
� 1Gebremeskel AT, et al. BMJ Global Health 2022;7:e008162. doi:10.1136/bmjgh-2021-008162

Multilevel determinants of community 
health workers for an effective maternal 
and child health programme in sub-
Saharan Africa: a systematic review

Akalewold T Gebremeskel,1,2 Olumuyiwa Omonaiye,3 Sanni Yaya  ‍ ‍ 2,4

Original research

To cite: Gebremeskel AT, 
Omonaiye O, Yaya S. Multilevel 
determinants of community 
health workers for an 
effective maternal and child 
health programme in sub-
Saharan Africa: a systematic 
review. BMJ Global Health 
2022;7:e008162. doi:10.1136/
bmjgh-2021-008162

Handling editor Stephanie M 
Topp

	► Additional supplemental 
material is published online only. 
To view, please visit the journal 
online (http://​dx.​doi.​org/​10.​
1136/​bmjgh-​2021-​008162).

Received 1 December 2021
Accepted 26 March 2022

For numbered affiliations see 
end of article.

Correspondence to
Dr Sanni Yaya;  
​sanni.​yaya@​uottawa.​ca

© Author(s) (or their 
employer(s)) 2022. Re-use 
permitted under CC BY-NC. No 
commercial re-use. See rights 
and permissions. Published by 
BMJ.

ABSTRACT
Background  Countries in sub-Saharan Africa (SSA) 
continue to have the highest maternal and under-five child 
deaths in the world. The ongoing COVID-19 pandemic is 
amplifying the problems and overwhelming already fragile 
health systems. Community health workers (CHWs) are 
increasingly being acknowledged as crucial members of 
the healthcare workforce in improving maternal and child 
health (MCH). However, evidence is limited on multilevel 
determinants of an effective CHWs programme using 
CHWs’ perspective. The objective of this systematic 
review is to examine perceived barriers to and enablers 
of different levels of the determinants of the CHWs’ 
engagement to enhance MCH equity and a resilient 
community health system in SSA.
Methods  We systematically conducted a literature search 
from inception in MEDLINE complete, EMBASE, CINAHL 
complete and Global Health for relevant studies. Qualitative 
studies that presented information on perceived barriers 
to and facilitators of effectiveness of CHWs in SSA were 
eligible for inclusion. Quality appraisal was conducted 
according to the Critical Appraisal Skills Programme 
qualitative study checklist. We used a framework analysis 
to identify key findings.
Findings  From the database search, 1561 articles were 
identified. Nine articles met the inclusion criteria and 
were included in the final review. Using socio-ecological 
framework, we identified the determinants of CHWs’ 
effectiveness at 4 levels: individual/CHWs, interpersonal, 
community and health system logistics. Under each 
level, we identified themes of perceived barriers such as 
competency gaps, lack of collaboration, fragmentation 
of empowerment programmes. In terms of facilitators, 
we identified themes such as CHW empowerment, 
interpersonal effectiveness, community trust, integration of 
CHWs into health systems and technology.
Conclusion  Evidence from this review revealed that 
effectiveness of CHW/MCH programme is determined 
by multilevel contextual factors. The socio-ecological 
framework can provide a lens of understanding diverse 
context that impedes or enhances CHWs’ engagement and 
effectiveness at different levels. Hence, there is a need for 
health programme policy makers and practitioners to adopt 
a multilevel CHW/MCH programme guided by the socio-
ecological framework to transform CHW programmes. 
The framework can help to address the barriers and scale 

up the facilitators to ensuring MCH equity and a resilient 
community health system in SSA.

BACKGROUND
Although there has been increased attention 
to community health workers (CHWs)-led 
programmes over the past four decades, 
challenges remain in ensuring maternal and 
child health (MCH) equity and a resilient 
community health systems in low-income 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ Sub-Saharan African (SSA) countries continue to 
have the highest maternal and under-five child 
deaths in the world.

	⇒ Community health workers (CHWs) are acknowl-
edged as crucial members of the healthcare work-
force but are faced with multiple challenges in 
executing their responsibilities.

WHAT THIS STUDY ADDS
	⇒ Multilevel barriers to CHWs’ effectiveness in SSA in-
clude fragmentation of empowerment of CHWs pro-
grammes, cultural beliefs and practices and gender 
prejudice.

	⇒ Multilevel facilitators of CHWs’ effectiveness in SSA 
include mobile technology access and use, integra-
tion of CHWs into health systems and community 
trust in CHWs.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE AND/OR POLICY

	⇒ The effort to transform CHWs’ effectiveness to en-
sure maternal and child health (MCH) equity and a 
resilient health system in SSA would require:

