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EXECUTIVEUMMARY

Background

Kenya has a national policy known as the Community Health Strategy, @006) aimed at
reforming primary health care at the community level as a result of declining health
indicators. The strategis based orthe use of volunteers referred to @&ommunity Health
Workers (CHWS) linked to primary health facilities through Community Health Extension
Workers (CHEWSJheprogranme has been implemented with varying degrees of success

in governmentrun primary health services as well @svertical progranmes run by non
governmental organizations (NGOs). The strategy is currently undergoing review with the
aim of increasing the number of CHEWSs and their responsibilities and revising the role and
number of CHWSs to address shortcomings of the current strategy and aligrwiith
successful models in other countries.

Wwo! /1 h!¢Y wSIEOKAY3 2dziil | yRtoORYYHy A GRY & KSR @
a fiveyear multicountry projectfunded by the Europan Union EU whose aim is to
maximize the equity, effectiveness and efficiency of cimsseommunity (CTC)ervices in

rural areas and urban slums in six countrigangladesh, Ethiopidandonesia, Kenya, Malawi
andMozambique This study represents tHest phase of REACHOWAhichaimsto identify
contextual factors that influence the performance of CTC providers and services in Kenya.
The results will inform implementation of two improvement cycles to test interventions for
improving CTC performancadtheir contribution to CTC services.

Methods
We conducted the study through a desk review, qualitative study and stakeholder mapping.

The desk reviewas done by reviewing secondatiata on programmes that involve CTC
providers in Kenya. We reviewegburnal articles, policy documents, grey literature,
programme reports and stakeholder consultations with partners and the Division of
CommunityHealth Services

Stakeholder mapping We identified stakeholders involved in community health
programmes through consultations with LVCT staff and other local partners/NGOs and input
from the country advisory group members and the Division of Community Health Services.

The gualitative studgdopted a descriptive exploratory design.

Study sitesWe conductedthe study in Nairobi anditui, selected due to the presence of
Fdzy QliA2ylf O2YYdzyAileée dzyAda FyR [/ ¢Qa KAaO2N
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Study respondentsVe identified qualitative study participants from those involvador
linkedwith the CommunityHealth Srategy at various levels including services users (clients
of CTC antiome-basedtesting andcounselling(HBT¢ services), service providers (CHWS,
CHEWSs and HBTC coutwsl), health managers and policymakerdha national level.

SamplingWe usedpurposive sampling.

Data collection tootsWe collected data usinfpcus group discussiorFGD guides,semi-
structured interview (SSljuides andgemi-structured questionnaires.

Data management The data collection staff were trained in FGD facitatiand SSI
techniques. We piloted the tools prior to data collection and coded the data to ensure
confidentiality. We counterchecked transcribed data against the audio files.

Data analysisWe uploaded all collected qualitative data into Nvivo versiorfdrGanalysis.

We held a data analysis workshop with all the data collectfasilitated by senior
researchers fronthe Liverpool School of Tropical Medicine (LSTM) @iedRoyal Tropical
Institute, Netherlands (KIT). Data were triangulated across methodgrther explore and
understand the findings. We made a presentation of preliminary findings to the local
stakeholders during an operations research technical working group meeting to validate the
outcomes.

Keyfindings

We found that generally th€ommunity Health $ategy was being implemented to deliver
primary health care servicebut there was some variation from the policy in the areas of
training, supervision and incentives. CHWs were accepted and appreciated by the health
workers and communitiesand community members reported that they had been linked to
health services by the providers and tlmmunitieshad adoped healthy practices.

The Kenya Community Health Strategy: policy vs. practic@he Community Health
Strategy was the national fioy being used during implementation but with variations in
the number of CHWs utilized, the training offered, data collection tools utilized and
supervision mechanism&TC services were mainly in the areas of maternal and child health,
water and sanitabn and verticalprogramme focus areas of HIV antuberculosis.The
facility managers anistrict Health Management Tea(@HMT) members who were not
directly involved with the CTC providers did not have adequate knowledge on the guidelines
and were not awre of the ongoing review.

Community engagement and expectations:The qualitative study revealed that the
community was involved ithe recruitment and selection of the volunteer CHWS, but not
CHEWSs. The dialogue and action dimyshe communityto givefeedback were not always
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carried out and were dependent on partner (NGO) support. The community was not
adequately aware ofts role or that of others in theCommunity Health Strategyvhich
hamperedits ongoing support and participatiorCommunity memberexpected curative
services and supplies such as bed nets from Chhgh were not availableresulting in
frustrationsamong thecommunity and CTC provider

Supervision:We found that the supervisors at community level did not have a clear
guideline with inconsistency in the methods and frequency of supervision. The challenges in
supervision included inadequate transport provisianheavy workload fosupervisos and
inadequate training on supervision (s#&otcause analysis and problem statemeis

Integration of HIV inthe Community Health StrategywWe found that there was support at
all levels for a trained CTC provider providing HBTC services to the commiaty
literature showed its potential to addres stigma associated with faciibased HV testing
and counselling Challenges identified included lack of trainingfor CHEWsin HBTC,
inadequate test kits and possible community rejection due to stigmaadiedr of breeches
of confidentiality by CT@roviders.

Incentives:Though there was a policy atipends for CHW, the volunteer CHWSs received
minimal monetary incentives or none at all and were sometimes forced to use their own
resources to subsigé services. Nomonetary incentives included commity recognition

and positive changein the health ofthe community. The lack of financie@wardswas a
major disincentive for the volunteer CTC providerd was perceived as having led to
attrition amongCHWSs.

Workload: We found that CHEWSs played aodble role andthat often facility-based
responsibilities were priorited over community work. The CH®grkload was not clearly
defined, and practice differed from one unit to another. The number of households per
CHW was clearly stipulated in policytlalid not factor in the different population densities
across the country. CHW attritiorthe small number ofCTC providers and multiple
workloads from vertical programes contributed to theheavyworkload for CHWS.

Referral: We found that CTC programes resulted in higher utilization of some faciity
based servicesas CTC providers were involved in client referral to and from the link health
facility. The community expected transport to the link facility and preferential treatment on
arrival. The refemal process was hampered by long distances to health facilai¢sck of
transport and inadequate supplies or services at the link facility.

Discussionlt is evident that CTC providers are well accepted and play an important role in
health service mvision at the communityevel As the new strategy is being developed and
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rolled out, it is important toclosethe gap between policy and practice by ensuring that the
users and beneficiaries are involved in its development and it is widely disseminated.

There isa need to increase community participation duripgogramme design, recruitment
and implementation ando improvewaysof mobilizing available material and nomaterial
resources in the community to assist implementation. CHW and CHEW trahmgd
incorporate community engagement to increase community support beyond recruitment.

I ¢/ LINPGARSNBQ OFLI OAGE &AK2dzZ R 0SS odzAaftd |
preventive, basic curative services and simple rapid diagnostic tests sowilasa and HIV.

Referral systems should be strengthened by addressing health systems challenges such as
the quality and availability of services, supplies in the facilities and transport through
ambulances or other locally availalptions CHWs and CHESMvere willing and should be

trained to deliver HBTCthereby ensuringthe integration of HIV servicedn the strategy.

Training and quality assurance of providers and community education on confidentiality can

help to address HIV/AIDS stigma.

Standardied training of supervisors and community health committee members
accompanied by harmonized guidelines and standard operating procedures for supervision
should be provided as part of a broader quality assurance packageefstrategy. Lessons

can be drawm from the HIV testing and coun$ia programme, which has a national quality
assuranceomponent The multiple reporting lines should be eliminated.

CHEWSQworkload should be eased by avoiding the double role of working in the health
facility and the coomunity. Workload levels should be systematically calculated considering
the package of carto be offered andhe population and geographical area to be covered.
The workload of voluntary CHWSs needs to consider their personal family responsibilities.

Non-material incentives should be identified and strengthened to motivate CTC providers
and reduce attrition. Financial incentives should be realistic and based on what the
government or communities can afford to sustaincomegenerating activities that kdw

CHWs to earn a stipend should be encouraged. Policy guidance on incentives should avoid
being prescriptiveto allow communitiego develop practical suggestions.

Implications andways forward for quality improvementcycles
Our study identified threekey areas as gaps in CTC service provision for which we aim to
pilot interventions through two quality improvement cycles within the scope of REACHOUT.
These key areas include:
1 promotion ofthe community engagement component this is especially criticébr
gaining community support for the upcoming revisemmmunity Health $ategy;
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1 strengthening supervision and quality assurance throutie development of
training packages, supervision guidelines and tomhsl

1 integration of HIV in the strategy thrgh the inclusion of HBTC training within the
CHEW training antthe implemeniation of quality assurance mechanisms.

9| Page



Reachout

ACKNOWIEAGEIMENTS. ...ttt ettt e e oot b bttt e e e e e e e e e e e e e eae e e s s e bbbbbbbb e e e e aaaaeaeaeneeeans 4
EXECULIVE SUMIMIBIY ...ttt e ettt e e e e e e e e bbb bbbt s oo o444 e e e e e eentbb bt bbb s e e e e e e e e e eeeenenbenes 5
LO00] 0] (=7 K= PP 10
ADDIEVIAtIONS AN ACTONYITLS. ...ttt e e e e e e e e e e e e e e a e e e e e e e e e eaeens 11
Chapter 26 INTTOGUCTION ...t e e e e e e e aa e 12
11 BACKGIOUNG. ...ttt e e e e e e e e e bbb bbb ea e e e e e e e e e e 12
1.2 CONTEXE ANAIYSIS. ... e e e e e e ettt ettt ettt e e e e e e e e e e e eeeeeeanee 17
1.3 [Ry=] oo =T ox 1] o KPP O TP PPR PR 18
Chapter 25 DESK FBVIEW......cciiiiiiieiiieieeeet ettt e ettt ettt ettt ettt bbb bbb e e e e e e e e e e e eeeebbbbbbeeennnns 19
2.1 g1 oo 18] 1o o PN 19
2.2 =1 T T £ PPR 19
2.3 [ 106 1 0o L PP PP TP PP PTRRRPPPPP 19
0T o] (=T gie S]] 1T aT0] (o [=T o 0 =T ] ] o S 43
3.1 MEENOA ... e A3
3.2 (O 11 (7o) 1 41T PSPPSR 43
Chapter 4 Qualitative research methodology..........ccoevvvveiiiiiiieeciie e eeeen e e A4
4.1 L0 0T T=T o1 1Y P a4
4.2 L 180 Y0 1= 11 T | o a4
4.3 Description of research SiteS/AIStIICES. ... ..vevveeii e e 44
4.4 Sampling, partiCipant SEIECHON..........ceuui it 45
4.5 Data collection instruments and training............oerierieeiiieee e e 46
4.6 Data collection process, data processing and data analySiS.........ccoooevvviveerieiiiiineeneeiiin 46
4.7 Quality assuranCe/truUStWOIhINESS........ccuuuii e eee e e e et e e e e e e e e eaaeen a7
4.8 S 080 Y 11 011 7= 11T L= 48
4.9 EthiCal ClEAraNCE ... .ot 48
Chapter 5 Qualitative research fINAINGS..........cuuiiiiiiiiiieee e e e e e e e e enreeeeeesd 49
5.1 L@ YT 1= OSSOSO PPPPPRRPRRY 49
52 CFOAftAGFG2NA YR 0F NNASNA...¢.2..L0.L. L. NRPAARSHNE Q LISNF
Chapter 6 DiSCLESION aNd CONCIUSIONS.......c.uviiiiiiiiiiiiiaee et eeeeeeeeeiitebb e e e e e e e eeeeeeeeesrrrrer e aaeeeeees 82
6.1 Broad CONEXTUAL FACLAES .. .uuuututiiii i ie e eeeiiiiiiiies e e e e e e e sre bbb s s s n e e e e e e e e nnnaeanas 82
6.2 Health SYSEEM FACLOIS. .....uuiiiiiiiii i e e e e e ene s 82
6.3 INtervention DESION FACLOIS. ... .....uuuuitiiiiiiiiieeeeeeeeeeeeeeeeeebbb e e e e eeeeeeeeeseeeebbbraenn s eeneeeeees 84
(O a= o) (=T gl o T ] o [T 1T 1 PSP 91
7.1 FOr the draft framEWOTIK. ........cooi i 91
7.2 For the quality IMProvemMENT CYCIES. ... ...t 91
7.3 SUIMIMIAIY . .ttt oot oottt e ettt et b e e et oo e e et e e et et e e et ee bt e eeetba e e e e e eenbba e e eeeennsaaeeeen 92
yE] (=] =] 0 [o =T PSSR 94

10| Page



ABBREVIATIONS ANITRONYMS

Reachout

& H

AIDS
CHC
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HIV
HTC
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M&E
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PMTCT
SSI
B
TBA
VCT

Acquired Immune Deficiency Syndrome
Community Health Committee
Community Health Extension Worker
Community Health Information System
Community Health Strategy
Community Health Worker
CommunityOwned Resource Persons
Closeto-community

Communityunit

Division of Community Health Services
District Health Information System
District Health Management Team
Focugyroup discussion

Government of Kenya
Homebasedcare

Homebasedtesting andcounselling
Human Immunodeficiency Virus
HIVtesting andcounselling
Insecticidetreated (mosquitonets
Kenya AlD&dicatorSurvey

Kenya Essential Package of Health
Key nformantinterview

Royal Tropical Institute

Liverpool School of Tropical Medicine
Master Community Unit List

Ministry of Health

Men who have sex with men
Monitoring and &aluation

National AIDS and STD Control Programme
Non-governmentalorganization
Prevention oimother-to-child transmission
Semistructured interview

Tuberculosis

Traditional Birth Attendant
Voluntarycounsellirg andtesting
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CHAPTER ¢ INTRODUCTION

1.1 BACKGROUND

Kenya is an East Africaountry with a population ofapproximately43.18 million people
(WorldbanR. 1t is striving to achieve the Millennium Development Goals (MDGs) and
universal health coverage taldress the poor health indicators thaave been in evidence
since the1990s There are multiple public health care priorities: according to Kemya
Demographic and Health Survég(DH$ 2008;09, the maternal mortality ra was 488
deaths per 10Q000 live births (KNBS & ICF Macro, 2018hd the infant and undei5
mortality rates were 52 and 74 per 1000 live birthespectively. HIV is a priority health
concern in Kenya: HIV prevalence according to the Kenya IAtiz&tor Survey (KAIS)f
2012 stood at % (NASCOP, MO2D13) with 1.4 million people living with HJ\dand 53%

of those infected with HIV not knowing their status. There has been a strong push towards
scaling up access to health care throutpe use of Community Health Workers (CHWS)
Kenya las developed Vision 2030, a blueprint for transformihg countryinto a middle
income economy by 2030 through economic, political and social change, werese of
CHWd4has been described as a flagship project (GOK, 2007).

Kenyan Community Health Saitegy

The involvement o€loseto-community CT¢health service providers was put into practice

in Kenya following the recommendations tfie World Health OrganizatioimaAta
conference(lWHQ 1978, which called for a shift of focus from hospital to camnity-based
KSItGK aSNWAOS RStEAGSNE® |1 26SOSNI / ¢/ LINR QDA
constraints in the 1980s.

The Kenyan Community Health Strategy (CHS) was developed in 2006 as a response to
deteriorating maternal and infant mortality rasedespite increased investment in health
(MOH, 2006)Regional disparities in health services afbrtages of human resources in

the health sector affectedthe availability and accessibility of health services. These
challenges generated a renewed inter@s CTC providers in Kenya in 2086¢d a definitive

plan for the training and involvement of CTC providers was rolled out in 2008. The
involvement of CTC providers was also defined in the first and second National Health
Sector Strategi®Plans under theKenya Essential Package for Health (KEPh).KEPH
introduced six levels of health service provision, with levéthe community being the
largest and the lowest in the hierarchy of health servieesl level 6 (the referral hospitals)

the highest levelAccording tdhe Ministry of HealthiOH, 2006) level 1 aimgo empower
Kenyan households and communities to take charge of improving their own health.

The CHSdefined the training and support for volunteers referred to @smmunity Health
Workers (CMVs) who are linked to primary health facilities through Community Health
Extension Workers (CHEWS) who were trained health workers employed in primary health
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care facilities.It defines the roles and functions of the CHEWs and CHWSs, selection and
recruitment, training, supervision, governance amebnitoring and evaluationM&E).

Since then, the strategy has been rolled out nationally, with 2943 community (Qiis)
formed as at the beginning of 20I8I1CUL, 2013)The progranme has been implemented
with varying degrees of successgovernmentrun primary health services (immunization,
maternal and child health, water, sanitation and hygiene) as wal a&ertical progranmes
run by nongovernmental organizations (NGOs) delivering kibgrculosis TB and malaria
and other services.

Gaps have been identified with the implementation of this strategy during the sgaley

the Division of Communitiealth Serviceand implementing partners. These include high
attrition rates among the voluntary CHWSs aacdonflict of workload for CHEWSs between
facility and community tasks. A critical evaluation carried out by JICA in conjunctioth&ith
MOH (JICA, 2013) confirmed some of the challenges sutiireatouble role of CHEWs,

lack of supplies and logisticschmadequate supportive supervision. As a result the MOH is
in the process of revising the CHS, informing its development plans with community health
programmes irEthiopig Ghana andindia

Structure of th&QommunityHealth $rategy: current and proposke

In the currentCHS a CUof 5000 people is served by up to 50 CHWs with basic training
offering basic promotive and preventive tasks. In the revised strategy there wiivee
employed CHEWSs who will carry out promotive, preventive and curative taskesdéoy CU

of 5000 people, supported by 10 CHWs who will now act as reedsilfor healthrelated
activities and support referrals and linkages. The CHEWSs will be a new cadre iBithe M

Figure 1: Structuref the Community Health Strategy

2 CHEWs 5 CHEWs
50 CHWs 10
CHWS
5000 population 5000 population
Currentstrategy Revised strategy
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With the revised strategy the CHEWSs will be trained dormonths (compared with the
present setting where CHEWs must have a health background such as nursing or public
health and then undergéive days oftraining). The nevgixmonth training will be a mixture

of classroom and field training carried out in phasd#fered to individuals with a basic
certificate course in social studies or communiyated studiesincluding HIV testing and
counselling providers.

Progres®n and challengefaced inthe roll-out of the revised strategy

To introduce a new cadre intthe Government of Kenya (GOK) workforitee MOH needs

to seek approval of the scheme of service for this cadre. This has been drafted and is
awaiting approvalby the Public Service Commission. The implementation plan for the
revised CHS (2043017) hasbeen developedand explairs how it will achieve the aim of
increasing the present 2100 CHEWSs t@028 CHEWSs by 2017. At present the timeframe for
the roll-out of this strategy is unknown, as it dependn a number of factors, including
receiving approvafor the scheme of service, budgeting of CHEW salaries within the GOK
budget,and seeking funds from donors for training and salaries of CHEWS.

The CHEW curriculum is in the final stages of developnaent a validation workshop has
been held. TheCommunity Health Unit of the MOHhas conducteca mapping of suitable
institutions whch could carry out training (including LVCT). An accreditation system for the
training institutes is being developed. It is expected that partners taecgovernment will
financethe training of CHEWsandthe government will employ the CHEWSs. The training of
CHEWSs is expected to start by July 2014, dependinth®@mvailability of funds. There is
currently an ongoing debate regarding whether or not a community midwife should be
included in the CHEW team for eaChl

/192 &Q & lspetiffedh iBthe révided schemavere not included in the central
government budget for salaries for 20d2014, as the scheme of servidead not been
approved The process igherefore, currently awaiting the employment of the first batch of
additional CHEWSs. Howevaerith the devolved governmehthere is uncertainty over the
status of CHEW/as decisions on whether to budget for CHEWSs will be made at the county
level. The Community Health Unit iswédoping an advocacy plan for county governments to
prioritize theirlevel 1 services. The old cadre of CHWs will continue to provide community
level services in the interim period.

! Kenya adopted a devolved system of government from March 2013 as per the constitution adopted in 2010
whereby counties will manage their own healthcludingthe recruitment and payment of health workers.
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Scaleup plans

Kenya, through the Community Health Uriias this yer formally been included in the
1mCHW campaigmwhich will assist in achieving the scalp goals. The campaign is a UN
Sustainable Development Solutions Network initiative launched in 20tBvorking with
governments and partners to close the gapacheving systematic healtlcare coverage
across rural sutsaharan Africa bgatalysingthe rapid training, reatime management and
largescale deployment of CHWs throughout sbBhharan Africa by the end of 2015.
wO! /I h!¢ gAftt O2y i NRO dzofSmprioving hedity Systedna thrmuigh | 2
the Global Health Workforcalliance(GHWA) network and the recently convened Kenyan
chapter of the ImCHWethnicaMWorkingGroup of which LVCT is a member.

HIV in Kenya and th€ommunity Health Srategy

According tothe KAIS 2012, HIV prevalence in Kenya is §N86COP, MQI2013. It is
anticipated that the total number of Hiwifected individuals in Kenya will continue to
increase, approaching 1.8 million by 2015 (NACC, NASCOP, RAIR)2012 reports that
HIV pevalence in Kenya varies by regipasd while some regions recorded a decrease in
prevalence in comparison to KAIS 2pNyanza region recorded an increase in prevalence.
The preliminary report also showed that 53% of the persons with HIV were not aware o
their HIVstatus

HIV interventions that have been used include HIV testing and counselling (HTC), evidence
based prevention interventions, voluntary medical male circumcision (VMMC), prevention
of motherto-child transmission (PMTCT), HIV care andttnent and TB/HIV interventions.

The majority of these interventions are offered at facility level but require strong linkages
with the community. Only through CTC services can the health service providers find those
individuals who have missed appointment

Other HIV interventions such as mobile HTC, hdased testing and counselling (HBTC)
and voluntary testing and counsellingites which are at the community level require
community mobilization and strong linkages to facilities for those diagnose MY/ or
requiring followup services. The other interventions dependtbe community for linkage
from testing, partner linkage, homleased care, adherence counselling at@cing
defaulters. Despite theCHSeingcoming into effect irR005, there has baelimited success
with the establishment of functional CTC services.

In the provision of HIV care there has been limited engagement by the HIV players in the
strategy, with a parallel system of community engagement being employed. CHWSs are often
employedby HIV servic@rganizationsto mobilize, link and followup their patients. This
parallel system is not sustainable in the long term and results in large numbers of CHWSs
trained to deliver a single servic€o bringcomprehensive HIV testing, care andatment

to scale,they need to beintegrated into the CHShrough the existingCUs For this to be
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successfylthere is a need to identify the gaps @HSsystems and barriers that hinder the
integration of HIV into the strategy.

