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Key Points 
Improving how community health worker (CHW) programs, and health systems more broadly, 
are governed is increasingly recognized as important in achieving universal access to health 
care and other health-related goals. Governing comprises the processes and structures through 
which individuals and groups exercise rights, resolve differences, and express interests. The 
process of governing involves ongoing interactions among actors, such as health care decision-
makers, community representatives, and agencies, and structures, with regard to the laws, 
resources, and beliefs within which these actors operate. Because CHW programs are located 
between the formal health system and communities and involve a wide range of stakeholders at 
local, national, and international levels, their governance is complex and relational. In addition, 
CHW programs frequently fall outside of the governance structures of the formal health system 
or are poorly integrated with it—making governing these programs more challenging. In the 
past, poor governance has undermined the planning and management of programs and the 
delivery of services. This chapter discusses the following key questions that decision-makers 
need to consider in relation to governing CHW programs: 

• How, and where within political structures, are policies made for CHW programs? 

• Who, and at what levels of government, implements decisions regarding CHW programs? 

• What laws and regulations are needed to support the program? 

• How should the program be adapted across different settings or groups within the country or 
region? 
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INTRODUCTION  
In this chapter, we consider and discuss a number of relevant questions regarding the 
governance of community health worker (CHW) programs. This chapter is intended to be read 
alongside Chapter 12 on community participation in CHW programs. 
 

WHAT IS MEANT BY “GOVERNING” IN THE CONTEXT OF HEALTH 
SYSTEMS?  
Governing in the context of health systems can be seen as being concerned with “political, 
economic, and administrative authority in the management of health systems.”1 Governing 
comprises “the complex mechanisms, processes, and institutions through which citizens and 
groups articulate their interests, mediate their differences, and exercise their legal rights and 
obligations.”2 As this definition suggests, governing involves ongoing interactions and 
relationships between actors, such as health care decision-makers, community representatives, 
associations, and agencies, and structures, including the laws, policies, resources, and beliefs 
within which these actors work.3 Governing is therefore a process rather than a static set of 
policies and structures. Consequently, this process is closely linked to context and may change 
over time as societies, health systems, and CHW programs change and evolve. Moreover, 
governing in the context of health systems may often overlap with management, which is 
sometimes seen to be more concerned with running or implementing programs.4 
 
Governing health services can also be conceptualized in terms of inputs, processes, and 
outputs.5 Governance inputs include how and by whom the institutions governing the health 
system are constructed and managed. This includes “participation,” or the stakeholders 
involved in defining and designing health policies; and “consensus orientation,” or the extent to 
which government officials collaborate with or involve other stakeholders in setting goals and 
formulating policies for health. The processes of governance concern how administrative 
procedures and rules governing the health sector are implemented. This includes transparency, 
accountability, monitoring, and control of corruption. Finally, governance outputs can be seen as 
the benefits that should result from the implementation of governance rules and processes 
within a health system. Different political systems may emphasize different governance 
outputs, but these may include measures of how well the health system responds to population 
needs, equity of access to health services, and efficient use of health resources. 
 

WHY IS GOVERNING AN IMPORTANT ISSUE FOR CHW PROGRAMS? 
Decisions on the type of structures established for governing CHW programs, who will be 
involved in governing (i.e., the actors), and how these will relate to the wider health and 
political systems are political. These decisions are important, as they will affect a range of other 
processes in these programs, including day-to-day accountability, and will ultimately impact 
performance and sustainability. Some of important decision parameters include: 

• Extent to which the CHW program is part of the formal health system 

• Extent to which CHWs are formally recognized as a cadre within the health system 

• Extent of decentralization of authority for governing CHW programs and for their management 

• Scale of the program 

• Roles that key stakeholders, including communities and/or service users, have in governing the 
programs  

• How, and by whom, resources are obtained and administered 
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Also important is the extent to which CHWs are organized, for example, through a union or 
health provider organization. Different decisions on these parameters, in response to specific 
contexts and needs, may result in different models for governing CHW programs. For example, 
in relation to the health system: 

• Some programs are not part of the formal facility-based health system, but have structures that 
provide good links to this system (e.g., the Accredited Social Health Activists [ASHA] CHW 
program in India and the Building Resources Across Communities (BRAC) CHW program in 
Bangladesh. 

• Some programs are integrated with the formal health system and are well-supported within it 
(e.g., the Family Health Teams in Brazil, the Health Extension Worker [HEW] program in 
Ethiopia, and the CHW program in Venezuela). 

• Some programs are centrally driven with national guidance, but implemented through separate 
structures (e.g., CHW programs in South Africa, which are currently largely implemented 
through NGOs, but within parameters established at the national level). 

 
These varied models for governing CHW programs have implications, in turn, for how programs 
are financed and funded; how and by whom CHWs are selected and trained; how CHWs are 
supported and supervised; how CHWs are paid; and how communities are involved; among 
many other issues. We discuss the implications of these differing configurations in more detail 
below. 
 
Improving how CHW programs, and health systems more broadly, are governed is increasingly 
recognized as important in achieving universal access to health care and other health-related 
goals. The concept of “good governance” is now used widely and can be understood as the 
interactions between relevant stakeholders and processes that enable monitoring, transparency, 
and accountability and that lead to public value and the common good.6 Improving on how CHW 
and other health system programs are governed requires a range of enabling factors. For 
example, clear goals and priorities for the CHW program; appropriate structures for 
implementing, coordinating, and integrating the program; standards regarding the selection 
and training of CHWs; data on how well these programs are performing; mechanisms for 
motivating CHWs and their supervisors; and meaningful involvement of, and accountability to, 
the range of stakeholders linked to these programs, including local communities and recipients 
of CHW care. Governing CHW programs, therefore, requires financial and other resources, and 
how these resources are managed will, in turn, impact the extent to which good governance can 
be achieved.7, 4 Table 1 provides a summary of governance principles within health care. 
 
Table 1: Health systems governance principles2 

GOVERNANCE 
PRINCIPLE 

EXPLANATION 

Strategic vision Leaders have a broad and long-term perspective on health and human development, 
along with a sense of strategic directions for such development. There is also an 
understanding of the historical, cultural, and social complexities on which that 
perspective is grounded. 

Participation and 
consensus 
orientation 

All men and women should have a voice in decision-making for health, either directly 
or through legitimate intermediate institutions that represent their interests. Such 
broad participation is built on freedom of association and speech, as well as 
capacities to participate constructively. Good governance of the health system 
mediates differing interests to reach a broad consensus on what is in the best 
interests of the group and, where possible, on health policies and procedures. 

Rule of law Legal frameworks pertaining to health should be fair and enforced impartially, 
particularly the laws on human rights related to health. 
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GOVERNANCE 
PRINCIPLE EXPLANATION 

Transparency Transparency is built on the free flow of information for all health matters. 
Processes, institutions, and information should be directly accessible to those 
concerned with them, and enough information is provided to understand and 
monitor health matters. 

Responsiveness Institutions and processes should try to serve all stakeholders to ensure that the 
policies and programs are responsive to the health and non-health needs of its 
users. 

Equity and 
inclusiveness 

All men and women should have opportunities to improve or maintain their health 
and well-being. 

Effectiveness and 
efficiency 

Processes and institutions should produce results that meet population needs and 
influence health outcomes while making the best use of resources. 

Accountability Decision-makers in government, the private sector, and civil society organizations 
involved in health are accountable to the public, as well as to institutional 
stakeholders. This accountability differs depending on the organization and whether 
the decision is internal or external to an organization. 

Intelligence and 
information 

Intelligence and information are essential for a good understanding of health 
system, without which it is not possible to provide evidence for informed decisions 
that influences the behavior of different interest groups that support, or at least do 
not conflict with, the strategic vision for health. 

Ethics The commonly accepted principles of health care ethics include respect for 
autonomy, nonmaleficence (a principle of bioethics that asserts an obligation not to 
inflict harm intentionally), beneficence (actions to benefit others), and justice. Health 
care ethics, which includes ethics in health research, is important to safeguard the 
interest and the rights of the patients. 

 

WHAT KEY QUESTIONS DO DECISION-MAKERS NEED TO CONSIDER 
REGARDING GOVERNING CHW PROGRAMS?  
Because CHW programs, to varying degrees, are located between the formal health system and 
communities, and can involve a wide range of stakeholders at local, national, and international 
levels, their governance is often complex and relational. CHW programs frequently fall outside 
of the governance structures of the formal health system or are poorly integrated with it, 
making governing these programs more challenging. In addition to the previously discussed 
topics, this chapter outlines key questions that decision-makers need to consider for governing 
CHW programs, and illustrates the options for governing with examples and case studies from 
programs in the field. These key questions are: 

• How and, where within political structures, are policies made for CHW programs? 