	⇒ Adopting a multilevel framework-based CHW/
MCH programme to ensure context-based CHWs 
programme to address the multilevel barriers and 
scaling up the enabling factors.
	⇒ Enhancing CHW/MCH programmes by scaling up 
the enabling factors, which include sustainable 
CHWs empowerment, and integration of CHWs 
into health systems and digital technology.
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counties including countries in sub-Saharan Africa 
(SSA).1–3 Despite the progress made, the SSA countries 
continue to have the highest child and maternal mortality 
occurrences in the world and there are substantial ineq-
uities in MCH services access and health outcomes within 
and between countries.3 In the region, health system 
equity and resilience are undermined when preventable 
and avoidable systematic conditions constrain life choices 
and health needs are not adequately addressed.2–4 Health 
equity exists when all people are able to reach their full 
health potential and receive high-quality care that is 
fair and appropriate from each person’s perspective, 
no matter where they live, who they are or what they 
have.5–7 Conversely, health inequities exist when there 
are preventable differences in health,3 4 6 7 which include 
inequities in MCH outcomes. We argue that absence of 
resilient community health system has magnified existing 
substantial inequities in MCH. There are several indices 
that shows the fragility of the health system in SSA.2 7 8 
Some of these include chronic shortage of health workers, 
lack of investment in medical and diagnostic supplies, 
inadequate health information system, poor health infra-
structure and insufficient health finance.2–4 7 8 Hence, it 
is crucial to ensure equitable and a resilient community 
health system for optimal, equities and sustainable MCH 
outcomes in SSA. Health system resilience has been 
defined as the ability of health actors, institutions and 
populations to demonstrate absorptive, adaptive, acces-
sible and transformative capacities to prepare for and 
effectively respond to health system shocks and distur-
bances.2 9

SSA countries continue to have the highest maternal 
and under-five child deaths in the world.3 10 The 
coverage and utilisation of MCH-related services are 
lower compared with other regions of the world.3 The 
ongoing COVID-19 pandemic is amplifying the prob-
lems and overwhelming already fragile health systems.2 A 
modelling study on the indirect effects of the pandemic 
in 118 low-income and middle-income countries esti-
mated a reduction in maternal health service by at least 
18%–52%.11 In SSA, a larger proportion of women give 
birth without any skilled attendants.3 12 In addition, about 
80% of morbidity and death in children under the age 
of 5 occur before reaching the health facility and health-
care providers.11 This makes SSA the riskiest region for 
maternal and under-five child death occurrences in the 
world. Understandably, this has become a key health 
challenge in the region and persists as a global public 
health agenda, to meet the Sustainable Development 
Goal (SDG) #3. SDG #3 aim to reduce maternal mortality 
to <70 per 100 000 live births.13–15

Since the Alma-Ata Declaration of 1978,1 which aimed 
at achieving universal health coverage by expanding 
primary healthcare systems, there have been multiple 
efforts towards building community health. These efforts 
have led to significant national and international action 
which has substantially contributed to the improve-
ment of health outcomes including MCH, particularly 

in underserved areas such as SSA .1 One of the crucial 
cornerstones of primary healthcare provision since 
the Alma-Ata Declaration have been CHWs. CHWs are 
defined by different organisations including WHO. For 
this study, we used the definition of CHWs provided by 
the American Public Health Association.

The American Public Health Association definition 
states that:

“A community health worker is a frontline public health 
worker who is a trusted member of and/or has an unusual-
ly close understanding of the community served. This trust-
ing relationship enables the worker to serve as a liaison/
link/intermediary between health/social services and the 
community to facilitate access to services and improve the 
quality and cultural competence of service delivery”.16

The WHO noted CHWs as a key resource to providing 
basic health services for underserved areas because they 
help to fill the shortage of primary health service provider 
at the community level.

The significance of CHWs providing basic, essential 
and equitable MCH services has been evident in many 
countries.1 17 18 However, the literature shows that CHWs 
are experiencing multiple challenges in executing their 
responsibilities. Some barriers to CHWs’ effectiveness are 
not a product of the health system, but rather arise from 
the context in which the CHWs work. One context that 
crucially impacts CHWs’ performance and acceptance is 
the sociocultural context.19

There is an increasing body of quantitative literature 
on the effectiveness of CHWs programme intervention. 
The studies typically focus on a single level of analysis 
(providers or beneficiaries’ level) to measure the outputs 
and outcome within the context of the WHO health 
systems building blocks.20–23 We argue that these outputs 
and outcome-oriented studies do not indicate how the 
complex contextual, socio-ecological factors affect the 
engagement of CHWs in SSA.24 25 The Centers for Disease 
Control and Prevention categorises such multilevel deter-
minants into different socio-ecological levels.26 The levels 
are: (i) health workers’ individual-level knowledge, skills 
and attitudes; (ii) interpersonal factors, such as health 
personnel collaboration and supportive approach; (iii) 
community-level factors, such as community accept-
ability/recognition, trust and community tradition, 
value and beliefs; (iv) health system and logistics-related 
factors, such as health policy, programme, human 
resource/training, financial and material supply chain 
and logistic approaches. However, in the context of CHWs 
programme, there is limited evidence on a multilevel 
determinant of CHWs’ effectiveness based on the lived 
experience of CHWs’ perspective. The multilevel deter-
minants include from individual (CHWs competency), to 
interpersonal, to community and to health system level 
determinants of effective CHWs programme.1 26–28

Effective and sustainable CHWs interventions require 
multilevel context understanding and response based on 
the lived experience of CHWs. Despite CHWs being the 
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lowest unit (village level) of the public health structure 
of SSA, there is limited evidence of an analysis framework 
at the microlevel to capture the multilevel determinants 
of CHWs’ engagement. This is a problem as there is a 
lack of a context-specific health system framework that 
pinpoints the specific barriers to and facilitators of CHWs 
programme.7 18 21 In 2007, WHO introduced health 
systems building block framework, as a global standard, 
that is widely considered as a national (macro level) 
health system planning and monitoring framework.20 
The six building blocks include service delivery, health 
workforce, information, medical products and technol-
ogies, financing and leadership and governance.20 While 
community health programmes are conceptually and 
operationally related to specific community settings, the 
framework neglects context-based community health 
system building.

