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ABSTRACT
Introduction: The recruitment of community health
volunteers to support the delivery of health
programmes is a well-established approach in many
countries, particularly where health services are not
readily available. However, studies on management of
volunteers are scarce and current research on human
resource management of volunteers faces
methodological challenges. This paper presents the
protocol of a realist evaluation that aims at identifying
the factors influencing the performance of community
health volunteers involved in the delivery of a Red
Cross immunisation programme in Kampala (Uganda)
with a specific focus on motivation.
Methods and analysis: The realist evaluation cycle
structures the protocol. To develop the theoretical basis
for the evaluation, the authors conducted interviews and
reviewed the literature on community health volunteers’
performance, management and organisational behaviour.
This led to the formulation of the initial programme
theory, which links the intervention inputs (capacity-
building strategies) to the expected outcomes (positive
work behaviour) with mechanisms that point in the
direction of drivers of motivation. The contextual
elements include components such as organisational
culture, resource availability, etc. A case study design will
be adopted. We define a case as a Red Cross branch, run
by a programme manager, and will select two cases at
the district level in Kampala. Mixed methods will be used
in data collection, including individual interviews of
volunteers, participant observation and document review.
The thematic analysis will be based on the initial
programme theory and will seek for context-mechanism-
outcome configurations. Findings from the two cases will
be compared.
Discussion: We discuss the scope for applying realist
evaluation and the methodological challenges we
encountered in developing this protocol.
Ethics and dissemination: The study was approved
by the Ethical Committee at Rennes University Hospital,
France. Results will be published in scientific journals,
and communicated to respondents and relevant
institutions.

INTRODUCTION
Interventions to optimise the role of non-
traditional health workers in developing
countries aim to bridge the gap between
communities, caregivers and the formal
health system. Since the Primary Health Care
approach was defined at the Alma Ata con-
ference in 1978, voluntary health workers or
community health workers have been identi-
fied as the third workforce within the
‘Human resources for Health’.1 Their
recruitment and involvement is now an estab-
lished approach, particularly where health
services are not readily available,2 and several
Asian and African countries are currently
investing in this third workforce as a major
element of their strategies to reach the
Millennium Development Goals.3

There is some evidence that community
health volunteers—defined as lay persons
who provide health services within a formal
structure on a voluntary basis (ie, free of
formal obligations and without being remun-
erated)—can make a difference to the
health and well-being of underserved com-
munities. Some systematic reviews of the

Strengths and limitations of this study

▪ To the best of our knowledge, this is the first
published application of realist evaluation con-
cerning motivation and management of commu-
nity health volunteers.

▪ Limited guidance on how to develop a realist
study meant that formulating the initial pro-
gramme theory required a long lead-in time.

▪ Within the field of realist evaluation, there are
diverging views regarding mechanisms and
context conditions, and how these can be
identified.
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effectiveness of community health services delivered by
non-traditional health workers show that integration of
community health volunteers can lead to significant
benefits for maternal and child health, the management
of infectious diseases and in increasing immunisation
uptake.4–7 Other studies question the effectiveness of
strategies that deploy community health volunteers to
improve community health outcomes and indicate that
community-based interventions involving non-paid com-
munity members, such as community health volunteers,
do not consistently provide services that have substantial
impact on health nor demonstrate change in the
general population. Moreover, the quality of services
they provide is challenged.8–11

Furthermore, low performance and high attrition
rates have been reported in many community-based
health programmes, with higher attrition rates associated
with non-paid community health workers, such as com-
munity health volunteers.12–14 Indeed, the sustainability
of the programmes is threatened by both low perform-
ance and high attrition rates.
Expanding our knowledge on what works to improve

community health volunteer performance and retention
is a critical issue in attempts to improve the health out-
comes of underserved populations. Little is known about
the reasons behind successes and failures of interven-
tions involving community health volunteers.4 6 15

Several studies identified the need for further research
mainly in the following areas: the impact of local imple-
mentation of the strategy (including issues such as the
type of role played by volunteers, the age and time com-
mitment of volunteers, and how well the volunteers are
trained, managed and supported) and the influence of
local conditions. More specifically, authors reported the
need for further research on volunteers’ intentions and
how or why people become and stay a volunteer.16

Indeed, we know relatively little about how volunteers
perceive job satisfaction, about their long-term engage-
ment and about how this can be improved.17

There are evidence gaps on what kind of management
intervention works for two main reasons. First, the exist-
ing studies on management of volunteers are scarce. In
part, we suspect this is due to the fact that many of the
concepts, theories and measures of work and organisa-
tional psychology are built on the premise of paid work,
while much of the existing research on volunteering has
largely ignored work and organisational psychology.18

Furthermore, many experiences with community health
volunteer programmes in the developing world are not
appropriately documented or not documented at all.2 4

Assessing volunteer performance, measuring attrition
and identifying its determinants are often ignored in
favour of reporting effects on health outcomes.13