• Who, and at what levels of government, implements decisions regarding CHW programs? 

• What laws and regulations are needed to support the program? 
How should the program be adapted across different settings or groups within the country or 
region? 
 
Table 2 summarizes the sub-questions for each of the main questions above. Tables 
3 and 4 provide a cross-country comparison of issues in the governing of the overall 
CHW programs and policies that affect individual CHWs. These are based on case 
studies of Brazil, Ethiopia, India, Pakistan, and South Africa. We refer to examples 
from these tables in the main text. These tables also include additional material 
that complements and illustrates the issues raised in the main body of the chapter. 
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How, and Where within Political Structures, Are Policies Made for CHW 
Programs? 
CHW programs experience a number of challenges in relation to policy processes. For example: 

• Policies to govern these programs may be lacking if the program is seen to be peripheral to, or 
outside of, the formal health system or if it has developed out of programs initiated by 
nongovernmental organizations (NGOs), community-based organizations (CBOs), or civil society 
organizations (CSOs). 

• Existing policies may not be “fit for purpose”; for instance, CHW program functioning may be 
hampered if a national Ministry of Health (MOH) department decentralizes primary health care 
(PHC) management to the regional or district level, but does not put in place policies that allow 
managers at those levels to manage and disburse funds to the CHW program itself and its staff. 

• It may be difficult to ensure program consistency, for example, in terms of tasks and 
responsibilities, across a region or country where there are multiple players involved, including 
local and international NGOs and agencies and government health services. A national CHW 
policy framework may be needed to achieve this consistency. 

 
It is therefore important to consider how and where policies for CHW programs are made, and 
the implications of this for developing and running the program. These policy decisions (such as 
whether to develop a volunteer-based or fully remunerated CHW program) need to be 
distinguished from implementation decisions (such as the timetable for continuing education of 
CHWs within a particular district or province).  
 
Key issues to consider for CHW programs include the following:  

• Where are policy decisions made? 

• Who are the stakeholders involved in defining and designing these policies (participation), and 
to what extent is this done in a collaborative manner (consensus orientation)? 

• Are there important historical legacies that may shape CHW policymaking? 

• How might wider health and political systems goals in a particular context influence how CHW 
programs are governed? 

 
Where Policy Decisions Are Made 
Authority to make policy and operational decisions regarding CHW programs is located at 
different levels of government within different countries, depending on the country’s 
constitutional or legislative arrangements or historical policy legacies (see below). In some 
countries, such authority may be located with the national ministry or department of health. In 
other countries, regional or provincial departments of health or legislatures may have authority 
to develop health policies, or such authority may have been delegated by the legislature or the 
MOH to an independent body, such as a CHW Commission. Each of these scenarios has 
different benefits and drawbacks, as follows: 

• When policy authority is located at the national level, it may be easier to achieve consistency of 
approach for CHW programs across a country. However, policymaking may be very removed 
from the day-to-day running of CHW programs and may therefore not be very responsive to 
challenges as they are experienced. 

• When policy authority is delegated to an independent body, it may facilitate more rapid and 
responsive policy development since these decision-makers have a clear focus on the CHW 
program. However, policies made by this body may not be well-aligned with other policies 
developed by the MOH or other government ministries. 
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Those wishing to develop or change policies governing CHW programs need to 
consider2: 

• Where are laws and regulations relevant to health initiated?  

• Do laws need to be initiated by cabinet or parliament? Can other stakeholders initiate laws or 
regulations through other mechanisms? 

• Who can initiate such laws and regulations? Do laws need to be initiated by a government 
minister or a ministerial permanent secretary? 

 
In addition, consideration needs to be given to what provisions there are locally for 
accountability and support. For example, what recourses citizens have if they feel that they not 
being treated respectfully, or if CHWs are not carrying out their duties adequately? This is 
addressed in more detail in Chapter 12. 
 
 
Box 1: Governance within the Brazilian Family Health Program, where policy decisions are made8 

In Brazil, the new constitution adopted in 1988 reinforced the role of state (provincial) and 
municipal governments in implementing public policies, while the central government had the role 
of issuing the main guidelines for implementing public policies. Later legal provisions shifted 
more responsibility for the management and organization of health services over to municipal 
governments, while at the same time, emphasized the technical and financial role of the central 
government and the states. Municipalities have the authority to decide whether to implement the 
Family Health Program. Once a decision to implement is made, the local government determines 
the organization of the program in their municipality, for example, specifying the number of family 
health teams they want to establish and selecting the areas to which these teams will be 
assigned. 
 
The positive effects on the program resulting from such a process of implementation appear to be 
more local ownership of the implementation and improved local management of the program. On 
the other hand, the process could lead to unprepared and uncommitted local management, as 
well as heterogeneity of implementation. 

 
Box 2: Governance of programs supported by the National Rural Health Missions in India8 

The three tiers of governance (i.e., government, state, and panchayats) in India pose challenges
for a range of government programs, including for carrying out certain functions of the National 
Rural Health Mission (an initiative of the Ministry of Health and Family Welfare to strengthen rural 
health services). An evaluation from 2009 reported that transfers of funds to lower levels of 
governance were being held up at the state levels. The evaluation proposed direct disbursement 
of funds from the central government to the panchayats as a solution to this problem. However, it 
was noted that this change may be difficult, given that health is defined as a state responsibility 
in the constitution of India. The evaluation suggests that individual states would like to gain more 
autonomy from the center. However, states are reluctant to devolve the necessary powers to 
govern CHW programs to the panchayat level, where primary health centers and sub-centers are 
located. Similar tensions were reported between the central government and the states in 
relation to program financing. 
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Who, and at What Levels of Government, Implements Decisions Regarding CHW 
Programs?  
Stakeholders Involved in Defining and Designing these Policies and to What Extent Is this 
Done in a Collaborative Manner  
A range of stakeholders may have roles in defining and designing CHW policies. The extent to 
which there is wide participation in this process may depend on the orientation of the political 
system within a particular context, the formal and informal power stakeholders are able to 
exert, and the attitudes of those driving a particular policy process.  
 
Which stakeholders are involved in CHW policymaking, and how these stakeholders are 
involved, have important benefits and drawbacks for programs: 

• When it is not clear who has final responsibility for policymaking, decisions may not be made or 
may be much delayed. 

• When policy decision-making is dispersed across a range of stakeholders, important 
inconsistencies may develop across program policies. For example, CHWs may have authority to 
deliver antibiotics for neonatal sepsis in one region of a country but not in another; or may be 
compensated differently among regions, as is the case for example with India’s ASHA Program. 

• Involving a wide range of relevant stakeholders in CHW program policymaking may help to 
build consensus, consistency, and buy-in regarding these policies. This, in turn, may facilitate 
implementation of CHW policies. However, it may be difficult to achieve such consensus, and 
decision-making may, as a result, be very prolonged, or may fail to keep pace with changes 
encountered by the programs on the ground. 

 
Questions that need to be considered in relation to stakeholder involvement include1: 

• Who are the key stakeholders for policies related to community health services?  
 
In addition to the national Ministry or Department of Health, this may often include other 
ministries or departments, such as Finance, Education and Training, Employment, Public 
Works, etc.; provincial or regional ministries or departments of health; CSOs; professional 
organizations, such as doctors’ or nurses’ unions; regulatory authorities, such as bodies that 
register health care professionals; private sector organizations, such as private clinics; 
national and international NGOs, who may employ or manage CHWs or other elements of 
the health system; CHWs themselves; communities where CHWs are working; and donors, 
including bilateral and multi-lateral organizations and private foundations. 

• To what extent are these key stakeholders consulted and involved in policymaking for community 
health services? To what extent is there a consensus orientation, in which state authorities 
cooperate with other stakeholders in policy development? 
 
There may be a trade-off between involving a very wide range of stakeholders and involving 
a narrower group of stakeholders. The former may maximize input and buy-in to the policy 
but may result in no one stakeholder having overall responsibility for policy development, 
leading to delays and indecision. The latter approach may make the policy process more 
manageable, but may reduce buy-in or may result in policies that are not aligned with 
related policies in other governments departments or sectors. 
 

• How are inputs solicited from stakeholders?  