Aim of this research
REACh! ¢ WwSI OKAYy3 2dzi YR fAWDRYYdzxyvel SEHUBA ¢
a fiveyear multicountry project whose aim is to maximize the equity, effectiveness and
efficiency of CTCservices in rural areas and urban slums in six countBesiglaesh,
Ethiopig Indonesia, Kenya, Malaand Mozambiqgue REACHOUT consists of two phases:
1 conducting a context analysis through an international literature review, six
national desk studies and six qualitative studies to identify contextual factors that
influence the performance of CTC providers and serviaasl
1 implementation of two improvement cycles in six countries to test interventions for
improving CTC performance and their contribution to CTC services.

REACHOUT is a consortium of eight orgawiaatirom eight countries led khe Liverpool
School of Tropical Medicine (LSTM). The Royal Tropical Institute, Netherlands (KIT) is leading
the context analysis component.

REACHOUT uses the following definition for CTC providers:

0A CTC provider is a&alth worker who carries out promotional, preventive and/or curatjve
health services and who is first point of contact at community level. A CTC provider ¢can be
based in the community or in a basic primary facility. A CTC provider has at least a minimum
level of training in the context of the intervention that they carry out and not more ttvem
to three yearsof paraprofessional training.

In Kenya, REACHOUT is being implemented by LVCT, a Kenyan NGO that has been delivering
HTCservicesn community sétings in Kenya for over 10 yeardilizing CHWSs as well as lay
counsellors to deliver the services. LVCT has implemente@Hfén a vertical programme

to strengthen linkage and the tracing of defaulters within HTCand care and treatment
programmes. Thiough this interaction with community health systems, LVCT has been able

to identify gaps that need to be further evaluated through REACHOUT and inform the
revision of the strategy.

LVCT works closely with thdOH in the implementation of its programmes and has
extensive experience with getting research into policy and practice in Kenya as a member of
various technical working groups. For this study, LVCT is working closely witMQhe
through the Community Health Unit as well as other stakeholders wedointhe delivery of
community health services to ensure that the results from the study are used to inform
policy and practice fothe delivery of community health services a key deliverable for
REACHOUT
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Forthe first phase of REACHQUe contextanalysis, LVCT carried out a desk reviaw,
mapping of stakeholders aralqualitative study to identify contextual factors that influence
the performance of CTC providers and services inGh&as wellas HBTGervices offered
within the CUs These are elscribed in the chapters that follow.

1.2 CONTEXT ANALYSIS

The context analysjshe first phase of REACHQWESs designed to inform the development

of an analytical framework that was planned to support the design and analyse the
improvement cycles of the esond phase. The context analysis consisted fadr
components:

1 an nternational literature review carried out by KIT that was used to develop a draft
conceptual framework that informed the specific country context analyses

1 a desk study of documentelated to Kenyaabout health system support and details
2T [/ ¢/ LINPJDARSNEQ LIN&dhiy officeS(and @ebsitéshfigrd R F NE
government, universities, UN organizations and international and national NGOs
conducting or researching programmes thatlude CTC providers

1 amappingof CTQoroviders to identify the type of CTC providers in the country and
specifically the study sites through consultation with stakeholders inclutieg
government and NGQsand

1 a qualitative exploratory study to fill igaps in knowledge about the factors
influencing the specific aspects of what works well and.why

The objectives of the context analysis were:

1 to identify evidence for interventions which have an impact on the contribution of

CTC providers to the deliweof effective, efficient and equitable care

to map the types of CTC providers

to assess structures and policies of the health system for strengths and weaknesses

regarding organization of CTC services and management of CTC providers

1 to identify and asess contextual factors and conditions that form barriers or
facilitators to the performance of CTC providers and seryaed

1 to synthesize evidence on key barriers and facilitators to be built on in future CTC
interventions and identify knowledge gaps lve filled regarding CTC services

T
T

Methods

To ensure compatibility of findings between countries a generic protocol was developed by
KIT and LSTM. This was then adapted to the country context. A methodology workshop was
held in Liverpool where a trainiraf trainers was conducted aimed at the development of a
generic approach to the training of data collectors and familiarisation and adaptation of
generic instruments for the stakeholder workshop and data collectidm additional
consortium meeting was did in Amsterdam where preliminary results of the country
analysis reports and root cause analysis for identified problems were drafted for further
discussion in country stakeholder workshops.
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Draft conceptual framework
A draft conceptual framework (sdelow) was developed by KIT based on systematic review
of international literature relating to CTC providers. It was presented, discussed and
adopted by the consortium partners. The conceptual framework provided the basis under
which findings of the contdéxanalysis were to be reported under the headingfsbroad
contextual factors, health systems factors and intervention design facsrshown below:

Reachou

Linking Communit

Healt

Systems

I erTent on|DoeignE aCtore [ e e
Health System Factors H CTC Provider Performance
Intervention Focus
HRH Promotive, preventive or curative CTC Provider Level
Current policies Health priority - | Variety of elements which —
Professional Characteristic of target ‘ beget each other Med'a‘mm?hich Impact
associations population i | Improved self esteem beget each other in
HR related || Improved motivation Improved access L LT P Morbidity
Service delivery CTC provider profile | Improved attitudes (refers to improved Increased and Mortality
Organizational model Remuneration oo J . financial, physical, equitable utilization of
i mproved competencies social access services
Current state of Supervisory systems i Communication :‘_ Reduction in
development Embedment in the formal : ) Improved quality Impraved heaith incidence
N | Diagnosis seeking behavior
Financing model services | Treatment Improved Adopti " . HIv
i H i doption of practices
Information (including Managing multiple workloads i Referral responsiveness lhat‘::mmale ':malth Unwanted
M&E systems) Referral systems | Improved ) pregnancy
- | Advocacy productivity Community Others
Governance Community links: community empowerment
R d adh ith P
arrangements embedment, support, security, mproved adharence wi Improved
Agoountability management | standards and procedures :;;r;g:;u:iyhc(:uamy Improved well being
Regulation ME&E feedback loops Improved job on g
QA Quality Assurance: protocols, tools, .| Improved capacity to
training, continuous learning . | facilitate community agency |
Supplies & Logistics. Communication other providers and
services
BROAD CONTEXTUAL FACTORS BROAD CONTEXTUAL FACTORS BROAD CONTEXTUAL FACTORS
Community Context Social networks, Gender norms, Cultural practices, Beliefs
Political Context (Type of polity, Security, ..._);
Other contextual factors (Legal system, Environment, Economy)

Reference is made to this draft conceptual framework throughout this report.

1.3 REPORT SECTIONS

The reoort is divided into four broad sectionmtroduction Chapter 1); findingsGhapters 2,
3 and 45); discussions and implicatior@h@pters 6 and 7) and annexes.

Chapter 1 provides a background, justification and purpose of the studjso introduces

GKS LINRP2SOGQa RNITFU FNIYSE2N]l ® ¢KS FMofRAY3Ia
eachmajor theme based on the draft framework with regards to activities undertaken

i.e. 2 deskreview; 3 stakeholder mapping; andd: qualitative researchindings.Chapter 6
triangulates and brings togethdthapters 3, 4, and SChapter 7 discusses the implications

of the findings on the draft framework and the quality improvement cycles. The annexes
include the relevant tablesncluding comparative analigsfor the two study sites, problem
statement and root cause analyses, additional reports and the study tools.
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CHAPTER @ DESK REVIEW

2.1 INTRODUCTION

Thedesk review wasarried outas part of the first phase of REACHOUT and represents the
Kenyan natioal desk study. The objectives of this desk reviellow the general objectives

for the context analysi$ocusing only on the Kenyan conteXte aim of the desk review
was to assist in gathering evidenoa the factors that influence the performance of CT
providers in Kenya.

The focus was on CTC providers directly working undertCH& the CHWs, CHEWSs and
Community Health Committee€HG). We also extended our focus to otheadres ofCTC
providers providing services vertical to CHS prognasbut having the characteristics of
CHWSst i.e. recruited from the community they serve, based in the community and
providing linkage to local facilities.

2.2 METHOB

We collected secondary data from international and |duadlth-oriented websitessuch as

PlosOne Medline, Popline PubMedand HENNETWe also reviewed online journagsich

East African Medical Journ@xford and Sciencedirect. Other reference items were from
websites of organizations which involve CTC providers such as World VisicKe@2C

AMRE, Pathfinde; KEMRI, Caféenya, AMPATH and ICAB NXY'a adzOK Fa WwO2)
KSFfOK 62N] SNR>X WwWO2YYdzyAade KSFEOGK g2N)] QX WO
g2N] SN W5h¢{ 65ANBCR { Bf 'hed aQHEBIETRE fardsaingl $ I Q
seaches

We also gathered policy doments, unpublished reportdraining manualsand other grey
literature from the Kenya MOHand other health organizationsorking with CTC providers

We restricted ourselves to documents written Englishfrom 2002 mwards. Our review
was also limited to CTC providers linked to the CHS prageimKenya. We focused on the
CHS because it is the reference pdhmt providesall vertical programrmes with guidelines
andis, therefore, an appropriate avenue through whicecommendations for policy change
can be madeAll this informationwas compiled covering thregreas health system factors,
intervention design factors, and broad contextual factors.

2.3 FINDINGS

This section represents the findings of the desk review dmgahusing the REACHOUT
framework introduced earlier. The desk review highlights services offered by CTC providers
in CHS and vertical programes and the facilitators and barriers to their work performance.
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2.3.1 OVERVIEW OFTCPROVIDER

Since independence Kga has workedo deviseplans to improve the health of its people.
The importance of involving communitieés providingaffordable, equitable and effective
health carehas beerand still is expressed in the develoS y (i 2 T heAt® polciksQ &

Oneway2 ¥ SYyKFIyOAy3 O02YYdzyAGASaQ | OO0OSaaAirgAt Al

which involves the reassignment of roles to different cadres of health workers. In Kenya CTC
health service providers have been involved in the provision of primaryheale services

and the level of involvement has been well outlined by the governmeits imational health

plans. CTC providedsfer services ranging from health education to treatment of common
and uncomplicated illnesses at home. Kenya has diffetgoe¢s of CTC providers for
example,those with traditional vs. modern orientation and private service providers vs.
those working under a larger organization.

The current Kenya Health PoligMOPHS, 20@R2012)recognizes the role played by CHWs
in heath service provision whighaccording to the plapranges from informal community
progranmes to homebased interventionsTablel provides an overviewf the types of CTC
providers idetified from the desk review (se&ble 1: Overview of CTC Providers in Kenya

2.3.2 FACILITATORS AND BMERS TO CTC PRORIPERFORMANCE
In this section we provide evidence from literature about the health system and
intervention design factors that affect the performance of CTC providers.

HEALTH SYSTEM FACIOR
We used the WHO health systems building blocks under this section to describe the
operational elements othe KenyanCTC subsystenin this section we provide evidence
from literature on how health system factors influence the perf@nce of CTC providers.

HUMAN RESOUR®EOR HEALTAND GOVERNANCE ARKREMENTS

Under the CHSthe health workforce directly involved ithe provision of services at the
community level includethe CHC members, CHEWs and CHWs KEPH indicates that the
Community-Owned Resource Persors (CORPShvolved in CTC health services are to be
volunteers. These are commonly referred to as ChHWke CHSThe government provides
policy guidance for community health services involving CHS providers through the CHS
gudelines.

Management

Accordng tothe CHS guidelineMQOH 2006)within the Kenyan community health structure
are sublocations referred to as level @ which should covespproximately 5000 people
and comprie two CHEWs and 50 CORE$i1V). The CHWSs shild serve approximately 20
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households or 100 peoplandeachCHEW should supervis@d suppor25 CORPs. CHEWSs
aretrained health personnel who afeasedat ahealth facility and attached to sudlocations

in the district to ensure acceptable standards azre at level 1. Thewpre expected to
provide training to CORPs through demonstration and instruction. CHWs repdiGsa@d
CHEWSswho are both linkd to Health Facility Committees (HF®) at levek 2 and 3 and
subsequently linked to the DHMThemembe's of HFCs atevels 2 and 3nclude elected
community representativeswith the officerin-charge of the facility being the secretary to
group. Their role is t@mversee the management of the facility and its community health
programme The CHEW mayherefore, be a member of the HFC if they are facility in
charges and/or because they are staff working in the facility.

The DHMTis expected to coordinatall health activities inthe district, which includes
supervision of the HFCs at various locasigdOH 2006).According to the CHS evaluation
report done in October 201,02 member of the DHMT particularly the Dstrict Public
Health Nurse or the District Public Health Officer T is selected and trained to be the focal
person ofthe CHS in thalistrict (DGHS, 201Q)The focal person supervises the CHEWs and
links the community with the DHMTHgure 2 showsa diagrammatic presentation of the
managementeamsinvolvedin CTC health service provision

Hgure 2: Management Structuresn the Community Health Srategy

District Health ManagementTeam

!

Health Facility Committee

|

Community Health Committee

|

CHW/CORP

Supervision
According tothe MOH (2006, the CHS structure involves two governm&mployed
CHEWSs, who currently have a supervisory role, supegvb0 voluntary CHWSs.

The CHC is the health governamsteicture adjoining the community; members are elected
atthead & A & U | arazaadrirBskaliie meeting with community elders) to allow for

representation of all villages in theéU The chairpersoonf the CHC should be a respectable
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member of the comranity, and it is recommended that a CHW and a CHEW are elected as
treasurer and secretaryespectively.The difference between the CHC and the HFC is that
the former only exists where there is a CU and only deals with CHS matteles the later

deals wth both facility functions and broad community health programmes beyond those
provided underthe CHSCHCstherefore, provide feedback to the HFC of the facility acting
as the CHS link facility in the localifyne CHC roles as outlined in tG&lSmplementation
guide are:

identifying community health priorities

planning community health actions

participating in community health actions

monitoring and reporting on planned health actigns

mobilizing resources for health actigns

coordinating CHW actitres;

organizing and implementing community health days

reporting to level 2 on priority diseases and other health conditions
leading community outreach and campaign initiativesd

advocating for good health in the community

= =4 4 4 45 48 -5 48 -2 -2

Policy guidelines callof level 1 structures utiliing the administrative units at the
village/community, subocational and locational leveand all aresupposed to bdinked to
the health facilities within themAs described abovdinkage committees exist at each of
the levds, and each has specific responsibilitieigure 3 shows how community
representation is enabled through different linkage structures
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Figure 3 Administrative Structuresn the Community Health Srategy

Level 6 [ NATIONAL ]

\

Level

evelS [ PROVINCIAL ]

Level 4 [ DISTRICT ]

Level2 &3 | 1 1

(vre) (we) (we0) () (s
*

I ! I

CHG=Community Health Committee = HFC=Health Facility Committee
Provinciak currently called County District=currently called SuCounty
SourceMOH(2006 21)

The decentralization indicated abovedthe objecive of creating a platform for effective
community participation in health decisiemaking processes at levels 2 and 3. The health
committeesare expected taepresent all issues affectirtge provision of servicem their
localities Leadership at comunity level is provided by health facility-amarges with DHMT
support, CHEWs, CHWglJage elders, chiefs and other extension workers. These leaders
address health issueue to membership in the DHMT, the DHMT Community Health
Strategy focal persors ilinked to the FHCs in the District.

23| Page



Reachout

Linking Communities & Health Systems

Hgure 4 Supervision ithe Community Health Strategy

DHMTFocal Person

T

CHEW CHC

CHW/CORP

At the district (county) level the DHMiFovides governance and technical support to level 1
activity such as planning, implementation, momitqy and supervision. CHEWSs provide
technical support to level by facilitating activitiesreporting toHFCsnd providing support

to CHWSs. ThélFCssubsequently submit reports to the distri@nd information is shared

with other sectors through the fality in-charges. The HFC is responsible for overseeing the
functioning of levell units, and it includes representatives from the community and facility
in-charges. They are to hold monthly meetings to review progress using indicators that have
been geneated from information from the facility and the communityiowever, there have
beenreports of misrepresentation of community members by some of their representatives
with political backgrounds who pushed for their own interests (ARIGS4).

At communiy or village (sutbocation)level there are CHCs which form a linkage between
the community and the household. They are composed of community representatinges
are chaired by a respected community membt#re CHEW is the secretagnd the CHW is
the treasurer. CHWs report tthe CHC on their dago-day activitieswhile the CHC is linked
to the HFCthrough the chairperson of the CHDd the CHEW. Theommunity governance
structure supports local specification, communrligised selection and oversight.

An evaluationundertakento assess the effectiveness of the district health management
systems in meeting their responsibilities showed that there wéack of guidelines for the
functioning of DHMTs and that both the DHMTs and $ifaCed a lack of resource in
carrying out theiduties (Ndavi eal.,2009).

Devolution

In August 2010, 67% of Kenyans voted in favour of a new constitution which devolved
functions and transferred authority for decisignaking, finance and managemeuit public

services, includig health service provisiono the 47 county governments (KPMG, 2013)

CKAA RS@2fdziAzy LINROS&aa KIRiISRS Sys 2RRNDANALINERD
opportunity to either reduce or increase health inequities within the counfrgr example,
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devolution may enhance access to health cai@ce primary health care services have been
devolved to the countieshowever, existing spatial inequalities give some countesunfair
advantage over othersand this may thus increase the health inequalitiésfrica Health,
2012) The SecretaryGeneralof the Kenya Medical Practitioners and Dentists Association
raised concerns that the devolution procdassk placein a rushresulting in its pliticization

by county leadersvho were demanding prioritization of lads in appointments andhe
provision of treatment which led todiscrimination inthe provision of essential health
services (Kisika, 2013jurther restructuring of theMOH followed the 2013 election$o
create five directorateswithin each directorateare divisionsand within each division are
units. Under this restructuring th€ommunity Health Unit sits within the Family Health
Division, which sits within th®irectorate ofPreventive andPromotive Services.

SERVICE DELIVERY

The current Kenya HealtRolicy(MOPHS, 20@2012)recognizes the role played by CHWs

in health service provision whichccording to the plapranges from informal community
programmes to home-based interventions, with much of the responsibility of preventive
health shifting toCHWs who are linked with local health faciliti€-dSnterventionscould

be broadly described as the extension of health care systems to the community through a
combination of identifying and visiting vulnerable households with relevant frequency to
monitor and give careproviding care tdfiamilies who need care for a sick member at the
communitylevel and referral to and from the link health facility.

Most CHWs manage multiple workloadeecause theyparticipate in more than one
intervention. This stemgrom NGO and CHS recruitment of existi@@RPsvho have
previously participated in an intervention. The services provided by CHWSs are those which
are defined as level 1 service under the KEPH.

According toMOH Q006)guidelines serviceso be provided ty CHWSs are generally divided
into three broad categories:

1 disease prevention and control

1 familyhealthservices and

1 hygiene andenvironmentalsanitation.

Tasks carried out by CHWSs under these broad functions are illustimfEable AseeTable
HY t2ftA0& DAZARPEAYS 2y /12aQ Gl aja

Some studies have shown that CHWs have been particularly effective in linking communities
to health careby providinginformation, asses#g illness and conducting effective referrals
(Wangalwa et al 2012 Kisia et aJ] 2019. The effects of some of the CHW services are
described under findings d@fiterventiondesignfactors in health prioritiesn Tables3 and4.
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According to the evaluation report bhe DCHS2010, CHS services dmtadequately
address the needs adolescentsparticularly their psychological and reproductive health
needs.There arealsoconcerns of inadequate integration of HIV services into §#f@ce
provision (Africa Linkand some effors are/werebeing madeby the National AIDS Control
Council (NACC) through Total War Against AIDS (T@Vddyress thidy initiating calls for
proposas to supportthe integration of HIV/AIDServices intahe CHS programe (Africa
Link).

FINANCING MODEL

Funding of CTC seres is one of the factors that influence CTC health service provision. In
Kenya CTC servicaee funded bythe governmentandlocal and international donor<CTC
providers offer servicesfor free to the community except for instances wheréhey sell
commodties as a way of generating income for example, the sal®f contraceptives by
community-baseddistributors. Sources for funding for district health servidaslude direct
fundsfrom the governmenicentral/local)t for example from taxationt revolving funds
(from userfees)and donor funding(Ndavi et al.2009) Literature shows thatlonorsoften
assistgovernment interventiongKibua, 2009Selke, 2010Population Coungik007)

The costs associated with CTC service provision depend on theeintierv design.The

funds go into commodities such as training, uniforms and the CHW kit. The government also
recommends financing of CTC services through available structures in the community such
asincomegeneratingactivities.

INFORMATION SYSTEMS
In the CHSprogranme data are collectedby CHW&nd summarized b HEWshroughthe
use ofstandardized data collectiotools and thenfinally uploadedinto the District Health
Information Systen{DHIS)see WI&E feedback loon the Yhtervention Design FaotsQ
section). The information collected by CHWand CHEWentails what is referred to aa
Community Health Information Systef@HI$andis eventuallylinkedto the NationalHealth
Managementinformation SystemThe standardized tools used by CHEWSs di#\d/€are:

1 MOH 513household register

1 MOH 514s=ervice delivery logbogk

1 MOH 515: CHE\WImmary, and

1 MOH 516chalkboard.

CHEWSs are supposed to forward théormation collected in theetools to the CHS District
Focal Persomwho then compiles and subrsitit tothe Distict Health RecordsOfficer.

Apart from contributing to the DHIS, the CHIS also contributes to the Master Community
Unit List (MCUL). MCUL is a database of all listed and approved CUs in the country. The
MCUL links CUs to link facilitiednlike data in the DHIS, most of the MCUL data
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permanent and not collected routinely unless changes occur on the grosunch asstaff
transfers. CHEW collect data for MCUL using an M&E tool calteé Community Unit
Checklistand these areforwarded to the Sub-County Health RecordsInformation Officer
(SCHRIQpr entry into the MCUby the CH®istrict FocalPerson.

CUs are expected to monitor their own healifi examininghe healthrelated information
in the CHISHowever the DCHS 2010 evaltian report showed that some CUs had not
been introduced to theCHIS and that some todbeing used were those of NGOs running
parallelprogrammes.

An evaluation byEkirapa et al. 2012 showed that the DHIS was faced with poor data
guality and that the dta collection tools were inadequate due to frequent changes.