Second, the scholarship in the field of human resources
management consistently refers to the failure of
researchers to fully embrace the complexity of human
behaviour in health organisations19–21 and the methodo-
logical challenges involved in doing so. Community

health volunteer interventions are complex interven-
tions, embedded within multifaceted health and social
systems, and the success of such interventions is highly
context dependent. This not only raises questions about
the applicability of study results to different settings, but
it also requires using appropriate study designs and
methodologies to answer the unanswered questions
adequately.22 23

Within this panorama, the Red Cross Red Crescent
(RC) National Societies implement capacity-building
programmes that are based on training, supervision and
support, and seek to develop a pool of capable volun-
teers with the aim of improving the health of under-
served communities. This study intends to address the
evidence gap on volunteer management by focusing on
volunteer motivation. Researching the involvement of
RC volunteers in community-based health activities, we
will inquire about the motivation that drives RC commu-
nity health volunteers to seek out opportunities, to
commit themselves to community-based health activities,
and to sustain their involvement over extended periods
in the RC National Society to which they belong.
We present in this paper the protocol of an evaluation

of the capacity-building component of the RC
Community-Based Health Immunisation Programme at
the district level in Kampala, the capital of Uganda. The
capacity-building intervention consists of training, super-
vision and support. It aims to develop a network of com-
petent volunteers at the district level for strengthening
routine immunisation activities. The background of the
study is presented first, followed by a discussion of the
approach, design and methods we plan to use. Finally,
the paper ends with a discussion of methodological
issues of the protocol.

BACKGROUND
National Red Cross Red Crescent Societies, among them
the Uganda Red Cross Society, want to improve the per-
formance of their volunteers to deliver effective health
services to underserved communities. As the National
Societies experience difficulties in motivating and retain-
ing their volunteers, the Health and Volunteering
Departments of the International Federation of Red
Cross and Red Crescent Societies (IFRC) are in the
process of developing a research programme to better
understand how volunteer motivation can be enhanced
by appropriate managerial strategies. Indeed, the role of
the IFRC is to promote humanitarian principles and
values, and to provide technical support and recom-
mend management systems to member National
Societies. The IFRC comprises 189 member Red Cross
and Red Crescent National Societies, a global secretariat
in Geneva and more than 60 delegations strategically
located to support activities around the world.
This research on volunteers will contribute to the

development of the 2020 RC global framework for com-
munity health. The IFRC is reviewing its community
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health approach to address health issues for the next
30 years (eg, ageing, prevention of non-communicable
diseases, home management of chronic conditions,
mental health) through integrated volunteer-based com-
munity approaches (IFRC, Community-based Health
and First Aid (CBHFA+) 2015–2020, Discussion Paper
2014). The new framework will be informed by a multi-
case study of RC Community Based Health (CBH) pro-
jects worldwide using the realist approach. The study
presented in this paper is the first case study.
The choice of the methodological approach for IFRC

research was shared with Red Cross Red Crescent
National Societies at global and regional IFRC health
meetings in 2013 and 2014. Traditional evaluations of
RC National Societies’ programmes are based on the
summative evaluation approach that focuses on pro-
gramme implementation effectiveness and relevance.
Although these evaluations are very useful, many
National Societies consider that clear answers on how to
manage volunteer-based interventions in their specific
contexts are lacking. We therefore discussed how the
realist approach, by taking into consideration the local
context, could explain how context-specific strategies
enhance the motivation and the performance of com-
munity volunteers. Based on these discussions, National
Societies submitted their CBHFA projects for study to
the IFRC Health Department who, after discussion with
the CBHFA programme officers, selected the Uganda
RC project in Kampala as the first study. The Uganda
team was the most motivated to participate in
the research and already had data collected for this
CBHFA programme, such as indicators on volunteer
performance.

The objectives
The Red Cross Society of Uganda is implementing a
CBHFA in Action programme in Kampala that includes
supporting immunisation activities. The aim of the study
is to understand how the motivation of the RC volun-
teers evolves and what RC managers can do to maintain
volunteers within the CBH programme.
The specific objectives of the evaluation are to:

▸ Describe the management and leadership practices at
RC branch level (district level), framed against the
organisational context;

▸ Assess the link between management and leadership
practices and the organisational context on one hand
and work attitudes and work behaviour of the volun-
teers on the other;

▸ Describe the plausible mechanisms of change that
explain the above linkage (or lack thereof).

The setting
Uganda remains one of the world’s most impoverished
countries and healthcare performance is still ranked as
one of the worst in the world24 despite the recent rapid
economic expansion. Uganda is also one of Africa’s
most rapidly urbanising countries, with a population

estimated to be above 37 million.25 Almost 50 per cent
of the population is below 15 years of age26 and it is
soon expected to be one of the most densely populated
countries in the world.27 The high rate of urban growth
has had consequences in terms of creating unhealthy
environments, ill health and social distress in the cities.
In 2011, the population of Kampala was estimated to be
1 659 60028 and Action Aid International estimates that
over one million people in Kampala live in slums.29

People living in slums are poor, hardly meet their basic
needs and often lack toilets or latrines, making slums
worse than rural areas. In 2013, Dr Ondoa, the Uganda
Health Minister, listed urban areas, including Kampala,
as some of the areas with the highest proportion of
unimmunised children.30

