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ABSTRACT
Background: The strategic incorporation of community health workers (CHWs) into health
system strengthening efforts is recognized as a critical and high-value approach for meeting
the Sustainable Development Goals established by the United Nations in 2015. How to best build
CHW programs, however, is prone to a wide variety of opinions and philosophies, many of which
are often externally imposed. Partners in Health (PIH) is a non-governmental organization that
pioneered an approach to healthcare system strengthening, called accompaniment, in which
CHWs play a key role. Learning from PIH is a critical first step in replicating the organization’s
achievements beyond PIH. As such, PIH has developed a tool, referred to as the ‘Accompanimeter
1.0,’ that serves to evaluate existing CHW programs and guide adjustments in programming.
Objective: To provide a standardized approach for defining, assessing, and implementing
accompaniment in CHW programs using a tool called the Accompanimeter 1.0.
Methods: Development of this tool included three stages: (1) desk review of literature
relevant to the work of CHWs globally, (2) discussions among colleagues and initial field
testing, (3) feedback from colleagues who are experts in community health and in the
principles of accompaniment.
Results: Three core principles of accompaniment in a CHW program were identified: pro-
fessionalization, CHWs as bridges to institutional strength, and community proximity.
These core principles direct five thematic areas that are found in successful CHW programs:
Partnering (co-creating engagement with a continuous and intersectoral dialogue to
improve the program); Choosing (identifying the right people for the right job); Educating
(building CHWs´ capacity); Incentivizing (enabling CHWs to perform their work without
financial sacrifice); Supervising (mentoring CHWs for personal growth).
Conclusions: The Accompanimeter 1.0 can serve as a helpful tool for CHW program imple-
mentation and policy decisions that maximize system-side inputs, community engagement,
and support for individuals with medical issues.
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Background

Community health workers (CHWs) are recognized by
governmental and non-governmental stakeholders as cri-
tical contributors to strong and effective health systems
[1]. Yet, how CHWs should be incorporated into health-
care-delivery structures has been subject to a wide variety
of opinions and philosophies; for example, CHW pro-
grams targeting minor improvements in care-seeking
behavior [2] or reductions in morbidity and mortality
for a pre-specified sub-section of the population are often
pitched as stand-alone, cost-effective models that health
systems should replicate [3]. Furthermore, few

frameworks provide operational or implementation gui-
dance on how to make design choices; for example, the
Alma Ata Declaration placed community health at the
center of primary health care but did not offer advice on
how a successful CHW program should be designed,
implemented or evaluated. Intensified health inequity
and imbalanced access to curative and preventive care
in low-resource settings [4] demand alternative visions
and methodologies. If ambitious health-related goals
(such as UHC and the SDGs) are to be met, health
systems must replace short-term and vertical donor-
driven programs with truly functional CHW models
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that are strategically integrated into public primary health
care systems.

Partners in Health (PIH) is a Boston-based non-
governmental organization that has worked for over
three decades across more than ten countries (such
as México, Peru, Haiti, Russia, Rwanda, Malawi, Sierra
Leone, Lesotho, Liberia and Navajo Nation) to produce
some of the most notable health outcomes in global
health [5]. The PIH approach to programmatic design
and implementation is referred to as ‘accompaniment.’
Using this approach, PIH has demonstrated unprece-
dented cure rates of extensively drug-resistant TB (XDR-
TB) and excellent clinical outcomes in Peru [6–8], high
retention of treatment among persons with HIV in
Rwanda [9,10], and some of the highest rates of clinical
control documented in impoverished communities in
Mexico for diabetes and hypertension [11], among
others.

Accompaniment in a community health worker
program

Accompaniment in a CHW program is a vulnerability-
oriented approach taken to ameliorate harmful social
arrangements to improve health [5]. Harmful social
arrangements include lack of access to effective and
quality healthcare, food insecurity, multidimensional
poverty, vulnerability, and stigma that limit one’s ability
to live in a healthy environment, practice healthy beha-
viors, or reap the benefits of healthcare. CHWprograms
that promulgate the notion of accompaniment are
uniquely capable of addressing these limitations by
aiding in the transition of harmful economic, social,
and political determinants of health into productive
ones, and thus empowering the individual [5].