Recently, there has been growing interest in consid-
ering factors defined at multiple levels in public health 
research and intervention using social-ecological frame-
work. Social-ecological, multilevel framework is particu-
larly appropriate for research designs where data from 
participants are organised at more than one level. The 
framework is also ideal for examining how different 
levels of determinant of health are interdependent.29–32 
This kind of approach allows multilevel context under-
standing and response from individual, to interpersonal, 
to community and to system-level determinants of CHWs’ 
engagement.

To our knowledge, no systematic review has addressed 
the perceived barriers to and enablers of different levels 
of determinants of the CHWs’ effectiveness in SSA. The 
objective of this systematic review is thus to examine 
perceived barriers to and enablers of different levels of 
determinants of the CHWs’ engagement in ensuring 
MCH equity and a resilient community health system 
in SSA. It is expected that such organised evidence will 
provide a comprehensive understanding of the multi-
level determinants of CHWs’ effectiveness. Also, the 
review findings may inform health policy actors and 
practitioners to adopt tailored multilevel MCH/CHWs 
programmes guided by a socio-ecological framework.

This systematic review was guided by the following 
question: What are the CHWs’ perceived barriers to 
and facilitators of effectiveness of CHWs to ensure MCH 
equity and a resilient community health system in SSA?

METHODS
Registration and reporting
We registered a protocol for this review on PROSPERO 
(registration ID: CRD42020206874). Hence, this review 
is reported in accordance with the reporting guidance 
provided in the Preferred Reporting Items for System-
atic Reviews and Meta-Analyses Protocols (PRISMA-P) 
statement33 (online supplemental file 1). This review 
was conducted following the Cochrane Collaboration 
Handbook of Systematic Reviews.34 Our systematic review 

is organised in accordance with the reporting guidance 
provided in the PRISMA statement33 and the Enhancing 
Transparency in Reporting the Synthesis of Qualitative 
Research statement.35

Eligibility: inclusion and exclusion criteria
This is a qualitative review based on the lived experi-
ences of CHWs providing MCH services in SSA. As such, 
we included qualitative studies published in English, 
between January 2000 and September 2021, and in SSA. 
Since the launch of Millennium Development Goals 
in 2000, the quality of interventions targeting MCH in 
low-income and middle-income countries has improved 
starkly. This has continued with the launch of the current 
SDGs in 2015. Hence, 2000–2021 represents the period 
where substantial international resources were chan-
nelled towards alleviating the poor state of MCH in low-
income and middle-income countries. Included studies 
were selected based on inclusion and exclusion criteria. 
The eligibility criteria were organised using the Popula-
tion, Intervention, Control group, Outcome and Study 
design framework (table 1).

Information sources, searching and study selection
Electronic searches: the primary source of literature was 
based on a structured search of the following major elec-
tronic databases: Medline (Ovid), EMBASE, CINAHL 
and Global Health for relevant peer-reviewed articles 
published between 2000 and 2021. The search strategies 
were designed to access published materials in three 
stages. (i) A limited search of Ovid Medline to identify 
relevant keywords contained in the title, abstract and 
subject descriptors. (ii) Terms identified in this way, and 
the synonyms used by Ovid Medline, EMBASE, CINAHL 
and Global Health are used in an extensive search of 
the literature. (iii) We perused the reference lists of the 
review eligible full-text articles to identify and include 
more relevant articles that may have been missed by the 
databases (eg, not indexed). The search was designed 
and conducted by the review team, which includes three 
experienced public health researchers, in collaboration 
with a Health Sciences librarian. This team composi-
tion and collaboration with the information specialist 
helped to optimise the searching, retrieval of relevant 
citations, citation management, source selection and 
bias assessment. The search included a broad range of 
Medical Subject Headings terms and keywords related 
to MCH services, CHWs, facilitators/enablers, barriers/
challenges, effectiveness, qualitative and mixed method 
study and SSA countries. See online supplemental file 2 
for more information on the search strategy.

Screening and selection of studies
The articles retrieved from searches in each database 
were first uploaded into the Covidence article online 
management system. Then, two authors (ATG and OO) 
screened the articles in Covidence database for their 
relevance and eligibility to the review. Specifically, this 

https://dx.doi.org/10.1136/bmjgh-2021-008162
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included title and abstract screening, followed by full-
text screening against the eligibility criteria for studies 
deemed potentially eligible. At both stages, disputes were 
resolved through discussion. The PRISMA flow chart was 
used to document the selection process.36

Assessment of methodological quality
Methodological rigour in this review was conducted by 
two (ATG and OO) independent reviewers to critically 
appraise the methodological validity of the included 
studies using the appropriate Critical Appraisal Skills 
Programme (CASP) checklists. The domains of the CASP 
checklists was used to assess the credibility of the findings 
and the rigour of the studies.37 The use of these ques-
tions guided the reviewers when critically appraising the 
articles. The tool has 10 questions that each focuses on 
a different methodological aspect of a qualitative study. 
We used the scoring system developed by Butler et al 
to rate studies as high quality, moderate quality or low 
quality and report individual study assessments score.38 
Reviewers determined the quality of the questions using 
three weighting categories: 1 point for each ‘yes’, 0.5 
points for ‘cannot tell’ and 0 points for ‘no’. Accord-
ingly, included studies were assigned an overall score of 

‘high’ (9–10), ‘moderate’ (7.5–9) or ‘low’ (<7.5) overall 
quality. We did not exclude or weighted based on their 
quality. The results of the appraisal instead were used to 
inform data interpretation and help confirm the validity 
of review findings and conclusions. Differences in the 
quality assessment were first resolved through discus-
sion between ATG and OO. In the absence of consensus, 
the disagreements were reviewed and resolved through 
discussion with the third reviewer (SY).