The intervention
The Ugandan Government considers immunisation
interventions as the main strategy to increase immunisa-
tion coverage and achieve the Millennium Development
Goal of reducing the under 5-year-olds mortality rates by
2015.31 The government of Uganda has developed a
comprehensive plan to achieve and sustain a high level
of immunisation in the country, with a specific focus on
underperforming districts and subdistricts, through the
Reach Every District (RED) strategy.
The Uganda Red Cross Society intervenes as an auxil-

iary to government services through its network of volun-
teers, and it contributes to strengthening routine
immunisation in nine selected underperforming dis-
tricts, including five in Kampala. The goal of the RC
project is to reduce the number of underimmunised or
unimmunised children and to control measles and
other vaccine-preventable diseases. Financially sup-
ported by the American Red Cross and technically sup-
ported by UNICEF and governmental agencies, the RC
programme consists of providing communication and
social mobilisation support and has been implemented
three times up to January 2014. The main role of RC
volunteers is to carry out house-to-house sensitisation,
organise orientation meetings with community
members, and provide a link between the health facil-
ities that provide immunisation services and the
community.
In each district, one RC programme manager and one

team of volunteers are responsible for programme
coordination and implementation (see figure 1 for struc-
ture of the Uganda Red Cross governance and manage-
ment at national, branch and community level). Indeed,
within the Uganda RC, the branches constitute manage-
ment as well as governance structures, usually created to
operate around established governmental district struc-
tures. The branch is generally responsible for coordinat-
ing, monitoring and documenting all activities taking
place at district level. There is usually one staff member
per branch acting as the programme manager. For each
specific activity or programme, the volunteers are
recruited by the programme manager from the RC pool
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of active volunteers. For the immunisation programme,
they are trained by staff from the RC and UNICEF,
receive ongoing supervision from the RC programme
manager and are paid a small allowance to cover the
costs related to their involvement. The training: provides
relevant technical information related to immunisation;
strengthens skills; and introduces tools to mobilise the
community and to address negative attitudes towards
immunisation services, and more generally to tackle
poor health-seeking behaviour.

METHODS
The methodological approach
The realist evaluation approach is used in this study.
Reasons for choosing realist evaluation are explained in
this section, together with an introduction to the
approach and the stages of a realist evaluation study.
Human Resource Management interventions are

complex; their outcomes are usually the result of the
non-linear interaction between several actors and are
highly context dependent. The RC CBH capacity-
building intervention has all the features of a complex
intervention according to the guidelines of the UK
Medical Research Council for research of complex inter-
ventions,32 such as involvement of multiple stakeholders,
complex tasks required by those delivering the interven-
tion, and multiple and variable outcomes. Furthermore,
the intervention contains other key features of complex
intervention identified as critical by Roger,33 Pawson
et al34 and others35 36: feedback loops and constant
adaptation to the local context are likely to lead to emer-
gent behaviour and outcomes as the intervention is
being implemented. In general, there is a growing con-
sensus that research on interventions that occur in

complex social systems presents significant methodo-
logical challenges and that realist evaluation provides a
methodological approach to tackle many of these chal-
lenges.33 37–40

Realist evaluation is an approach that belongs to the
school of theory-driven inquiry. Researchers have been
using theory-driven inquiry approaches in response to
calls for better methods to deal with complexity.41

Pawson and Tilley42 developed the realist evaluation
approach arguing that in order to be useful for decision-
makers, evaluations need to indicate “what works in
which conditions for whom”, rather than merely “does it
work?”.43 In order to answer these questions, realist eva-
luators aim at identifying the underlying mechanisms of
change that explain how an intervention reaches its
outcomes.
Realist evaluation differs from other theory-driven

evaluation because of its explicit philosophical founda-
tions. It has roots in realism, adopting a position
between the extremes of positivism and relativism,44 and
presents a distinctive viewpoint on how interventions
bring about change. It accepts that there is a reality
independent of the researcher (natural realist ontology),
but that knowing this reality through science is, unavoid-
ably, relative to the researcher (weak relativist epistemol-
ogy). The realist perspective on causality stresses the
importance of interactions and context, on which there
is a far less important focus in the other schools.
Owing to its philosophical underpinnings, realist

evaluation is an appropriate approach for studying
complex interventions.45 Indeed, realists understand the
social world as a complex open system and recognise the
importance of social relationships. They aim at identify-
ing the generative mechanisms that underlie the social
reality. Causality is here considered generative: the

Figure 1 Schematic showing

the Uganda Red Cross Society

governance and management

structure at national, branch and

community level.
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observed outcomes are produced when the intervention
triggers the mechanisms, which are not directly observ-
able, in the presence of the ‘right’ context factors. As a
result, it may be possible to observe patterns of behav-
iour (demi-regularities).43 According to realist evalu-
ation, interventions are not directly responsible for
outcomes. Rather, they trigger ‘mechanisms’,46–48 which
fire in some contexts for some people, but not in others.
Realist evaluation offers a methodological tool to

search for such patterns in the form of the
context-mechanism-outcome (CMO) configuration.49

Programmes work (ie, they have good outcomes) only if
they introduce the appropriate ideas and opportunities
(mechanisms) to actors in the appropriate social and
cultural conditions (context). By developing programme
theories (PTs) that spell out such hypotheses and testing
them in empirical research, it is possible to generate
internally consistent and externally valid knowledge of
how interventions work in a given context to produce
particular outcomes.
A realist evaluation starts and ends with a theory. This

theory is not grand theory, but middle range theory
(MRT). While the terms ‘middle range theory’ and ‘pro-
gramme theory’ are increasingly used interchangeably,
one could say that the PT is all about the hypothesis
underlying the intervention in question (in this case the
management of community health volunteers), which
presents the mechanisms through which the outcomes
are expected to be brought about as well as the required
context conditions. Therefore, the PT represents a
hypothesis that can be tested and further developed.