Literature shows that there ara few CTCprogrammes which have adopted the use of
mobile technology to facilitate information collection amdprove the quality and efficiency
of decisionmaking. Existing phoneand PGbased applications are used by (ofrG@granmes

in an array of activities such as data managemaetecisionmaking guides disease
surveillance and providerto-provider communication to supporreatment. Programmes
such as Chifdount had CHWs usg mobile phones to collect health data and receive
treatment recommendation(Berg, 2009)and in the LifeStraw Carbon for Water campaign
CHWs used smartphones to collect dédahelp set up water treatment units. Aside from
data managemet, mobile technology is also utilized in monitoringe work of CTC
providers. Mobile technology can enhance the tracking and management of work done by
CHWSs. A pilot mobile project called mCHW is being carried ouhdAfrican Medical
Research Foundat (AMREJand its partners in Kibera and Makueni to facilitate support
between CHWSs and the CHEWesgwww.mchw.ord. mCHW provides guidelines to CHWSs
on tackling health issues dralso assists CHEW identifying the training needs of CHWs.

Other mobile platforms used by CHWSs in Kenya include:

1 KimMNCHip which links CHWs to pregnant mothers before and after delivery by
facilitating referrals througtthe provision of updates andeminders for intervention
(Germann et al.);

1 Living Goods mobile technologwhich assists in monitoring treatment by sending
automated text reminders to clients and facilitating telephone interactions between
CHWs and clientsvivw.livinggoods.or)

1 ThemHmtaani AphiaPlus project in Nairobi (Deep Sam), which assists inegistering
clients, following ugorenatal care visits and couniej onmaternal and newborn child
health issuesand

1 a USAIPAMPATHorojed in western Kenyawhich use mobile technology ints HBTC
programmeli 2 O02f €t SO0 Ot ASyitaQ KSFfOGK AYyTF2NXYIGA2
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Data collected by CTC providarg usually linked to electronic health records. This supports

LINE GARSNBQ 202SO0AGDS 2eFneetdiBnied. Ridws\@r asshidyId A OS &
undertakenin western Kenya to determine the reliability of data collected by CHWSs argued

that such data should only be used to guide polfter being tested for reliabilitysinceit

showed only 90% concurrence betweeimilar data collected by CHWs and Research
Assistants with the latter having a different levelof educationand receiving different

training Otieno et al., 2012).

Due tothe different sources of health informatignhere is aneed to integrate informtion
systems from the various sourcesd the Afyalnfo project is currently implementing this in
conjunctionwith the MOH §eewww.afyainfo.orqg.

SUPPLIES AND LOGISTI

Logstical support is provided to CTC health service proviheassimilar manner throughout
the countryby local health facilities, and communiiesthrough locally available resources.
According to government guidelingd1OH, 2007/2008; MOPHS, 2@)3a GHW health
system should be supplied with the following items according to priorities:

1 Drugs and supplies for first aid and treatment of common ailments
These include items such as deworming medicisesh asAlbendazole;malaria
drugs i.e. Amodiaquinggnalgesics i.e. Paracetamdlasic dressing suppliesich as
absorbent cotton wool, adhesive tape, gauze bandage with selvedge, gauze
compressand scissors; safety enhancement supplies such as Jik® (a common
household bleach that contains sodium hypochlerds the active ingredient) and
gloves; first aid kit with items such as glucose powder, gentian violet, foldable hand
stretcher, cépe bandage and firm liniment ointment; and drugs for community case
management of common ailmentssuch as oral rehydratiorsalts, whitefield
ointments, Moducare® capsules (a drug blend of plant sterols and sterolins), Nutrifit,
aluminium hydroxide, Tetracycline eye ointmentultivitamins;

1 Preventive and promotive materials and supplies
This category includes items suchiasecticidetreated nets (ITNs); WaterGuard® (a
sodium hypochlorite solution used to disinfect water); condoms; contraceptives;
treatment guidelines; indoor residual spray equipment and supplies; bar of soap;
growth monitoring equipment; anchformation materials;

1 Linkage facilitation mechanism i.e. transport system (bicycle/motorcycle);

communication channelsuch agphones, airtimeadvocacy kitsuch asannersand
websites; a bag; and a battery torch and batteyiasd
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91 Data collection/recording supieis i.e. ball pen; note book; referral forms; and data
collection forms

There were, however, concerns that CHWs and CHEWSs faced inadequate supplies and
logistics Literature shoved that the CHS fasaa challenge of limiteduppliesand stockouts
(MOPHS2010a; 2010b; MOH, 20Q8These shortages of supplies have been attributed to
inadequate planning for suppliesspecially due t@a lack of capacitamongplanners a lack

of funds anda lack of knowledg®f budget limitsamongplanners(Republic of Keny&010)
According to Africa Rural LmKn.d.) CUs suffer frona lack of the required basic care kit
and stationery such as the reporting tools and the referral formsluding CHW
identificationitems such as uniforms and badges

INTERVENTION DESIGRTORS
In this section we provide evidea of our findings frona reviewof literature onhow some
aspects of CTC intervention design can influgtsgeerformance.

INTERVENTION FOCUS

CTC programes containinterventionsthat target specific health issuekepending on their
priority areas. Therefore, CTC providers carry out specific tasks targeting healthsashe
asmaternal and child health, HIV/AIDS, Ti&laria etc.

Tables 3 to 5 illustrate the evidence for the effects ofCTC provider interventions
programmes with a specifiiealth priority focus For purposes of this reviewnaternal and

child health includes interventions that aim to improve reproductive health, safe
motherhood and interventions that target women in their role as caregiferschildren
below five years ofage. HIV/AIDS interventions deliver HIV prevention, treatment and care
to the population. Others include the rest of the interventions such as those targeting TB,
malaria and other diseases.

Table3: Evidence orMaternal andChild HealthServiceProvision by CH\W

. . . Location .
Intervention Priority Effects of Intervention . Literature
(Counties)

Community HS Increased essential Western Wangalwa et al.
Maternal: promotefour maternal and neonatal car¢ Busia (2012) non-
antenatal carevisits,skilled practices.e. utilization of randomized preest,
birth attendance antenatal care, skiled birth posttest study
immunization, use of ITNs, | attendance angostnatal
birth plan preparatiorand care

breastfeedingand recognize
danger signs and risk factorg
in pregnancy

Newborn ancchild health:
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promoteimmunization, birth
notificationandregistration

Childhealth (wutrition): use | Trained CHWs can take | Coastal Mwangomeet al.
of anthropometric accurate and reliable MUA| RegionKilifi | (2012) cross
measurement{MUAC) by measurenents sectional study
CHW
Vaccination and hygiene Education andlistribution | Western Ryman et al(2012)
interventions for children of hygiene products during| Homabay | pre- andpost-
under a year vaccination was feasible intervention
populationsurvey
Weighing olhewborn babies | Case finding of pregnant | Western Gisore et al(2012)
women and taking birth Teso, prospective
weights tasks can be ted | Bungoma, | observational study
to the community Mumias,
Butula,
Nambale
and Busia
Birth referral to health facility) TBAs can be agents of birt| Rift Valley | Simpson, ltumbi &
by TraditionalBirth referral and provide basic | Molo Lindoewood2012):
Attendants TBA3} care to newborns in descriptivestudy
community
TBAs promotingkilled birth | Skilled birth attendance Eastern Tomedi, Tucker &
attendancethrough increased in health facilitiey Yatta Mwanthi (2012)
education and referral experimentalstudy;
Provision of birth kits to TBA{ Women increasingly seek | Western Dietsch(2010} post-
TBA knowledge and Province interventionstudy
expertise
Evaluation of signs of severg CHW home visitation of Eastern Livingstoret al.
illness in newborns newborns is feasible Yatta and | (2013) evaluation
Kitui study
Use of TBAs and expert Significant increase in Nairobi Population Council
patientsas peercounsellos, | PMTCknowledge, (2007) experimental
as PMTCT promoters and to| utilization of antenatal care study
provide psychological suppo| and delivery in health
facilities
TBAs and CHWs usedth Significant increase in Western Lindblade et al.
WHOHaemoglobin colar proportions of sick children Kisumu (2006) evaluation
scale to diagnosanaemiain | diagnosed wittanaemia study
children and pregnant and given appropriate
women treatment
Nutrition programme that Early case detection of Nairobi and | Mulama(2013);
utilizes CHWin screening malnourished children, Northern Murunga(2013)
and weighing children and | managng nutrition and Keny: World Vision articles
promoting exclusive prevening acute Marsabit
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breastfeeding,
complementary feeding and
hygiene

malnutntion

CHWs provide education Increased access to servic{ Western Undie et al(2012):
about reproductive health and reinforced health Homa Bay | pre- andpost-
andHIVVAIDS messages and interventionstudy
Rachuonyo

Child health project utilizing | Increased proportions of | Western AMREK2010)
CHWSs in community materng women sleepig under Busia evaluation report
and newborn care ITNs;increased proportions

of women attendingour

antenataland postatal

care seekingskilled birth

attendance delivering at a

health facility, receiving

intermittent preventive

treatment, accessing HTC

andpractising exclusive

breastfeeding
Use of CHWs to distribute | Significant proportions Rift Valley | Casey, Onduso et al
contraceptives and provide | reached withfamily Uasin (2005) post-
health education in a planninginformation, Gishy interventionstudy
reproductive health method and condoms Coastal
programme significant proportions Mombasa,

referred formaternal and | Nyanza

child healthservices Siaya

Table4: Evdence onHIV/AIDSService Provision b€HWs

Intervention Priority Effects of Intervention Area Literature

Use of CHWs iHBGwhere Increased access to HIV | Western Johnson & Khanna
they provide educatiomnd testing and HBE@nrolment | Rachuonyo, (2004} evaluation
drugs, observe treatment and improved perception of Nyando, report
assist in household chores | people living withHIV, Migori

grassroos approach is

effective in fighting HIV

pandemic
Antiretroviral delivery by Task shifting and mobile | Rift Valley | Selke et al(2010)
people living withHIV technologies can deliver | Nandi evaluationreport

sak and effective District

communitybased care

advance roHout of

antiretroviraltherapyand

increase access to

treatment
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Homebased VCTHBVCY HBVCT is feasible with hig Western Neginet al.(2009)
involving CHWs uptake and hashe Siaya post-intervention
potential to expand access study
to HIV testing services
Use of CHWs to reach peoplg Intervention was effective | Coastal Sarna, Luchters &
who have discontinued or not and led to risk reduction | Mombasa | Musenge(2013)
initiated antiretroviraltherapy | and increased uptakef prospectivecohort
antiretroviral therapy study
Communitybased HIV Navigator approach may | Western Hatcher, Turan &
counsellngand testing where | improve linkage to care Kisumu and| Leslie(2012) cross
people living wittHIV were Kisii sectionalstudy
used as navigators
Use of peers inutreachfor Intervention reached Coastal Geibelet al. (2012)
menwho hawe sex withmen | stigmatized MSM and led | Mombasa | crosssectional
(MSM) to significant but limited survey
improvements in HIV
knowledge and prevention
behaviars
Use of peers ithe prevention | Increase in protected sex | Coastal Luchters et al.
of sexually transmitted Mombasa | (2008} cross
infectionsandHIVamong sectionalsurvey
female sex workers
Use of peers in HIV The majority of deaf clients| Western Taegtmeyer et al.

counsellingand testing for sampled learad of services Kisumu and| (2009} comparative
deafpeople from peers.Deafpeople Nairobi study

are at risk of Hiand there

isanurgentneed foruser

friendly HIV services

supplemented by peer

education prograrmes
Homebased care and HBCTis effective irthe RiftValley | Wachira & Kimaiyo
treatment HBCT enrolment of HIMnfected | Uasin (2012) retrospective

persons prior to illness Gishy observationaktudy

Western
Bungoma

Use of volunteer community | Prevented school droput, | Western Cho et al(2011)
visitors in comprehensive delayed sexual debut, Kisumu randomized control
support foradolescent reduced risk factors study
orphars associated with HIV

infection
Expert patients as CH\h Increase in patient Western Agengo et al(2009)
community-based enrolment Kisumu, descriptivestudy
reproductive healttand HIV Migori,
interventions Subaand
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Rongo
HIV programme with a Better longterm treatment | Central Achieng, Musangi &
community-based success and better Kiambu h y 3 Qo2
intervention utilizing CHWs | adherence cohort study
Table5: Additional Evidencen Other Servies Provided byCHW
Health Intervention Effects Area Literature
Area
Involving CHWSs in There is potential for Coastal Kisia et al(2012)
presumptive treatment | utilizing trained and Malindi crosssectional
of children with AL supervised CHWSs in earl] and Lamu | survey
and appropriate malaria
Malaria treatment
Use of CHWSs to providg Significant increase in Eastern Stromberg,
information and knowledgeaboutmalaria | Machakos | Frederikgen et al.
distribute ITN and use of IThI (2011) cross
sectionalsurvey
Use of CHWSs to Decentralization of the Eastern Kangangi, Kibuga
distribute drugs, intensive part of TB Machakos | & Muli (2003)
observe teatment and | resulted in good operationalstudy
TB identify TB patients programme performance
and closure othe TB
ward at the health facility
DOT approach utilizing | Srong economic case for Eastern Nganda &
community volunteer to| expansion of Machakos | Wangbmbe
observe treatment decentralization and (2003) cross
strengthened sectionalsurvey
communitybased care
Mental | Use of CHWs in mental| Srong economic case for, National Jenkins et al.
health health education, expansion (2010)
treatment supervision operationalstudy
and following up care
defaulters

HUMAN RESOUREE

CTC provider profile
The CHSdentifies providers involved ithe provision of services at the community les
includng CHC members, CHEWs and CHWSs. The CHS outlines thpeo@déNBrdles,
selection and recruitmentemuneration,supervisory systems and training.
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The CHS policy identifies CHWSs under the broad term of C@R&wding to theMOH
(2006) a CORM a lay healthworker providing basic health services in the commymiile
providing linkage to formal health care with support from professional health workers.

As shown undeR.2 2.1 Health Prioritieghere are other CTC providers who exist but are
not necessarily CHWsthey include expert patients, client peers, lay honri@sed
counsellors and TBAs linked to facilities. These fit into the CTC provider profile hgaatuse
like CHWSsthey have basic health trainingre lay workers, prowe level 1 health care
services in the commuty, provide linkage to formal health care aneceivesupport from
health professionals based at local health facilities.

These characteristics provide a general overview of which individuals would fit into the
Kenyan description of CTC health providérkis iswhy TBA who conduct deliveries at
home are not considered CTC provideunless they encourage skilled birth attendance by
referring pregnanivomento deliver in health facilities.

Selection andecruitment

CHEW

The cadre is recruited by the héa system and consists of certificate holders in Public
Health and Community Nursing who are trained to extend services to the community by
bridging the gap between communities and health facilities. CHEWs are badezhlth
faciliies and support CHWshtough supervision and coachinyl©QH, 200B). Changes
proposed to the selection criteribor CHEWSstipulate that they are to be recruited from
individuak with a certificate in Community Health, Sociology, Nutrition, Psychology,
Gounselling Social Worlor CommunityDevelopment.Their role is also proposed to change
to visiting households tdelp improve community health, collect and maintain household
health data and refer patients to facilities for further c4E2CHS, 2013)

CHG

CHC<omprise community representatives whose duty is to spearhead community health
actions at theCUIlevel Theyinclude CHEW (technical advisor and secretary), CHWs (one is
to be treasurer),HFCmembers (who chair the CHC) and representatives of community
interest groups. They are selected by the community in a-legltional baraza® The
selection criteria include: esident adult of sound mind and good standing in the
community; able to read or writeleader and role model in health mattersand

2 Abarazais a public meeting orgared by chiefs/assistant chiefs (administrators of the lowest political units
in Kenya, divisions and sulivisions, respectively). Members attending these meetings include the village
elders and representatives of different interest groups in the commu@ganizations or individuals who are
interested in attending to promote their agenda may ask to attend or may receive invitations. The meetings
are generally tailored towards discussing matters affecting the community such as insecurity and health.
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commitment to serve the community. The CHCs hidwee-year terms renewable once for
a maximum of two terms unlegsee community specifically decidestherwise

CHW/CORPs

CHW$ provide health care at the community level through health education and referral to
and from the link health facility. The CH&cammends that CHWACORPsshould be
recruited by the community through lsaraza(MOH, 200B). There were interventions that
indicated the involvement of the community in the recruitment of CHW@Wshnson &
Khanna, 2004; Karanja et al., 2012; Kisia et al., 2012; MOH, 2006; Stromberg et al., 2011)
However, in some interventions recruitment was carried out by study $@dibel et al.,
2012)or the areachief(Karanja et al., 2012r recommended by the local health facility to

the implementng organizatior{Casey et al., 2005)

The selection criteria outlined byhe CHS include: respected and literate community
resident approachable and able to meate others good example in health and
developmentand willing to volunteer for five year€asey et a[2005)indicated that CHWs

are most effective where theatnmunity has been involved in their recruitment, when they
have volunteerand/or leadershipexperience and when they are married and respected
community membersThee was also a tendency to recruit previous beneficiaries of services

as CORPB® interventions. The most common occurrence &va (i Kl & 2 F SELISNJI
participation in HIV programes as peers iprogranmes for MSM orfemalesexworkers or

the use of peers to reach deg@keople (Agengo et al., 2009; Geibel et al., 2012; Hatcher et

al., 2012; Johnson & Khanna, 2004; Luchters et al., 2008; Selke et al., 2010; Taegtmeyer et
al., 2009)

Communities in Kenya settings always have traditional medicine men/women who
continue to provide serviceis the community concurrently with formal health care service
providers (NCAPD, 2008; Mwangi, 2004). The role played by traditional medicine
men/women in Kenya is more pronoced in delivery carewhere 28% of deliveries are
assisted by TBAs and only 44% are supervised by health professionals Z8@&®). The
remaining 21% of deliveries are assisted by friends and relatSoese CTC programes
involve TBAs in activities dh encourageskilled birth attendancet for example, by
conductingreferrals for antenatal careand encouraging pregnant women to give birth in
hospitals (seeWealth Prioritie§. The provision oftraining and linkage tdocal health
facilitiesensures that sucTC providers do not work in isolation.

HBTQ@ounsellors

National AIDSand STI Control Programe policy guidelines(NASCOP, 201€gcognizenon-
medicalcounsellors as HIV providers fawility and community settings iKenya. They are
recuited by HIV/AIDS programes that have HBTC interventiandhey need to be
certificate holders in HIYesting and counselling and certified by NASCIDiey work closely
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with other CHWsbut are not recognized by the government as a cadre andthsezefore,
not employed ora permanent basis.

Government policies on incentives

The CHguidelines state that CHWs and CHCs are voluntary providengreas CHEWs&
government employeg (MOH, 2006) The government had approvegerformance-based
incentives for CW/s at Ksh200(approxmately US$3) based on indicators developed from
high-impact interventions including immunizatiohand washingvith soap, complementary
feedingetc. (DCHS, n.d.However, inpractice monetary incentives given to CTC providers
varied from one intervention to anothesuch asUS80 per month(Earth Institute, 2011)
and US43 honorarium(Hallforset al, 2012) Undie et al.(2012) stipulate that incentives
are necessary for effective service provision by CTC providéwes. CHSMOH, 2006)
recommends that CHWshould be reimbursed for direct costeey incur in their work
althoughthe same policy has not establishadecanmendedfrequency of visits or working
hours per week for CHWSsIhe policy documenidentifies a lack of incentives as a
demaralizing facor for voluntary CTC providers andecommends that to encourage
accountability the incentives given to volunteers should be handled by local committees
and not the central governmenBome NGOs have a regular remuneration package for the
CHW¢ with whom they work and this has resulted in disillusionmeiotr the CHWSs working

on governmentprogrammegDCHS, 2010)

The CHS emphass incentivesfor CHWsbut does not give guidelinesn incentivesfor
other non-voluntary CTC providersuch as tb CHEWs employed by tlgwvernment

Evidence on incentives

Amixed crosssectionalstudy byJICA2013)indicated that CHEWSs did not find their work to
be adequately supported financially. Thstudy, which evalua¢d the performance of
CHEW, reported that finandal support for activities wagrovidedin the following order
from the highest to the lowest: monthly meetings, dialogue days, action days and
supervisory Visits.

AMRER2010 indicated that CHWs considered reimbursements and materials such as
bicycles,T-shirts and bedhets a motivation as were recognition by community members,
community demand for CHW servicegpportunities for skills development, provision
incentives and inclusive supervision schemes

Additional nonmonetary incentives recommendedorf CHWsby Were (2011)include
appreciation events, exchange visits ieighbairing CUs, opportunities to upgrade their
knowledge and skillssontinuous lifelong training based on CldV@xpressed needs, nesd
based support supervision and coaching, priovithen there are paid jobs, logistical support
and CHW associations including savings and credit.
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Takasugi & Le€012)indicated that financial or nofinancial rewards are necessary to
retain and maintain the engagement and motivation of voRmtCHWs; where CHW are
recruited from socieeconomically deprived populations with greater financial pressures,
financial drivers are likely to be greater. It was further observed that large interventions that
rely on CHWs are likely to be unsustainable in tbag term. Caseyet al. (2005
documented some disincentives for CHWs includinge of their own money to buy
contraceptives for the client andecammends that partial cost recovery can be
accomplished where the CHWSs sell contraceptives at a higher prigertierate a small
income and recuperate income to purchase more supplies in future.

Training

CHSecommended training

Policy recommends that CTC providers should receive initial and continuous professional
training such assixweeks of initial trainingand quarterly refreshetrainingfor CHV$, initial
training ofsixweeks for CHEWs$wo weeksof training for lay HBTC counsellors asel/en

days of initial training for CHC

The CHC training curriculum includes: leadership, governance, personnel nrardge
issues, resource mobilization and financial management, monitoring and evaluation and
ways forward, community health information systems and the role of €htCeffective
communication, advocacy, networking and social mobilization inGheThe curgulum is
based on their required competencies such as: leadership, management and
communication skills, mobilization and resource management, networking, report writing,
record keeping, basic analysis and utilization of data, basic planning and M&Easkills,
performance appraisal and conflict resolution skills.

The CHW curriculum includesoncepts of health and developmenhitiating community

based KEPH, health promotiomaternal and child health, community nutritionsexually
transmitted infections HIV/AIDS and TByater safety sanitation and hygienerelated
conditions, disability, and M&EHowever the DCHS 2010 evaluation report showed that
partner involvement in CHS resulted in discrepancies between the training offered and tasks
expected of theCHWS.

The CHEW training curriculum includes: concepts of health and development, leadership in
health and development, participatory methods and the community health linkage and
governing structure.