                                                  
1 Adapted in part from 2 
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There are a range of ways in which this may be done, including convening a national or 
regional policy dialogue,9-11 requesting written inputs, and holding public consultations. 
Important challenges include: 

• Having a leader or champion who has motivation, the necessary experience with CHW 
programs, and the credibility with stakeholders to take forward a consultation process. The 
leader also needs to have the authority to adapt the policy based on the inputs received. 

• Having resources for and commitment to a consultation process. 

• Having skills to synthesize inputs received in ways that advance the policy process. 
 

• How are the varied objectives, motivations, and views of different stakeholders reconciled within 
the policy process?  
 
Stakeholders may have very different views in relation to a particular policy question, based 
on their constituencies. For example, an international donor may lobby for a “vertical” CHW 
program for a particular health problem, such as providing treatment support for people 
living with HIV/AIDS. However, the national department of health may favor a more 
integrated model, in which CHWs are part of the PHC team in each primary care facility, as 
more useful and appropriate in the setting. At the same time, the nurses’ professional 
association may be concerned to limit the range of tasks that CHWs are permitted by policy 
to undertake because they want to protect their profession’s scope of practice. 
 
Those leading and managing the policy process need to decide if the views of stakeholders 
will be made available publicly, the extent to which consensus is desirable or possible, and 
what mechanisms will be used to address the different views and objectives of different 
stakeholders. Mechanisms that may be used include involving key stakeholders in drafting 
a policy and facilitating dialogue on a draft policy.  

 
Important Historical Legacies that May Shape CHW-Related Policymaking  
In addition to being constrained by existing laws and regulations, policymaking for CHW 
programs may also be shaped by historical legacies. These legacies may include previous and 
current policies, experiences, and practices. For example, a CHW program may have been 
established with the specific purpose of improving equity of access to health care for historically 
marginalized groups, such as populations living in geographically remote areas of the country. 
The Brazilian Family Health Program, for instance, has its antecedents in a regional program, 
established to respond to a severe drought (see Table 3, row 3). The model developed in this 
setting has shaped the program across the country.  
 
Programs may also be shaped by specific health system legacies: for instance, CHW policies may 
need to take into account an existing nurse auxiliary cadre or a program based on salaried 
CHWs, or may need to absorb an existing network of community health volunteers. Efforts to 
establish a national CHW policy framework in South Africa, for example, were influenced by the 
absence of a national CHW program and the presence of a large number of small-to-medium-
sized programs, largely managed by NGOs, in which CHWs had different scopes of practice and 
levels of training (see Table 3, rows 2 and 3). 
 
Historical legacies are important as they may determine stakeholders’ views of and reactions to 
policies. These legacies may also constrain what is possible; for instance, it may be difficult to 
make substantial changes to CHWs’ existing scopes of practices, such as introducing curative 
tasks to a program focusing on health promotion, or to the types of recipients targeted, for 
example, from women and children to everyone in the household or from rural to urban 
households. 
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Questions that need to be considered here include: 

• Are there important health system legacies, in relation to governance, financial, or delivery 
arrangements2, that may shape CHW-related policymaking? 

• It may be very challenging to establish community-led systems for governing CHW 
programs in a health system in which governance and financial management are highly 
centralized and in which there is little experience with more decentralized forms of 
governing. Similarly, it may be difficult to put in place policies to expand the roles of CHWs 
if these roles are likely to be seen to overlap with those of another cadre. 

 

• Are there important political system legacies, in relation to institutions, interests, or ideas3 that 
may shape CHW-related policymaking? 
 
Issues to be considered here include whether there is a constitutional mandate to 
decentralize the management of programs to district level; whether important funders of a 
CHW program, such as the Ministry of Finance or international donors, will support a policy 
change; and whether there is a body of research that may provide support for shifting the 
way in which a health service is delivered. 
 

• To what extent are these historical legacies in alignment with the planned policy? What scope is 
there for re-shaping the policy or bypassing these legacies? 
 
Decision makers involved in governing CHW programs need to consider how these historical 
legacies may impact a planned policy. A number of tools are available, such as a SWOT 
(strengths, weaknesses, opportunities, and threats) analysis, which may be useful in 
approaching this assessment in a systematic way.12-14 
 

Wider Health and Political System Goals May Influence How CHW Programs Are Governed  
How CHW programs are governed may be influenced by the particular goals or benefits 
(sometimes called governance outputs) that have been prioritized within a specific health or 
political system. CHW and other health policies may be assessed by decision-makers in relation 
to the extent to which they help to achieve these goals or outputs. Such goals may include 
improved equity, improved responsiveness to population needs, greater efficiency in the delivery 
of services, more decentralized services, increased employment, or greater involvement of the 
private sector in the delivery of services.  
 
There are a number of ways in which wider health and political system goals may influence how 
CHW programs are governed. Firstly, it may be difficult to develop CHW program policies and 
governance processes where these do not align with wider goals. For instance, developing 
structures to allow CHWs to work more closely with private sector providers, such as drug 
dispensers, may not be feasible if such arrangements are not seen as legitimate or important 
within the wider health system. Similarly, the governance of CHW programs may be neglected 
if there is a shift in goals in the political system toward increasing the number of providers with 

                                                  
2 Governance arrangements are concerned with political, economic, and administrative authority in the management of 
health systems, as noted above. Financial arrangements include funding and incentive systems, while delivery 
arrangements include human resources for health, as well as service delivery. 
3 Drawing on political science theory, the term “institutions” is used here to refer to both the formal and informal structures 
and processes of policymaking (constitutional rules, structures through which decision are made, and features of the policy 
process, such as the level of transparency). The term “interests” concerns the stakeholders who shape a policy and their 
views on whether the policy will have benefits or drawbacks for them or others. The term “ideas” refers to the values and 
knowledge held by stakeholders, including those in government and civil society, and comprises information from both 
research and experience. 12–14 
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higher levels of training, such as nurses and doctors. In contrast, ways of governing CHW 
programs that align closely with political system goals, such as the decentralization of services, 
may be easier to develop and implement.  
 
Secondly, health and political system goals may drive the development, or indeed the demise, of 
a CHW program. In many settings, programs have been developed or scaled up to help achieve 
the goal of improved equity in access to health services. In Ethiopia, the HEW program aims to 
improve access to care for rural populations particularly (see Table 3, row 3). In South Africa, 
efforts by the first democratic government to improve equity and quality in PHC prioritized 
nurses as the lead cadre and viewed CHWs as giving second-rate care. Consequently, funding 
and support for CHW programs declined and many programs ceased to function15 (see Table 3, 
row 3). 
 
Questions that need to be considered in relation to health and political system goals include: 

• What goals are emphasized currently within the health and political system in a particular 
context? 

• To what extent will CHW-related policies help to achieve these goals, and how can this be 
demonstrated within the policy process? 

• What changes need to be made to proposed CHW policies to better align them with relevant 
governance goals? 

• Where CHW-related policies diverge from prioritized governance goals, how can this be justified 
and advocated for within the policy process? 

• Are there role players with political influence who can advocate for CHW programs? 
 
There are a number of ways, both formal and informal, in which these questions may be 
considered. Those governing CHW programs can reflect on the goals of the program, and those 
of the wider health and political system, and the extent to which CHW policies will help to 
achieve these wider goals. Wider consultations, such as deliberative dialogue processes,10 may 
be useful in identifying current and future health and political system goals, in considering how 
CHW policies align with these, and in assessing how the governing of CHW programs may need 
to shift in order to support important health and political system goals. A number of policy 
analysis tools are available that may be useful in this process.16-19 
 
Additional Factors to Consider Regarding Who Implements Decisions and at What Levels 
of Government  
After a policy decision has been made, the next key challenge is transforming this policy into 
practical actions. Policy implementation is challenging in most settings for a range of reasons, 
including the complexity of the health system. The process of implementing policy decisions 
may involve multiple levels of government, as well as other stakeholders, and the coordination 
and management of complex processes. Such complex processes may include: 1) limited 
financial resources or difficulties in disbursing resources to the levels where they are needed, 2) 
deficits of other resources, including human resources for health care delivery and management, 
3) competing priorities within and beyond the health system, and 4) challenging physical 
environments, such as very remote communities. The implementation of decisions regarding 
CHW programs may, therefore, take place in an unsystematic way or be slowed by a range of 
obstacles. Careful and systematic planning is needed to ensure that CHW program policies are 
implemented as intended.  
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Questions that can be considered by policymakers when planning the implementation of policies 
for CHW programs include: 4 

• What factors might affect the successful implementation of the policy? In what ways can 
potential barriers be overcome or minimized and facilitators harnessed? 