The end result of a realist evaluation is a refined set of
assumptions—a refined PT—that provides information
on what kind of interventions work for whom, in which
condition and how. The MRT operates at a slightly
higher level of abstraction. MRTs can often be gleaned
from other disciplines (in this case management or
motivation theories), but can also be the end result of a
series of realist studies. These are theories in between
grand universal theories and the more specific PT that
explains the results of a particular programme.
In order to understand how the Red Cross manage-

ment strategies produce a change (or not) in Red Cross
volunteer behaviour, we will carry out this study follow-
ing the realist evaluation approach according to the
cycle presented in figure 2, adapted from Pawson and
Tilley42 and Marchal et al.50 We structured the develop-
ment of the study protocol following this cycle.

Step 1: Formulating the PT
Details on the concepts mentioned in this section for
building the initial PT can be found in Annex 1.
To formulate the PT, realist researchers first describe

the designers’ and other stakeholders’ assumptions,
around which the programme was planned, and which
explain why the programme would reach its goals.
Second, the existing knowledge and evidence concern-
ing this kind of programme are examined. Often,
insights from other disciplines (in the form of MRT)
can enrich the initial PT, especially with regard to the
mechanisms. As we will show below, we mainly searched
for useful MRTs in the psychology literature. The end

Figure 2 The Realist Evaluation cycle used in this study (adapted from Pawson and Tilley42 and Marchal et al36; CMO,

context-mechanism-outcome).
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result of this step is the PT that will be the starting
point, the hypothesis, that is tested in the empirical
studies. In realist evaluation, all other design choices
follow from the initial PT.
We therefore describe how the initial PT of the inter-

vention was built.
Since the RC has CBH programmes in numerous

countries, we first familiarised ourselves with the range
of actual field activities by carrying out 20 interviews of
RC volunteers and programme managers working in
Sierra Leone, Burundi, the Philippines and Argentina.
These interviews aimed at eliciting their assumptions
regarding the CBH programme. We also interviewed
experts on volunteering at the IFRC headquarters in
Geneva. Second, we carried out a realist review of the lit-
erature on community health volunteer performance in
CBH programmes to assess the existing evidence base.
Third, to understand the contextual elements of our
initial assumptions, we carried out an additional litera-
ture review to assess the current general context of
Uganda, held conversations with Ugandan RC volun-
teers via Facebook, and carried out short preliminary
surveys of Uganda RC staff. To structure these first
inputs, we developed a realist analysis grid that we used
to start mapping candidate CMO configurations.
Another major source of inputs into the initial PT

were the literature reviews. We were searching for theor-
ies and evidence that could explain community health
volunteer performance and for theories on volunteer
motivation and work behaviour in non-profit organisa-
tions. A summary of the selected theories is shown in
table 1 below. Through discussion among our team of
researchers, with staff of the RC (and of other public
organisations) who are responsible for capacity-building
and strengthening in developing countries, and with
experts in occupational psychology, we decided to focus
mainly on self-determination theory (SDT), which we
used as our main MRT. SDT represents a broad frame-
work for the study of human motivation and allows for
the assessment of level as well as quality of motivation.51

The main concepts of SDT are described in Annex 1,
table 1.
SDT is a particularly useful theoretical framework as it

makes a fine-grained distinction between different forms
of extrinsic motivation. It also helps explain how man-
agement and leadership styles and practices may shape
the motivation of individuals who start volunteering.
Indeed, it allows assessing to what extent volunteers who
are initially extrinsically motivated to join the Red Cross
may move to a state of more internalised motivation,
and how the management approach stimulates this (or
not). Finally, this theory has been shown to have good
cross-cultural validity and demonstrates that employees
who feel autonomous, competent and related to others
are more likely to be truly engaged no matter what their
background may be.52 Indeed, SDT research focuses not
on the consequences of the strength of those needs for
different individuals, but rather on the consequences of

the extent to which individuals are able to satisfy the
needs within their social environment.17

We also reviewed a number of studies in the field of
organisational behaviour57 60–62 to better understand
the corresponding short-term and long-term outcomes
of management, leadership practices and the influence
of organisational context. Globally, such antecedents
have an effect on work behaviour, such as task perform-
ance, task persistence, attendance and organisational
citizenship behaviour, through factors at the level of atti-
tude (intention to quit, job satisfaction, organisational
commitment). Work behaviour contributes to organisa-
tional performance and individual well-being.
The iterative steps we followed in building the initial