Data extraction and management
Following full-text screening, data were independently 
extracted from the retrieved eligible studies by two 
of the reviewers (ATG and OO). Disagreements were 
settled through discussion with a third reviewer (SY). 
The authors adapted a data collection from a standard-
ised Cochrane library form, based on the needs of the 
review.39

ATG and OO extracted data, including all details 
specific to the review question required fulfil the require-
ments for a framework analysis. These details included 
the following information from each article: authors and 
publication year, study setting, study objective, data collec-
tion methods, number of CHW participants; different 

Table 1  Study selection: inclusion and exclusion criteria

PICOS strategy Inclusion criteria Exclusion criteria

Population 	► CHWs based in community setting and under public 
health systems.

	► CHWs in countries of sub-Saharan Africa, which 
includes countries in Eastern, Central, Western and 
Southern regions of African continents.

	► CHWs in clinical health setting.
	► Studies reporting on other health workers’ 
perspective like nurses, midwiferies, etc.

	► CHW-based research conducted outside 
of SSA countries.

Intervention 	► No specific intervention.
	► Eligible studies involved different engagement of CHWs 
to enhance MCH programmes through health promotion 
and education, information dissemination, immunisation, 
home visit, follow-up, linkage/referral and delivery 
services and the like.

	► CHWs programme of MCH include family planning, 
antenatal care, delivery, postnatal care, breast feeding, 
immunisation/vaccination and newborn services for 
mothers and under-five children in public health system 
in SSA.

	► Other CHWs activities or non-MCH 
programme like studies on environmental 
health, malaria, sanitation and the like.

	► CHWs research based not in a community 
setting, studies in clinical setting.

Comparison 	► There was no comparison group for this study. 	► No comparison.

Outcome 	► CHWs’ perceived barriers to and facilitators of 
effectiveness on CHWs/MCH.

	► Multilevel determinants of CHWs’ engagement to ensure 
MCH equity and a resilient community health system.

	► Perceived barriers to and facilitators of 
effectiveness of CHWs on their non-MCH 
activities.

Study design 	► Qualitative and mixed-method studies based on lived 
experience of CHWs.

	► The publication types include peer-reviewed primary 
research studies, and grey literature documents such 
as institutional reports, working papers and theses and 
dissertations.

	► Published in English and published between January 
2000 and September 2021in SSA were considered.

	► Quantitative studies.
	► Articles summaries, commentaries, 
conference abstract only and/or lack 
retrievable full text.

	► Studies conducted before January 2000 
and published in languages other than 
English language.

CHWs, community health workers; MCH, maternal and child health; SSA, sub-Saharan Africa .
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levels of CHWs’ perceived barriers to and facilitators of 
effectiveness of CHWs’ engagement in MCH programme 
and in building a resilient community health system.

Data synthesis
We used the Cochrane Handbook of Systematic Reviews 
of Interventions to report the results. A PRISMA flow 
chart is used to present the process of study selection for 
both the overview and the systematic review. Evidence 
tables of an overall description of the included studies, 
including data from each paper that provided details of 
study characteristics like the authors and year, setting, 
objective, country, study type and participant characteris-
tics/gender are used to build evidence tables for eligible 
studies to provide an overall description of included 
studies.

We used the ‘best fit’ framework method as a system-
atic and flexible approach in analysing the qualitative 
data.40–42 Framework-based synthesis using the ‘best fit’ 
strategy is a highly pragmatic and useful approach for a 
range of policy-related questions and for understanding 
complex context.43 44 Framework analysis is a five-stage 
process that includes familiarisation with the data, iden-
tifying a thematic framework, indexing (applying the 
framework), charting and mapping and interpretation.45 
Based on multiple team discussions, we selected the socio-
ecological framework,29 30 due to its unique emphasis on 
multilevel determinants of health intervention success 
or failure. The socio-ecological framework posits that 
factors at various levels uniquely and jointly contribute 
to health interventions. The socio-ecological frame-
work was used to identify the multilevel determinants of 
perceived barriers to and enablers of CHWs' effectiveness 
in building a resilent community health system: These 
multilevels include: individual (CHWs competency), to 
interpersonal, to community and to health system-level 
determinants of effective CHWs programme.26 29 30 46

A reviewer coded the data into the four levels/domains 
of the socio-ecological framework (see online supple-
mental file 3), using a matrix spreadsheet to facilitate 
analysis; this was verified by a second reviewer. Mapping 
involved examining the concordant findings, discon-
formity data and associations between themes and 
subthemes. Interpretations were guided by our review 
objectives as well as the emerging themes. Mapping and 
interpretation were done through discussion with the 
entire review team.

Patient and public involvement
As our study is based on secondary data sources, there was 
no direct patient or public involvement in this research.

Confidence in the evidence
We used the Confidence in the Evidence from Reviews 
of Qualitative research (CERQual) tool47 to assess the 
confidence of the key findings of this review. We defined 
a key finding as the analytic output (eg, multilevel theme, 
facilitators and barriers) from our qualitative evidence 

synthesis, based on data from primary studies. CERQual 
evaluation is based on four criteria: the methodological 
limitations of the included studies that support a review 
finding, the relevance of the included studies to the 
review question, the coherence of the review findings 
and the adequacy of the data that contributes to a review 
finding.