Accompaniment, however, is not a static or single
intervention at the onset of a CHWprogram’s design –
rather, it is a flexible, responsive and iterative process.
As an institutional practice, accompaniment requires
health systems to listen and empathize with the popu-
lations they aim to serve, identify key vulnerability
gaps in care, and fill those gaps with appropriately
funded and effective health actions. An accompaneer
(or CHW using the accompaniment approach; in
French accompagnateur; in Spanish acompañante) is
willing to continuously listen, stand, and walk in soli-
darity with patients as they seek wellbeing, mediating
interactions between patients, communities, and med-
ical care providers, while simultaneously unveiling and
addressing the social, economic, and political forces
behind the illnesses of his or her patients.

In this paper, we describe the development of a tool
called the Accompanimeter 1.0. This tool aims to
guide the repositioning or re-engineering of CHW
programs in low, middle or even high-income coun-
tries from an accompaniment standpoint through

intentional budgetary, partnership, impact measure-
ment and management process decision-making.

Methods

To develop the Accompanimeter 1.0, we first agreed on
a common definition of ‘accompaniment’: accompani-
ment is both a philosophical stance and a rubric for
programmatic design and implementation. Grounded
in notions of social justice and human rights, accom-
paniment is a unique methodology for approaching,
defining, and delivering community-oriented, person-
oriented health actions [12,13]. Moreover, accompani-
ment responds to both ‘biological’ and ‘non-biological’
factors that cause illness by ensuring equal weight is
given to the biomedical and economic, social, and poli-
tical determinants of health when working with com-
munities to improve their wellbeing. In other words, to
accompany vulnerable individuals and their commu-
nities on their journey to wellness requires continued
dedication until those being accompanied declare that
they no longer require such support [12,13].

For this analysis, a ‘community’ is defined as ‘a group
of people with diverse characteristics who are connected
by social ties, share common perspectives, and engage in
joint action in geographical locations or settings’ [14].
When advocating to ‘engage with the community,’ we
envision a variety of activities focused on engagement
with committees and/or selected leaders that serve to
represent the community, as recommended by the
Jamkhed model [15]. Detailing the nuances of these
assumptions is beyond the scope of this paper, but they
should be considered, if not embraced, by those using this
tool.

After agreeing on these definitions, we conducted
a literature review to identify similar tools before work-
shopping the first iteration and received feedback from
peers. Finally, we tested the tool using semi-structured
interviews with experts on Accompaniment and CHWs.

The lead author (HC) conducted a literature
search in Medline via PubMed (2006–2016) using
combinations of the following MeSH search terms:
‘community health worker,’ ‘village health workers,’
‘barefoot doctors,’ ‘health care delivery’ AND non-
MeSH search terms: ‘framework,’ ‘community-based
accompaniment,’ ‘companion’, ‘accompaniment,’ and
‘model.’ Searches were performed in December 2016.

Second, the subsequent iteration of the
Accompanimeter was envisioned and created by HC
through informal conversations and debriefs with
peers knowledgeable of CHW programs. This process
allowed for the introduction of new ideas and adjust-
ments, many of which were not meant to be traced.
On this step, we also performed an initial field test of
the tool on two existing community health worker
programs in Mexico and Brazil. These programs were
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chosen by 1) their contrasts – one is a very large,
government-run, and well-established CHW program
and the other is a small and newly founded program
led by an NGO –, 2) our familiarity with these
programs, and 3) their documented impact on
improving people’s lives [11,16]. Then, by conveni-
ence and availability, we selected three CHW pro-
gram managers and eight CHWs in each program
to perform semi-structured interviews (managers)
and focus groups (CHWs). Additionally, to rank
each program, we also performed one focus group
with nine community members in each program. Our
team then compiled field notes and performed
within-case analysis, which involved writing up and
summarizing feedback from end-users related to the
first iteration of the Accompanimeter. End-users
reported to our team feedback on three main cate-
gories: usability/comprehensibility, completeness/
accuracy, and appropriateness. From these field
notes, a general consensus was reached by team
members on the key themes and issues, which was
then incorporated into the Accompanimeter second
iteration. (See supplementary material for a descrip-
tion and ranking of the programs using the latest
iteration of the Accompanimeter 1.0).