PT are summarised in table 2 below.
The overall result of this first step is the formulation of

the initial PT, which links the intervention inputs
(capacity-building strategies) to the expected outcomes
(volunteers’ positive work behaviour; figure 3).
This initial PT represents a hypothesis that will be

tested empirically in the field study in Uganda:

Management practices and leadership styles (interven-
tion) that are supportive of autonomy lead to positive
work behaviour of volunteers, such as improved task per-
formance and persistence (outcomes), because they
satisfy the psychological needs of autonomy, competence
and relatedness (mechanism). More specifically, such
management and leadership contribute to a shift from
‘external motivation’ towards ‘internalised motivation’
for the volunteers whose initial engagement was more
driven by external motives. Internalised motivation leads
not only to positive work behaviour, but also to well-
being. Such management and leadership furthermore
allow volunteers whose initial engagement was mainly
driven by internal motives to remain engaged and
perform well.

Other conditions for such outcomes to be attained
include the organisational context, whereby a good
match of the organisational culture and mission with the
volunteers’ expectations matters, and resource availability
(context).

Step 2: Study design
In realist evaluation, the choice of the design is
informed by the PT: the design should allow testing of
the different elements of the PT. For the evaluation of
the capacity-building intervention, we will use the case
study design,63 with contrasting cases. We define a case
as a RC branch unit, responsible for programme imple-
mentation and coordination in one district. Indeed, in
order to explore how leadership and management prac-
tices shape the motivation and the work behaviour of
the volunteers, the case study design is a good choice.
Paraphrasing Yin,63 this design allows a description and
assessment of the leadership and management practices
in the case-specific context and a link to the work-
expected outcomes. Different cases can be analysed and
compared, since the PT is the bridge between cases.
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Case selection
The Uganda RC strengthens routine immunisation in
five districts in Kampala. In order to test different ele-
ments of the PT, we aim at identifying extreme cases
that would present variation in term of managerial prac-
tices, organisational context, characteristics of indivi-
duals, availability of resources and volunteer behaviour.
In practice, we decided to start with two cases in order

to contrast the managerial practices and/or the out-
comes in terms of volunteer behaviour. We identified
two cases in Kampala: Kampala East and Kampala West.
The choice of the cases has been made in conjunction
with the Uganda Red Cross Society, taking account of
different leadership/managerial practices, resources and
turnover of volunteers in the two districts. We aim to
understand how and why the leadership and managerial

Table 1 Selected theories relevant to volunteer motivation and work behaviour in humanitarian organisations

Theory Assumptions Interventions informed by the theory

Crowding theory53 Extrinsic goals coming from outside the self,

including salaries, can crowd out intrinsic

motivation

Appropriate incentives: align context-specific

expectations of community health workers,

programme managers, and policymakers for

low attrition and high performance to be

achieved

Intrinsic motivation theory54 People choose humanitarian aid work not

because it provides them with material

extrinsic rewards, but because it creates

immaterial intrinsic rewards

Compensate for humanitarian aid work with

non-financial incentives

SDT17–51 Conditions supporting the individual’s

experience of autonomy, competence and

relatedness foster the most volitional and high

quality forms of motivation and engagement

for activities

▸ Match the task to the volunteer’s functional

motives

▸ Allow the volunteer to participate in the

development of a programme

▸ Provide supportive supervision

▸ Allow interdependence among employees

and identification with work groups

▸ Provide in-kind rewards, appropriate

material and task support

Gift exchange and

high-performance HRM

theory55

Retention and performance will be higher and

turnover lower in organisations with

comparatively high investment in, and care for,

employees

▸ Bundles of incentives

▸ Investment in support

Consistency theory56 Practices need to be consistent for high

retention and performance

▸ Internal consistency (among different HRM

practices)

▸ Contextual consistency (between HRM

practices and organisational context)

Organisational

commitment57
Organisational commitment contributes to

better job-related attitudes, higher job

satisfaction and better organisational

performance.

The type of organisational commitment that

encompasses accepting the organisational

goals, being committed to the organisation,

and feeling engaged with and attached to the

organisation appears to be facilitated by

autonomous motivation (link with SDT

theories)

Institute practices that facilitate positive

psychological links between organisational and

employee goals

Social exchange theory58 HRM practices influence the employees’

perceptions of organisational support, which in

turn induce positive work attitudes and

behaviours based on the norm of reciprocity

Practices such as career development

opportunities, investment in training, etc, signal

the organisation’s commitment to the

employees

The functional approach59 When volunteers’ important motivations for

service are paired with features of the

environment that allow them to actualise these

motivations, then volunteers will be more

satisfied and more likely to continue

volunteering in the future

▸ Appropriate incentives

▸ Match the volunteers’ functional motives to

the activities that they are asked to perform

HRM, Human Resource Management; SDT, self-determination theory.
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practices at branch level could contribute to different
outcomes.