• Is there a clear implementation plan for the policy that includes the objectives to be achieved, 
adequate resources, and a timeframe, and that addresses important barriers and facilitators? 
There are additional issues to be considered here: 

• What is the extent of decentralization for the implementation of CHW policies? Which 
stakeholder(s) will lead and which level(s) of government and other agencies need to be 
involved? 

• What strategies should be considered in planning implementation of the policy in order to 
facilitate the necessary changes among health care recipients, health care professionals, 
organizations, and the health system?  

• How will implementation of this policy affect the day-to-day running of ongoing CHW (and 
other) programs? 

• To what extent will communities and CSOs be involved, and how will this be 
operationalized? (See Box 3 below and Chapter 12 on relationships with communities.) 

• How will implementation ensure that key governance goals, such as equity, participation, and 
accountability, are maximized? 

• How will implementation of policies be monitored and evaluated to ensure that their objectives 
are met? (Also see Chapter 4 on planning for CHW programs.) 

 
Box 3. Community involvement in CHW program implementation in Zimbabwe8 

Studies analysing the implementation of the Village Health Worker (VHW) program in Zimbabwe 
provide in-depth analysis of why such local citizen bodies may have failed to stimulate meaningful 
community involvement. These studies suggest that the government, while attempting to redirect 
resources to the village level, developed an increasingly large bureaucracy that reinforced 
centralization of power, and local citizen bodies became extensions of the central government 
structures. People’s representation was supposed to be mediated through village and district 
committees. However, these structures were regarded by communities as remote and as a part of 
civil service structures that were accountable to the government, and not to poor people within 
communities. Effective popular mobilization in the planning and development of the VHW 
program was seen to have declined inversely in relation to the bureaucratization of the program.  

 

WHAT LAWS AND REGULATIONS ARE NEEDED TO SUPPORT THE 
PROGRAM?  
The governing and implementation of CHW programs may be shaped or constrained by existing 
laws or regulations5 in relation to, for instance, the organization of health services, human 
resources, drugs, technologies, and financing. As noted above, these “policy legacies”20 may 
include regulations regarding the kinds of health care providers who can prescribe and dispense 

                                                  
4 Adapted from 2,13 
5 A law can be defined as “a rule of conduct or action prescribed or formally recognized as binding or enforced by a 
controlling authority” (From: www.merriam-webster.com/dictionary/law Accessed 26 June 2013). A regulation can be 
described as “A law on some point of detail, supported by an enabling statute, and issued not by a legislative body but by 
an executive branch of government” (From: www.duhaime.org/LegalDictionary/R/Regulation.aspx , accessed 26 June 
2013).  
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different types of medications. These legacies may also include laws regarding the disbursement 
of funds from health departments to community structures that may be responsible for 
supporting CHWs.  
 
Further, CHW programs may experience challenges if laws and regulations that are needed to 
enable effective program functioning are not put in place in a timely manner or if existing laws 
and regulations are not amended as needed. For example, regulations in Brazil regarding the 
need to advertise civil service posts nationally were changed to help ensure that CHWs 
employed by the Family Health Program came from the community in which they were to 
work.21 In South Africa, it has been argued the functioning of CHW programs was hampered by 
poor regulation that limited the rights of CHWs and contributed to low pay levels.22  
 
Appropriate legal and regulatory frameworks are, therefore, needed for large-scale programs to 
function effectively.23 These need to address issues related to CHWs, such as selection and 
remuneration, as well as issues related to the wider health system, such as governance 
structures for PHC. As such, those developing and scaling up CHW programs need to consider 
which existing laws and regulations need to be taken into account and whether changes to them 
are needed to ensure the effective governing of the program and its implementation as intended. 
 
Questions that should be considered in relation to laws and regulations: 

• Which laws and regulations are relevant to the governing and scale-up of CHW programs? 

• How are these laws and regulations translated into rules and procedures that may affect 
program implementation in the field, and who has responsibility for this? 

• Will any changes be required to these laws and regulations to allow the program to be scaled-up 
as intended? Will any new laws and regulations be needed? 

• Where laws or regulations need to be promulgated or amended, which government bodies would 
be responsible for leading this process? Which other bodies would need to be involved in this 
process? Are there key laws or regulations that may act as critical barriers or bottlenecks to 
policy implementation and that should be priorities for promulgation or amendment? 

• What is the likely timeframe for these legislative or regulatory processes? 

• Can scale-up be implemented in parallel to changes in laws and regulations? 
 

HOW SHOULD THE PROGRAM BE ADAPTED ACROSS DIFFERENT 
SETTINGS OR GROUPS WITHIN THE COUNTRY OR REGION?  
For CHW programs operating at scale, there may be tension between, on one hand, adopting a 
fairly standard approach to the governing of programs and to their implementation and, on the 
other hand, trying to ensure that the program is tailored to the needs of different settings or 
groups. The former approach may allow for more rapid scale up and may require fewer 
resources. The latter approach, while more resource intensive and more difficult to implement, 
may help to ensure that the program is seen as useful by local communities and health services, 
may be more sustainable,24, 25 and may have a greater impact in the medium to long term. 
 
There are a number of reasons why programs may need to be adaptable. Firstly, different 
population groups within a country may have very different health and therefore program 
needs. Secondly, programs may need to be adapted for particular local contexts, such as remote 
areas with poor physical access where operational challenges differ dramatically from more 
densely populated urban areas. Thirdly, CHW programs may need to be adapted to local or 
regional health system arrangements, such the availability of other health care providers in the 
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area, the presence of private drug sellers or other sources of drugs, or the extent of private 
sector health care provision. 
 
Questions that need to be considered: 

• Is the program targeted toward specific groups or settings in the country or region?  

• Are there important differences across groups or settings in the country or region that may 
affect the roll-out of the program and that may require its adaptation? 

• If the program is to be adapted: 

• What are the specific needs of these groups or settings; what barriers do these groups 
experience in accessing the program; and what challenges might be encountered in adapting 
the program to their needs or setting? 

• Which are the core elements of the program that should be retained across settings or 
groups and which elements can be adapted to address specific needs? 

• To what extent does adaptability need to be built into the program policy? 

• Which entities will have responsibility for adapting the program in response to local needs? 

• Will the adapted program need to be piloted before it is scaled up? 
 

ADDITIONAL CONSIDERATIONS  
Other issues that may be important to consider in relation to governing CHW programs at scale 
include the requirements that scale-up of the program might impose on the health system 
(including managers, health care providers, and users) and on other sectors. Factors affecting 
the sustainability of the program, and ways in which national, regional, and international 
stakeholders can be mobilized to support a national CHW program. These issues are discussed 
further in the chapters on relations with the health system (Chapter 11), on financing (Chapter 
12), and on planning (Chapter 3). 
 

CONCLUSIONS  
Governing CHW programs can be complex because of the location of these programs between 
the formal health system and communities, and the involvement of a wide range of stakeholders 
at local, national, and international levels. CHW programs frequently fall outside of the 
governance structures of the formal health system or are poorly integrated with it. 
 
The most appropriate and acceptable model(s) for governing CHW programs depends on the 
community, on local health systems, and on the political context of the program. Policymakers 
and other stakeholders in each setting need to consider what systems are currently in place and 
what might work in their context, and develop a locally tailored governance approach. 
 
Where community or local participation is well-established, models of community governance 
and accountability may be appropriate and useful for CHW programs. Where local participation 
in governance is not well-established (e.g., because governance of the health and political 
systems are highly centralized) or is weak, stakeholders need to explore other mechanisms for 
accountability.  
 
It is challenging to include a very local participatory structure for governing a CHW program 
within a large-scale program, and there are few sustained examples of this. For large-scale 
programs, formal local governance structures, such as elected local government councils, may 
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need to be relied on. Stakeholders need to consider how to organize CHW program governance 
in such contexts.  
 
Ultimately, local participation in governing CHW programs is difficult to achieve at scale 
without substantial resources, adequate planning, and sustained attention to maintaining these 
local structures. Stakeholders must consider what resources are needed and how these can be 
made available. 
 
Table 2: Governing CHW programs – key questions and sub-questions 

KEY QUESTIONS SUB-QUESTIONS

How, and where 
within political 
structures, are 
policies made for 
CHW programs? 