RESULTS
Characteristics of included articles
Figure  1 shows the PRISMA flow chart representing 
the stages of study selection, screening and inclusion 
process for this review. We imported 1561 references for 
screening in Covidence, which automatically removed 
230 duplicates, leaving us with 1331 studies to screen for 
title and abstract screening. We assessed 72 studies for 
full-text eligibility, of which only 9 were included.48–56

Table  2 shows the characteristics of the included 
studies. Included studies were from six SSA countries: 
Uganda (2), South Africa (1), Tanzania (1), Ethiopia 
(2), Angola (1) and Rwanda (2). Most of the studies were 
conducted in rural health settings and most of the partic-
ipants (CHWs) were female.

Quality appraisal
Overall, eight of the studies had a high methodolog-
ical quality, while one had a moderate methodological 
quality (table 3). Studies with a moderate quality did not 
adequately explain the potential bias and the theme anal-
ysis process.

Framework analysis: multilevel perceived barriers to and 
facilitators of CHWs’ effectiveness
Using socio-ecological framework analysis (table 4), we iden-
tified four levels of determinants of CHWs’ effectiveness to 

Figure 1  Preferred Reporting Items for Systematic Reviews 
and Meta-Analyses flow chart.

https://dx.doi.org/10.1136/bmjgh-2021-008162
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ensure MCH: individual/CHWs, interpersonal, community 
and health stream and logistics. The summary of the key 
themes and subthemes of perceived barriers to and facil-
itators of multilevel determinants of CHWs are presented 
below (for the details, see online supplemental file 3).

Key findings
Our review identified four levels of determinants of effec-
tive CHWs/MCH programme in SSA. Under each level, 
we identified perceived barriers to and facilitators of 
CHWs/MCH programme effectiveness.

Multilevel perceived barriers to CHWs’ effectiveness
Our review identified four key themes and eight 
subthemes of perceived barriers to CHWs/MCH 
programme effectiveness.

Individual level
Lack of competence
The subthemes include:

(i) Knowledge and skill gap: CHWs had low satis-
faction because of the limited trainings content and 
quality.48–52 54 55

…we call the Traditional Birth Attendants (TBAs) to assist 
labour due to the skill gap and [low] confidence we have. 
…we attend the deliveries with their help.54

(ii) Lack of motivation: because of their inadequate 
training and competence demotivation was noted among 
the CHWs.48–50 54

CHWs need more motivation, motivation is dropping with 
time. I think this lack of motivation may increase the turn-
over rate.48

Interpersonal level
Lack of collaboration
The subthemes include:

(i) Weak teambuilding: there was a weak supportive 
team approach that hindered CHWs deliverables.49–51 56

The healthcare workers don’t support our work at all…they 
don’t respect us at all. They don’t think the referrals are im-
portant to them; they just throw them away and don’t even 
want to hear about them. They even ask patients whether they 
think it is the referral we give them that will treat them.56

(ii) Weak communication strategies: there was an 
absence of effective interpersonal communication strate-
gies in both personal and professional settings.50 51 56

I think we have to know where exactly we must refer a per-
son … or who we must call …50

Community level
The sociocultural influence
The subthemes include:

(i) Cultural beliefs and practices: pregnancy and 
newborn are surrounded by many cultural beliefs and 
traditional practices.49 50 52

… sometimes the mother doesn’t open the home for 
you…, and sometimes even if you go to the home, rocks 
are thrown at you.50

(ii) Gender prejudice: gender is a sociocultural 
construct that refers to the characteristics of women and 
men. Gender norms and roles affected MCH service 
utilisation in some cases. For instance, pregnancy and 
newborn are surrounded by many cultural beliefs and 
traditional practices.52 54 Some pregnant women prefer 
to give birth at the health post where the female CHWs 
work, but those CHWs have no training and equipment 
to provide delivery service.52 54

At the health post (where a female CHWs work), they can 
tell us their secrets like a sister—they can’t talk about these 
things to people they don’t know …52

Health system and logistics level
Fragile health and logistics system
The subthemes include:

Table 4  CERQual summary of findings

Outcome

CERQual assessment 
of confidence in the 
evidence Explanation of CERQual assessment

Number of studies 
contributing to the 
review finding

Perceived barriers 
to and facilitators 
of

Moderate confidence Majority of the studies were consistent in reporting 
barriers to and facilitators of CHWs’ effectiveness based 
on the lived experience of CHWs.
Minor concerns were attributed to small sample size 
influences generalisability to SSA. This may be due to our 
review limitation.

9

Different levels of 
determinants of of 
CHWs

Low confidence Significant concerns were raised regarding the 
generalisability of study findings due to methodological 
limitations, such as limited/ absence of multilevel analysis 
of determinant of CHWs’ effectiveness based on the lived 
experience of CHWs. Other concerns were about the 
research design (lack of multilevel analysis).