CTC providers (CHEWs and CHWS) are trained by iralévidom the subcounty and sub
locational level (smaller administrative us)itwho are in turn trained by a multidisciplinary
team with a background in health and related sectors. Trainers fors@Q¥Ce to be
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appointed by the DHMT and CHKSordinator from public health officersthe registered
nurse or clinical officeland thechoiceof the third personwas leftat their discretion.

Policyreconmendsthat HBTC providers should be exposed to the changing disease trends
and new testing technology througpre- and inservice training as well as through
continuousprofessional development.

Evaluation of training

AMREHR2010) indicates that refresher trainings for CHWs are a motivation to them. The
study proposed that community leaders should be included in the CHW supervision scheme
and continuousrefreshers used to empower the CHWSs and other community structures by
the health care system. Howevyd&towe(2007), in a study on effects of refresher training on
CHW adherence to protocdbund thatthe first refresher course was partially etfive and

that the second one had an effect contrary to what was intended. The study proposes that
CHW interventions should find quality improvement measures that work within their
setting. Africa Rural Linké.d.) reported that CHEWs and CHWad inadequate HV/AIDs

skills whichlimited their ability to adequately serve HIV/AIDs clients and train caregivers.

Supervisory systems

According to policy the CTC service providdrsuld besupervised byhealth professionals
CHEW and CHE€for CHV¢, the DHMT for EIEW, andthe DHMT and HTCoordinator for
the HBTCcounsellos. The supervision of CklGas not been mentioned in the policy
documents (MOH, 2006 2007). In practice some CTC prognaes utilized more
experienced CHWSs to supervissher CHWSs (Casey et al., 2005)whereas other
interventions utilized trained health workers as supervis@W#OH, 2006 Achieng et al.,
2012 Earth Institute, 201JAMREF, 2010)

No guidelineswere provided onthe frequency or avenues of supervision for CTC providers
within the CHS. HoweveAMRERiloted supervisory checklists fonaternal, newborn and
child healthcare that was facingsustainabilitychallenges due ta lack of transport in
addition toDHMT staff shortages beyond the prognaintervention period

TheJICA (@13)report indicates that CHEWSs carried out supervision by accompanying CHWs
to the households wher¢hey provided health education to caregivergnd also offeing

return demonstratiors of health advice and medical treatmerdCHS2010)indicates that

staff shortages at the health facilities hampered supervisio@ldtWs by CHEWs (CHEANs
unable to leave the health facility).

Embedling CTC provideris formal services
CTC providers must be trained in the intervention and linked to a health facility whether
public, faithbased or privatl owned. Literature showedhat there are CTC providers such
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as TBA, herbalists and medicine men wiweere not formally recognized because theéyad
no formal training andwvere not linked to any intervention. Howeverhére were some
exceptions where interventions traine@iBA to refer women for skilled birth attendance
and/or take care of newborn@®ietsch, 2010; Simpson et al., 2012; Tomedi et al., 2012)

However,the CHSyuidelines(MOH, 2006xtate that each CHW will serve 20 houselsobr
100 people and each CHEW supervises 25 CHWs irrespectivenefe they work. The
policy guidelines do natonsiderthe diverse population densityAccording toDCHSn.d.),
the population that is allocated to a CHSMoulddepend on the population density of the
area covered. This implies that different number of household should beallocated to
CHWin each of the four differentones ¢eeTable6).

Karanja etl. (2012)alsoindicated that CHWs were involved in two or more interventions at
the same time.Further research is required to address how large the workload of a CTC
provider should be for productivity (i.e. ideal number opper limit of tasks, targe
geographical and household coveragje.).

Table 6: Guidelinesn PopulationAllocation to CHWgsource: DCH$:.d.)

Zone Persons perkm? Province

High density 54¢4576 Nairobi, Central , NyanzndWestern
Densely populated 40¢53 Rift Valley

Medium density 37¢39 Coast and Eastern
Sparselyopulated 11¢36 North Eastern

M&E feedback loop

In the governmentorganizedCHS CHWSs collect data on paper forms. The first data entry by
CHWs is on form MOH 51&hich is summarized ifiorm MOH 512 bythe CHW and
submitted to the CHEW on a monthly basis. The CHEW summarizes data collected from all
the CHWs and writes it out on a community chalk board. Data on the chalk lamard
collated by CHEWSs in a standard tool called the CU checklist and formgémelaa of
discussion during monthly community dialogue days. The CHEW then subesiétlata to

the Sub-County Community Focal Person who verifies tlem with CHCs before submitting
them to the SCHRIO for data entry into the MCUL and storage of the maatzal Dlata in

the MCULcontain several elements that focus othe physical location of CUs, health
personnel and service delivegndthey haverestricted access.

Data fromthe MCULare linked to the DHISThesedata are expected to be utilized for
decison-making and also to provide feedback to the community on thealthstatus. In &
evaluationcarried outby Ekirapa et al.2012 it was reported that there were gaps the
demandfor and useof dataat the district level due to incompleteness tife data anda lack

39| Page



Reachout

Linking Communities & Health Systems

of capacity forusing theinformation. From the discussant notes, the CHWSs also said that

the CHEWSs always summarized the reports they gave them and produced summaries and
information that went to the community chalkoards. These were ually placed at the
KSIFEfTOGK FFOAfAGE 2N theKrform@ikn cBrifadéd in2tieFeArép@td { 2 Y €
includedthe number ofpregnant women,peoplewho had died, TB cases in the community,

the number of referralandany disease outbreak. The CHEAM® compiled data collected

by the CHWs and wrote CU reports.

JICA(2013) indicated that information gathered by the CHEWSs from the reporting tools
(MOH 513and 514) was disseminated during dialogue days, action déyesQ K A Bafataa
the CU action plan, héth facility meetings and budgeting sessions, outreactivities by
other implementing partners and CHEW and CHW mesting

COMMUNITY ENGAGEMENT

TheCHS is based on a premise that communities are best placed to address equity gaps in
health care coveragby identifyingneeds and involving them in resolving these gaps. There
are individual and collective resources in the community which contribute to the
performance of CTC health servicdfie nvolvement of community members in projects

that target them requires progranme implementers at conceptualization to understand the
community context in which thegre planning to operate. écording to the CHS poliay is
important to work with communities to ensuréhe success and wide ownership of the
projects(MOH 2006)

Thecommunity is involved ireating awareness, providing volunteer members to be CHWSs
and labour and locally available materials and resources for construction, and in quality
controlby providinglocal leadership for supervision and coordiioat

Some programmes have also explored the idea of utilizing institutions existing in the
community as internal avenues for supporting health educaiiibua, 2009) The same
institutions act as supervisory mechanisfioes CHC membershjppommunity feedack on
CHS performance durirjalogue daysnd membershipof HFG.

Through these linki is expected thatommunitieswill be involved in decisiommaking and
will be able to acquire the necessarinformation, skills and experience in community
involvenent to help them take controlof their own lives.However the CHS evaluation
report by the DCH&010) showed that communities had not been adequately empowered
to provide feedback on their needs and that there was aldack of clear structures for
enhancing community participation.
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BROAD CONTEXTUAL FARS

There were other broad community factors which were perceived as affecting the
performance of CTC providerfo enhance ownership and participatipopommunities are
involved in decisions about hotivese CTC services are delivered in the CHS.

CHS ENVIRONMENT

CTC services are carried out in different parts of Kenya either by the government or by
NGOs. However, these interventions are focusedural andon low-income urban areas.
Kisia et al(2012)stipulates that poverty is linked to chilchre givers seeking services from
CTC providers as a result of the close association of powatttythe accessibility of cost
sharing services mely practised in public health facilities in Kenyae areas where CTC
providers operate have the following characteristics:

il
il
T

= =4 =4 A

shortage of human resource

inadequate health facilities

vulnerable/marginalized populations for HIV infectipgach afemak sex workers,
MSM and deapeople;

underfunding of primary health systems

inappropriatesupply provision

inadequate transport systemsnd

high disease prevalence

Aerial view of Gatweekera Community Unit
Source: LVCT REACHOUT Photo Collectio

The CTC programes attempt to overcome the above challengesaimumberof different
ways including:

1
1

They provide easy access to crucial services and products.
The community is not required to spend resources on transport to access health
care
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1 The use of peers overcomes stigma for vulnerable populations such as MSM and
female sex workes.

1 Internationally recognized standards for algorithms such as Integrated Management
of Childhood llinesses (IMCI) training and new rapid diagnostic festsllV and
malaria have created opportunities for disease assessment at the community and
householdevel.

1 Mobile technology in rural areas (voicEMSand data) create a platform for
improved remote management and monitoring of service delivery by CTC providers.
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CHAPTER @ STAKEHOLDER MAPPING

3.1 METHOD

LVCT staff members involved in community hea#tlviee implementationwere eonsulied

to identify key partners in theCHSimplementation and research using the template
provided for all REACHOUT partners and rating them. The list included all partners involved
in the DCHS taskforces and technical worlgngups and partners working in theapped
districts. Further consultations wereindertakenwith the DCHS othe partners to reach
agreementon the relevant stakeholders. This also provided the forum to identify the
membersof the Country Advisory GroufCAG pand plan for the first meeting.

Stakeholders werecategorizedas government, donors, implementing partnersealth
systems projectand universities and according to their key functionspolicy, research or
implementation

3.2 OUTCOMES

The followings a summary of key stakeholders identified who are significant for the success
of REACHOUT

1  Governmentpolicymakerst the Ministry ofHealth through the DCHS was the most
important partner recognizedalong withmembersof the County andDistrict Health
Managemenfleams

a. National levelt Division ofCommunity Health ServicesNASCOP
b. Subnational levelt county governmentsand County andProvincial Health
Managemenfleams (Nairobi, Nyanza, Eastern)

1 NGOst AMREF, APHIAPIGpacity Project. They are invokd inthe scaleup of
CUsin the country as wells strengthening community health systenthrough
research and implementatioimembers ofAMREF anthe CapacityProject are in
the CAG)In addition,World Vision is a major partner involvedthre scaleup of QUs
in KituiCounty

1 Donors/bilateral partners JICA, USAIGlobal FundUNICEFThey provide funding
and technical support for scaling up tiEHS JICA and UNICEF are working closely
with the DCHS in revigjthe strategyand are members of the GA

1 Universitiest GLUK, Moi UniversitfAMPATH project). They are involved in
research and technical support for tiegHSand are also members of the taskforce.

1 Health systems projects HealthPolicy Project, CapacityProject, Afyalnfo Afydnfo
is inwlved in strengtheninghe communitybased health information systerand
linking it with the national health management information system.

1 Media housest LVCT has links with various media houses which will be used to
dissemin&e study findings as approiate.
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CHAPTER ¢ QUALITATIVE RESEARCHTHODOLOGY

4.1 OBJECTIVES

The aim of REACHOUDVerallis to maximize the equity, effectiveness and efficiencZ o
services in rural areas and urban slums. The qualitative stu#enyais part of a context
analyss whose purpose is to develop an analytical framework that will be used to design
improvement cycles and to explore barriers and facilitators, opportunities and constraints in
existing CTC programmes in Kenya.

4.2 STUDY DESIGN
The study adopted a descriptiexploratory design

4.3 DESCRIPTION OF REEBBA SITES/DISTRICTS

The study was conducteat two sites: Nairobi and Kitui counties. In Nairobi the participants
were from Njiru, Kasarani, Dagoreti and Langata-sumnties in Kitui they were from the
South(in Mutomo), Central and West sutounties. Nairobi and Kitui were chosbacause
they represent urban and rural contexteespectively because of theexistence oiCUsand
alsobecausd.VCT was providing health services in the two locations.

SOMALIA

TANZANIA
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4.4 SAMPLING, PARTICIFASELECTION

Purposive sampling methadwere used. Inclusion criteria for participants factored in a
variety of aspects

CTC providers sampled included CHE#YsHBTC counsellors anH\Ws. CHEWs and CHWs
had to be part of aCU,whereas the lay counsellors were selected from LVCT employees
who had offered services in the study areas. Gender and the level of experience informed
selection to ensurehe diversity of respondents. The CTC \pders included worked in
different CUsn each of the sulzounties.

Health professionals were selected on the basis of their knowledge ofCtH8and/or
responsibility for policy developments. This category included DHMTs (demsikers in
health at si-county level), health facility #harges (in charge of link facilities) and
policymakers at national level.

HBTQlients were recruited in areas where HBTC serviea® offeredand comprised users
and nonusers while the rest of the ommunity membes were selectedor focus group
discussion (FGD¥in areas wherggeneralCTGservices were offeredVariatiors in gender,
social, economic, cultural and geographical backgrowede factored inthe selection of
community membergincludingHBTC clien)s

Characteristics of Study Participants

Characteristics of health providers

Number of interviews Average duration in
Type of provider Kitui Nairobi National level the CHSyears)
Policymakers N.A. N.A. 4 1DlIs 5
DHMT members 3 IDIs 4 IDIs N.A. 4
Facliity in-charges 2IDIs 21DIs N.A. 3
CHEW 8IDIs 8IDIs N.A. 2

3 (HBTC service
HBTcounsellors 12S%)s 13SS@ N.A. provision)
Characteristics ofommunity members and CHWSs
Number of Educationlevel

County interviews | Female| Male | None | Primary | Secondary | Tertiary
KituiHBTQlients 5IDIs 4 1 0 5 0 0
NairobiHBTGlients 51DIs 5 0 1 1 2 1
Kitui community
members 2FGDs 12 10 0 12 10 0
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Nairobi community

members 2FGDs 15 5 0 10 7 3
Kitui CHWs 3FGDs 25 11 0 19 15 2
Nairobi CHWs 3 FGDs 24 12 0 10 18 8

Note: IDI = irdepth interview; SSQ = sesstructured questionnaire; FGD = focus group discussion

4.5 DATA COLLECTION IRBMENTS AND TRAINING

Data were collected using FGD guidesmi-structured interview (SSI) guides arsgmi-
structured questionmires. FGRopic guides were tailoretb identify attitudes and practices
which influence the performance of CTC prognaes SSI guidesontainedquestions which
were used to obtain perceptions, critical reflections and insights that might not have been
shared in FGDsThe HBTC counselloreceived their questionsonline through a &mk
structured questionnairevia Survey Monkey. The questions asked were geared towards
gaining informationabout their practices and experiences in HBTC. The counsejiors
their verbal consent before the questionnaire was sent to them via em@idilough they also
provided written consent before participaut.

Topic guidesvere adapted to the context from generic inteountry topic guidesand were
translated into Kiswabhilinmor to use.The tools were piloted before actual data collection.

The data collection team undiok three daysof training on the study protocol, FGD
facilitation and SSI techniquéncluding interviewing, open questioning and probimngder
the leaderip of a competent Researddificer. The data collectiomeam carried out a field
trial and role plays to mimic the various settings likely to occur.

4.6 DATA COLLECTION PRSE, DATA PROCESSANGDATA ANALYSIS

Interviews and FGDs wereecorded transcrited and translated into Englisiwvhere
applicable No personal identifiers of respondents were recordaad all datavere securely
kept in a locked cupboard an a computer that could only be accessed by the lead
researchers.

All data transcripts and onlne questionnaireswere uploaded into Nvivo (electronic
gualitative data management and analysis software) version 10 after development of a
coding framework. A data analysis workshfgzilitated by Korrie de Konin¢KIT)and
Miriam Taegtmeye(LSTM)was held, where the study team sharedxperiences from the
data collection exerciseo enablethe participants to have goint understanding of the
process. Thecoding framework was developetdased on reading the transcriptand
workshop discussiorsmergingfrom issues explored in the interviews and FGa& linked

to the objectives and the REACHOUT analytical framewddk transcripts were
subsequently codedsing the agreed coding framewof#touble coding where appropriate)

in Nvivo. Further narrative wriing for each theme and sdiheme was based on the
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development of queries from coded tnacriptsand applied irthe writing of narratives and
development ofmatrices to triangulate the data.

To finalee the process of data analyse identified patternsand connections within and
between themes.This process wasndertakenby a team of four researchersvith work
divided among them but frequent meetings to discuks output and give feedbackiVe
found out whichconnectionssuggesed a relationship ofcause and effect with careful
identification of key variables and evidence that suggdsbnnections Queries wereun in
Nvivo toobtain simiarities and differences in themes

4.7 QUALITY ASSURANTHRUSTWORTHINESS

The team of data collectors was supervidadthe ResearchOfficer. The ResearchCOfficer
had aTeam Leader directly oversee the work done by otHegsearchAssistants when she
was not physically present on site. There were daily debriefingpl{one or facedo face) to
discuss field progresmdchallenges and prepare for upcoming appointments.

The selection of several swounties in each of the study sites was deliberate to
accommodate divergent view€kfforts were made to avoid bias in the esion of CTC
providers and their clientby chooshg representative numbers for different populatisn

for example,by genderand CUrepresentation. Howeversince participantavere selected
with help and guidance from the CTC supervistirare is a possibility that some bias may
have been created.

Theteam that collected data was different from those who carried out transcription and
translation and output was checked for consistenby listening to audio files while
comparingthem to written scripts.The ResearchOfficer supervised his processTo potect

the anonymity of participantscare was taken during reporting to ensutfigat transcripts
were assigned unique codes atiit the contributionscould notbe traced to individuals.

A second training was carried out with the guidance of experieneatbsresearchers from
KIT and LSTM for preliminary analysis and to introduce the study team to Nvividnd.0.
training wascarried outas part of a data analysis workshofhe data analysis workshop
included the entire study teamand they were involved indevelopng the coding
framework, coding transcripts into Nvivo and writing narrativese team was divided into
pairs and each wrte first drafts of narratives for coding themesleveloped queriesgor
further analysisand gained skills in usiidyivoto code and run queries

The preliminary study findings were presented at a DCHS Operational Research Technical

Working Groupmeeting where the attendeegalidated the outcomes. The attendees of the
meeting included staffrom the DCH&Nd NGOs inveed with CHWs in interventions
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4.8 STUDY LIMITATIONS

It was deemed appropriate for the study objectiviescollect and present qualitative data
However, qualitative data cannot be generalized to define characteristitge@ntire study
population.

As theCHSs designed to meet the needs of communities with lower primary health indices,
no datawere collected from individuals from middler high socieeconomic settingsAlso,
HBTC has not been implemented countrywid®e this study was limited to only those
settings where HBTC is provided.

The questionnaires were translated into Kiswalhiiwever, in Kitui some of the community
respondents struggled to communicate in Kiswakich might have affected their ability
to effectively provide theequiredinformation. However the interviewers used probesnd
exercised patience to capture as much information as they could.

4.9 ETHICAL CLEARANCE

The study protocol was approved liie Kenya Medical Research Institute Ethics and
Review Committee and the KIT Resedfommittee (Protocol No. S45Bpata collectiordid

not start until after information about the studyhad beenprovided. Standardized consent
forms were used to obtain permission from the study respondents.
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CHAPTER ¢ QUALITATIVE RESEARINDINGS

Thefindingsare presentedn the form of narratives with illustrative quotedigned with the
themes and sulthemes in the coding franveork. Common findings are presented based on

the analwis of issues emerging from various respondent groups, various setings
agreement in FGDs. Disagreements, contrasting findings or issues only emerging in one
particular situation or from a fewn-depth interviewsor FGB are indicated as sucliResults

are presented against the type of CTC provider intervieweCHWs, CHEW&hd HBTC
providerst with some comparisons beingadeamongthem as well as the study sites (see
Womparative Analysi€). The report also attempts to link what existed in policy as
discovered fronthe desk reviewand interviews with policymakers and what was found

on the ground.

The results are presented in line with the draft conceptual framewaslkealth system
factors, intervention design factors and broad contextual factors as well as an overview of
CTC pmviders. Facilitators and barriers to CTC service provision are presented and
summareed in each sulsection.

5.1 Overview

The focus of this studywas on CHEWand CHWs as per thEHSas well as HBTC counsellors
as providers of vertical services in thenemunity.

Characteristics of CTC providers

For each category there was a mixture of male and female CTC proAdessanged from
young to old but all were over 18 years old. The CHWSs were all members of the community
they servedas described in theolicy, while CHEWs and HBT@Qunsellorsvere employees

of the government or LVCT and were not necessarily community memthensgh they
were accepted by the community.

Tasks

CHWs identified in the study were involved in disease prevention and conthausehold

level through health education, identification of common illnesses, referral to the link
facilities and hygiene and environmental sanitation. The focus areas were maternal and
child health, communicable and preventable diseasedV, TB and matia. CHEWSs
performed the role of providing supportive supervision, assessing progress and solving
CHWSproblems while CHC members who were village elders were involvedhén
supervision and governance of CHWs and encouraging community participatiofC HB
LIN2 A RSNAE Q YI Ay HNRiik&e ant raferisdfot bRMEGItG R lierttsa
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Selection andecruitment of CTC providers

CHWs were selected and recruited by community members. The CHEWSs were selected and
employed by theMOH, while the HBTQounsellors who participated in the study were
those who were currently working or had previously workd under the LVCT HBTC
progranme. The selection criteria and process described in the interviews and FGDs are
reported for CHWs and CHEWS separatelywelo

)] CHWs
The selection process for CHWs differed between villages and was carried obaraza
(meeting organized by the local administrative officgrief or subchief) attended by village
elders, community member@ndrepresentativesf link faciliiesand/or NGG.