Where are policy decisions made?
 Where are laws and regulations relevant to health initiated? Do laws need to be 

initiated by cabinet or parliament? Can other stakeholders initiate laws or 
regulations through other mechanisms? 

 Who can initiate such laws and regulations? Do laws need to be initiated by a 
government minister or a ministerial permanent secretary? 

 
Who are the stakeholders involved in defining and designing these policies 
(participation), and to what extent is this done in a collaborative manner (consensus 
orientation)? 
 Who are the key stakeholders for policies related to community health services?  
 To what extent are these key stakeholders consulted and involved in policy 

making for community health services? To what extent is there a consensus 
orientation in which government authorities cooperate with other stakeholders in 
policy development?  

 How are inputs solicited from stakeholders?  
 How are the varied objectives, motivations and views of different stakeholders 

reconciled within the policy process?  
 
Are there important historical legacies that may shape CHW-related policy making? 
 Are there important health system legacies in relation to governance, finance or 

service delivery that may shape CHW-related policy making? 
 Are there important political system legacies in relation to institutions, interests 

or ideas that may shape CHW-related policy making? 
 To what extent are these historical legacies in alignment with the planned policy? 

What scope is there for re-shaping the policy or bypassing these legacies? 
 

How might wider health and political systems goals in a particular context influence 
how CHW programs are governed? 
 What goals are emphasized currently within the health and political system in a 

particular context? 
 To what extent will CHW-related policies help to achieve these goals, and how 

can this be demonstrated within the policy process? 
 What changes need to be made to proposed CHW policies to better align them 

with relevant governance goals? 
 Where CHW-related policies diverge from prioritized governance goals, how can 

this be justified and advocated for within the policy process? 
 Are there role players with political influence who can advocate for CHW 

programs? 
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KEY QUESTIONS SUB-QUESTIONS

Who implements 
decisions regarding 
CHW programs, and 
at what levels of 
government? 

 What factors might affect the successful implementation of the policy? In what 
ways can potential barriers be overcome or minimized and facilitators 
harnessed? 

 Is there a clear plan for implementation of policy decisions that includes the 
objectives to be achieved, adequate resources, and a timeframe, and that 
addresses important barriers and facilitators?  

 How will implementation ensure that key governance goals, such as equity, 
participation and accountability, are maximized? 

 How will implementation of policies be monitored and evaluated to ensure that 
their objectives are met?  

What laws and 
regulations are 
needed to support 
the program? 

 Which laws and regulations are relevant to the governing and scale up of CHW 
programs? 

 How are these laws and regulations translated into rules and procedures that 
may affect program implementation in the field, and who has responsibility for 
this? 

 Will any changes be required to these laws and regulations to allow the program 
to be scaled up as intended? Will any new laws and regulations be needed? 

 Where laws or regulations need to be promulgated or amended, which 
government bodies would be responsible for leading this process? Which other 
bodies would need to be involved in this process? Are there key laws or 
regulations that may act as critical barriers or bottlenecks to policy 
implementation and that should therefore be priorities for promulgation or 
amendment? 

 What is the likely timeframe for these legislative or regulatory processes? 
 Can scale-up be implemented in parallel to changes in laws and regulations? 

How should the 
program be 
adapted across 
different settings or 
groups within the 
country or region? 

 Is the program targeted toward specific groups or settings in the country or 
region?  

 Are there important differences across groups or settings in the country or region 
that may affect roll out of the program and that may require its adaptation? 

 How will the program be adapted, if this is needed? 



 4–
16

 
Dr

af
t D

ec
em

be
r 2

01
3 

Ta
bl

e 
3:

 C
ro

ss
-c

ou
nt

ry
 c

om
pa

ris
on

 o
f C

HW
 p

ro
gr

am
 g

ov
er

na
nc

e6   

 
K

EY
 

G
O

VE
R

N
AN

C
E 

C
O

N
S

ID
ER

AT
IO

N
S

 

R
EL

EV
A

N
C

E 
A

N
D

 
IM

P
O

R
TA

N
C

E 
O

F 
TH

E 
IS

S
U

E 

C
O

U
N

TR
Y

B
R

A
ZI

L 
FA

M
IL

Y 
H

EA
LT

H
 

P
R

O
G

R
A

M
 

P
A

K
IS

TA
N

 
LA

D
Y 

H
EA

LT
H

 
W

O
R

K
ER

 
P

R
O

G
R

A
M

 

IN
D

IA
 

A
S

H
A

 P
R

O
G

R
A

M
 

S
O

U
TH

 A
FR

IC
A

W
A

R
D

-B
A

SE
D

 
P

R
IM

A
R

Y 
H

EA
LT

H
 

C
A

R
E 

(P
H

C
) 

O
U

TR
EA

C
H

 T
EA

M
S

ET
H

IO
P

IA
 

H
EA

LT
H

 E
XT

EN
S

IO
N

 
P

R
O

G
R

A
M

 

In
ce

pt
io

n 
ye

ar
 

(a
s 

a 
na

tio
na

l p
ro

gr
am

) 
1

9
9

4
 

1
9

9
4

 
2

0
0

5
 

2
0

1
1

 
2

0
0

3
 

C
ad

re
s 

Is
 th

er
e 

on
e 

or
 a

re
 

th
er

e 
se

ve
ra

l 
ca

dr
es

? 
 

H
is

to
ric

al
 

ex
pe

rie
nc

es
, b

ot
h 

ne
ga

tiv
e 

an
d 

po
si

tiv
e,

 m
ay

 
sh

ap
e 

vi
ew

s 
an

d 
re

sp
on

se
s.

 
D

iv
er

si
ty

 a
nd

 
un

cl
ea

r 
bo

un
da

rie
s 

ca
n 

le
ad

 to
 c

on
fli

ct
 

am
on

g 
ca

dr
es

 
an

d/
or

 g
ap

s 
in

 
pr

ov
is

io
n 

C
om

m
un

ity
 

H
ea

lth
 A

ge
nt

 
(C

H
A)

 

La
dy

 H
ea

lth
 

W
or

ke
r 

(L
H

W
) 

Ac
cr

ed
ite

d 
S

oc
ia

l 
H

ea
lth

 A
ct

iv
is

t 
(A

S
H

A)
 

C
om

m
un

ity
 H

ea
lth

 
W

or
ke

r 
H

ea
lth

 E
xt

en
si

on
 

W
or

ke
rs

 (H
EW

s)
 

H
ea

lth
 D

ev
el

op
m

en
t 

Ar
m

y 
(H

D
A,

 fo
rm

er
ly

 
ca

lle
d 

C
om

m
un

ity
 

H
ea

lth
 P

ro
m

ot
er

s,
 o

r 
C

H
Ps

 ) 
Va

rio
us

 o
th

er
 C

H
W

 
ca

dr
es

 in
cl

ud
in

g 
C

om
m

un
ity

-B
as

ed
 

R
ep

ro
du

ct
iv

e 
H

ea
lth

 
Ag

en
ts

 (C
B

R
H

As
) 

an
d 

H
IV

 la
y 

co
un

se
lo

rs
 

S
iz

e 
of

 t
he

 
pr

og
ra

m
 

Is
 th

is
 a

 n
at

io
na

l 
or

 s
m

al
l-s

ca
le

 
lo

ca
l p

ro
gr

am
? 

S
iz

e 
an

d 
sc

op
e 

of
 

pr
og

ra
m

 im
pa

ct
s 

on
 th

e 
co

m
pl

ex
ity

 
of

 g
ov

er
ni

ng
 th

e 
pr

og
ra

m
 

2
3

6
,0

0
0

 w
or

ki
ng

 
in

 3
3

,0
0

0
 fa

m
ily

 
he

al
th

 c
ar

e 
te

am
s 

 

1
0

0
,0

0
0

 
8

2
0

,0
0

0
 A

S
H

As
 

ha
ve

 b
ee

n 
se

le
ct

ed
 (a

cr
os

s 
3

1
 S

ta
te

s 
an

d 
U

ni
on

 T
er

rit
or

ie
s)

 

Pr
io

r 
to

 p
ro

je
ct

 
in

iti
at

io
n 

th
er

e 
w

er
e 

ar
ou

nd
 

7
2

,0
0

0
 C

H
W

s,
 

at
ta

ch
ed

 to
 

va
rio

us
 N

G
O

s 
an

d 
pr

og
ra

m
s 

>
3

4
,0

0
0

 H
EW

s;
 

>
1

0
0

,0
0

0
 C

H
Ps

 in
 

1
5

,0
0

0
 k

eb
el

es
 

(c
om

m
un

iti
es

)  

   
   

   
   

   
   

   
   

   
   

   
   

   
  

   
   

   
6
 T

he
 in

fo
rm

at
io

n 
in

 th
is

 ta
bl

e 
is

 d
ra

w
n 

fr
om

 th
e 

ca
se

 s
tu

di
es

 in
 th

e 
Ap

pe
nd

ix
 a

t t
he

 e
nd

 o
f t

hi
s 

gu
id

e.
 