9

CERQual, Confidence in the Evidence from Reviews of Qualitative research; CHW, community health worker; SSA, sub-Saharan Africa.

https://dx.doi.org/10.1136/bmjgh-2021-008162
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(i) Fragmentation of empowerment of CHWs 
programme: fragmentation of empowerment of CHWs 
programme was due to various factors: insufficient 
and lack of continuity of coordination of CHWs/MCH 
programme; training and professional development 
strategy; motivation strategies; referral and supportive 
supervision that can directly or indirectly affect the 
MCH service accessibility and health outcome policy/
system.48–56

Almost one year now and I do not have a referral book; 
sometimes I just write the referral on a piece of paper…50

(ii) Logistics and basic supply/resource challenge: 
CHWs experienced multiple challenges to undertake 
their work and their effectiveness. These challenges 
include lack of essential medical devices, lack of office 
materials for the job, limited access to ambulance service, 
transportation challenge and absence of health facility in 
the neighbourhood and the like.48 49 51–55

When you make promises and do not deliver on these 
promises, this begins to discredit our work. ‘Give me a mos-
quito net?’ ‘No, next week we’ll bring’ successively and we 
start to lose that confidence from our families.53

Mothers at times deliver on the way to the health centre 
before an ambulance comes.55

Multilevel perceived facilitators of CHWs’ effectiveness
Our review identified four key themes and eight 
subthemes of perceived facilitators of CHWs/MCH 
programme effectiveness.

Individual level
CHWs empowerment
The subthemes include:

(i) Continuous training and professional development 
strategy: continuous training and professional develop-
ment empowered CHWs by raising their competency, job 
satisfaction and work outcomes.50 51 53 (ii) Mobile tech-
nology access and use: CHWs were very pleased to use 
technology to enhance their performance on MCH.48 55

Using RapidSMS ‘We can send a message in case the moth-
er has a problem because there is a code for that’.55

(iii) Positive attitude: our review revealed CHWs love 
their job and willing to provide service for their commu-
nity.48 50 54

…they [the clients] are our mothers as well, and we are 
serving our own community. Their children are our chil-
dren, and the community is my community.54

Interpersonal level
Interpersonal effectiveness
The subthemes include:

(i) Interpersonal trust: CHWs are trusted by the 
community they serve, there is a mutual trust between 
CHWs and the community.49 51 52

… The kebele officials and the community give a witness 
about their satisfaction.54

(ii) Supportive supervision: CHWs had a positive 
attitude towards supportive supervision, as it provided 
opportunity for constructive feedback, mentoring and 
motivation.54 56

If the woreda (district) supervisors come and see our work, 
we will be happy. We need encouragement from the wore-
da officials. We will be encouraged by the appreciation for 
our good work, but our morale will be affected if our good 
work is ignored.54

Community level
Institutionalisation of community engagement
The subthemes include:

(i) Community participation: community ownership 
developed through engaging the various social structures 
that exist in the community.49 52 54

Sometimes the community with the kebel (village) admin-
istration gather and evaluate our performance… The ke-
bele officials and the community give a witness about their 
satisfaction.54

(ii) Culturally relevant health access: CHWs capital-
ised on social networks to identify pregnant women who 
would become new clients, learn about births and child 
health.49 52 54

We are like family. … I learnt that they prefer us to the 
others at the health center. We go home to home, and we 
know how people live…Women feel comfortable with us…
once I explained to a woman that she should go to the 
health center because it is a good facility. She replied that 
she preferred the friendly approach and not the facility.52

Health system and logistic level
Integration and technology
The subthemes include:

(i) Integration of CHWs into health systems: this 
describes different interconnecting levels of health 
system service, supply chain, data sources for better 
health access and outcome.49 51 52

Now the community recognizes us because in the past we 
were only providing service to specific program, but now 
we are dealing with almost every health system.51

(ii) Digital initiatives: it was an initiative that demon-
strated the integration of technology into CHWs 
programme to enhance MCH service outcome and infor-
mation access. RapidSMS is helping in achieving loca-
tion, information, context and time challenges.48 55

RapidSMS has helped a lot to prevent maternal, child and 
neonatal death…48

Confidence in the evidence
The GRADE-CERQual confidence in findings ranged 
from very low to moderate (table 4). Confidence levels 
were downgraded due to methodological limitations, 
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lack of multilevel design and analysis of determinants 
of CHWs’ effectiveness based on the lived experience of 
CHWs.

DISCUSSION
To our knowledge, this is the first review that has 
attempted to examine the multilevel determinants for 
an effective CHWs/MCH programme to enhance MCH 
equity and a resilent community health system in SSA. 
Using socio-ecological framework analysis (table  4), we 
identified four levels of CHWs/MCH programme deter-
minants: individual/CHWs, interpersonal, community 
and health stream and logistics. Under each level, we 
identified perceived barriers to and facilitators of CHWs/
MCH programme effectiveness. Despite the significant 
body of research on the topic, few studies examined 
multilevel determinants of CHWs based on lived experi-
ence of CHWs/MCH in SSA. There is a need to capture 
the CHWs’ experience and voice in order to better 
inform CHWs and a resilient community health system 
based on context.