Next, we approached 17 identified CHW experts
within and outside PIH based on 1) their experience
with CHW programs, 2) their unique familiarity with
the accompaniment approach, and 3) international
work on community health, and requested their review
of the tool. We aimed and achieved a balance in
gender and 70 percent of the participants were U.S.,
based (and the rest in Latin America and Haiti). Of the
17 experts, ten agreed to participate in semi-structured
interviews. The other seven submitted feedback in
writing. In advance of the interviews, all expert advi-
sors were provided with the second iteration of the
Accompanimeter and a brief document explaining the
goals of the tool. Between June 6th and July 11th, 2017,
semi-structured interviews were administered over the
phone and transcribed to ensure the fidelity of the
recommendations given. Interview questions were
separated into five categories: 1) feedback about the
tool, 2) best practices on accompaniment, 3) skills of
an effective accompaneer, 4) personal experiences with
the concept of accompaniment in programmatic
design, and 5) suggestions for additional resources.
Experts’ responses were then compiled into
a summary document and assessed for key themes
and final tool suggestions. If some comments or
insights from the experts were found to be vague or
unclear, the experts were contacted for a second inter-
view, to reduce the potential of misunderstanding their
feedback. Next, the research team reviewed and dis-
cussed the notes from all interviews, and synthesized
suggestions for a semi-final iteration (not shown). This

semi-final iteration was then re-sent to participants for
verification and solicitation of any final revisions. The
tool (as shown in Table 1 and Figures 2–5) was then
updated to its final iteration (version 1.0).

In short, the literature review supplied best prac-
tices in CHW programs, the informal conversations
and initial field testing refined the tool further and
semi-structured interviews with experienced indivi-
duals in Accompaniment enhanced and polished the
tool to its third and final iteration.

Results

Results of the literature review

We identified 82 abstracts and reports thatmentioned the
elements of a successful CHW program while offering
a theoretical framework. From these, five abstracts were
excluded because they were duplicative. From the 77
documents remaining, 35 more were excluded because
they referred to isolated programs not integrated into
comprehensive health systems. The 42 papers and reports
remaining were organized into two categories: (1) those
that described the structural design elements of effective
CHWprograms and (2) those that described the practices
of effective CHW programs. From these two categories
and based on improvement of clinical outcomes and
CHW satisfaction, we selected 34 papers and reports to
inform the first draft of the Accompanimeter (see Figure
1 and supplementary files for a complete list of the papers
selected). This first iteration compiled the ten attributes of
an effective CHW program most mentioned in the lit-
erature (see Figure 2, iteration 1of 3).During this process,
the research team encountered several established frame-
works, including: The Community Health Worker
Assessment and Improvement Matrix (CHW AIM)
[17], 5-SPICE [18], The Program Functionality
Assessment Toolkit [19], and The CHW Principles of
Practice [20].

Results of informal conversations and during the
initial field test

The 5-SPICE framework emerged as the most parsimo-
nious yet still comprehensive tool for program design.
This tool outlines the crucial elements – along with their
positive and negative interactions – of successful CHW
programs. The elements of the 5-SPICE framework
include Supervision, Partners, Incentives, Choice, and
Education [18]. CHW program managers praised how
the 5-SPICE key elements, ease of use and guidance on
how to strategically address challenges and visualize dif-
ferent components of the program. Other frameworks
contained a higher number of elements which may lead
to them being less memorable and more difficult to
comprehend the scope of some elements and interactions
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with others. The 5-SPICE frameworkwas expandedupon
to develop the accompaniment tool and this was called
iteration 2 of 3 of the Accompanimeter (see Figure 2).

During the semi-structured interviews, three com-
mon topics emerged consistently. 1) As opposed to
5-SPICE, the Accompanimeter 1.0 should have more
comprehensive domains instead of focusing on narrow
human resources’ terminology, 2) the new tool should
include levels of performance with concrete examples
for each domain, and 3) the Accompanimeter 1.0
should include an implementation guide so that it can
become a pedagogical tool and also invite an enligh-
tened dialogue among all the different stakeholders of
the CHW program. Iteration 3 of 3 of the tool consid-
ered these recommendations along with other minor
suggestions such as more positive terminology and
changing the accompaniment’s stages from ‘none, mod-
erate, and excellent’ to ‘inadequate, growing and aspira-
tional’. The conceptual idea of the Spidergrams was
based on the work of Baatiema and colleagues [21].
We decided to use two approaches when evaluating
a CHW program: the bottom-up and the top-down.
The former shows how to maximize health system
inputs and support better a CHW program and the
latter displays benchmarks in different building blocks
to maximize patient-community agency.We believe the
two approaches provide complementary perspectives
for designing an effective CHW program.