 4–
17

 
Dr

af
t D

ec
em

be
r 2

01
3 

 
K

EY
 

G
O

VE
R

N
AN

C
E 

C
O

N
S

ID
ER

AT
IO

N
S

 

R
EL

EV
A

N
C

E 
A

N
D

 
IM

P
O

R
TA

N
C

E 
O

F 
TH

E 
IS

S
U

E 

C
O

U
N

TR
Y

B
R

A
ZI

L 
FA

M
IL

Y 
H

EA
LT

H
 

P
R

O
G

R
A

M
 

P
A

K
IS

TA
N

 
LA

D
Y 

H
EA

LT
H

 
W

O
R

K
ER

 
P

R
O

G
R

A
M

 

IN
D

IA
 

A
S

H
A

 P
R

O
G

R
A

M
 

S
O

U
TH

 A
FR

IC
A

W
A

R
D

-B
A

SE
D

 
P

R
IM

A
R

Y 
H

EA
LT

H
 

C
A

R
E 

(P
H

C
) 

O
U

TR
EA

C
H

 T
EA

M
S

ET
H

IO
P

IA
 

H
EA

LT
H

 E
XT

EN
S

IO
N

 
P

R
O

G
R

A
M

 

In
ce

pt
io

n 
ye

ar
 

(a
s 

a 
na

tio
na

l p
ro

gr
am

) 
1

9
9

4
 

1
9

9
4

 
2

0
0

5
 

2
0

1
1

 
2

0
0

3
 

H
is

to
ri

ca
l 

le
ga

ci
es

 
Ar

e 
th

er
e 

im
po

rt
an

t h
ea

lth
 

sy
st

em
 le

ga
ci

es
 in

 
re

la
tio

n 
to

 h
ow

 
pr

og
ra

m
s 

ar
e 

go
ve

rn
ed

, a
nd

 in
 

te
rm

s 
of

 k
ey

 
pl

ay
er

s 
an

d 
sp

ec
ifi

c 
in

st
itu

tio
ns

, 
fin

an
ci

al
 o

r 
de

liv
er

y 
ar

ra
ng

em
en

ts
 th

at
 

m
ay

 s
ha

pe
 C

H
W

 
po

lic
y-

m
ak

in
g?

 
To

 w
ha

t e
xt

en
t a

re
 

th
es

e 
hi

st
or

ic
al

 
le

ga
ci

es
 in

 
al

ig
nm

en
t w

ith
 th

e 
pl

an
ne

d 
po

lic
y?

 
W

ha
t s

co
pe

 is
 

th
er

e 
fo

r 
bu

ild
in

g 
on

 o
r 

re
-s

ha
pi

ng
 

th
e 

po
lic

y 
or

 
by

pa
ss

in
g 

th
es

e 
le

ga
ci

es
? 

H
is

to
ric

al
 le

ga
ci

es
 

m
ay

 d
ef

in
e,

 
co

ns
tr

ai
n 

or
 

fa
ci

lit
at

e 
C

H
W

 
po

lic
ie

s.
 P

ol
ic

y 
m

ay
 b

e 
sh

ap
ed

 b
y 

pr
ev

io
us

 
ex

pe
rie

nc
e 

or
 

ex
is

tin
g 

pr
ac

tic
es

. 
Le

ga
ci

es
 w

ill
 

de
te

rm
in

e 
w

ha
t 

ac
to

rs
 th

in
k 

of
 

po
lic

y 
an

d 
ho

w
 

th
ey

 w
ill

 e
na

ct
 

an
d 

re
ac

t t
o 

it 

Th
e 

pr
og

ra
m

 h
as

 
its

 a
nt

ec
ed

en
ts

 
in

 a
 r

eg
io

na
l 

pr
og

ra
m

 in
 C

ea
rá

 
S

ta
te

, w
he

re
 it

 
em

er
ge

d 
fr

om
 a

n 
em

er
ge

nc
y 

re
sp

on
se

 to
 a

 
se

ve
re

 d
ra

ug
ht

. 2
6

In
 1

9
9

3
 P

ak
is

ta
n 

es
ta

bl
is

he
d 

th
e 

Pr
im

e 
M

in
is

te
r’

s 
Pr

og
ra

m
 fo

r 
Fa

m
ily

 
Pl

an
ni

ng
 a

nd
 

Pr
im

ar
y 

H
ea

lth
 

C
ar

e 
th

at
 

em
pl

oy
ed

 C
H

W
s 

to
 

pr
ov

id
e 

pr
im

ar
y 

he
al

th
 c

ar
e 

se
rv

ic
es

 in
 th

ei
r 

co
m

m
un

iti
es

. T
he

 
pr

og
ra

m
 

su
bs

eq
ue

nt
ly

 o
nl

y 
em

pl
oy

ed
 fe

m
al

e 
C

H
W

s 
an

d 
th

e 
La

dy
 H

ea
lth

 
W

or
ke

r 
(L

H
W

) 
pr

og
ra

m
 w

as
 

de
ve

lo
pe

d 
in

 
1

9
9

4
.  

 

AS
H

As
 a

re
 th

e 
m

os
t r

ec
en

t 
in

ca
rn

at
io

n 
of

 
co

m
m

un
ity

 h
ea

lth
 

w
or

ke
rs

 (C
H

W
s)

 in
 

a 
lo

ng
 h

is
to

ry
 o

f 
na

tio
na

l a
nd

 s
ta

te
-

le
ve

l C
H

W
 

pr
og

ra
m

s 
in

 In
di

a.
  

In
 m

an
y 

st
at

es
, t

he
 

AS
H

A 
pr

og
ra

m
 

bu
ilt

 u
po

n 
pr

e-
ex

is
tin

g 
C

H
W

 
pr

og
ra

m
s.

  
Th

e 
C

hh
at

tis
ga

rh
 

M
ita

ni
n 

C
H

W
 

pr
og

ra
m

, l
au

nc
he

d 
in

 2
0

0
3

 a
s 

a 
pr

ec
ur

so
r 

to
 th

e 
AS

H
A 

pr
og

ra
m

, 
ha

s 
re

ta
in

ed
 th

e 
na

m
e 

“M
ita

ni
n”

 fo
r 

th
ei

r 
he

al
th

 
w

or
ke

rs
 b

ut
 h

as
 

ot
he

rw
is

e 
be

en
 

en
co

m
pa

ss
ed

 b
y 

th
e 

AS
H

A 
pr

og
ra

m
. 

S
ou

th
 A

fr
ic

a 
ha

s 
ne

ve
r 

ha
d 

a 
la

rg
e-

sc
al

e,
 n

at
io

na
l 

co
m

m
un

ity
 h

ea
lth

 
w

or
ke

r 
pr

og
ra

m
, 

bu
t h

as
 h

ad
 

nu
m

er
ou

s 
sm

al
le

r 
an

d 
la

rg
er

 C
H

W
 

pr
oj

ec
ts

 s
in

ce
 th

e 
1

9
8

0
s.

 In
 th

e 
1

9
9

0
s 

an
d 

ea
rly

 
2

0
0

0
s 

th
es

e 
C

H
W

s 
of

te
n 

w
or

ke
d 

as
 

vo
lu

nt
ee

rs
 a

nd
 

si
ng

le
-p

ur
po

se
 

w
or

ke
rs

, w
ith

 
in

se
cu

re
 fu

nd
in

g.
 

Th
e 

pr
es

en
t 

em
er

gi
ng

 n
at

io
na

l 
pr

og
ra

m
 b

ui
ld

s 
on

 
th

is
 “

st
oc

k”
 o

f 
C

H
W

s 
an

d 
th

ei
r 

ex
pe

rie
nc

e.
 

In
 th

e 
1

9
9

7
/8

 fi
sc

al
 

ye
ar

 th
e 

Et
hi

op
ia

n 
Fe

de
ra

l M
in

is
tr

y 
of

 
H

ea
lth

 la
un

ch
ed

 th
e 

N
at

io
na

l H
ea

lth
 

S
ec

to
r 

D
ev

el
op

m
en

t 
Pr

og
ra

m
 (H

S
D

P)
. 