Step 3: Data collection tools
Realist evaluation is method neutral: the choice of data
collection methods is determined by the nature of the
research questions and the initial PT.42 In this study,

mixed methods will be used in data collection, including
individual interviews, participant observation and docu-
ment reviews.
We will use a number of data collection tools. To

describe the organisational context, we will develop a
typology of context tool that will focus on the work
design and organisational context. We will first review

Table 2 Methods and outputs at each step in building the initial programme theory of the intervention

Steps Question Methods Outputs

Eliciting the

programme theory

of the actors

How is the CBH capacity-building

intervention supposed to work?

What were the assumptions of the

implementers?

Interview with RC programme

manager and volunteers.

Review of RC CBH programme

documents and reports

The assumptions of the actors

on the mechanisms through

which they believe the

outcomes are brought about, as

well as the required context

conditions

Realist synthesis What is the evidence on the

effectiveness of community health

volunteer interventions?

Realist review of community

health volunteer programmes

Identification of potential

mechanisms through which the

outcomes are expected to be

brought as well as the required

context condition

Identification of

the potential

contextual factors

What are the conditions in

Uganda that may affect RC

volunteers and the expected

outcomes?

Desk review of the Ugandan

context, conversations with

Ugandan RC volunteers,

preliminary surveys of Uganda

RC staff

Potential contextual factors
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Identification of
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mechanisms

Which theories may explain

volunteer positive work

behaviour?

Review of concepts and theories

(management theory, motivation

theory)

Mechanisms and potential MRT
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Identification of
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What are the expected outcomes
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programme theory

How could the management of

RC community health volunteers

lead to positive work behaviour?

Integration of outputs from the
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programme theory

The initial programme theory

(figure 2)

CBH, Community Based Health; MRT, middle range theory; RC, Red Cross Red Crescent.

Figure 3 Community health

volunteers’ work behaviour: links

between strategies and

outcomes.
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Uganda Red Cross documents (eg, policies, reports,
legal frameworks, codes of conduct), conduct a survey
among staff members of the RC volunteering depart-
ment in the Geneva IFRC headquarters and have meet-
ings with Uganda RC staff. Questions will focus on
organisational structure, recruitment practices, commu-
nity health and first aid activities, the organisation of
immunisation campaigns, financing, challenges volun-
teers are facing and challenges managers are facing with
managing volunteers. This will contribute to building a
picture of the RC organisational context in Uganda.
In the two cases (Kampala East and Kampala West),

we will perform in-depth individual interviews with
volunteers. While RC volunteers’ profiles in Kampala
vary, they are largely characterised by being young, well-
educated and mostly unemployed. Men and women are
equally represented. Some volunteers are very active and
others are passive (they come only for a specific pro-
gramme or when they have time), some are community
volunteers and others are leader volunteers. The experi-
ence of the volunteers with the RC varies from a few
months to more than 40 years. The selection of the
interviewees in each case is largely purposive. To enable
exploration of the influence of context and leadership
and management practices on a variety of individual
volunteers, we will aim for diverse profiles. Theoretical
sampling involves participants with different experiences
of the phenomenon so as to expose multiple facets of
the phenomenon. Interviews will be conducted until
theoretical saturation is reached.64 We expect to reach
saturation with the interview of 13 volunteers per site
(see table 3 for an overview of respondents). However,
this number is flexible and will depend on the level of
saturation obtained.
Respondents will be invited to participate voluntarily

in the study and will receive a small allowance in line

with the Uganda RC volunteering policy. We will use a
semistructured interview guide for volunteers with open
questions (Annex 2) to conduct the interviews. To help
acquire certain types of information or to help the
respondent, probes will be prepared in advance and
used when needed. To understand how RC practices
and organisational context shape the motivation and
organisational behaviour of the volunteers, the questions
will be developed around the following key themes:
▸ Mechanisms or motivational drivers that contribute to

volunteer motivation: volunteer expectations when
joining the organisation, benefits they receive from
volunteering and reasons for assisting in RC volun-
teering activities, etc.

▸ Contextual factors: volunteer work design (tasks to
perform, skills to use, etc), the organisational context
(interpersonal relations, organisational culture, task
distribution, etc).
To document the actual leadership style and manage-

ment practices, we will, in each district:
▸ Observe the programme managers in their daily

practice;
▸ Use a questionnaire, adapted from the Problems at

Work Questionnaire of Deci et al65 and directed to
the RC programme manager;

▸ Organise meetings in the two branches, such as com-
munity visits, meetings with local leaders, RC youth
club, beneficiaries, formal parish health workers, etc;

▸ Observe volunteers in situ (work practices and rela-
tionships with their programme manager, community
and partners).
The study does not intend to assess the effectiveness

of the capacity building intervention, but rather to
understand the link between the intervention and its
expected outcomes. To this end, we will identify relevant
indicators in order to collect information on the volun-
teer work behaviour ( job performance, task persistence,
attendance and organisational citizenship behaviour).
The main spoken languages in Kampala are English

and Luganda. The programmes managers of the
Uganda RC speak fluent English but some community
volunteers may not. Therefore, we will require the assist-
ance of translators during the in-depth interviews. All
interviews will be recorded and transcribed verbatim if
the respondent agrees with this. We anticipate that using
translators may impose a barrier during the interviews,
but excluding the non-English speaking volunteers
would mean excluding an important and common
profile of volunteers.

