of funds for 
preventive services for NCDs, high OOP, fragmentation 
of public and private systems and poor coverage of health 
insurance schemes [38, 44, 52, 59]. Additionally, corrup-
tion, poor engagement of informal workers, and poor 
advocacy for funding and logistical support for the con-
tinuation further challenged the integration of CHPs in 
health systems [38, 44].

Leadership and governance
Decentralization
Decentralization in the health sector was fundamen-
tal in health services equity, efficiency, resilience, insti-
tutional, socioeconomic, and geographical contexts. 
Influencing factors included governments coordinat-
ing between administrative and political functionar-
ies, community health committees, transforming power 
relations, increasing subnational responsibilities, and cit-
izen participation [98–100]. The operational pathways of 
decentralization were voting with feet (reflecting either 
exacerbates or assuages the existing patterns of inequities 
in the distribution of people, resources, and outcomes), 
close to the ground (reflecting how bringing governance 
closer to the people), and watching the watchers (reflect-
ing mutual accountability and support relations between 
multiple centres of governance) [99].

However, poor decentralization in CHPs influenced 
health system governance due to unclear guidance, fail-
ure to address pre-existing negative contextual norms 
and practices, varied decision-maker values, limited 
priority-setting capacity, lack of community account-
ability, and focus on curative health services [98]. In 
India, challenges of decentralization were a lack of 
convergence between governments’ political and pro-
grammatic arms, a clash of values between rule-based 
administrative and a network-based political culture, 
and inadequate local capacity-building [100]. Such 
implementation was influenced by little government 
ownership of CHPs (e.g., low funding, poor coordi-
nation, and communication), strong donor influence, 
contradicting policies, a top-down reform process, and 
fragmentation of PHC services [44, 71, 101].
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However, poor decentralization in CHPs influenced 
health system governance due to unclear guidance, fail-
ure to address pre-existing negative contextual norms 
and practices, varied decision-maker values, limited 
priority-setting capacity, lack of community account-
ability, and focus on curative health services [98]. In 
India, challenges of decentralization were a lack of 
convergence between governments’ political and pro-
grammatic arms, a clash of values between rule-based 
administrative and a network-based political culture, 
and inadequate local capacity-building [100]. Such 
implementation was influenced by little government 
ownership of CHPs (e.g., low funding, poor coordi-
nation, and communication), strong donor influence, 
contradicting policies, a top-down reform process, and 
fragmentation of PHC services [44, 71, 101].

Community‑controlled governance
In Australia, the Aboriginal Community Controlled 
Health Service (ACCHS) model strengthened local 
health system governance by providing employment and 
training, designing and evaluating programs/policies, 
engaging with stakeholders, improving financial planning 
and management, and developing workforces for com-
prehensive PHC services [93, 102].

Ghana’s CHPS contributed to leadership to ensure ade-
quate resources (financial and material) [86]. In Nigeria, 
Community Health Committees played pivotal roles in 
governing health programs through meetings, reaching 
out to the community, lobbying and arguing for govern-
ment support, taking control of health care, facilitating 
opportunities, promoting collective action for self-sup-
port, demanding accountability, and operating communi-
ties structure (social, cultural, and religious) [103].

Information learning and accountability
Efficient healthcare-related data and evidence support 
decision-making, healthcare resource spending, and 
health system strengthening. Analysing real-time data 
and utilization informed changes and engaged providers 
for effective service delivery in Canada [60]. Community-
level data from health management information systems 
and feedback mechanisms strengthened supply chains 
(e.g., quantification, procurement and distribution of 
commodities) in integrated community case manage-
ment programs [38]. Research stakeholders can maintain 
evidence-based health ecosystems in partnership with 
community health services for vulnerable populations 
[30]. In Croatia, PHC Information System has provided 
primary care with a state-of-the-art information sys-
tem connecting specialist services with the Institutes of 
Health Insurance and Public Health [104]. The system 
served as the central integration platform for connecting 

all types of healthcare (e.g., hospitals, pharmacies, labo-
ratories) into a single enterprise healthcare network to 
ensure health services for disadvantaged populations 
[104]. In South Africa, evidence producers and syn-
thesizers in the health system and evidence-informed 
guidelines facilitated decision-making and policymak-
ing in drug-resistant tuberculosis programs [105]. Gaps 
were a lack of information and evidence of CHPs, includ-
ing community case management programs, inadequate 
monitoring, evaluation, and operational research, and 
limited use of digital technologies and institutionaliza-
tion (performance, cost-effectiveness) [71, 72].