Th
is

 p
ro

gr
am

 s
hi

ft
ed

 
th

e 
he

al
th

 s
ys

te
m

’s
 

fo
cu

s 
fr

om
 

pr
ed

om
in

an
tly

 
cu

ra
tiv

e 
to

 m
or

e 
pr

ev
en

tiv
e 

an
d 

pr
om

ot
iv

e 
ca

re
 a

nd
 

pr
io

rit
iz

ed
 th

e 
ne

ed
s 

of
 th

e 
ru

ra
l 

in
ha

bi
ta

nt
s 

w
ho

 
co

ns
tit

ut
e 

8
3

%
 o

f 
th

e 
Et

hi
op

ia
n 

po
pu

la
tio

n.
 T

he
 

“A
cc

el
er

at
ed

 
Ex

pa
ns

io
n 

of
 

Pr
im

ar
y 

H
ea

lth
 C

ar
e 

C
ov

er
ag

e”
 a

nd
 th

e 
H

ea
lth

 E
xt

en
si

on
 

Pr
og

ra
m

 (H
EP

) w
as

 
la

un
ch

ed
 in

 2
0

0
3

.  



 4–
18

 
Dr

af
t D

ec
em

be
r 2

01
3 

 
K

EY
 

G
O

VE
R

N
AN

C
E 

C
O

N
S

ID
ER

AT
IO

N
S

 

R
EL

EV
A

N
C

E 
A

N
D

 
IM

P
O

R
TA

N
C

E 
O

F 
TH

E 
IS

S
U

E 

C
O

U
N

TR
Y

B
R

A
ZI

L 
FA

M
IL

Y 
H

EA
LT

H
 

P
R

O
G

R
A

M
 

P
A

K
IS

TA
N

 
LA

D
Y 

H
EA

LT
H

 
W

O
R

K
ER

 
P

R
O

G
R

A
M

 

IN
D

IA
 

A
S

H
A

 P
R

O
G

R
A

M
 

S
O

U
TH

 A
FR

IC
A

W
A

R
D

-B
A

SE
D

 
P

R
IM

A
R

Y 
H

EA
LT

H
 

C
A

R
E 

(P
H

C
) 

O
U

TR
EA

C
H

 T
EA

M
S

ET
H

IO
P

IA
 

H
EA

LT
H

 E
XT

EN
S

IO
N

 
P

R
O

G
R

A
M

 

In
ce

pt
io

n 
ye

ar
 

(a
s 

a 
na

tio
na

l p
ro

gr
am

) 
1

9
9

4
 

1
9

9
4

 
2

0
0

5
 

2
0

1
1

 
2

0
0

3
 

H
ea

lth
 s

ys
te

m
 

st
ru

ct
ur

e 
H

ow
 d

oe
s 

C
H

W
 

po
lic

y 
fit

 in
to

 w
id

er
 

he
al

th
 g

ov
er

na
nc

e 
st

ru
ct

ur
es

? 

C
H

W
 p

ro
gr

am
s 

in
 

m
an

y 
se

tt
in

gs
 

re
m

ai
n 

pe
rip

he
ra

l 
to

 th
e 

re
st

 o
f t

he
 

he
al

th
 s

ys
te

m
. 

Th
is

 u
nd

er
m

in
es

 
th

ei
r 

le
gi

tim
ac

y,
 

ha
m

pe
rs

 
al

ig
nm

en
t o

f 
ta

sk
s 

an
d 

re
sp

on
si

bi
lit

ie
s,

 
an

d 
m

ay
 c

ut
 th

em
 

of
f f

ro
m

 
m

ai
ns

tr
ea

m
 

fu
nd

in
g 

so
ur

ce
s.

 

Th
er

e 
ar

e 
th

re
e 

le
ve

ls
 o

f h
ea

lth
 

ca
re

 p
ro

vi
de

d 
in

 
B

ra
zi

l w
ith

 s
tr

on
g 

em
ph

as
is

 o
n 

ba
si

c 
(p

rim
ar

y)
 h

ea
lth

 
ca

re
. T

hi
s 

ca
re

 is
 

th
e 

en
tr

y 
po

in
t t

o 
m

or
e 

ad
va

nc
ed

 
ca

re
, b

ut
 a

ls
o 

ha
s 

pr
om

ot
iv

e 
an

d 
pr

ev
en

tiv
e 

co
m

po
ne

nt
s.

 
Fa

m
ily

 H
ea

lth
 C

ar
e 

Te
am

s 
ar

e 
th

e 
m

ai
n 

se
rv

ic
e 

pr
ov

id
er

s 
an

d 
ar

e 
co

m
pr

is
ed

 o
f o

ne
 

do
ct

or
, o

ne
 n

ur
se

, 
on

e 
au

xi
lia

ry
 

(a
ss

is
ta

nt
) n

ur
se

, 
an

d 
a 

m
in

im
um

 o
f 

fo
ur

 c
om

m
un

ity
 

he
al

th
 w

or
ke

rs
.  

  

Th
er

e 
ar

e 
th

re
e 

tie
rs

 
of

 g
ov

er
na

nc
e 

in
 th

e 
Pa

ki
st

an
i p

ub
lic

 
he

al
th

 s
ys

te
m

: 
fe

de
ra

l, 
pr

ov
in

ci
al

 
an

d 
di

st
ric

t. 
R

es
po

ns
ib

ili
ty

 fo
r 

he
al

th
 s

er
vi

ce
s 

re
st

s 
w

ith
 p

ro
vi

nc
es

, 
w

ith
 th

e 
ex

ce
pt

io
n 

of
 a

 n
at

io
na

l 
M

in
is

tr
y 

of
 

R
eg

ul
at

io
n.

  
Th

e 
di

st
ric

t l
ev

el
 is

 
re

sp
on

si
bl

e 
fo

r 
al

lo
ca

tio
n 

an
d 

su
pe

rv
is

io
n 

of
 

LH
W

s.
 A

ll 
tie

rs
 o

f 
go

ve
rn

m
en

t a
re

 
in

vo
lv

ed
 in

 th
e 

LH
W

 
pr

og
ra

m
, a

nd
 L

H
W

s 
ar

e 
in

te
gr

al
 to

 
se

rv
ic

e 
de

liv
er

y 
of

 
m

os
t c

om
m

un
ity

 
he

al
th

 in
iti

at
iv

es
 in

 
th

e 
co

un
tr

y.
  

Th
e 

ru
ra

l p
ub

lic
 

he
al

th
 s

ys
te

m
 is

 
de

si
gn

ed
 fr

om
 th

e 
vi

lla
ge

 to
 th

e 
st

at
e 

le
ve

l. 
In

 a
dd

iti
on

 to
 

an
 A

S
H

A 
w

or
ke

r,
 

ea
ch

 v
ill

ag
e 

sh
ou

ld
 

ha
ve

 a
n 

An
ga

nw
ad

i 
W

or
ke

r 
(A

W
W

). 
A 

m
ul

tip
ur

po
se

 
w

or
ke

r 
(M

PW
) a

nd
 

an
 a

ux
ili

ar
y 

nu
rs

e 
m

id
w

ife
 (A

N
M

) a
re

 
em

pl
oy

ed
 to

 
co

nd
uc

t o
ut

re
ac

h 
to

 
vi

lla
ge

s 
on

 a
 

m
on

th
ly

 b
as

is
. T

he
 

M
PW

 w
or

ks
 o

ut
 o

f 
th

e 
su

b-
ce

nt
er

, a
 

cl
in

ic
 th

at
 s

er
ve

s 
se

ve
ra

l v
ill

ag
es

. T
he

 
AN

M
 is

 b
as

ed
 in

 th
e 

pr
im

ar
y 

he
al

th
 

ce
nt

er
 (P

H
C

), 
a 

la
rg

er
 c

lin
ic

 th
at

 is
 

to
 b

e 
op

en
 2

4
/7

 
an

d 
in

cl
ud

es
 a

 
do

ct
or

. R
ef

er
ra

ls
 

ca
n 

be
 m

ad
e 

fr
om

 
th

er
e 

to
 th

e 
co

m
m

un
ity

 h
ea

lth
 

ce
nt

er
 (C

H
C

) a
nd

 
di

st
ric

t h
os

pi
ta

l. 