The communitiesfollowed the selectioncriteria for the CHWs described in the poljcy
including age, ability to read and write, community residence and willingness to volunteer.
The communities had additional selectioniteria such asage and marital status (with one
community not wanting to select young gidlsCHWSs)as reported by some CHWSs in Kitui:
d was selected through baraza The village elders, the chief, public health officers
were present and gave a criterion for selenti They wanted people who were 30
and above, as they did not want young people who could get the job and leave being
a CHWthey also looked fosomeone who could read and write and who lives in the
community they did not want a quarrelsome pers@and bstly they told us that this
is a nonpaying job. Some refusedut | agreed to serve the communiy
(KEN_FGD_KituiCentral_ CHW?2)

The chief and elders as representatives of the community facilitated the selection of CHWSs:
GThese people are selected frahe village. They are selected by the chieftha
assistant chief he asks us to produce one person from every vidage
(KEN_FGD_Kituiwest_ Communityl)

In general, the community did not raise concerns regarding the transparency of the process.
However,during an FGD in Nairobi a number of respondents reported that the recruitment
process was not clear and thiatseemed tabe influencedoy community leaders:

A OlyQl aleée L (Y2&KLE26 YyORFEINNBZtEePY SOG 1

only go fora community leader who chooses one individtien he will only bring in
his dear ones. Like recently | heard that they were recruiting aded/ | was very
interested being among thepbut | later discovered that a list of names was
forwarded..€ (KEN_G6D_ NBO_Langata Community?2)

1)) CHEWSs
Therecruitment of CHEWSs was carried out in two wagslection was made by the DHMT
from existing health providers within link facilities, and in some cases adverts placed in the
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local daiy newspapers weréollowed by brmal interviews carried out by the Public Service
Commission. The community was not involved in selgcdliIHEWsas this was perceived by
health workers to be a roleor the professionals in th10H
PPGKS KSFEfGK OF NB 62 NJ SigkwKa shauttifbeRa 6 S Ay
CHEVWJXbut not the community (KEN_IDI_KituiMutomo CHEWS)

A CHEW in Kitui gave an account of how the recruitment of CHEWSs was carried out at the
inception of the community strategy:

OWhen the community strategy was introduced...thistiict Public Health Officer

who was in charge of this district by then...decided to recruit some of the public

health officers and nurses to start the new strategy. So | was among the first people

who were recruited to start the exercise. That was by9200We were not even

askedA G 6 aXY2NBE 2FFAOAFE @ . dzi AG gl a yz2ia ¢

So it was duty ...the community was not involysd it was within the office.

The criteria used, it was said that the public health officers weteke the strategy

to the community and now the nurses who were by thencimarges of the link
FILOAfAGASEAXEa2 AF &2dz NB (GKS ydzZNBES 27F |
2LISY | O2YYdzyAideé& dzyAdXI dzi2Yl GAOLF theré G KI {
was not muctchoice¢ (KEN_IDI_KituiMutomo CHEWS)

The qualifications and attributesequired for CHEWs were described aging anurse,

public health officer or CHEW (person holding a heatttlated certificate in possecondary

education) and fluent in English, Kiswahili and the local languageevious experience

working as a CHW was desirablene CHEW in Kitudescribedthe ability to ride a

motorbike as an asset. The recruitment process was detailed by some CHEWSs as follows:
X KSNBE 4| &emenyin bnR gf $hdaily newspapetisen | applied and
fraSNI 2y L gl a OFfftSR F2NI Iy AYyOGdSNBASG |
were asking for those who have done certificate level in various fields such as
records, community health, h#h specialists, pharmacisés
(KEN_IDI_KituiCentral_ CHEW1)

5.2 FACILITATORS AND BMRERSTO CTC PROVIDERERFFORMANCE

There are a number dhctors that influence CTCINE @ Ap&Srim@Eince that emerged in
the study. These are discussed in line with traft framework in the sections beloand

summarked inthe form of boxes Severakcomparisons can bmade between themThese
were analysed comparing the two study distriats Nairobi and Kituit and the type of

provider. Thg are discussedin this chapte within the sections addressing thearious

factorsand presented in a table i@omparative analysis
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5.2.1 HEALTH SYSTEM FACIOR
According to the draft framework, these are factors within the health systewugh which
CTC services are offeréiaht influence servicelelivery. They include: current policies, CTC
service delivery models, financing and sustainability, governance and coordinasiorell
as supplies and logistics.

§CTC SERVICE DELIVERY
The type of senees provided by CTC providers were -gegermined through standard
operating procedures defined by the policy and by the t@oigpliedto providers.

According to the current policyp0 CHWs were supposed to coveCdof 1000 households
by carrying outregular home visits for health education, promotion, prevention and basic
curative services. The services provided are described in further dethé nole ofthe CTC
provider, however, they were aligned with policy expectatipnsth the addition of vetical
programme interventions such as mobilizing clients for HIV testing and Direct Observed
Therapy for B. Tre number of CHWswas affected by attritionwhich influenced the
workload: CTC providers faced with service implementation challenges weretistes
forced to prioritize their work according tihe types of clients and problems faced in the
community. This prioritization was also supported by a policymaker
XL @GAaAG o K2dzaSa 2yteé Ay | 6SS1 0SOIl dza:
mothersand | visit 3 households and | check if there is a problem. | visit those houses
with problems; if there is a sick child, if there is a pregnant woman or a woman who
has just given birth even if there is a sick man in that house, | visit and | .eecord
(KEN_FGD_Kituiwest_ CHW1)

Avalilability of staff and services
Kenya generally faces a shortage of human resauncehe health sector. There was a
reported shortage of C&ln some communities. Sonsaib-counties (districts) in Kit@ounty
reported that theydid not have anyCUs,with most of the units beingentred in urban
areas
GThere is poor distribution of the Clysu might find the district has got only 1 CU
we have a district like Mumoni that does not have a CU ate¢ all
(KEN_IDI_KituiCentral_ DHMT1)

The reported shortage of CTC providers was made worse by the general shortage of health
professionals in facilitiesvhich resulted in the already few CHEWSs taking up duties in the
facilities, hence having dual roles (se& SorkipadBection)
dvou koow | am the only CHEWhe only nurse, and closing up the facility is
impossible, so s quite a challenge€ (KEN_IDKituiWest CHEW3)
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Many respondentsaidthat the coverage of services Hamproved with the introduction of

the CHS as the CHWawere ale to reach patients that other health providersud not,

thereby enabling access to these services
OAlso, when | see the health status of the community improving | feel good because
those people whom | cannot reach, they are reached by the CHWsnasoof the
avYlrftt FAfTYSyGa fA1S RAL;byKageSlealt Wt st@hé NB I O
community levet (KEN_IDKituiWest_CHEWS5)

The frequency of household visits by the CHWs varied between households, often as a result

of workload, transport ad distance. CHWs wertmable to complete all the planned visits in

a month,and madevisitsto K 2 dza SK2 f Ra ¢ A (i Kahlgzverysix shoht®. BAWI & A & &
training andthe availability of supplies and equipment also affected the frequency of the

Visits.

Community respondentgavemixed description®f the coverage of CHW household visits,

with some communities reporting that CH\Wisited every householdvhile others reported

that some households do not receinamy CHWVisits. One respondendtated that CHVE

AaK2dZ R OAaAld |ff K2dz&AaSK2f RaAX NI GKSNI GKIy 2dz
d have seen and visitetut there is a problem because they visit according to the
houses they knowand there are some who have never gone to sdmases
(KEN_FGD_NBO_Langata_comity@j

Community members felt that CH3@nly visited households where someone with HIV was
living, and they felt that thg should visit other households as well:
atlis good to be visited frequentlput it is like the CHWS only concentrate on the

A 2 s oA

HiVandTBl FFSOG SR LI EKENS F¥EDANBD 2Langdtad Community?2)

Some respondents felt that yog people men, deafpeople, people with disabilities or
people who use drugs do not receive adequate serices the CHWS:
oOkay | know that there are someagips that (CHWSs) are not able to reach like the
deaf 1 KS& R2Yy Qi KI @G hawkh®y axe3@ar§ koydminihicate with
them. Maybe the other group they are not able to reach are people who are abusing
drugsbecausehis is a community that liveis a different world and they are feared
in the communitye (KEN_IDI_KituiCentral DHMT1)

Some typs of services were not available to community members in their localitvbide a
lack of public facilities resulted @ high cost ofhealth servicesOneCHW was concerned
that they had to refer their clients to private facilities where their clients fourdifficult to
pay for services:
oXthe hospitals that are present are privatnd as | earlier told yquwe as CHWSs
contribute to pay the medical 8llof our community members. | would like them to
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improve on the issue of taking a patient to hospital and by having a public health
facility in my communitg (KEN_FGD_NBO_Kasarani_ CHW1)

Insecurity made it difficult for CTC providers to visit communigmbers. It was reported
that some areas were insecure atitht this made it difficult for CHWSs and their supervisors
to reach all community members
GThe only problem we get, just liKmmunity Health WorkersKunless we go with
some security we are not B to reach some placés
(KEN_IDI_KituiMutomo_DHMT3)

HBTC service provision by CTC providers
Due to the experienceof and appreciation of doeto-door health services being
implemented in their communitiegshe community felt the need for HIV testing be made
availableto them at home According to someespondentsHBCT was necessary and would
enhance access to the service:

& hd how do you find the idea of hombased counselling and testing?

aloa + 3I22R ARSI | YR &K 2 dzallfRhelp & th& nvddvib Y Sy (0 S
be tested when they are found in the homestedadd<EN_FGD_KituiMutomo
Community2)

oNow, what is your opinion on the idea of training thGeommunity Health Workers

to offers the HBTC services?

thK Yeé 322 Ry S idhawanlanswegfof it it iS &S, yt ought to have
come yesterday. | completely agree. All of them should be trained to dce that
(KEN_IDKituiCentral_ CHEW?2)

Confidentiality and HBTC
Stigma existed in both study contexts and was indicated as a chaltengevision and
uptake of HBTC and support groupsr people living withHIV, although one HBTC
counsellor felt that with information about disclosure and drug adherence things were
improving:
a t first it was challenging with clients with stigmlaut after givingthe information
needed andexplaining the importance of disclosure and drug adherentee
response was gooél(HBTGurvey)

{GAIYl AYyTFEdzSYOSR GKS LINIAOALI YIaQ 2LAYAZ2YA
service delivery; more swhere CHWSs were perceived to lack confidentiality. Most of the
community members were of the opinion that CHWs could provide HIV services only if the
issue of confidentiality was addressed, although some had concerns that even after training
some CHWs cddi not maintain confidentiality:
d SiQa K@amdwithiield)inas to say about the training of the CHWS to
undertake the testing and counselling of people from their homes about EIV.
d could say that there are both advantages and disadvantages.uBedaat CHW is
like my neighbour there at home, he might cross with me and then go round giving
false informationand that can be disadvantage to me..They should be trained to
ensure confidentialityThey can visit usgive us counselling and tess.ulf we are
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found to have the virus, they advise us on how to be assisted. That one | can agree.
.dzi Fa L F3INBSTEI GKSNB Ydzad 0SS a2veS LINBO
(KEN_FGD_Kituiwest_ Community1)

There were mixed opinions on the confidentiality the CHWswith some clients feeling
free to share personal informationwhile others were not comfortable. In general,
confidentiality was cited as a concern more frequently in Nairobi than Kitui (see
\Eomparative Analy<js
A believe they keep the information confidential because even if they find out that
you have a certain diseasé KS& 1SSLJ Al G2 GKSYasStg@gSaT i
about ité (KEN_FGD_KituiWest_ Community1)

Some interviewees felt that HIV tesgy should not be the remit of CHWSs, but rather of
CHEWSs, as these were nmighbaurs (consideredmore likely to be able to keep secrets)
and had a higher educational level.

The need for additional training for CHWs if they are to be involved in HB3 Gaveever,
identified:
OWe have even trained ou@mmunity Health Workers in HIVfelated issuesand
they know what is expected of them when it comes to referral and linkages, when it
comes to even followp because they follow up these clients in the camity,
when we have missl | LJLJ2 A ¥ Y S yGiminMnity Healkh Wgrkers need a lot
of training when it comes to hordeased counselling and testing so that they can
assist  the team that does the counselling and testing
(KEN_IDI_NBO_Dagoreti_FacilityMge2)

General HI\&erviceprovision

The CHS guidelines did not give much emphasis to HIV/AIDS service provision. Our study
findings showed that the main role for the CHW in MINDS services was to provide health
education and refer community members tioe facility for additional or followup services

where necessary.

According to some CHWSs in both Kitui and Najrtie CHWSs encouraged their clients to

adhere to treatment through regular home visits:
XiKSe Ffgle&a 32 Niephtnd @ih@m Bérynbrnind-thiey Sy G &
aK2dzZ R 02YS Ay (2 OKS®he ofiskehaslbkbed takg'diugss LINE
on time, they check whether he or she is cle@Seé | f a2 Of $ly (K¢
(KEN_FGD_NBO_Langata Community?2)

A community member from Kitwescribed how the CHWs offered health education on HIV
prevention to couples:
aThey[CHW$§ usually visit us at home, and they tell us how we can protect ourselves
from HIV. And if you know that you have HIV, if you have a wife and you are living
together, you can use condasd (KEN_FGD_Kituiwest  Community1)

According to some CHWs and community memp&idWs educated the community on
PMTCT and the need to deliver in a health facility. Some CHW supervisors and community
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members reportedhat home-based cee for HIV patients was offered by CHW&#o also
gave information to caregivers on how to take care of their ill relative at home and
encouraged HIpositive clients to join support groups.

HBTC counsellors reported their role as pdowy HTCn the hauseholds and linkage for the
clients who test positive. Linkage for clients included support groups and health facilities for
antiretroviral therapy The clientggave theirconsent before their details were given to a
CHW for followup to enhance uptake afare:
¢Clients who test HFgositive are linked toCommunity Health Workers with a
mandate to ensure that they access céédHBTGurvey)

In Kitui the CHW supervisors and facility manager indicated that some CHWSs were not
involved intracing defaulters. There were other communitpased providers; peer mothers

and peer educators employed by partners offered those services. Some supervisors felt that
the training received by CHWs was not sufficienttfacingdefaulters. In Nairobj however,

CHWSs were imdved intracing defaulters (see omparative Analysis The health facility
provided a list of clientsuch as PMTCT defaultecsthe CHEW for followp.

Effect oftransport anddistanceon accessand referral

The communig members had difficulty accessing distant link health facijiaesl a lack of
money for transport further complicated the situation for example,pregnant women
would deliver on the way to the health facility. Some link facilities lacked servicegedqui
by community members.

In some instanceshe presence of CTC providénsproved ommunity membesQ | 0 0Saa o :

the referral facilities as the CTC providers tried to organize a vehicle for those unable to

walk to the health facilitySufficient aailability of adequate transportation for emergeies

was however reported to be a challengseeWeaterrakin the Yhtervention DesignFactor

section):
@S KIS 2yS @GSKAOES FT2N 0KS ¢gK2fS adziz2yY?2
useit becausethe area is very wide. Most of us are not able to take the sick to
hospitalé¢ (KEN_FGD_KituiMutomo_ CHW3)

oGThese CHWSs should have vehicles because our place is so far from the.hospital
When the expecting mother is about to delivieis so far from tle hospita) and they
end up delivering on the way to hospitalKEN_FGD_Kituiwest_ Community1)

SUPPLIES AND LOCTSTI

Logistics

CTC providers work in regions where access to health services for community members is a
challenge due to poverty, poor roadetworks and either vast or sparsely distributed
populations. The CTC providers require supplies and logistical arrangements to assist them
in carrying out their duties. According to policy, CHWs and CHEWSs were to be provided with
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bicycles and motorbikesespectivelyto enable them to move around the community. As
describedabove bicycles and motorbikes were only available to some CHWs and CHEWs.
The following was reported by a DHMT member
éXthough we received some bicycles for the CHIM§ S & | K&SsayfirSaalistiici
fA1S HnX 2 deE{KER TDI_EKitmiwest DHMI 2

Those who lacked means of transport were forced to either walk or pay for their
transportation. CHWs were sometimes given money for transportor example, when
they attended thei monthly supervision meetings but this was dependent on NGO
support and was inconsistent (seéeK Snarné¢i@fsection below). Although some CHEWSs
receivedmotorbikes, they were unable to fuel theras the link facility would sometimes fail

to provide ths due to inadequate funds.

Supplies
CHWs were supposed to have a kit with all the equipment and suppliggluding drugs,
thermometers and weighing scales they required to help themto carry outtheir duties
during home visitsHowever, none of thenmad ever receivedie contents of the kit
oX the challenge is the CHW kit§The kits have never been provided; we are
working with partners to see if they are able to provide everything, at least some of
the things and also the DHMT lev&(KEN_IDI_iiiWest DHMT?2)

A kck of suppliesvasa major disincentive for CHWs and sometimes fdrteem to use
their own funds. CTC providers also mentioned consumables for their clients such as ITNs
and water treatment suppliessuch aschlorine that they were unble to supply which
resultedin frustratior
XGKSe 3J2 G2 ,an&tBe farRieza® Kshf dhieated watdhey will
just advise them to boiit, without firewood You seg firewood is not available
everywhere. You know without thahlorine 8 NJ G KSY G2 OKft2NAY Il (S
They meet a child who hatiarrhoea who can be
Health System Factor Barriers t{ 'estored with OR$ral rehydration salt and ORS is

CTC=rvices not in the kit. They want to use job aids when they
1 Inadequate CT@roviders are teachingd dzi (G KS& R2y Qi KI @S 22
T Lack of suitable supplies and They wantto conduct growth monitoringbut they

equipment R2y Qi K I @$onitoml B édquigment

1 Lack of financial support frothe
government forthe CHS

1 Unclear funding pattern following
partner exit

il Dis;t.ortilon of Servi(?e p:jovistion and PROGRAMESUSTAINABILITY

vertical programming due to . . . .

ST [T In this section we cover financing of t#H$the ro!e
Lack of salary foCTC providers of the government andNGOs/partners and the

influence on sustainality.

(KEN_IDI_Policymaker3)
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According to the policymakerghis was happening partly because financing of the
progranme had not been well defined in policy amtbe tod KS yF GA2y I f 3I20S
prioritization of curative over preventive health

dYou seeginitially when this streegy was developed, it did not talk about how

funding would be done. Funding is a main issuel we have been trying to cope by

strongly mobilizing our partners who have really helped us a. lot

(KEN_IDI_Policymaker3)

Government financing was mainly foecruiing CHEWs and procumg bicycles and tools.
NGOs financed training, supplies and logistics, incenawesthedevelopment of M&E and
other systems. However, due to poor coordination, NGOs focused on particular areas and
vertical progranmes, which sometimes resulted in duplication and a divisive effect (&ee
WNG@section below). The challenge of sustainability was instrumental in informing the
ongoing review of the strategy.

Health facilities provided additional funding for logistics througistsharing fundst for
example,fuelling and other sitespecific activities such as Commuriityd Total Sanitation
(CLTPH Howeverthere was competition for fundérom other activities which resulted in
inadequate availability of fuel for community adties:
oX & 2 dz ,thgr@abe so many projects within even the departm& have things
like CLTS which is there, community sanitafitiere are a number of projects which
are actually done at the community leyddut the issue of the funding is a prebi.
You find fuel is finished even before you are able to carry out some activities
(KEN_IDI_Kituiwest_ DHMT?2)

According to a DHMT membhehe funding burden on cossharing funds has increased due
to the current status of devolution in the countrwhich has resulted in increaddunding
responsibilitiesfor counties (see BevolutionQn the WNational Structures and Governariee
section below).

Attrition has been identified as a consequence aofack of sustainable financing aral
dependence on voluntésm. It was reported that CHWs found it difficult to work without
pay (see Yhcentivefin the HWuman ResourceRelated Factord)section). The policy
recommendation that the CHW&houldreceivea monthly stipend of Ksh2000 (US$25) was
not available to allCHWs either completely or regularly. Some CHWSs quit when they
realized there was no payment for their services

oXwhen we were trained many people thought there would be payemd after

a2YS @SINB ¢6AGK y2 LEEBNSGD ABG KjigRE@2R N2 LILIS R
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Incomegenerating activities received from NGOs were identified as potential financial
incentives and motivation for CHWSs. In Kitui variousomegeneratingactivities for CHWs
including greenhouse farming arkkepinggoats were seen as important dcause they
motivated CHW®y offering thema steady source of income
X G KS RS ¥ l[ndaibér &fNderhlders filing to participate in the grdus very
low because they feel now we are part and parcel of, thes have a project we are
running together.So the way forward for md would sayis to empower these
people to be selustaining. Yeahthey feel there is a project they are doing for
themselves rather than paying them a monthly allowanée
(KEN_IDI_KituiWest_ DHMT2)

National support andthe role of NGOs/FBOs
As shown in this report, the government supm@HS programes by developng policy
guidelinesand providingfinancing, training, suppliesogistics and supervision. However, a
range of respondentdelt that the governmentwas unable tosupport the CHS without
additional support from other partners such as NGOs
oXthe government is not able to suppatrt Most of the time it is supported through
the partnerse (KEN_IDI_KituiCentral DHMT1)

NGOs/FBOs providesupport in various ways, inading general funding, working with
government and other partners in establishingcomegenerating activities, training,
providing supplies and logistics including stationery, reporting tools, incentives and Kkit,
lunch and transport allowances for CHWsel for CHEWSs to conduct supervisiand
monthly allowancesor CHW. In some instances the supporting NGO also provided medical
supplies, such as contraceptives.

XEA1S y2¢ !t L! LXdzA>x GKS FlIOAftAGE GKSe@

are able to give them gumboots, they are able to provide them with umbrafids-
shirtst G KI G Qa . TherewhdndteyiawdImonthly meetings with the ones
who are doing reproductive health they have a partner supporting them for lunch
Iy R (0 NJ¢(RENIDINNBR Dagoreti DHMT3)

X!tlL! LXdza KF@S NBIffte KStELSR dza oe@
GCommunity Health Workers That has also made th€ommunity Health Workers see

GKFdG ¢S OF NB | 02dzii  (KISEN_ IBNBO fahgatd (ICKMR)Y 3 f A1 S

WXy2g GK2aS Sy LISNE?2 ythat wele @igen ® lusyby fae LI |

institution called Tupange (KEN_FGIDBGLangata_ CHW3)

Challenges with NGO/FBO support
NGO support was seeas takinga top-down approach informed byt K S  birllehe§isor
preferencs> NB I NRf Saad 2FsiKS O02YYdzyAGeQa ySSR
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GThe partners usually come from the national officé mean Nairobi headquarters
They are sent to areas where there is npedi KI (0 Qa¢é K26
(KEN_IDI_KituiWest_ DHMT2)

Vertical programming resulted ithe unequal distribution ofCUsand in distortiors in the
servicesavailable,with many NGO programes focusng on HIV services and not always
alignedto government policyor coordinatedby the government
KS LI22NJ RAAGNROzI A2y p Bith Sur stakehdldRsTHe X 2 dzNJ |
facilitate the formation of the CUand the majority of our stakeholders do not want
to go far, including your LVQheir CU is here in town. We are sayidno needs CU
activitiest is it a township here or would it be Mdkmni, where mothers are dying
duetotheiy I OOS & aA oAt KEB IX Kitui€entcah DPHMTH) S a K Q

0See you are like the Liverpool people, and we also have APHIA plus, we have World
Vision. We have many other partners who are offering different cesvin the
community and at their own level. Like you, | know you do community testing and
counselling. Yeah, there are others who are supporting those who are doing home
based care, those who are doing the follapy of the patients and by maybe
providingthem with homed I & SR O4(KEN_IDI_NBGi Njiru DHMT1)

The perception that thegovernment is unable to fund th€HSgenerates concern and
anxiety among the respondents as to who will provide support once NGO prograende
They identified a need forthe government to take responsibilifpr providingsupport once
the development partners pull out
OAPHIA plus is leaving in the next 1.5 yeaMhom will we remain withe
(KEN_FGD_KituiCentral_ CHW?2)

dt is 2 years and then thdyorld Visio go. So vaen they are done we are asking
the government to come in and take oMg(KEN_FGD_ Kituiwest  CHW1)

In some areas, the DHMhad started to put in place plans such ascomegenerating

activitiesto cushion the withdrawal of development partners
GX ¢ S veKdbeen getting a lot of support from the partners, when they caitribe
SYR 2F GUKS Y2yGKXtA1S 6KSYy KIFI@GAy3a Y2y iKf
around 400 shillingsXWe have been trying to see home are going to make sure
that despite the facthat we will not be having this 400 shillings, still they move on,
so they have been starting some activities that is genegai 2 YS A ¢ 02 Y S X
(KEN_IDI_Kituiwest_ DHMT?2)

One CHEWalso perceivedhe nvolvement of NGOss increasng their workload, with
different partners having different reporting requirements
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Xe2dz YI & ¥FA yRiiffereitlpartnevs havé §oe different health services
and they expect you by the end of the month to look at all these different reports and
submit theme (KEN_IDI_NBOahgata CHEWS3)

NATIONAL STRUCTURE® GOVERNANCE

CHolicy andprogramme

There are plans to change the current CHS prognawhich has50 CHWs working under

one CHEW to 10 CHWs working witle CHEWs in a unit (séeK IStrod¥ictiontsection)
OWe areenvisaging recruiting CHEWS every year so that by 2017, we are able to
have 25000 CHEWSs, which will be 5:5000 femmunityUnit, and then they can be
assisted by two community voluntegr§KEN _IDI_Polioyaker2)

Concerns about sustainability and worath costs and weaknesses in the current system
were the main negative drivers for changescribed while the main positive drivers for
changewerethe desire for a more integrated and holistic approach.