Through the literature search, informal discus-
sions, initial field testing, and semi-structured inter-
views, three principles emerged as critical to making
accompaniment actionable in a successful CHW
program.

(1) Professionalization: Programs that aim for
professionalized CHWs commit to long-term
investments in their CHWs to ensure their
success and retention as core members of
effective care delivery teams. This commit-
ment begins with:
a. Adequate recruitment and hiring based on

candidate interest in the CHW responsibil-
ities and candidate potential to excel in the
role.

b. High-quality, ongoing training to provide
CHWs with the knowledge and skills neces-
sary to perform their roles with confidence.

c. A fair package of incentives commensurate
with the scope of work to ensure that
CHWs can commit the time needed for
the job and achieve the economic freedom
required to focus on their duties.

d. Supportive supervision with ongoing men-
torship that facilitates personal and profes-
sional growth, and fosters active problem
solving and sustained performance with
excellence and fidelity.Ta
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e. Clear career-development pathways that offer
opportunities for high-performers to grow
professionally.

(2) CHWs as Bridges to Institutional Strength:
Programs that offer ‘institutional strength’ to
community health programs position CHWs
not as islands of care but rather as bridges to
a functioning health system. In that way, the

tasks that CHWs perform contribute to the
value chain of care delivery and complement
the work of nurses, doctors, pharmacists and
other healthcare providers, which is expected
to produce better outcomes. While CHWs
strengthen health systems, they can only be
as strong as the systems that support them.
This results in a feedback loop. Practically,

Figure 1. Review on frameworks describing elements of success in CHW programs.

Iteration 1 Iteration 2 Iteration 3

Professionalization

Social support

Incentives

Supervision

Governance

Care

Performance feedback

Community recognition

Integration

Capacity to mobilize 
resources from other 
sectors

Supervision

Partners

Incentives

Choice

Education

Supervision

Partners

Incentives

Choice

Education

Supervising (and mentoring personal 
growth) 

Partnering (in co-creating)

Incentivizing ( by enabling)

Choosing (the right people for the 
right job)

Education (for capacity building)

Supervising (and mentoring personal 
growth)

Partnering (in co-creation)

Incentivizing (by enabling)

Choosing (the right people for the 
right job)

Education (for capacity building)
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B
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H

I
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A

A

A

B
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D
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E
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Community Level

Health System Level

Bottom-up
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Figure 2. Accompanimeter evolution.
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this means that the CHW programs cannot be
strong if funded alone while the larger health
system is comparatively underfunded.

(3) Community proximity: Enthusiasm for data
demonstrating the CHWs’ capacity to achieve
reductions in mortality at a fraction of the cost
of other health providers can encourage health
systems to convert the CHW into an overly sim-
plified, highly-medicalized mortality-reduction
agent. Our alternate and improved model posi-
tions the CHW as a colleague who can represent
the health system in the community and the
community in the health system. There is wisdom
in the collective experiences of impoverished
communities. CHWs can be the ‘Rosetta stone’
for translating that knowledge into action when
designing, adapting and improving health and
social services. A health system that values

proximity with the community does not assign
a CHW to work only inside a health center, but
rather empowers a CHW to be out in the com-
munity, speaking to people openly (always hon-
oring confidentiality and privacy agreements)
and experiencing what they are truly living.
Such a health system also fosters concrete and
functional mechanisms for channeling and
accounting for community experience (i.e.
a community health committee and/or close part-
nership with community leaders).

The analytical framework

The analytical framework is based on the notion that
five thematic areas (Supervising, Partnering,
Incentivizing, Choosing and Education) serve as the
building blocks or platform on which the principles