Discussion
This study synthesized interventions, activities, and fac-
tors of CHPs for improved universal access to and utili-
zation of health services in addressing inequities. Firstly, 
CHPs are crucial in delivering health services to hard-
to-reach areas and communities. Additionally, Addition-
ally, CHPs contribute to the health system by addressing 
social and household determinants of health. Second, 
CHPs are related to intermediary building blocks such as 
the health workforce (e.g., CHWs), community organiza-
tions, and social partnerships supporting service delivery 
and SDoH modification. There were activities and actions 
of CHPs under foundational blocks (e.g., financing, medi-
cine and commodities, leadership and governance, infor-
mation, learning, and accountability) of the framework 
that influences the intermediate and delivery of health 
services. Intricately linked actions of activities of these 
building blocks could facilitate the service delivery that 
realizes achieving health equity.

Firstly, through CHPs, several health interventions 
are implemented to produce and ensure health services 
and address the household and SDoH. Examples include 
a learning case for LMICs that could address inequities 
among disadvantaged populations (e.g., migrants and 
indigenous populations) by preventing several disease 
conditions, designing, and integrating into health sys-
tems, and promoting expected service delivery pack-
ages. Unlike the physician-led clinic-based model of care, 
through CHPs, a wide range of services in the life course 
continuum of care delivery is possible to people living in 
hard-to-reach areas and marginalized communities [59]. 
Moreover, CHPs can reduce the health system and eco-
nomic burden by preventing hospitalization rates. Addi-
tionally, CHPs could provide preventive and promotive 
health care in the early stages of illness. Health systems, 
especially in the context of LMICs, can use opportunities 
to strengthen community health systems [35]. Thus, the 
design and implementation of CHPs could be a strategy 
for strengthening the public health system to ensure ser-
vice provision at the point of care. CHPs not only address 
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health service delivery, but also cover issues and under-
lying factors of health, including action on nutrition and 
problems in the family, such as gender-based violence 
[106]. The CHPs also include multisectoral approaches 
to PHC interventions and positively influence population 
health [107, 108].

Secondly, several CHPs related to intermediary blocks, 
such as the health workforce, social partnerships, and 
community organizations, contribute to the underlying 
factors of health services and population health. CHWs 
serve underserved communities in remote areas dur-
ing health crises and epidemics. The CHWs’ role is vital 
for primary prevention, screening, and care provision in 
resource-limited settings [69]. Health workforce recruit-
ment, selection and training, performance, and quality 
control supervisors determine how services are delivered 
and how stakeholders manage their responsibilities [54]. 
Greater reliance on community volunteers or minimally 
paid staff merit implementation and evaluation [87, 88]. 
CHWs provide a range of health services across time (life 
courses) and places (community to health facility), a con-
tinuum of care, and comprehensive services (health pro-
motion to treatment care) [109]. Social partnerships and 
community health organizations are intermediaries of 
CHPs as a means of health service delivery. For instance, 
Australia’s community-controlled health organization 
model is a successful model for a wide range of care 
across the continuum of care [102].

The foundation of health services and people’s health 
depends on the contexts and inputs in the health sys-
tems. Community pharmacies can be effective in ensuring 
essential commodities for PHC services. Sufficient resup-
ply, product allocation and provision of health commodi-
ties require reasonable projections of demand and delivery 
of health services and strategies to address deficiencies in 
supply [17]. Additionally, data from local health informa-
tion systems are needed to evaluate CHPs [17].

Creating an enabling environment is essential for health 
systems to function effectively. Decentralizing author-
ity and resources, ensuring funding, and strengthening 
leadership and governance are the foundation of CHPs. 
Decentralization in the health sector can strengthen inter-
sectoral coordination and integrative governance, thereby 
enhancing the performance of PHC systems [110]. Sus-
tainable resources and nonfinancial inputs for CHPs are 
needed for the optimal efficiency of health system [111]. 
For example, the success of integrated community case 
management has created an ecosystem of governing 
structures (management partners, local policies) and the 
advocacy of influential political champions [17]. Health 
decentralization provides the opportunity to address 
local health problems using community engagement with 
stakeholders and local decision-makers [77, 79, 112].