Step 4: Data analysis
We will use the constant comparative analysis originally
developed by Strauss66 in the context of Grounded
Theory research. Constant comparative analysis has
been used for qualitative research, such as research
based on a theoretical framework.67 The analysis will
help in finding patterns and commonalities within indi-
vidual experience whereas our PT will be used as a tool

Table 3 Overview of volunteers for in-depth interviews

Volunteer respondents

Number of

interviews per site

Leaders 2

Chairperson (Branch governing

board)

1

Active volunteers:

Men 3–4

Women 3–4

Young (from 16 to 30 years old) 5

Unemployed 5–6

Year(s) of experience with the

Red Cross: 5 years or more

3–4

Year(s) of experience with the

Red Cross: 1 year or less

2

Total active volunteers 7–8

Non-active volunteers

Men 1–2

Women 1–2

Total non-active volunteers 3
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for identifying and comparing emerging themes.
Furthermore, drawing on Ragin’s recommendations on
comparative case study research: each case will first be
examined as a whole and the two cases will then be com-
pared with each other.68

As already mentioned, realist evaluation provides the
CMO configuration as a heuristic to analyse data. We
will focus on exploring the relationship between the
capacity-building strategies, the observed outcomes and
the contextual factors (in terms of work design, organ-
isational culture, management style, etc) that may play a
role in triggering the mechanisms (starting with, but not
limited to, drivers of motivation). The PT provides a
frame of analysis, and in line with realist analysis princi-
ples, we will aim at identifying and testing CMO
configurations.
In practice, the following questions will guide the first

round of analysis:
▸ What motivated the volunteers to join the Red Cross?
▸ What are the capacity-building strategies implemen-

ted by the Red Cross?
▸ What are the observed outcomes of the capacity-

building strategies implemented by the Red Cross?
▸ Can the observed outcomes be linked to the capacity-

building strategies?
In a second round, we will seek to assess the contribu-

tion of the RC management strategies to the observed
outcome. Guiding questions include:
▸ How can the link between the intervention and

results be explained? What mechanisms drove the
actors to make decisions in the light of the
programme?

▸ Which context conditions facilitated these decisions?
Which conditions are essential?

▸ Are there alternative explanations (ie, other interven-
tions that took place)?
In a third round, the analysis focuses on identifying

potential patterns, whereby outcomes are linked to inter-
vention through mechanisms that were triggered for spe-
cific actors in a specific context. The resulting CMO
configurations are then assessed to see whether they
hold as plausible patterns (in realist evaluation also
called ‘demi-regularities’) that explain how the interven-
tion brought about the observed results. We will com-
plete findings by combining the different data sources
(observation notes, interviews and secondary document
analysis) to confirm or reject initial findings and
themes. The results will be a (set of) CMO configur-
ation(s) that provide plausible explanations for the
observed outcomes and that are backed up by empirical
data.

Step 5: Synthesis
In the last step of each case study, we will relate the
retained CMO configurations to the initial PT and
accept, modify or reject its clauses in order to formulate
a plausible explanation of how and why specific
strategies for implementation of community-based

intervention involving volunteers bring about better
work behaviour among volunteers.
After finalising in-case analysis, we will carry out a

cross-case analysis of the results: the results of each case,
in the form of the refined PT, will be compared, taking
into account the differences or similarities in outcomes
on volunteers’ behaviour and organisational context
level. This is expected to lead to a better understanding
and to plausible explanations of how interactions
between actors, leadership, managerial practices and
organisational context influence volunteer motivation
and work behaviour.

Ethics
In this section, we describe how ethical issues were iden-
tified and which measures will be taken. Our ethical
considerations are based on the working paper “Notes
regarding ethical guidelines for health services
research”, prepared for the Departmental Council of
the Department of Public Health, Institute of Tropical
Medicine, Antwerp.

Identification of ethical issues
Being identified as participating in this study carries the
risk that expressing unfavourable opinions of manage-
ment team may lead to negative actions of the latter at a
later stage. This protocol spells out several measures to
keep the risk of identification of interviewees and attri-
bution of findings to them as low as possible.
▸ The selection of interviewees will be carried out

without involvement of the branch manager as far as
possible.

▸ The invitations will be sent in a non-conspicuous
manner.

▸ Interviews will be carried out in a space that is most
convenient for the respondent.

▸ All interviews, their recordings and related notes will
be given individual identifiers, and the list of respon-
dents and their identifiers will be kept separately
from the data.

▸ At all stages of the study, data will be kept strictly
confidential.

▸ Findings will be reported anonymously and will not
be attributed to any participant.
In practice, absolute anonymity (or keeping the iden-

tity of participants known only to evaluation team
members) may prove impossible. These modalities will
be discussed with all potential interviewees at the start
and described in the invitation letter and in the
informed consent form.