Community Proximity

Bridges to institutional 
strength

Professionalization

New Resources

Supervising
and mentoring 

personal

Incentivizing
by enabling 

Education
for capacity 

building

Choosing 
the right people 
for the right job

Partnering
in co-creation

EquityHealth Dignity

Figure 3. Three principles and five building blocks of accompaniment in CHW program.
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of an accompaniment-based CHW program can
mature. Professionalization, CHWs as bridges to
institutional strength, and community proximity are
the three core principles of the PIH CHW model [5].
When these principles are present, and the building
blocks tuned at the aspiring level, the effects can be
synergistic and transformative. The ultimate goal of
this framework is not only to reduce morbidity or
mortality, or create job opportunities, but to achieve
the greatest possible level of health, dignity, and
equity for the populations served, as well as to gen-
erate trust and confidence in the health system (see
Figure 3). As defined by the WHO in 1948, health is
‘a state of complete physical, mental, and social well-
being and not merely the absence of disease’ [22].
True dignity in health requires tangible examples that
demonstrate esteem for all people and are driven by

a recognition of a common humanity [23]. Finally,
equity is intentionally more biased than fairness as it
strives actively to reconcile the structural factors that
prevent some individuals or groups from achieving
their greatest potential [24,25]. Addressing health
with an explicit dignity and equity agenda is driven
by a recognition that minor reductions in mortality
are insufficient to truly break the link between pov-
erty and disease.

We believe that the three principles and five build-
ing blocks enable programs to help health systems
best reach the three dimensions of Universal Health
Coverage: (1) coverage, (2) scope of services, and (3)
financial protection. In addition, they add a very
important focus on equity, highlighting the impera-
tive for well-designed CHW programs to reach the
most vulnerable [26].

Accompanimeter – Top-Down

PACS Brazil

Growing

Starting

Aspiring
Education

Partnering

Supervising

Incentivizing

Acompañantes PIH

Choosing

Figure 4. Accompanimeter 1.0.

Accompanimeter – Bottom-Up

Growing

Starting

Aspiring
Education

Partnering

Choosing

Supervising

Incentivizing

PACS Brazil

Acompañantes PIH

Figure 5. Accompanimeter 1.0.
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Discussion

The Accompanimeter 1.0 versus other tools

Many frameworks offer useful insights on how to design
and improve a CHW program. The Community Health
Worker Assessment and Improvement Matrix (CHW
AIM) (USAID) is comprehensive and well-supported
from an academic standpoint, and it offers a detailed
pathway to assess a CHW program; however, it does
not explain how the different elements interact with
each other and lacks examples on how these elements
are implemented in real life [17]. The Accompanimeter
1.0, in turn, offers examples based on PIH’s field
experience.

The Program Functionality Assessment Toolkit
(Core + World vision) contains a detailed explana-
tion of each programmatic component and is easy to
understand, but it lacks evidence on how the compo-
nents were chosen nor does it offer any practical
recommendations to implement it via real world
examples [19].

The CHW Principles of Practice is short, concise,
visual, and offers a few practical recommendations,
but lacks examples of how the different principles
look in the field, nor does it highlight any potential
interactions among principles [20].

And finally, the 5-SPICE framework (PIH) is com-
prehensive, concise and shows examples of interac-
tions among elements, but it does not mention how
to implement it, nor does it include different bench-
marking levels for each programmatic element. Also,
it fails to convey system-side and community-side
perspectives on each component with practical exam-
ples [18].

Nevertheless, the Accompanimeter 1.0 can be con-
sidered an extension of 5-SPICE since it uses the
5-SPICE structure to map out what a CHW program
built around the values of accompaniment could look
like. The practical applications of each tool, however,
are quite different: 5-SPICE is most useful for initiat-
ing an exploratory conversation about how a pro-
gram is structured; the 5 × 5 tables described in that
paper offer an open-ended methodology to explore
what does and does not work in a specific program.
The Accompanimeter 1.0, on the other hand, is far
more normative about what should be aspired for in
a community health program that is guided by the
accompaniment approach.

Using the tool

The Accompanimeter 1.0 should be used in
a collaborative fashion with different stakeholders
who are invested in the CHW program at any point
in its development or maturation. The process of
implementing the tool is iterative; at various points

in the program implementation of the CHW pro-
gram, managers, health personnel, program suppor-
ters, CHWs, and community members should carry
out an assessment, and appropriate action can be
taken.

For existing programs, we recommend the follow-
ing steps for utilization of the tool:

(1) Assess: Each program should use Table 1 to
conduct an honest assessment of the current
program. To choose the stage on each building
block, each participant should read the defini-
tion and the examples offered in Table 1. This
analysis will lead participants to reflect on the
program as it currently exists, and they should
be encouraged to use these thoughts to briefly
formulate a statement on their view regarding
the current program’s priorities.