Addressing the multilevel barriers
The perceived barriers at the individual level indicate 
that CHWs felt incompetent due to lack of knowledge, 
skill and motivation to provide MCH service effectively 
and confidently.48–52 54 55 This finding is mostly consistent 
with previous primary and secondary studies conducted 
in Africa and internationally.2 27 57 Despite the impor-
tance of CHWs as frontline workers in the primary health 
system, evidence from CHW programmes shows that 
these health workers often lack the knowledge necessary 
to safely and effectively perform their responsibilities.19 
However, there is no universal standard regarding the 
level of training required for CHWs and their scope of 
service. CHWs find it difficult to adopt and use digital 
health solutions due to insufficient training on new 
digital tools, weak technical support, issues of internet 
connectivity and other administrative related chal-
lenges.2 58 As evidenced in this review, a high workload 
was reported by CHWs, and this resulted in lower motiva-
tion and ultimately lower performance.27 Hence, sustain-
able empowerment is crucial to address the challenge of 
CHWs’ empowerment. In particular, sustainable empow-
erment can help to provide CHWs with the resources, 
authority, opportunity and motivation to enhance their 
performance, as well as hold them accountable for their 
actions and improve their proficiency.

In terms of perceived barriers to the interpersonal level, 
our review identified poor team work, poor collaboration 
and insufficient communication mechanisms between 
health system actors and CHWs.49–51 56 Our finding is 
consistent with a study conducted in South Africa, where 
some CHWs described a good relationship between CHWs 
and professional health workers. Other CHWs in the study 
reported that their referrals were not accepted by clinic 
staff, and that some clinic staff lacked confidence and 

trust in CHWs’ ability to provide appropriate services.59 
CHWs need to collaborate and communicate with other 
health system workers in ways that promote connectivity 
and enhance MCH outcomes. Also, as health brokers 
between the community and health systems, CHWs need 
effective communication skill. Building a strong collab-
oration among all level health workers can enhance 
CHWs’ inclusiveness and increases their job motivation.59 
Developing shared and common goals, building effec-
tive working relationships, reducing the ambiguity of 
team members’ role and mutual accountability are some 
of the ways in which an effective team building between 
CHWs and other members of the health system can be 
achieved.27 Despite the importance of effective commu-
nication to build trust, there is a lack of specific evidence 
on the interpersonal skills of CHWs necessary for their 
interaction within the health system and collaboration 
with community and other stakeholders.

In terms of perceived barriers to the community-level 
determinants of CHWs’ effectiveness, sociocultural 
context was identified as key influencer of MCH service 
utilisation.49 49 50 50 52 52 Some barriers to CHWs’ effec-
tiveness are not a product of the health system itself, but 
rather arise from the context in which the CHWs work. 
Sociocultural context can affect CHWs’ performance and 
acceptance.19 27 57 According to a study conducted in Ethi-
opia, a number of women in the community preferred 
to give birth at home assisted by traditional birth atten-
dants (TBAs), rather than soliciting the support of 
CHWs during labour or birth,52 TBAs were more cultur-
ally accepted. In addition, gender prejudice is another 
impediment to access MCH. Our findings show that 
pregnant women expressed preference for female CHWs 
to attend to their health needs and had low interest to 
be seen by male health workers at the health centre.52 60 
From the health service supply perspective, addressing 
the community-level barriers requires a strong state-
society synergy to focus on a resilient community health 
system building and to focus beyond specific short-term 
CHWs programme outcomes. In addition, from the 
health service demand perspective, such problems also 
need to be addressed in the framework of social determi-
nants of MCH.61

At the structural level, fragmentation of empowerment 
strategies relating to CHW/MCH programmes was iden-
tified as a key barrier of CHWs programme effectiveness 
in this review.48–56 Previous studies have identified those 
manifestation as a lack of empowerment and cause of 
underperformance of CHWs.9 18 20 25 57 62 63 However, we 
argue that it is not the lack of empowerment, but rather 
the fragmentation of empowerment strategies that 
undermines the efforts and performance of CHWs and 
MCH outcomes. Thus, the fragmentation of empower-
ment strategies relating to CHW/MCH programmes is 
one of the major causes of the fragile health and logistics 
system in SSA. Fragility is the insufficient capacity of the 
state, system and/or communities to manage, absorb or 
mitigate risks.2
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The fragmentation of CHWs empowerment strategies 
is linked with the lack of health system level thinking 
and insufficient budget allocation by countries in SSA 
and international donors. Therefore, there is a need for 
countries in SSA and international health initiatives to 
streamline their funding to build a resilient health system 
and ensure that CHWs programmes are well funded. 
There is also a need for actors in the CHWs programme 
to implement a strong context-based CHWs programme 
planning and monitoring system to ensure the creation 
of a more resilient community health system.

Enhancing the multilevel facilitators
Scaling up the success factor of CHWs programme is a 
path to transforming CHWs programmes while ensuring 
MCH equity in the era of SDG and beyond. At the indi-
vidual level, CHWs need sustainable empowerment to 
enhance their professional capability and to deliver 
improved MCH services through continuous profes-
sional development strategy, and digitally supported 
approach.48 50 51 53 55 This review showed that effective-
ness of CHWs’ engagement is associated with discrete 
incentives and intrinsic motivation that corresponds with 
their job demands, complexity, number of hours worked, 
training and the roles they undertake.17 27 64 65

The perceived facilitator of CHWs’ effectiveness 
regarding the interpersonal level including interpersonal 
trust, peer support and supervision were positively related 
to CHWs’ performance.49 51 52 54 56 CHWs are enthusiastic 
about providing related services, and pregnant women 
and their families are willing to listen to the CHWs and 
to respond to referral. CHWs are a trusted members of 
the communities they serve.66 67 In the literature, mutual 
trust between CHWs and patients has proven to facil-
itate smooth delivery of CHWs’ work, and to lead to 
better satisfaction.27 67 Hence, CHWs have the potential 
to serve as catalyst to improve health service utilisation. 
Some community members do not trust the CHWs for 
the reason that they are not adequately trained to handle 
some health-related confidentiality.68 In a multisite study 
based in Bangladesh, Ethiopia, Indonesia, Kenya, Malawi 
and Mozambique, the authors found that the lack of 
trust led to lower CHW motivation and performance. 
Supportive on-site visits, mentoring and feedback can 
enhance the motivation and performance of CHWs. In 
South Africa, supervisors raised communication skill of 
CHWs through mentoring and feedback.59