Measures: invitation, information and informed consent
The study proposal was shared with Uganda RC and a
formal agreement was signed by the Secretary General
of Uganda RC.
The study will be presented to the staff of the Uganda

RC. The aims and objectives of the study will be explained
and opportunities for questions will be provided.
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All participants, such as Uganda RC staff, RC volun-
teers and stakeholders, will be invited and informed of
the study through formal correspondence (even when
they may be involved in informal discussions).
The consent form will be written in English and

include a section on the potential risks and benefit of the
study to the participant and/or to the National Society.
However, when needed, it will be orally translated at the
beginning of the interview. Before the interview, suffi-
cient time will be dedicated to oral explanation of the
content and to answer any questions the interviewee
might have. More specifically, we will use this time to
discuss the potential impact of the study findings: disco-
vering poor practices will not lead to sanction of the
volunteers or programme manager in Uganda, but will
contribute to the improvement of the RC managerial
practices in general. Second, better knowing what to
improve regarding Uganda RC managerial practices in
their context may provide a rationale for donors to invest
further in capacity-building interventions for volunteers.
The interview schedule will be prepared by volunteers

at branch level at a suitable and convenient time for
respondents. The appointment for interview will be noti-
fied in advance. The location will be determined by the
participant (eg, home, workplace, RC office).
Participants will have the option to decline participa-

tion in the study. The RC volunteers will be informed
that non-participation in the study will not affect their
further work in the immunisation programme under
study nor in any other activity of the Uganda RC.
Written consent will be sought for each respondent.
Approval for audio recording of interviews shall be
sought in addition to the consent for taking notes of the
interview.
Opportunities for feedback of findings will be

explored, and may include a feedback session with the
branch manager as well as the volunteers (if practically
feasible during the field study). A copy of the final evalu-
ation report will be sent to the national headquarters of
the Uganda RC.

Quality control
First, to increase validity of our data, field notes will be
compared and discussed between the two investigators
in Uganda and put together in one document. We also
designed a method to spot-check the transcriptions and
determine their quality. All the data from the qualitative
data collection methods will be organised on Excel soft-
ware with clear documentation of the procedures
adopted and consistent file-naming. Analysis of the inter-
view transcripts, categorisation and analysis will be cross-
checked by three researchers.

DISCUSSION
In this study of the RC CBH capacity-building interven-
tion in two districts in Uganda, we aim to explore
and better understand the motivation of RC volunteers.

The initial PT will be tested and the resulting refined
pathway may provide useful information to be used by
programme implementers, policymakers, donors and
the community. It may also guide the design of interven-
tions involving volunteers and help to improve their
performance.
We encountered several challenges to build our initial

PT, some of them already identified by Marchal et al50 in
a review of realist evaluations in health systems research.
In search for guidance on mechanisms, we found that
authors differ on the way they conceptualise mechan-
isms, and diverging views exist regarding the difference
between mechanisms and essential context conditions.
Furthermore, the choice of relevant theory to inform
the development of the initial PT required quite some
work and was a challenging task: realist evaluations
benefit from working in multidisciplinary teams.
Owing to the lack of clear definitions within the litera-

ture, we faced some difficulties in our search for poten-
tial mechanisms. In order to keep the explanatory
power of mechanisms,69 which is in our view one of the
main strengths of the realist approach, we searched for
psychological or social explanations of volunteer motiv-
ation and positive work behaviour. We considered that
mechanisms are not the resources or tangibles offered
by an intervention (intervention inputs), nor modalities
of the intervention. Rather we defined mechanisms as
the psychological or social explanations for volunteers’
choice and behaviour, in which the interaction between
the volunteers and key stakeholders (group level) and
between the volunteers and organisational factors
(incentives or constraints that shape volunteers’ motiv-
ation and work behaviour) play a role.
From a realist evaluation perspective, context com-

prises the individual capabilities of key actors, the inter-
personal relationships supporting the intervention, the
institutional setting and the wider contexts that occur
independently of the intervention and may affect the
implementation of the intervention, the choices of the
participants and/or the outcomes. During step 1, when
we built up the initial PT, we faced some challenges to
identify potentially important context factors. First, the
main outcomes documented in papers related to com-
munity health volunteer performance are health out-
comes of beneficiaries. If the context factors are
discussed, authors focus on factors that have an influ-
ence on these health outcomes and not on health volun-
teer behaviour. Second, a component of an intervention
can itself have an influence on the other components of
the intervention and on the expected outcomes. Should
such a component then be considered as a context
factor? Moreover, the initial effects of an intervention
(not always identifiable) can become contextual factors
at a later stage, which can influence the expected out-
comes. In response, we decided that two researchers
would review the literature in order to identify the wide
range of potential context factors. This step was followed
by discussion of the role of contentious factors.
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Our literature review identified a large number of the-
ories that somehow apply to motivation of employees or
staff working in public organisations and it was difficult
to decide which theory would be most useful to study
volunteer motivation. We explained above our choice
for SDT (section Step 1: Formulating the PT). We will
also remain open to the possibility that other theories,
such as functional theory or social exchange theories,
might help explain emerging findings.
Finally, this study could benefit from measuring volun-

teers’ autonomous motivation and intrinsic motivation
in the two branches. This would allow us to validate or
refine the initial PT more robustly. While some of the
scales, such as the Multidimensional Work Motivation
Scale,52 have been tested in a large number of countries,
there is little documentation of validation studies of
such tools in developing countries and the applicability
of such scales may be challenging.
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