CHPs contribute to equity and universal coverage by 
identifying local health inequities and engaging local 
stakeholders [16]. CHPs promote greater equity of ser-
vices by recruiting workers locally, providing free services 
near households or in the home, linking to referral facili-
ties and mobilizing the community [113]. Additionally, 
CHPs are a means for implementing community-based 
interventions; bridging communities and health systems 
through CHWs; providing outreach services; and working 
with traditional healers and non-profit private providers 
such as NGOs and faith-based organizations [15, 114]. 
Well-developed PHC systems and CHPs with outreach 
services integrated with hospital referral care and com-
munity development programs are low-cost approaches to 
increasing the coverage of key child survival interventions 
in resource-constrained settings [78, 89, 90]. Community-
based projects have been effective in social involvement 
in eliminating or controlling diseases and ending readily 
preventable child and maternal deaths [78, 80, 91].

The CHPs are integrated into health national health 
systems in LMICs compared to the context of HICs. 
Community health programs are the backbone of the 
national health programs in many LMICs; for instance, 
the FCHVs program in Nepal [1, 6] and the HEW pro-
gram in Ethiopia [2] are implemented nationwide, con-
tributing to the delivery of health services to a wider 
geographical areas and people who are already left 
behind. In LMIC settings, preventive and screening ser-
vices and treatment services are provided through CHPs, 
for example, community-based treatment of childhood 
illnesses in Nepal [115], Uganda [116], and many other 
LMICs [117, 118]. In HICs, CHPs enhance public health 
by focusing on health promotion, addressing social deter-
minants of health, and playing a role in creating healthier, 
more informed communities, are implemented in the 
selected geographical settings or groups [16, 47, 60, 118].
For the Aboriginal and Torres Strait Islander population 
in Australia, Aboriginal Community-Controlled Health 
Organisations have an essential role in addressing imme-
diate healthcare needs but also invest in driving change 
in the more entrenched structural determinants of health 
and have been contributing to overcoming cultural barri-
ers and improving access to health services [47, 119] .

Implications for policy practices and research
CHPs are programs for the communities, by the com-
munities and from the communities. Thus, implement-
ing CHPs makes it possible to reach the already left 
behind communities and achieve universal coverage of 
quality health services. Firstly, the outputs of the CHPs 
are improved health service delivery, household health, 
and social determinants of people’s health. Reaching 
wider populations, especially those already left behind, 
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is possible by implementing CHPs. CHPs are effective 
in reaching to disadvantaged populations (for instance, 
through CHWs) [120]. Secondly, CHPs are related to the 
intermediary building blocks of the expanded framework, 
such as health workforce (CHW programs), social organ-
isations, partnerships, and enhanced health services for 
individuals, families, and communities. Finally, under-
standing the understanding of CHPs needs to go beyond 
health service delivery as system inputs influencing 
health system readiness and functioning toward achiev-
ing objectives and goals. Such system readiness issues 
are the foundation of CHPs and include health financ-
ing, health commodities and technology, governance and 
leadership, information learning, and accountability.

Strengths and limitations
We conducted a scoping review, synthesized data, and 
interpreted findings using the Sacks expanded framework. 
This framework captures all components of CHPs, start-
ing from the foundations and intermediary blocks and 
leading to final health outcomes of service delivery and 
improved health of individuals, households and commu-
nities. Our findings are based on evidence from six data-
bases and Google Scholar. Limitations include no quality 
appraisal of studies included in the review, inclusion of 
studies published only in English, and synthesizing the 
findings in the available literature. Expert opinions could 
have contributed to our findings. Future studies based on 
interviews with those who have extensively worked with 
CHPs would be helpful. Finally, this study included stud-
ies from high and LMICs. We synthesised the available 
evidence and explained using the framework in line with 
the research question; however, such analysis can miss the 
details of the country-specific findings and issues of a spe-
cific subsection of populations. Further studies can focus 
on the CHPs implemented in specific geographic regions 
(e.g., Sub-Saharan Africa or South Asia) or subsections of 
the population in LMICs or HICs.

Conclusion
Community health programs deliver health services to 
serve hard-to-reach communities (people left behind and 
marginalized groups) and remote areas, offer the oppor-
tunity to implement PHC services and provide services 
close to the communities. Interventions and health ser-
vices through CHPs can potentially reduce care costs and 
improve the efficiency of health systems towards equi-
table universality of PHC services. Gaps and challenges 
include inadequate funding, limited engagement of the 
private sector, poor quality of health services, and limited 
focus on NCDs. Further implementation research can be 
designed and implemented focusing on preventing and 
screening the NCD risk factors to mitigate the burden of 

NCD-related morbidities and mortalities. Health systems 
efforts focus on increasing resources (e.g., financial, and 
human) required in CHPs to ensure the quality of PHC ser-
vices provided through CHPs toward better service access, 
reaching the unreached and achieve equity and universality 
of PHC services.
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