In terms of perceived facilitators at the community level, 
the review highlights the importance of institutionalisa-
tion of community engagement for better CHW/MCH 
programme effectiveness.49 52 54 CHWs have an interme-
diate position, bridging the community and the health 
system, and act as cultural brokers and social change 
agent.64 Institutionalisation of community engagement 
is key to enhancing community participation while 
planning, promoting and monitoring community-based 
health systems. In several studies, embedment of CHWs 
in community was found to improve the health system 

performance and outcome performance and credi-
bility.27 69 Such engagement could help the realisation 
of social accountability, culturally relevant health access 
and overcoming some of the sociocultural barriers iden-
tified by this review .52 54 For example, CHWs in Uganda 
felt that they needed increased support from community 
leaders in order to alleviate community stigma towards 
family planning.19 However, there is insufficient evidence 
on institutionalisation of community engagement, in the 
context of a strong state-society relations to scale up the 
success lessons and address the failure at local commu-
nity health system.

Regarding structural level of determinants of CHWs, 
our review identified integration of CHWs programme 
into health systems and digital technology initiatives as a 
perceived facilitator of CHWs’ effectiveness in improving 
MCH access.49 51 52 Integration of CHWs into the health 
system is among the key factors of a successful CHW 
programme.70 Increasingly, health systems are shifting 
tasks formerly performed by clinic staff to CHWs as a 
strategy to resolve human resources shortages.19 On 
the other hand, effective integration of CHWs into the 
health system requires working with multisectoral stake-
holders. For example in Tanzania, integration has not 
been optimal because of inadequate planning, logistic 
and technical resource constraints.71 More evidence are 
needed on integration of CHWs into the health system 
for evidence-based policy and scaling up the good prac-
tices.72 In addition, our review highlights empowering 
CHWs with technology solutions is showing a prom-
ising result; mobile health has considerable potential 
to reach many individuals, even in settings with limited 
infrastructure and human resources.48 55 Our finding is 
consistent with other findings.58 73 Digitally supported 
CHW programmes have been shown to increase CHW 
performance across a range of geographical locations 
and contexts. For example, escalating mobile-based 
reminders resulted in 86% reduction in the number of 
days a CHW’s routine visits were overdue.74 75

Overall, the socio-ecological framework provided a 
lens for understanding the diverse context that impedes 
or enhance CHWs’ engagement and effectiveness at 
different levels.

Limitation and strengths
This study has multiple limitations that can create 
publication bias. First, we excluded CHWs studies not 
reported in the English language, which can result in 
the exclusion of valuable data from research based on 
other languages, such as French, Swahili or Arabic. We 
have no studies from West African countries. The second 
limitation is that data for the study were only retrieved 
from four online databases, including MEDLINE, Global 
Health, Web of Science and EMBASE. Despite using a 
rigorous search strategy, our review resulted in few qual-
itative studies based on the lived experiences of CHWs.

Nevertheless, our systematic review has identified 
multilevel perceived barriers to and facilitators of CHWs’ 
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effectiveness to ensure MCH equity and a resilent 
community health system in SSA. One of the strengths 
of this review is that the process undertaken was system-
atically documented, enabling the audience to assess for 
bias and credibility. The iterative step-by-step process 
adhered to when conducting this study, as stipulated in 
the ‘Methods’ section of this review, enabled the minimi-
sation of possible bias at the various stages involved. Such 
an evidence base has the potential to provide an oppor-
tunity to better plan and implement and improve MCH. 
Hence, this review would be of value to decision makers, 
policy makers, practitioners and members of the commu-
nity with interest in supporting the MCH equity and a 
resilient community health. Additionally, this review 
would contribute to the campaign for transformation 
of CHWs through tailored multilevel intervention and 
sustainable CHWs empowerment strategies to address 
the barriers and enhance the facilitators of MCH equity 
and a resilient community health system.

CONCLUSION
In SSA, the transformation of CHWs programmes should 
be a priority to ensure MCH equity and a resilient health 
system in the era of SDG and beyond through adopting 
tailored multilevel MCH/CHW programme guided by 
the socio-ecological framework. Our study has revealed 
that the effectiveness of CHWs is determined beyond a 
particular WHO health system building blocks; multi-
level reinforcing and interdependent contextual factors 
determine the effectiveness of CHWs. Effective CHWs 
programmes require an understanding of the multi-
level socio-ecological context of the CHWs to address 
the system-wide contextual barriers and to scale up the 
facilitators. The findings from this review have several 
implications for future policy and research on CHWs/
MCH programme planning, empowering and moni-
toring. However, from a socio-ecological perspective and 
what can be inferred from the studies included in this 
review, future research should focus on multilevel inter-
ventions, impact of fragmentation of empowerment on 
CHW/MCH programme, trust building, culturally rele-
vant MCH access and improving poor referral systems to 
enhance MCH equity and a resilient community health 
system.
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