(2) Review ratings: During a CHW program sta-
keholders meeting, a facilitator should assem-
ble, average, and display the ratings (using the
Spidergrams in Figures 4 and 5), present the
program priorities statements offered by all the
participants, then discuss the differences noted.
After a facilitated debate and discussion, the
team should garner consensus on areas for
improvement as identified by the tool.

(3) Brainstorm: A facilitator should then lead the
team through a brainstorming session to iden-
tify possible approaches for filling identified
gaps in an encouraging and respectful manner.
This exercise should result in two lists:
a. Possible solutions that are feasible to

implement.
b. More intensive issues to address (i.e. issues

that mght require additional resources to be
resolved).

(4) Plan: The team should order the solutions
based on feasibility and then develop action
plans for addressing them. This may include
re-writing agreements with existing partners,
looking for new resources, hiring new man-
agers, allocating resources to new areas, re-
defining indicators, and so forth. It is crucial
that the stakeholders assigned to lead the
implementation of a particular solution are
carefully selected; for example, community
members might be more effective at reenga-
ging community-level committees whereas the
program manager may be better positioned to
engage new potential donors.

(5) Implement: Once action plans are determined,
the teams can take the action plan to the field in
a collaborative manner by engaging multiple
stakeholders in the implementation process. As
many potential changes are expected to emerge,
it is important to list them and strategically
address them over time, instead of simply

10 H. CARRASCO ET AL.



stopping once a pressing challenge is solved. In
addition, the team should determine
a mechanism of follow-up and establish systems
for accountability in the Accompanimeter 1.0
implementation process.

In Figures 4 and 5 we show an assessment of the
PACS program in Maria do Socorro Silva e Souza
Family Clinic (Brazil) and of the Acompañantes pro-
gram in Laguna del Cofre, PIH México. We also pro-
vide the participants’ insights and quotes that allowed
us to rank the program in each building block (see
supplementary material).

Applications of the tool

The Accompanimeter 1.0 can serve policy makers
and program implementers in low, middle and high
income countries leading small, medium or large
CHW programs to:

● Identify design or implementation gaps that
limit a CHW program’s potential to achieve
ambitious clinical and/or non-clinical health
outcomes.

● Illuminate the pathway a CHW program can
follow to move from a short-term healthcare
delivery intervention to a long-term integrated
equity-focused solution.

● Initiate a dialogue on how to build or rebuild
community-level health care systems that are
well-balanced and responsive to the needs and
goals of both the healthcare system and the
community.

The Accompanimeter 1.0 tool has several distinctive
features:

(1) It is reflective of the accompaniment values
across PIH;

(2) It is simple and allows CHW program stake-
holders to analyze their programs with a single
and cohesive model;

(3) It is visual, which assists greatly in comparing
different programs, assessing improvements
over time in a single program, and communicat-
ing the results of the analysis to lower-literacy
stakeholders such as CHWs and community
members in a multi-dimensional fashion;

(4) It is comprehensive and combines evidence-
informed criteria with a wealth of experts’
experience;

(5) It demonstrates how an aspiring accompani-
ment-based program can be modeled; and

(6) It is uniquely focused on equity in clinical
outcomes, which is defined as concrete and
measurable benefits experienced by the poor-
est or most vulnerable.

Limitations

No single tool can be everything for every environment,
organization, and program. The Accompanimeter 1.0
was created primarily to promote the values of accom-
paniment as central to an impactful CHW program.
Though based on decades of experience, many measures
of the tool are still subjective. As most key informants
were affiliates of the PIH network, non-PIH programs
may encounter challenges in using the tool that were not
uncovered during the discussions. In addition, most of
the experts are based in the U.S. which might have added
some biases to the tool. Still, the specific advice in this
toolmay still be adapted as further research or experience
suggest better practice. As such, this tool should not be
construed as block advice to be implemented without
further analysis, but rather as a collection of normative
statements that users can interpret for implementation in
their unique contexts.

Conclusion

The Accompanimeter 1.0 is a unique tool that enables
community health policy makers and program imple-
menters to put into practice the three core principles of
accompaniment (professionalization, CHWs as bridges
to institutional strength, and community proximity).
Furthermore, this tool also offers CHW program stake-
holders a participatory process to assess, discuss, and
modify, as needed, the core building blocks of their
CHW program to effectively reorient towards a clear
path to health, dignity, and equity advancements.
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enhance stakeholder participation in the program, and more
effectively pursue and use resources.
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