The current workload was seen as unsustainable witivolunteer workforce and the
integration of additional tasks would require additional skills and training. Policymakers
expressed a willingness to learn from current mistakes
d think that it is very important that the lessons and the challenges slifoidn the
decision to revise the community strategy so that it can work better. And the division
Ad OdzNNByidfte g2NJAy3a 2y GKFEGXdaz2z GKIG 68
well for us and we can remove what we feel did not work well fag us
(KENIDI_Policynaker2)

CHEWSs were often described as not takimgan adequate role at community level, seeing
themselves as supervisory only, although many CHEWSs inditetady workloads (see
Workload2n the HWluman ResourcesRelated Intervention Design FactorsQsectior). CHWs
mentioned that they were only collecting their data but not doing anythiedgse A
policymaker saw the current CHEW system as weak

oGThey[CHEWSshre not seeing themselves as the community health providers, but

they are seeing th€mmunity Health Workers as the providers and timselvesas

the supervisorsand theseare the things we want changed KEN_IDI_Polioyakerl)

Recommendations fopolicy change

How this transition will be managed at community level remains unclear. The foged
change, awareness of the change and uncertaityput how it will work out were all
reflected in the interviews with policymakers, DHMT menshéacility managers ando a
certain extent CHEWSs. Awareness of the change was low at the community, igitkl

many CTC providers and some of their managers making recommendations for things that
were in the current policy but were to be changed in the new progrer(such as

6l|Page



Reachout

Linking Communities & Health Systems

integrating first aidinto CHW tasks). The community, which had only recently embrédee
strategy would now face new changes again. Community engagemethieidevelopment
of the new policy is required.

The expectations from health system and community perspectives were of more services at
community level and there was a recognitionf dhe benefit of integrated approaches
among policymakers, DHMT and CHEW respondents
0So that when we are attending to this client, we attend to all issues of nutrition,
homebased care issues, issues of TB, like that, so that when | come | comefully, n
come then another person comes for TB then another person cbjusswant to go
YR R2 S @SNE lekelpgoplekin e tonmaiuBity fiekd care, they need
people, who can follow them up; you know some of them are very diffeuklve
need the itegration.€ (KEN_IDI_NBO_Dagoreti CHEWS)

A number of policymakers, DHMT members and facility managerthégliadditional tasks

could beundertakenat community levelbut opinionsvariedon whether CHEWs or CHWs

should conduct then. While community memérs and CHWs were ambitious about what

could be achieved, with some mentioning assisted deliveries, DHMT members and

policymakers were more conservative in their feelingghis subject
oPersonally, | think that the task that they are undertaking culgerg within their
YFEYRFGS YR L R2y QG 4SS GKSY R2Ay3A lyeidrl
doing€ (KEN_IDI_Polioyakerl)

A range of possible additional tasks included rapid testing and treathoembalarig family
planningand TB screeningamong ahers. While there was a sense of reluctaram®ong
policymakes, discussionsabout integratihg HBTC into the newCHSdominated the
interviews from DHMT level to CH&nd community FGDseell K I3IVSdtvicegkection.

Devolution
Kenya adopted a new cetitution in 2010 which has devolved governance and health
services including recruitment and remuneration of health workete 47 counties. The
national MOHis responsible for policy formulatiomith the countiescarrying outplanning
and implementatian. The effects of devolution on planning and financing were already
being experienced in the counties:
XL R2y Qi I NNJI y IThat dne idlarranges mayBelfrankKakly, sbéetime
it was from Embu when it was the provindteis time it is the countyYou know we
have to get fundg (KEN_IDI_KituiMutomo DHMT3)

The revision of theCHSneeds to consider these changes, ensuring that the proposals are
costeffective, sustainable and can be financed by the counflee. Community Services
Unit has developd an advocacy plan for the countieghichneeds to be implemented.
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5.2.2 INTERVENTION DESIEANCTORS
This section presents findings of facilitators and barriers to CTC service delivery due to the
strategy that has been selected for implementation. They inclugean resourceselated
issues of CTC provider workload, remuneratiguality assurance and supervision,
community links, referral and M&E mechanisms.

One of the commorthemes running through many of the intervention design factors is|the

difference n the depth of discussion relating to CHWs and CHEWSs. The vast majority of
discussion focuse@dn CHWSs, with limited discussion about CHEWS, particularly during

discussions with community respondents. This is an extremely important feature gf the
findings,given theg2 @3S NY YSy (1 Qa LICHSMwhichiwRlenthilse@uiiriy Se rol«| S
of CHWsand increase the number and community role of CHEWSs. It will betwitake into
accountintervention design factors relating to CHEWhen finalzing and rollingout the
revised strategyto ensure that community services are of high quality, readily available,
accessible and acceptable to the target population.

INTERVENTION FOCUS

With someexceptions such as reported earliethere was a common consensus among
respondents thatinterventions should focus omulnerable populations such as those in
need ofmaternal, newborn and child healtervices and those requiring health care follow

up, including those on medicatiolhe services provided were in the area eproductive
health and family planning, pregnancy, immunization, preventiordiafrhoeal diseases,
environmental sanitation and hygienas wellas vertical progranmes such asHIV. The
community demanded more than the CHWSs could offer, including malesits,t supply of
basic drugs, treatment of minor ailments and home deliveries. The community was also
supportive ofHBTQ@arried out by CHWSs (s&dBTC Service Provision by CTC Progders

éCOMI\/IUNITY ENGAGEMBENTTHECOMMUNITYHEALTHTRATEGY

Community elgagementand participation

According to theCHS,the community should play a major role withits CU, making

decisions on matters pertaining tils own health. This was captured through responses

from a CHEW
oBefore the strategy, health was owned by thknistry of Health, but after the
strategy, health is owned by the communitt.2 S R2y Qi YI 1S I|ye
nowadays XWe dialogue with the community, the CHCs and the Cldiésthen we
[the CHEWSs come up with a solution, if there is a problem(KEN_IDI
KITUICENTRAL_CHEW?2)

Communities were engaged through public forurbar@zag where CHW recruitment took
place. Dialogue days are regular meetings held quarterly where the community members
and health workers meet to discuss health issues and share fekdbhese forumsnd
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action days for joint community activitiesuch ascleanups were held infrequently. They

were extensively described by the CHEWS, but interestingly there was no discussion about

them by the community memberadicating a possible disonect between the community

and the CHEWSs. The differences in discussimout community engagement bthe

community, CHWand CHEWare documented inEomparative Analy<is
aThis is where the community comes together arstukses the problems that they
have andcomedzLd ¢ A (K (G(KS az2ftdziizya (KSYaStgSao
digalatrineX2 S RA&A0dzaa S@SNE (KA, gnd théyygomé ESithRA | £ 2 :
a timeline for when they want every community memberhave a pit latring
(KEN_IBKITUICENTRAL_CHEW?2)

The community provided support in various ways including escorting CHWs or CHEWsS,
particularly in areas of insecurity, providing venues for meetings and supporting improved
services as reported by a CHE and a facility manager. However, unlike other countries
where communities even hosted CTC providers, the communities did not extend material
support to the CHWs and CHEWs amdtead demanded it from them(see €ommunity
ExpectationSbelow).

Communil capacity to claim rights
Through theCHShe community is empowered to demand their health rights based on their
perceptions of the responsibilities of the CHWs and facilittdswever, there was very
limited discussion on thig it was mentioned byonly one CHEW and no community
memberst indicating an area in need of strengthening
0And even the community themselves, if they have a challenge with a particular
GCommunity Health Worker, they are able to come down and sd3e have a
problemX¢ (KEN_IDI_KITMUTOMO_CHEWS)

Community expectations

¢CKS /1238 gSNBE AYUGUNRBRdzZOSR (2 % 8ncoDrage pride/ih & | &
the CHW andhe community. The community held the CHW accountdbtehis title with a

wide range of expectations.

Both CHW ad CHEW respondents reported that there were community expectations that
CHWs could nomeet because they were not equipped o sa They include proding
ITNs painkillers, water treatment, HBTC, first aghd food for vulnerable households. In
addition, one community also mentioned thatwould like the CHW to provide nerealth
related services such as chNIid yighs protection.

Some CHWs mentioned that managing the commuiixpectationscould be difficult. A
sense of mistrust was creatday the belief held by some community members that the
CHWSs were withholding what should rightfully belong to the community. One CHEW related
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this to the fact that the community lthbeen informed about what the CHWsould

provide, but since the CHWSs dhaot been provided with kitsthey were unable to fulfil all

the roles which the community now expecdof them:
OWe had abarazabefore the community strategynd we told them all those things
that the Community Health Workers will be doing for thembut due b lack of
equipment and financahey see the CHWSs not doing all that they should be doing.
So they keep askingvhen will you start treating us¥hat tells you that they expect
more from the CHW&(KEN_IDKituiWest_ CHEW3)

The inability to meet commuty demandswas a disincentive for the CHYMvith one CHW
expressinga concernthat he felt he was not helping the communitbyecause he i not
have thesuppliesthe communitywasrequesing.

Perceptions of CTC providers

In general, communigs were extranely positive about the CHWs and féiiat they could

depend onthem:
GThey have become our friends2 $S R2y QG FSI N dduSugt ¢S 3
rush to them¢ (KEN_IDI_NBO_Njiru_Clientl)

Ny

There were few negative comments about Ci\féchnical skif and attitudes, such as
gossiping, arrogance and nperformingduties well. The CHEWs and DHMT seemed to be
aware of these mixed perceptions with regard to the CHWSs

GThey do a good job(KEN_IDI_KituiCentral_Clientl)

A think there are so many things K S &
know. Maybe they were partially taught wha
to do. For exampleif you may ask the

Barriers toAccess andJptake of
CTC Services
1 CTC providers unable to fulfil all

symptoms for malarigthey have no idea. They community expectations
R2YyQl 1y26¢ K2 gwhidhds vayw 1 Neggtive perception of CTC
importante 1 E;Oc\ﬁ(:;rtrust in CTC provider
(KEN_FGD_NBO_Kasarani_Community1) f No CU in place
1 CTC provider discriminates which
The CHWSs expresselet opinion that the community households to visit
only had a positive perception of them T Limited access by yog people

, men, deaf clients, people with
GThey look at us as people who help them a disabilities or people who use drug

because if you listen to them talking they s§ § Inadequate transport and long

that earlier on they were very sick and hd distances

many problems but now the outbreak q T Rejectionof CHEWs .

di . h K h I Limited community involvement in
iseases s rare, now they know the community services

importance of sleeping under treated nets ar

boiling drinking water and giving lots of fluids
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to a child if he or shikas diarrhoea éKEN_FGD_KituiWest_ CHW1)

One CHEW described the community as being satisfied with CHWs duk® O2 Y Y dzy A (i &
involvement in recruitment.

GThey are satisfied with the quality of t@mmunityHealth Workers because when

we were recruiting th&€ mmunityHealth Workers we did it in &araza And we had

all the community members in thiearaza and they are the ones who chose the

people to work with thend (KEN_IDNBO_Langata CHEW4)

Additionally, some CHEWSs described having experienced rejection from the community
which caused difficulty in reaching community members, even when accompanied by the
CHW, because the CHEW is a government representative, and as a result the commianity fe
OKFG GKS (vdsSotel tor the bendfitiof the CHEW andl chot assistthem or
provide any information. This is a very important consideration for the ong@wmgew of
the strategy
Xeé2dz YIe KIF@S |y | Llsd@hatyoday oy dre sappasdd tolg&k S/ | -
and visit household no. this and thi® your surprise you may find out that by the
time you reach the household, the members are not there, becausepublic
generally do feel like any time a gowmen representativevisits they always feel
that there is something benefiting this gawimert official and not them, so they can
resist loudly by sayin@e are not giving you the information you wa&bt they can
leave you there That is usually in the urban sepg
(KEN_IDI_NBO_Langata_ CHEWS3)

The community expressed gratituder CTC providefawvork. Our study findingshowever,
showed that since communitymembers werenot fully aware of the roles todplayed by
CHWsthey had some perceptionsf them which were contrary to the norm. In some cases
the communityexpectedCHWsgo carry out curative serviceand provide communitybased
distribution of contraceptives and other social work services sugboasrape counselling,
although thiswas not included in CHW training and policy is unclear as to the role of the
CHW inthe provision of these services. It was also reported that the community would in
some instances feel that the CHWs were benefitingnftbe services they provided:
GX ¢ K §e community claim that these people are being paid and they are
benefiting from this so they are yst using us for their own goo&XThey were
claiming that we have been given money to build the latrimesl yet weare not
using the money on that (KEN_IDI_KituiCentral CHEW1)

The CHW was generally regardedaad# R 2 O 2 N2 A y; hawkvBr, thérg Wa¥ tittié A (i &
discussion on the rolef CHEVE by community respondents.
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§HU|\/|AN RESOURERELATED FACTORS

Participarts identified a range ofhuman resourcefactors which they felt affectedhe

quality of services delivered by CTC providetsaining, supportive supervision and

adherence to protocollnterpersonal skills of CTC providers were also mentipimatuding

humility and the ability to interact, interviewing skills, willingness to help, being

dzy RSNRE Gl YRAY 3 |y R.CHWKS afid oprABmuiits aBRcarRidefeddingld Q

role modelafactor which affectd service quality:
GA good CHW should also be a goole modelX { 2 & 2dz KI @S (G2 LINBI O
yourselfé¢ (KEN_FGD_Kituiwest_ CHW1)

HBTC counsellomsoidentified a willingness to providelientcentred services and client
satisfaction as key traits.

The following is a summary bfiman resourcerelated factors thatwere most extensively
discusseds thekey fcilitatorsof and barriers to quality service delivery by CTC providers

Trainingt initial training and continuous professional development

The vast majority of discussion on trainindated to the initial training of CHWswith
limited discussion about CHEW training. There was no mention of continuous professional
development for CHEWs or career opportunities for CHW&. CHWSsdiscussions on
continuous profesenal development centredn refresher training, which CHWs were keen

to receive although there was lack of clarity regarding whether this happens for most CHWs
at present.

Initial training
TheCHSstatesthat all CHWs and CHEWSs should undergo an initial standardized traiting.
respondent groupsrecognized he importance and value of initial training fdhe
performanceof CTC provider
0Xthis [training] has really helped my community be healthy and free of diséase
(KEN_FGD_KituiCentral CHW?2)

It was reported that sme CTC providerdiad not been trained on th€HS
Xt A1S V2 g Cokndilykedlth Wdtksrs not trained, that th&ommunity
Units have been formed and the members have not been trained. You know they are
just there like anybody els# is only that theyare given a hame that they are in the
community strategy. So training, that is a weakness because | think the support has
not been thereThe support is not enough for capaehyilding of the CHWSs and also
equipping then€ (KEN_IDI_NBO_Njiru_ DHMT1)

SomeCHWSs made suggestions regarding additional subjecta/hich they fdt it would
have been beneficial to have received training. These included HBTC, rape counselling,
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disaster management, first aid (which was already included in the 2010 curriculumjocare
pregnant mothers, nutrition, mental health and disabilities. Many CHEWSs also felt that
report writing also needed to be emphasized more strongly in the initial CHW training.

{2YS /192a FStid GKIFIG AG 61 a A VY4ONIFIAOD TANNIA Y
since some new CHEWad never previously worked at community level.

Refresher training

There seemed to be a disconnect between policy and practice as regards CHW refresher
training, with one policymaker stating that there are refreshigainings for CHWs, while the
CHWs stated that they had never been refreshed. There was no evidence that regular
refresher trainings were carried guthe only trainings reported were those carried out by
NGOs for their specific vertical prograra areas.

Notable for its absencewas any discussion relating to refresher training or any form of
continuous professional development for CHEWSs, with the exception of one policymaker
who statedthat it did not exist

dres we dghave refresher training for CH\\Vance in a while; howevethe CHEWSs

are not really factored in the systes{KEN_IDI_Policymaker4)

Following training, relevant tools, policies and guidelines are required for quality service
delivery. One CHEW felt that having more tools would imptbeeCHV g&rformance:
d think it [manuals, guidelines and pamphleis]not enoughlf we had guidelines
maybe it would enhance their woéKEN_IDI_KituiMutomo_CHEWSG)

Workload
In general all respondents across both districts considetbeé workload br CHWs and
CHEWSs too heavy. For CHWse of the major factors relating to workload was the need to
balance their voluntary CHW work with their own paid work or family responsibilities, as
mentionedin the W bn-Fnanciallncentivegsection below:
oXthe workload is big, and then they are volunteers who have children at home and
they need to fend for therd (KEN_IDI_Polinyaker2)

Reasons given by CHWSs in Kitui for tleavyworkload includé the distance they neeet
to travel, the lack of transport and théarge number of households whiaieededto be
visited (seéZomparative Analy<s

The number of householdsr which each CHW was responsible varied greatly, even within
rural areas: the distribution of households to CelWas not necessarilyased orthe policy
guidelines buton the sizeof the population. CHW attrition resulted ithe redistribution of
tasks which increased the workload for the remaining CHWSs:
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OWhat causes the difference is if you were 2 CHWs in gevilteen 1 CHW decides to

step down so you end up being left with many households because you have to cover
his or her households. Maybe he has 20 and | hayé& 2@&dd them together they
become 4G (KEN_FGD_Kituiwest CHW1)

A DHMT member suggested assigy each CHW fewer households and setting aside one
day each week for CHW activities, as a way of manageigworkload.

Many CHEWSs considered themselves to teerburdened with responsibilities and
workload, with CHEWsn Kitui describing how they we solely responsible for tw@Ust
more thanthe policy stipulategsee'€omparative Analysis0

CHEWSs expressed the opinion thiagir dual roleof providing services at the health facility
and carrying out CHEW activitiesade the workload todheavy This opinion was more
commonly expressed for CHEWSs in Kitui than in Nairobi:
X/ 192a FAYR | 20 2F OKIfftSy3asSa o6SOldzas
the community and to the facility as wél(KEN_IDIKituiWest CH®&/4)

Some CHEWSs expressed a lack of clarity about their worldsatthey had the dual role of

providingservicesoth athealth faciliiesandin the community. Some CHEWSs did not know

how best to manage their time, with one CHEW admitting that sometittiesresulted in all

their time being devoted to facility work and none to community work:
OAlso, things are not clear because we were employed as CHEWSs but we are working
in the health centre. Like myself, | am working at the lab. So, it is like wetlwave
NRtfSad 2SS OGdzrtte R2yQl (1y26 2dzNJ 2206
the health facility, we do the job we studied, and we also do the CHEW Xvark | Y
dzadzl f & OSNEB o0dzae Ay GKS 102N d2NE G2 0
Gommunity Health Workersé (KEN_IDI_KituiCentral CHEW1)

RS

Recommendations on how to manage CHE®W Kv#ikl@ad included recruiting CHEWSs

to engage in community tasks only and redngt enough CHEWs so that each has
responsibility for no more than on€U One policymaker described the ne@HSwhich

seeks to increase the number of CHEWSs working only in the community across the country
(seell K ISatiowalSructures andGovernancé&section).

Motivation andincentives

The CHS policy recommends th#hough wluntary, CHWs should be motivated and
incentivized. Government funding for activities at community level is limitéith no official
salary for CHWs and no additional regular incentives to CH&Wsare salaried. Despite
these challenges the study reved that there were material, nomaterial and financial
incentives that motivated CHWs and CHEWSs to continue to work.
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Non-material incentives
Non-material incentives included whatere described as inner motivation and external
recognition that encouragd CHWs and CHEWSs to work.

alye /12a aitladSR GKIFIG dkKSe G221 dzZJ GKS 42N
noble vocation. Other reasons described by a number of CHWs related to a CHW or his/her
family having been helped in the past and a de$0 reciprocate. Additionallypne CHW
describedhe desire to leave behind a legacy:

A saw that it was a calling and | accepfeahd | was once helped and | want to

return thefavour.€ (KEN_FGD_NBO_Kasarani_ CHW1)

A number of CHEWs mentioned that @t CHWs were able to stay the course over time.
They linked this to personality and to low expectations of material or financial rewards,
describingh & & a0NBYy3IGK 2NJ WNBaAftASYyOSQo

The CHEWSs and CHWs both stated that they felt very motivated by a cleaskievement

in seeingWo SKI @RIZYHANSQ aK2pgy o6& GKS AYyONBIl aSR dzLii
new practices to promote healthCHEWSs gained a lot of satisfaction from working with

CHWs and communite€HW F St 0 LINARS Ay 0SA yoBmuaig ol | a Wl
models:

At motivates youBEven the » o

y , Facilitators for CT@rovidera Berformance
households will see yol » . :

| 1 Initial training for CTC providers

and say #hy doctor is 1 Regular refresher training
hereQ They start calling{ § LYy SNJ Y2GA @ G62NA &dzOK | &
you R20i 3 achievement from behaviour change, satisfaction from
(KEN_FGD_KituiWest_ working with other CTC providers atite community

f Pride from beingarole modelair  O2 YY dzy A (i &
CHWI) 1 Recognition and respect from supervisors &nel
community
CHWs and CHEWS both fq I Peersupport
motivated by recognition and 1 Availability of uniform and transport
. | 1 Payment of an adequate, regular salary
respect from supervisors, theil 1 Regular supervision witthe ability for supervisesto

juniors and/or the community. request assistanct® solve problems

SDme CHEWSs and CHWsweda Clear referral pathway and tools, including feedback
lack of recognition, a poor Sufficient, easyo-use, harmoried reporting tools

i . 1 Feedback of reporting for CTC provisiandthe

reception from the community community

and a heavy workload as 1 Good communication betweettie community and CTC
demotivating factors: providers and other health workersribugh formal (e.g.
dialogue days) and informal (e.g. through other meetings
such ashurch)channels

good about my work as 3 1 Knowledge and availability of guidelines and tools
CHEW is the workload. It i

= —a

AWhat makes me feel les
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too much. Also theres a lack of recognition as a CHEW. You do so muchasark
CHEWbut you are not recognizet KEN_IDKituiWwest CHEWS5)

Teamwork and practical support from colleagues were reported as motivators for CHEWs
and CHWs:
A Xe have meetings as CHEWBd wediscuss our challenges and achievements. So
we share a lot as CHEWE YR ¢S a2t @S S| QGKKERIDKSNDa
Kituiwest_ CHEWS5)

CHEWSs and CHWSs showed exceptional commitment to their work and the desire to support
others. Many described instances whetleey spent money from their own pockets to
ensurethat services wergrovided, reports delivered, meetings held and transport paid for:

A have a motor bikeSometimes there is no fueso you have to dig in your pocket

and get fuel to go and meet theH@®Vse (KEN_IDI_KituiMutomo CHEW?7)

Material incentives

While a number ofypes ofpractical and material support are outlined in policy documents,
in practice these were often missing on the ground. Most CHWs and communitieshatere
in fact aware that thee things were supposed to be part of their work package and
recommended them as incentives. These included uniforms, kits, bicycles, motoanites
fuel, among others.

A lack of transport was widely acknowledged as a limitation and a disincentive @HW& Q
and CHEW®vork, as many had to walk long distancesd¢achhouseholds. Most CHWs felt
that bicycles could help them in their work. A few hateivedbicycles to facilitate their
work, but these were a minority:
0So those with bicycleyou findthey are active Those who do not haveou find
that they are challenged. So | would think if each had a bicycle, it would become a lot
better.€ (KEN_IDI_KituiMutomo_CHEWS)

Financiaincentives

All respondents agreed that CHWs should receive some formll@ivance. The official
policy states that CHWs are entitled to KSh2000 (US$25) allowance per,rbahtimost
CHWs were not aware of the policy. The results showed that the payment dllingance
was irregular and in some cases rexistent and whereit occurred, it was described as
being provided from partner organizations rather thizne government.

The payment of the stipend was described as a source of motivation by one CHW. However,
the majority of those who received the allowance stated thawds inadequatewith a lack

of consistencyin terms ofthe amount and timeliness of paymesitwhich was discouraging.
Some CHWSs were concerned that they had never received the allowance:
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AWe have never seen the budgeted CHW allowand€S#000 per monthWhy%
(KEN_FGD_NBO_Kasarani_CHW1)

In general the CHEW respondents were sympathetic and concerned by the fact that CHWs
did not receive a salary. Both CHE¥d DHMTmembersdrew links between the lack of
salary andhe attrition or loss of motivatioramong CHWsstating that althoughCHWs were

clear about the voluntary naturef their role, many hoped they would progress to paid
employment or receive money in the future.

A range of respondents described the difficulties in holding CHWSs accountableefor th
work when they & volunteers In some instances, payment of allowances was dependent
2y YSSOAy3 yrx: 2F GFNBSGaAaZ 6KAOK Yl & NBadz i
gain the allowance. This has informed review of @1¢S
oBecause CHEWSs graid by the government you can hold them to account, rather
than the volunteer who can leave an important job half way and you cannot hold
him/her accountable because they were volunteedrflEN_IDI_PolicyMaker2)

In general the CHEW and DHMT respondégitshat the salary for CHEWSs was inadequate,
with one CHEWhakingthe link between salary and good performance:
GThe amount that | am receiving cannot sustain me because you can only perform
well if you are comfortable=or you to be comfortable you ke to have all the basic
needsand everything goes with mong(KEN_IDI_NBO_Langata CHEW3)

Supervisionand quality assurance

The CHSrecommends a hierarchy of supervisjomith CHWs being supervised by CHEWSs
and CHEWSs being superviseddistrict or fadglity managers. No clear supervision or quality
assurance guidelines were identified for the strategy. On the other hand, HBTC had a well
defined supervision and quality assurance guideline and mechawisith ensuresthat
HBTC providers are supervised apality istested regularly.

There are a wide range of persons described as conducting supervision for CHWSs, including
CHCsCHEW, chiefsand informal supervisiorby other CHWsUnfortunately, his resulted

in a lack of clarity in the supervision roles for example any or all members of the CHC,
community leaders and CHEWSs would be involved in problem solving if a client complained
about a CHW performance The significance of the supervisory role played by these
different supervisors varied betwearspondents, with a greater role for the CHC described

in Kitui than Nairobi and CHW leaders in Nairobi which were not described in Kitui (see
Comparative Analysis

Facility managers and DHMfembers also described supeisng CHEWs and CHWSs.
However, this was not described frequently by other respondesntsl one CHEW expressed
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the opinion that the DHMT should conduct supervision along with the CHEW as this would
provide the CHEWSs with learning opportunities. Signifigamow CHEWSs are supervised
was not widely discussed or very clear:
d think it should be from the higher level downwards because we also want to learn
something, so | think one of the coordina@hould come and do the supervision
with usé (KEN_IDI_KitCentral CHEW1)

Supervision methods

CHEW respondents described a rangewafys tosupervie CHWs. The most commonly
described methods for supervision of CHWs by Cslk§¥e through monthly meetingand
household visits andby reviewing reports. Some CHEWAso described using community
dialogue and action days as an opportunity to observe CHWSs giving health talks.

Many CHEWSs described assisting a CHW with problem solving and using this as a method for
supervision, another described assessing clienstatiion during household visjtothers
used the monthly report to act as a guide for supervision, while others described observing
the services and giving feedback to the CHW. One CHEW also described using supervision as
a time to act as an arbitrator bween the community andhe CHWiIf there is a poor
relationship between them:
A go visit the households with therSometimes | just call a CHW, and | tell them |
just want to visit your household, then we go visit those people in those households,
to seeif they are satisfied with the services the CHWSs are providing, to see if they are
satisfied with the way they are treated at the facility levBiat is how | supervise
them.¢ (KEN_IDI_NBO_Dagoreti CHEWS)

The CHC role involves problem solving and a@mgtermediaries between the CHW and

CHEW, if required. In some cases this supervision was described as occurring through

monthly meetings. For Kitui the CHC also played a significant role in conducting supervision

of the CHW, with the CHC requiredto@d RS | NBLIRZ2 NI G2 GKS /192 2
&..CHC also has to report to the CHEW on our prqgaess when we have the
baraza the community is asked if indeed we Vvisit with thém
(KEN_FGD_KituiCentral_ CHW?2)

There were no standard tools, guidel;@r standard operating procedures described as
those used by CHEWs, DHMTs or CHC merfdyesgpervision of CHWS.

There were hree main formsof supervision for the IBTC counsellors, including supportive
monthly group supervision meetings, direct obsation of sessiosconducted twice per
year and administrative supervision. One researcher had the opportunity to observe a
supportive supervision session where counsel@sshare difficult experiences amdceive

peer support and advice. The HBTC super had undergone supervision training and
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referred to the National Quality Management Guidance for HTC services as the standard for
HBTC provider supervision and quality assurance. This model should be replicated in the
community settings and considerelliring the review of th&€CHS

Perceived impact of supervision
A CHEW from Kitsitatedthat supervision allows the identification of training gaps and the

/12 Qa

Aa0NBy3iKa | yR

S 1ySaasas

GKAT S

positive inpact on the performance of the CHWSs:
A can say that supervision helps a lot because at the end of the day we are able to
see the impact that has been created by tGemmunity Health Workers and
ourselves as the CHEVdsad we are able to fill in the gapisthere were any and then
we are able to move forwaré(KEN_IDI_NBO_Njiru_ CHEW?2)

=

= = = = =

= = = =

NNRASNE G2 /
CTC providers not trained
Lack of regular refresher training
Lack of recognition bthe community or
supervisos
Lack of motivation due tthe communityQ failure
to adoptthe healthy behaviours promoted
Lack of transport
Lack of transparency for resource allocation
Lack of regular, adequate allowances
Lack of quatly control guidelines
Heavy workload with conflicting priorities
(hospital/paid work versus community work)
Poor services at referral facility
Lack of easyo-use, harmorded reporting tools
Lack of allowances for communication
Unclear job descriptions

¢/ t NP

Barriers to supervision

Iy 20K

There is no quality control guideline in

existence to aidthe evaluation of CTC
providers. A heavyworkload and lack of
transport (eitheralack ofmotorbikesor a

lack of fuel forthem) were described as

barriers by CHEWS to being able to carry

out regular
household visits.

supervision  through

Additionally, wh& CHEWSs organize
supervision meetingssometimes CHWSs
do not attend due toa lack of fhancial

incentives, and in some cases older CHWs
refuse to listen to feedback from younger

CHEW.

These areallimportant considerations during the review of ti@HS

Referral processes
Referral was well organized in CTC pro\adgervice provisionlt was documented through
the use of referral forms and registers at link facilities. Community members were referred
to the nearest health facilities and not necessarily to MOH dispensary facidsesome
dispensaries were far away, which is contranpticy guidelinesthough this was noted as

a barrier to access (seedcesSh y

atén@ntishDesignFactorgsection).
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CHWsreceivedfeedback on clientghey referred to health facilities, and this motivated
them in their work. Clients also appiated referrals by CHWsas sometimes it resulted in
preferential treatment at the facility.

The HBTC counsellors referred all clients who test positive for HIV and who consent to the
referral to a CHWwho then refersthem to a link facility. HBTC cowlkrs alsoreported

that the CHW or HBTC counsellor follows up with these clients, either by telephone or by
examining the register at the link facility or by following in person if the client didot

have a phone and liveth the same village, to chkcwhether the client accessed care
following referral. Follomup was alsocarried outfor those clients who weregeceiving
treatment, to ensurethat they adheral to treatment andwere well taken care of at home

(this is described further in théI\{kecton).

Some CHWs described referral and folopv for northealth services, such as refesab
the policeof women who hal been raped.

Barriers to effective referral

One of the main challenges for referral relates to the availability of transfsme the
Wréinsport andDistanceAccess$xsectior). In Nairobi some CHWSs also reported that security
was a challenge in the event that they neeldo refer a patient at night (sedhkecuritydn

0 K Soaditontextual Factorsectionand Comparative Analysgs

The CHWSs also described how referring the patient was sometimes viewed as the
responsibility of the CHWwho was forced to pay for the transport. DHMT members and
facility managers described the challengeaofack of fuelavailable for transport forcing
patients or their relatives to pay for the fuel in the event of an emergency.

There were reports thaé lack of avdability of services in link facilities acted abdarier to
referral:
oNow if you refer him or her thefto a link facility], the services that he or she will
get arevery minorand you will find that they say even if you sent me to that facility
there are no drugs. For examplegot one for hypertensigrthen getting there he
told me that he is in paiand there is nothing they daso it is better | go to private
than these government facilitiegs(KEN_FGDIBOLangata_ CHW3)

Perceived subkstandard care following referrat a disincentive for CH®Vt resulted
therefore, in some CHWSs refeiing the community members to a chemist or private health
facility rather than the government facility. This was made worse ligck of facilities to
refer clients at nightas most of the link facilities were opamly during the day and any
night referrals were sent tthe district hospitalwhich was much further.
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Reporting andmonitoring andevaluation
Reporting was a major component of community services. ‘déflhed national reporting
tools existed for CHWs, CHEWSs and HBTC providers.{@dW&sncludeda CHW regster
completed every sixmonths, a CHW service log book completed monthly adeferral
book. HBTC providers documentéukir work using data books and referrals, which the
counsellors completed on a daily basis and which were reviewed weekly by their
supervisors:
oData forms, copy of referral forms, reports, screening tools, clients cards, referral
follow-up registerg (HBTGurvey)

Barriers to effective reporting

Though the tools were readily available, occasional statk were reported and the

providers were forced to improvise or use their own funds to them:
XazyYSuiAyYSa 6S KI @S (KS Rladdithey®adiup gtingh 2y
disappointed a lot and end up using their own maaég¢EN_IDI_Policymaker3)

Some CHWstate that the forms can be difficult for those with limited education to
understand, which may result the falsification of data. This was also described by a CHEW.
Two of the researchers observdd / | difffedty in understanding the language of the
form during afield visit to Kibera. While observing a CHW complete the monthly household
report, the CHW had to ask the researcher to read the form (although he claimed this was
due to poor light within the house). The form was written in English and used English
acranyms and medical jargon, some of which the CHW could not explain:

OWhat about the data that you collect, could you say that there is an issue with

that?¢

aves, the language. They use a tool called &hd the language that is there is not

easy for them. So sometimes they give me wrong data(KEN_IDI

KituiCentral CHEW?2)

d get quality data but not from all CHWs because most of them might go and cook

the data so it will be tampered with Y R ¢ KSy LQY O2YLIAfAYy3 (K
will go amissormaybg G Q&4 2dzad | FSg 6K2 KI @S NS L2 NI
(KEN_IDNBO_Kasarani_CHEWS6)

HBTC providers were trained and refreshed on using the data tools and reported no
difficulty in understanding or utilizing them.

Different partners haddevelopeda range oftools and indicators, which couldreate

confusion, particularly when the CHEW andWC tools @& not harmonized and collect
different indicators:
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0Another comment that | forgotthe issue of harmonization of the tools the CHWSs
are using becauséhe tool they use is not the sametold you | use the CHEW
summary, but the indicators on the CHEW summaries are not the same indicators the
CHWs are using a2 a2YSGiAYSa Al Qa @S NB
(KEN_IDI_NBO_Dagoreti CHEWS)

Monitoring and evaluaon feedback loops

The CHolicy describes feedback on data@se of itscore component. It describs the
importance of submitting reports andeceivingor giving feedback to the community on
their health indicators.

Almost allHTC counsellors reped receiving feedback from their supervisor either from

one-to-one sessions and/or through mi#egs. Howevefor CHWs and CHEWhkere were

mixed responses from respondentdth many claiming that they do not receive feedback
oDo you get feedback aboutie result of your work®

RAT

MNonoy2® 2SS R2y Qi 3ISG FSSROI @mnunitydgadhd dg S 3
Workers when we compile our repoWK Sy ¢S YSSG Ay OGKSXY2y(f

give them feedback of what we compiled the previous month. But whenriwg ib
here to the district headquarters, there is no  feedback
(KEN_IDI_KituiMutomo_CHEW?7)

The challboard (the visual display of ttelDa KS+Ff 6K AYRAOFG2NE | &
in the link facility) was regularly discussed by CHEWSs as a miefaeditating feedback with
the community. It wasisedby the CHEW to share the data reported with 1@ including
CHWSs, CHCs and with the community, which can then result in the community and health
workers identifying negative results and trying todisolutions:
oWhatever we have listed on the chalk board is an indicator on the progress that we
are making and what we can improve,@nd we can gauge our delivery of services.
And for the areasvhere we have performed dismally, we sit down as a umitl a
check the gaps that might have caused the dismal performance
(KEN_IDI_NBO_Njiru_CHEW?2)

Communication andoordination

In general the majority of respondentonsideredcommunicationto be good, with direct
communication between CHWs, CHEWs and SC4A@ between CHEWSs and facdi or
DHM®. In most instances described, DHd€ached the CHWSs through the CHEWS. Most
respondents reported that the CHWSs provided a direct means of communicating with the
community.
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Communication witlthe community
CHWsand community members describeddrange ofways in whichthey communicated
including household visits, informal meetings.g. walking along the rogddcommunity
gatheringge.g. church womer@ 3 NP dzLEBamzas@uidsddolreetings:
dyes, they askvhen you are having a group meetirthen they visit you and they
speak to yoi£ (KEN_FGD_Kituiwest_ Community1)

There was also mention of the use of drapeformancedor health education. In addition,
CHEWSs describatlalogue days and chalioards asan importantway tocommunicae with
the community, although this was not described by the commumgmbersthemselves.
One CHW from Nairobi mentioned a range of different ways for communicatiolgding
posters, megaphorseand Facebook

Figure6: Chak Board Used toCommunicateHealth Data

Communication between CTC provgtend other health workers
The community and DHMMembersfelt that CTC providers did well in conveying important
information to higher authorities, particularly in the event af amergency. However, this
was described in Kitui only and not in Nairobi
0Another way is the passing of information. When there is an outbreak of a disease,
they [CHWSs]pass the information to the appropriate authorities. They passhe
information, and we get services urgently. So when they are there, apart from what
has been said here, thereare those services that they bring .&s
(KEN_FGD_Kituiwest_ Communityl)

A number of other forms of communication were describedtluding CHWSs calling CHEWSs
for guidance, use of referral notes as a form of communication between the CHW and the
facility staff and the use of monthly meetings away toshae updates between the CHEW
and the DHMT.
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Challenges to effective communication
It was reported that some comunity members did not attend the dialogue days, which
hampered communication and coordination.

In Nairobi, a DHMT member described poor communication between BHiMd NGOs,
resulting ina duplication of activities. The DHMT was an identified channeluhin which

new activities were supposed to be shared prior to implementation. However, in practice
this did not always happen.

A number of CHWs and CHEWSs described using mobile phomesnmunicaé with the
community and each other. Howeve&TC providerdid not receive airtime:
O0And another thing that | think that we should be provided with is airtidfe find

that we spend a lot on communicatig{KEN_IDI_NBO_Njiru_ CHBW?2

523 BROAD CONTEXTUAL FARS

Gendernorms
The role of men as breadwinners had dfeet on their ability to volunteer as CTC providers,
with higher attrition rates observed in both study counties as men dropped out due to other
work responsibilities:
a..slum sectors where the guys are working in a casual business, you will find out
that you have recruited so many guys, that is the men, but by the end of it all you will
find that men do go for some job outside the area in the day time and come back at
night. Women are the ones who most of the times stay around, so we have to
consider tlat one€ (KEN_IDI_NBO_Langata_ CHEW3)

One CHEW identified that gender and age can be barriers for young CHEWs or CHWs when
they are working at community level.

Gender norms had an impact on community uptake of health servesgsecially family
planning ad HIV services. The community in Kitui was patriarcihial men were the
decisionY { SNBAT GKSANI I dGAdGdzRSa G2 KSFEOGK FFFSO0
with suggestions of genddrased violence occurring if a woman choogesuse family
playyAy3a |3FAyad KSNI Kdzaol yRQa gAffY
oWomen fear their husbands. Some can agree with their husbands about family
planning2 § KSN&E R2 AU 0 S KA gh whgrktileidsbakdddisaptens R Q&
he might walk oubn his family and leave the woman to takereaf the childrerz.
oWhat else will happen if they find ou#?
d 2dzQf t GEEKEN FGEDI KStNWUEMo  Community?2)
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Some community members in Kitui were of the opinion that men would be more receptive

to family planning and VCT services if the volent€TC provider was a man or if a doctor

was involved:
dMany Gommunity Health Workers are womenand it becomes very difficult
convincing the men about family planning QR adz23Sad G KF G Y2NB
Community Health Workers X ¢ KS 06Said ¢ & GmmuniyMHeathRR Y| f
Workers to explain to the men the importance[BiV]counselling and testingrhis
will help a loté¢ (KEN_FGD_KituiMutomo_ Community?2)

Migration

Ly dzZNBlyYy | NBFa YAINIXdGA2y AYLI OGSR (GKSs/ ¢/ LN

moved in and out of the communitynaking continuity of households difficult:
a..the setup in Nairobi, the work environment may be tricky whereby we have the
Y20AfS LRLIzZ I A2ySXsKSNSoe (2RI & &2dz KI @€
week,wehavé y S¢g Syl yié(KEM IBDNBO Dagdied @HENY)

Insecurity
A CTC provider indicated that insecurity was a challenge to service provision and referral in
the urban slumsespecially at night. In addition, one CHW reported that some CHWSs have
evenbeen attacked and raped as a result of carrying out their CHW duties:

a..Security for the CHWSs is wanting; so may

CHWSs have been raped in the course of th

work by the clients. CHWs need total secur _

th Iso h bei that 1 Gender norms dictate a need for

as they are aiso human beings we pray tha more male CTC providers but

if possible security should be provided. | kng higher male CTC attrition

that at times it is not possibjdor we pray if it Highly mobile urban population

is possible that this issue Heoked uponé | I Poorsecurity for CHWS in urban

.. areas
(KEN_FGD_NBO_Njiru_CHW2) N RN —

HI\trelated stigma
Insecurity was alseited by a DHMT member as § 1 Confidentidity concerns with CH#/

challenge in some parts of Kitui whimeant that conducting HBTC
health workers needed to beaccompared by
security officers in some of the regions.

Broad Contextual Factorst
Barriers to CTC Services

=

=

5.2.4 DISCUSSION OF LIMITATIONS AND FINDINGS
Some of the limitation®sf the qualitative data includ¢he following:

1 discussions with community in Nairobi weréth both men and women, whereas in
Kitui they were segregated bgenderto ensurethe active participation of women,
but this difference between settings may have influenabfferences inresponses
betweenthe locations
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1 the CHWSs and comunity groups were identified by CHEWd0 may have selected
active CHWs or those with whom they have good relationships

1 in general it was difficult to find enough male CHWs and clients for the;FGDs

1 FGDs were held with active CHWSs only. It would haenhnteresting to know more
from those CHWSs who ldaquit, to better understand the reasons whgnd

1 it would have been interesting to run a comparison between male and female CHWs,
due to suggestions that more male CHWSs quit dua tack of financial inentives
however, this wasnot possible as the FGD$or CHWSscontained both men and
women.

In summary, many of the key findings relate to the barriers to access armtimii and the
facilitators of and barriersto CTC provideér §ervices as summasdd in the coloured text
boxes throughout the report. Further discussion is included in Chapter 6. Another key
finding was the lack of discussion by the community about CBlEMiese key factors will
need to be considered and reviewed in light of the revi€e®.
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CHAPTER ¢ DISCUSSIOAND CONCLUSIONS

6.1 BROAD CONTEXTUAL FARS

There is limited literature relating to the broad contextual factors and their relationship to
CTC providér @erformance in Kenya. The qualitative findings provide some of the main
broad contextual factors which emerged lasingimportant to CTC service provision in the
Kenyan contextGender normswithin Kitui Countynegatively influencavomenQ ability to
access family planning when their husbands are opposédhto a Sy Q &he pi®ifleSor | &
the family means that they are not easy to reach in the daytiamel data show that female
CHWs in KituCounty had difficulties reaching men foHTC In addition in Kitui county
young unmarried girls are perceived as teting suitableto provide servicesas theyare
considered inexperienced in family matters. From the desk reviésciear tlat young men

are not considered appropriate as CHWSs because of high attriteles This has
implications forthe selection of CTC providers atle sensitization or mobilization of
community members to take up servicdsis important to take on boartk S O2 YYdzy A G A S
demand for older CTC providers and their emphasis on having male CTC providers,
particularly for providing education about familglanning and HTC, to improve CTC
provide@ gerformance.

Other factors such as population mobility and migration were raised as contextual factors
impacting CTC providers in Nairolbior example,some CHWs mad between slum
communitiesand created a gapto be filled after the left, and the mobility of community
members made followup difficult for some CHWSs. Further, insecurity was raised as a
challenge in Nairobi, with CHEWSs needing to be accompanied by CHWS in insecure areas
and there was one worrygreport of CHWSs having been raped in the course of carrying out
their work! These are issues not directiythin the power of CTC providers to addrelsat

these issues may be raised during action days and WiRs CHCs, local administrati®n
andthe police to see what communities can do to address some of these issues and what
type of support is required and feasible to provide.

6.2 HEALTH SYSTEM FACIOR

The national CHS policy and CHW training curriculum provided extensive information
relating to offcial policyon CTC providerand thdr position in the health system. The
structure of the CHS an€U are well defined in policy that is well known among
policymakers and stakeholders.

A key challenge relating to health system factors identified thfothe qualitative research
was the availability of staff and services, with some areas in Kitui not yet having established
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CUs Further, the number of CHEWS is presently too low, resulting in dual workfoads
CHEWSs needgto balance work at the healtfacility with community work.

CTC providers describ@mhdequate availability of supplies and logistics as creating barriers
to their performance.A lack of transport (bicycles for CHWs and motorbikes fuel for
CHEWSs) and CHW kit were the most cominarited barriers to performanceelated to
supplies and logistics within the qualitative data.

A lck of financial support from the government and the support and influence of
NGOs/FBOs emerged strongly in the qualitative data, with anxiety expresséidgeb the
availability of supporonce NGOswithdraw. A divisive effect of parallel programmingas
also highlightedThe nvolvement of NGOs/FBOs could resulthe multiplication of tasks

for providers especially when these organizations are purguinterests which are parallel

to those of CHS programes.

The financing of th&CHSneeds to be addressed urgently in the context of the devolved
government structures to ensure that recruitment of CHEMkes plae as planned in the

new strategy. TheCommunity Health Unit needs to develop and implement an advocacy
plan and costing of the new strategy to inform the county government budgets. The county
governments should also be included as key stakeholders in the revision of the strategy to
obtain theirsupport

CHWS®engagement in multiple tasks was shown in the desk review and even in the
gualitative study whereby CHEWs ended up with multiple reports to prepare as a result of
partner involvement. There ,stherefore, a need for the government to enhme its
coordinating role irthe CHS.

The proposed revisiof the CHSwas a major topic of discussion with policymakers,
although there was a lack of awareness of this proposed revamongcommuniies and
often even CTC provider This will result iran increased need for CHEWgth the CHS
changing frontwo CHEW and five CHWdfor every5000 population tafive CHEVE and 10
CHWs for every5000 population.

How this transition will be managed at community level remains unclear. The need for
change,awareness of the change and uncertairdyer how it will work out were all
reflected in the interviews with policymakers, DHMT members, facility managers@ad
certain extent CHEWSs. However, no formal policy documents or strategies have been
finalized and released as yet. Concerns about sustainability and workload, costs and
weaknesses in the current system were the main negative drivers for chéegmibed

while the main positive drivers for changeere the desire for a more integrated and holistic
approach.
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The 2013 JICA report identifies the lack of standasdion of the CHEW cadre (currently
nurses, laboratory technicians, pharmacists, counsellors and others can work as CHEWS) and
the conflict of a dual workload as challengesnd makesthe remmmendation that
minimum entry requirementgor the CHEW programme should be established simould
include
ta consultative forum with all stakeholders to establish the CHEW cadre, its
placement within the Ministry, salary and remunerations, structuredining
curriculum, irservice training, appraisal, accreditation and certification to
standardize the knowledge and skills of the CHEWKCA, 2013Recommendations

6.3 INTERVENTION DESIEANCTORS
There are a number of key findings for interventionsidg factors identified through the
desk review and the qualitative research findings, which must be interpreted in light of the
ongoing revisiorof the CHSThe leading findings relate to:

1 community engagement and participatipn

1 supervision and

1 HBTC.

l. COMMUNITY ENGAGEMEAND PARTICIPATION
The CHS describes avenues for communication thghcommunity and thecommunityQ a
role within the strategy When starting a&CU,awareness should be raised through a district
stakeholder meeting and then cascaded dawrcommunity levelA situational analysis and
household registration should then be conductedcluding askingthe community to
identify its priority issues, followed by planning health actions and estaiblislan
information system to monitor change¥he whole community should also be involved as
far as possible in the selection of CHWs. Thees no role for communiés to select
CHEWSs, with this being carried out by DKMTor is there a role planned for commuiei
to select CHEWS following the renin of thestrategy (based on informal discussion).

The CHS describes a further role for the CHC sewmeembersshould be representatives of
their community. However, based on qualitative findingssome areas the CHCs are no
longer functional or nesr receivedtraining. Community representation is also expected
through membershipf FHCsThe desk reviepyhowever, showed that in some communities

A w1 A x
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A further community roladentified through qualitative researclvas participation in action
days and dialogue days which are supposed to be held on a quarterly aadisome
community members describe attending seminarad K A Bafagawith a CHW. From the
gualitative stug, the frequency of the actiodaysand dialogue days varied and depended
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on partner support. Real involvement of the whole community in ongoing deeisglking

and action planning for health is not extensively discussed in the CHS or other literature
andthis was reflected in thdindingsof the qualitativeresearch with CHEWSs describing the
community discussion during the dialogue days as times when decisions were made, but
this actionplanning role was not described by the regular community membemntadves.

These findings also reflect data from a recent JICA survey, which foundttEd CHEWSs
surveyed 72% were involved in interpratg data, and of these, the CHC was involved only
50% of the time.No data were collected on the percentage of ties that the general
population was involved in interpregtg data. The datavere disseminatedn a number of

ways primarily through dialogue days (72%) and CU action plans (70%), although typical
attendeesat dialogue days and CU action plans were not diesd. Only 48% of the time
were data disseminated through action days, or 26% throaghK A amfa@ICA, 2013)

The general perception of CHWs through the qualitative research was overwhelmingly
positive. However, there was next to no discussioralitoy communities regarding their
perception of CHEWSs. In fact, worryingbne CHEW in Nairolescribedhow he was
rejected by the communityand community members would not allow him to visit their
homes because ofhe misconception that this was forid or the governmer &enefit

alone. This lack of discussion of CHEWSs thedpotential rejection of one CHEWY the
community will need to be adequately addressed if the revised strategy (which greatly
increases the role of the CHEW) is to be acceptdbldhe community. A range of
expectationswere discussed in the qualitative data, which the community would like the
CHW to be able to fulfil, including provision of ITNs and painkillers, first aid and, HBTC
FY2y3 208KSNE® / ¢/ LINIhadrtRSietFadditioosl drévedtiva) Basici K 2 dzf |
curative services and simple rapid diagnostic tests such as malaria and HIV in the household
setting. It may be useful to consider some of these expectations whenziitplihe roles

and responsibilities and tmaing for CHEWs as a meanswdking them moreacceptalte to
communities.

The issue of community expectations atsose becauséhe community had been informed
of what it could expect from the CHS, but not all these expectations were kvben
introducing the revised strategyit is important to inform communiies of realistic
expectations to ensure that theg can hold the CTC provider accountablgainstrealistic
performancetargets There is alsaa need to increase community participation during
programme design, recruitment and implementation and improweays of mobilizing
available material and nematerial resources in the community to assist in implementation.
Trainingfor CHWs and CHEWSs should incorporate community engagemigmtsupervision
and pllow-up to ensure it is donaccording tahe protocol.
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Partnerships need to be developed and enhanced to support CTC health service
interventions. Community interventions that are resutisented, have positive outcomes

and have the potential for atti@ing partnerships within the local community and other
development partners should be enhanced. Partnershvit communities are developed

by involving then from conceptualization of the CTC projectwards Levels of prticipation
amongcommunities in marginalized areas mayowever, be low, and project developers

may need to come up with a plan that takes this challenge into consider@€iboa, 2009)

. SUPERVISION
Supervision of CHWs is conducted by a diverse range of stakeholders such as CHEW
and chie§, as describedoy the qualitative data. Literature also described other forms of
supervision such asiore experienced CHWSs supemgother CHWS(PATH, 2008Casey,
2005)and trained health workers working as supervis@vEOH, 2006 Achieng, 202; Earth
Institute, n.d; and Anon., 200§2010).While the CHS describadise of a multidisciplinary
team for supervision which will include regular performance appraisals based on checklists
to measure performance (MOH 200%4), it provided no guidelineson the frequency or
methods ofsupervision or supervisy checklists for use with CTC providers. Some NGOs,
such as AMRERave piloted supervisory checklists foaternal, newborn and child health;
however, transport and DHMT staff shortages hamiberuse of such checklists beyond the
programme intervention period (AMREF, 2010)

Challenges withithe availability of fuel for transport to conduct supervision, supenas€r
heavyworkload andhe failure of some CHWs to attend supervisory meetings were saime
the main barriers to effective supervision identified, which are in accordance with the
barriers identified fronthe study by AMREiIR 2010.

There wasonly one mention of the use of supenasy checklists by & HEW in Langathut

this was due to a péner (APHIA plus) wbh developed a tool as a way of tracking
performance forthe provision of performancéased stipends to CHWHere is however, a

clear and consistent supervision structure with a range of tools developed and used at
regular intervas for HBTC counsellors, including observation of practic@dministrative
checklist and supportive supervision where counsellors meet to discuss challenges and
develop peer support in a supportive environment. A diverse range of methods were used
for CHWV supervision including through monthly meetingsand household visits andy
reviewing reports. However, the qualitative data indicatetthe inconsistent use of the
methods with some supervisors selecting one or more methods.

During discussi@about GHEW training there was no mentiari receiving training on how
to conduct supervisionalthough this was included as a component of CHEW training
according to the CHSMQOH 200#&). There waslittle discussion as to how CHEWSs
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themselves were supervisedndone policymaker admittethat this had not been planned.

The revisedstrategy should prioritize the standardization of supervision and quality
assurance mechanisms, lines of supervisiadequate training of supervisors andhe
provision of standard opetang procedures. Lessons can be drawn from the nati¢fiBC
progranme, which has incorporated regular supervision, quality assurance and continuous
quality improvement.

[1l. HOMEBASED TESTING ANDUGBISELLING

There is very little in the existing literature alioHBTCin Kenya. However, from the
qualitative data, discussions dhe integration of HBTC into the newCHSdominated the
interviews from DHMT level to CH\&nd community FGDs (although questi@mout HBTC
integration were deliberately included in thegic guide).

The community, CHWs and CHEWSs were all willing to accept HBTC and encouraged training
of CHWs and CHEWSs that will ensueeintegration irto the CHS However, stigma and
confidentiality remain problers, with community members fearing thaheir neighbours
(CHWSs) might divulge their HIV status. Training of CHEWs on HBTC needs to
comprehensively address confidentialityhile community education and mobilization
campaigns are required to minimizeigtiear.

At present, based on informal stiussions regarding the revisettategy, it is understood

that the new CHEW curriculum will include some training relating td DS but will not
include full training for CHEWSs to be able to conduct HTC.gbkiernmentis, however,

willing for HTC praders to be trained as CHEWad those CHEWs who had previously
been trained to provide HTC services could provide HBTC as part of their CHEW role. Those
CHEWSs who have no previous training in HTC will not be permitted to conduct HBTC unless
they undertale appropriatetraining.

How the HTC counsellors who later train as CHEWSs will be managed, supervised, provided
with kits or will report back on HBTC services provided is unclslsq since HTC
counsellors are not available in eve@ it is uncertainhow equitable HBTC service
coverage will be.

I\/i. OTHER MAJOR INTERVEMNN DESIGN FACTORS

Other intervention design factors described in literature awmdhich emerged in the
gualitative data that need to be addressed include incentives, workload and referral
processes.
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i. Incentives
The CHS identifie€HWsas voluntary workers. A study by AMREF (20%@ted that
volunteer CHWSs often requested financial support in terms of stipend, transport and
expenses and that materials such as bicycleshirts and bed nis were viewed as sources
of motivation. This was supported by the qualitative findingbich highlighted the view
that all respondents felt that CHWs should receive some form of financial allowance. A
government policy of providing a standard stipendksh2000 (US$25) for all CHWs was
implemented inconsistentlywith some CHWSs never having heard ofwhile some were
dissatisfied with the amount. Further frustrations were caused by inconsigeimt the
payment of stipend or transport reimbursementsréhg monthly meetings.

A JICA (2012) study indicated that CHEWSs felt that their work was not adequately
reimbursed financiallyand tis was supported by the qualitative findings. Some NGOs and
DHMTSs support the CHWSs to set up incegamerating activitie as a means of sustaining
their income and ensuring sustainabiligndthis should be scaled up as a best practice.

The CHWs themselves identified materials which would aid them in the course of their work
(bicycles, uniform, kitsand be sources of mtvation. Other norfinancial incentives
mentionedin the qualitative findings included a sense of pride from being a role madel,
sense of achievement from seeing community behaviour change, recognition from
supervisors andhe community, and peer suppot. Theywere found to be a significant
factor in CHW and CHEW work.e$bdata reinforce findings from AMREF (2010), where
community recognition, community demand for CHW servined skills development were
identified as nodfinancial sources of motivatio Disincentives common to a study by JICA
(2013) and the qualitative findings inclutee lack of adequate transport arrangements and
reimbursement for expensdacurred

The voluntary nature of the CH\gork andthe inability to hold them accountableof their
work was cited as part of the reason for the review of @©dS The revised strategy should
provide an opportunity to continuously identify nenaterial incentives such as a good
working environment, supplies, regular trainings and supervisioant@ancethe motivation

of CTC providers and reduce attrition. Financial incentives should be reblsted on what
the government or communities can afford to take in the longterm and avoidan over-
reliance on NGOs that may not be able to susthient. Policy development and revision on
incentives should avoid being prescriptivi® allow communitiesto develop practical
suggestions.

ii. Workload
Workload was frequently discussed during qualitative discussions. The general consensus
was that the worklad for both CHWs and CHEWs was tmavy For CHWSs this was
described as beingo becausethey are volunteers who needl to have their own time to
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earna living. CHEWdescribeda conflictin their role, with manyof them having a role aa

health facilityas well as in the community. Further, some CHEWSs described a lack of clarity
regarding their workload and did not know how much of their time should be spent in the
facility and how mucln the community.

JICA (2013) identified the CHEWorkload andlogistical challenges as creating barriers to
their performance. As a resullits report recommended dThe Ministry should therefore
consider ways of reducing this burden by increasing the number of CHEWs within each CU
and hence reducing the administragiyurisdiction of the CHEWS in relation to the workload
and logistical challenges faced by the@ICA, 2013g.14. The report also recommended
standardization of the cadre of CHEWSs and their trainigh clear roles in community
service delivery to attess theissue of thedual role.

The recruitment of more CHEWSs planned in the reviSét§ as described previously in the
report, should help to combat the problem @ dual workload with CHEWSs to be solely
based at community level in the revissttategy. However, with the revised strategy there

will beareduction in the number of CHWs working at community level (from 50 to 10 CHWs
per CY and an increase in CHEWork to include more promotive, preventive and curative
tasks. The revised strategy rd=seto be piloted to identify the ideal number of CHEWs and
CHWdor each CUto avoidheavyworkloads and low effectivenessiVorkload levels should

be systematically calculated considering the package of care against the population and
geographical area tbe covered.

iii. Referral and access to services
Though the CHWSs ensureithat they referred clients appropriately, and our findings
reported that CTC programes resulted in higher utilization of facilityased services such
as HIV, TB and malaria, certaactors hampered uptake of referral services at the link
facility. The community expected transport to the link facility and preferential treatment on
arrival, which was not always the case. The referral process was hampered by long distances
to health faciities, a lack of transport and inadequate supplies or services at the link facility
especially at night. In some cases community members were referred to private providers
and chemistsas CHWs did not trust the quality of services at the referral sibésussions
on strengthening referrals and services at referral points should be held regularly with
community members, health workers, CHWs and CHEWSs as wied &al administration
to improvethe quality of services and address midéctoral challages.Members of the
policeforce, justice system and educatiahsector need to be included to address additional
challenges such as rape and child safetywhich emerged as key concerns of the
communities.

Other issues highlighted through the data wtiwill be important to consider when
introducing the revisedCHSnclude ensuring adequate transport for CHERYsproviding
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motorbikes and sufficient fuel. This has already been raised as a chabldiegéng their
performance,and if this problemis not addressedit will be further compoundedy the

introduction of the revisedstrategy. Furthermorethe consistentavailability of reporting

tools and work kits will also be necessary for good performance. Appropriate costing,
forecasting and financing afiese items is required as well as that of the new strategy and
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implemented.

Reporting was also noted as being in need of further improvemeith reporting tools

being dificult to use and with frequent revisions to tools by NGO partners resulting in a loss

of harmonkation of tools. Standard tools should be developed by all CTC stakeholders and
translated into Kiswahili with adequate training for CTC providers in howetdhesn.
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CHAPTER ¢ IMPLICATIONS

7.1 FOR THE DRAFT FRAMERMKO

From the Kenyan context analysis data there are a number of implications for consideration
within the context analysis framework. These relate to sustainability, particularly with
regards to N6Os and vertical programmingvith implications forthe sustainability of
services when a donor or NGOwithdraws from a programme.The o©ordination and
sustainability of NG@upported programmes should be more visible under health system
factors.

Other inplicationsthat need to be highlighted in design factors include the importance of
stigma and fears about CTC prova@dbnfidentiality and how these could be reflected in
the CTC provider €haracteristics and training for the general int@untry framevork. This

is significant for any interventions for which stigma is a concern.

7.2 FOR THE QUALITY IMPRAEMENT CYCLES

Based on our study findings and our knowledge of the revised CHS, we identified three key
gaps that have implicatiorf®r the quality improvementcycles within the second phase of
REACHOUT. We developed problem statements and root cause analyses from the three
gaps which informed development of the three interventions discussed below:

I.  Strengthening ofthe community engagement componerd promote community
ownership, support and involvement in decisiorakingt this is especially critical
for gaining community support for the upcoming revisedS

Problem statement There is nadequate community support for CTC provifers
functions

This is a priority finding, as datadghown that the communities are mainly engaged

in the recruitment of CHWSs onlgind that there isa lack of community involvement

in decisionmaking and support for the strategy. This could be due to two issues:

f the@YYdzyAraiteQa €101 27F AyidSNEB orialatkddS G 2
community engagementlespite providerSexpectations that the community
should play a more active rgland

1 inadequate implementation aihhe CHSIue to inadequate training of supervisor
and inadequate supervision

This inadequate community involvement may be exacerbated with the upcoming
revised CHSs the recruitment of the CHEW, who will now be the primary provider,
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will not involve the community and may lead to rejection of theEWH bythe
community, particularly in urban areas.

Those causes which are within the scope of REACHOUT to address include
inadequate training of CHEWs on how to conduct community engagemédmth

may be addressed by developing an additional module ~isieg the training
curriculum in partnership wittthe G@mmunity ServicesUnit and other stakeholders.

This intervention will be introduced, monitored and evaluatedth findings shared

with policymakers and other stakeholders to inform folit of the nev strategy.
Dialogue will also be held with stakeholders to ensure that thedown approach is
minimized and community dialogue enhanced by all implementers.

Strengthening supervision and quality assurance mechanisms withidHg

Problem statementThereis inadequate quality assurance and supervissdrCHWSs
in theCHS

At present the supervision of CHWs and CHEWSs has been identified as an area of
weakness. The underlying causes of this poor supervision which REACHOUT seeks to
address aranadequat training of supervisors ana lack of supervision guidelines

and tools. LVCT intends to address these gaps througREARCHOUT projecbdis

and guidelines develogk and training process used by supervisors will be
evaluated through REACHOUT and wikn be shared withthe governmentand

other stakeholders for use nationallgessons from HIiprogrammes will be used to

inform thisevaluation

Integration of HIV within th€HS
Problem statement: There is no implementation of HBTC within the restrseelgy

The main underlying cause of this problem relates to the fact that, ldhd
specifically HBT,®as not beerexplicitly included within the policy and the revised
strategy. Although it will be possible for existinBTHC counsellors to be recrutteas
CHEWSs, therare no plans for how this will occur, how they will provide services or

be supervised or how to ensure provision of HBTC services in areas where there are
no HBTC counsellors already trained. LVCT intends to address thisygélpting the
integration of HBTC trainingto the CHEW training, incorporation oBHC providers

as CHEWSs and implementing quality assurance mechanisms for HBTC within the CHS.

SUMMARY
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Based on the context analysis findings and in light of the proposed inttmsh of the new

CHS, expected to commengeJuly 2014, we have identified that interventions to improve
community engagement and supervision should be developed and introduced during the
first quality improvement cycle (July 2014 to June 2015), whilerventions to ensure
quality integration of HBTC within CHEW training and service provision should be introduced
during the second cycle.
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