S
ou

th
 A

fr
ic

a 
in

tr
od

uc
ed

 a
 d

is
tr

ic
t 

he
al

th
 s

ys
te

m
 

sh
or

tly
 a

ft
er

 it
s 

fir
st

 
de

m
oc

ra
tic

 e
le

ct
io

n 
in

 1
9

9
4

. T
he

 m
os

t 
re

ce
nt

 h
ea

lth
 s

ec
to

r 
re

fo
rm

s,
 a

im
in

g 
at

 
re

vi
ta

liz
in

g 
PH

C
, 

ha
ve

 in
tr

od
uc

ed
 

co
m

m
un

ity
 h

ea
lth

 
se

rv
ic

es
 c

on
si

st
in

g 
of

 c
lin

ic
s,

 s
ch

oo
l 

he
al

th
 te

am
s,

 
sp

ec
ia

lis
t t

ea
m

s,
 

an
d 

PH
C

 o
ut

re
ac

h 
te

am
s 

at
 

co
m

m
un

ity
 a

nd
 

ho
us

eh
ol

d 
le

ve
ls

. 
Fi

rs
t- 

le
ve

l h
os

pi
ta

l 
ca

re
 is

 r
en

de
re

d 
th

ro
ug

h 
di

st
ric

t 
ho

sp
ita

ls
, a

nd
 

re
fe

rr
al

s 
ta

ke
 p

la
ce

 
fr

om
 th

es
e 

to
 

se
co

nd
ar

y 
an

d 
te

rt
ia

ry
 h

os
pi

ta
ls

. 
 

Th
e 

Et
hi

op
ia

n 
he

al
th

 
sy

st
em

 is
 

de
ce

nt
ra

liz
ed

 a
nd

 
ha

s 
be

en
 r

eo
rg

an
iz

ed
 

in
to

 th
re

e 
tie

rs
: (

1
) 

pr
im

ar
y 

he
al

th
ca

re
 

un
its

 c
om

pr
is

ed
 o

f a
 

he
al

th
 c

en
te

r 
an

d 
fiv

e 
sa

te
lli

te
 h

ea
lth

 p
os

ts
 

al
on

g 
w

ith
 

di
st

ric
t/

w
or

ed
a 

ho
sp

ita
ls

; (
2

) 
zo

na
l/

ge
ne

ra
l 

ho
sp

ita
ls

; a
nd

 (3
) 

sp
ec

ia
liz

ed
/r

ef
er

ra
l 

ho
sp

ita
ls

. 



 4–
19

 
Dr

af
t D

ec
em

be
r 2

01
3 

 
K

EY
 

G
O

VE
R

N
AN

C
E 

C
O

N
S

ID
ER

AT
IO

N
S

 

R
EL

EV
A

N
C

E 
A

N
D

 
IM

P
O

R
TA

N
C

E 
O

F 
TH

E 
IS

S
U

E 

C
O

U
N

TR
Y

B
R

A
ZI

L 
FA

M
IL

Y 
H

EA
LT

H
 

P
R

O
G

R
A

M
 

P
A

K
IS

TA
N

 
LA

D
Y 

H
EA

LT
H

 
W

O
R

K
ER

 
P

R
O

G
R

A
M

 

IN
D

IA
 

A
S

H
A

 P
R

O
G

R
A

M
 

S
O

U
TH

 A
FR

IC
A

W
A

R
D

-B
A

SE
D

 
P

R
IM

A
R

Y 
H

EA
LT

H
 

C
A

R
E 

(P
H

C
) 

O
U

TR
EA

C
H

 T
EA

M
S

ET
H

IO
P

IA
 

H
EA

LT
H

 E
XT

EN
S

IO
N

 
P

R
O

G
R

A
M

 

In
ce

pt
io

n 
ye

ar
 

(a
s 

a 
na

tio
na

l p
ro

gr
am

) 
1

9
9

4
 

1
9

9
4

 
2

0
0

5
 

2
0

1
1

 
2

0
0

3
 

S
tr

uc
tu

re
 o

f 
th

e 
pr

og
ra

m
 

H
ow

 is
 th

e 
pr

og
ra

m
 

in
te

gr
at

ed
/a

lig
ne

d 
w

ith
 th

e 
fo

rm
al

 
he

al
th

 s
ys

te
m

? 
 

S
ig

na
ls

 h
ow

 th
e 

pr
og

ra
m

 is
 

lo
ca

te
d 

in
 th

e 
go

ve
rn

an
ce

 
st

ru
ct

ur
es

 o
f 

he
al

th
 s

ys
te

m
. 

C
H

As
 o

pe
ra

te
 a

s 
m

em
be

rs
 o

f t
he

 
fa

m
ily

 h
ea

lth
 

ca
re

 te
am

s 
(E

qu
ip

o 
de

 S
aú

de
 

Fa
m

ili
ar

) t
ha

t a
re

 
m

an
ag

ed
 b

y 
m

un
ic

ip
al

iti
es

. 
Th

es
e 

te
am

s 
ar

e 
ba

se
d 

w
ith

in
 th

e 
Fa

m
ily

 H
ea

lth
 

Pr
og

ra
m

 c
lin

ic
s 

an
d 

pr
ov

id
e 

se
rv

ic
es

 to
 6

0
0

-
1

,0
0

0
 fa

m
ili

es
 o

r 
a 

m
ax

im
um

 o
f 

4
,5

0
0

 p
eo

pl
e.

  

LH
W

s 
ar

e 
at

ta
ch

ed
 

to
 a

 lo
ca

l h
ea

lth
 

fa
ci

lit
y,

 b
ut

 th
ey

 
ar

e 
pr

im
ar

ily
 

co
m

m
un

ity
-b

as
ed

, 
w

or
ki

ng
 fr

om
 th

ei
r 

ho
m

es
. T

he
 h

om
es

 
of

 L
H

W
s 

ar
e 

na
m

ed
 H

ea
lth

 
H

ou
se

s,
 a

nd
 

em
er

ge
nc

y 
tr

ea
tm

en
t a

nd
 c

ar
e 

ar
e 

pr
ov

id
ed

 fr
om

 
th

es
e 

ho
us

es
.  

 

AS
H

As
 a

re
 b

as
ed

 
in

 th
ei

r 
vi

lla
ge

s 
bu

t 
re

fe
r 

pe
op

le
 to

 
th

ei
r 

lo
ca

l C
H

C
 a

nd
 

PH
C

. V
ill

ag
e 

H
ea

lth
 

an
d 

S
an

ita
tio

n 
C

om
m

itt
ee

s 
(V

H
S

C
s)

, 
co

m
po

se
d 

of
 

vi
lla

ge
 r

es
id

en
ts

 
in

cl
ud

in
g 

th
e 

AS
H

A,
 a

ls
o 

pr
ov

id
e 

su
pp

or
t f

or
 th

e 
AS

H
A’

s 
ac

tiv
iti

es
 

(s
ee

: L
oc

al
 

G
ov

er
na

nc
e)

. 
Al

th
ou

gh
 s

er
vi

ce
 

de
liv

er
y 

va
rie

s 
by

 
st

at
e,

 in
 g

en
er

al
, 

AS
H

As
 a

re
 

ex
pe

ct
ed

 to
 a

tt
en

d 
w

ee
kl

y 
m

ee
tin

gs
 a

t 
th

ei
r 

lo
ca

l P
H

C
 a

nd
 

m
ak

e 
ho

m
e 

vi
si

ts
 

in
 th

e 
co

m
m

un
ity

 
as

 n
ee

de
d.

 T
he

y 
w

or
k 

ap
pr

ox
im

at
el

y 
2

 
ho

ur
s 

a 
da

y,
 fo

ur
 

da
ys

 p
er

 w
ee

k.
  

Th
e 

ne
w

 s
ys

te
m

 
fo

r 
th

e 
fir

st
 ti

m
e 

se
es

 C
H

W
 a

s 
pa

rt
 

of
 th

e 
sy

st
em

 o
f 

se
rv

ic
e 

de
liv

er
y.

 
S

im
ila

r 
to

 th
e 

B
ra

zi
lia

n 
m

od
el

, 
PH

C
 o

ut
re

ac
h 

te
am

s 
co

ns
is

t o
f 5

-
6

 C
H

W
s 

su
pe

rv
is

ed
 b

y 
a 

nu
rs

e.
 T

he
y 

re
nd

er
 

se
rv

ic
es

 in
 

ho
us

eh
ol

ds
 a

nd
 

co
m

m
un

iti
es

, a
nd

 
re

fe
r 

pa
tie

nt
s 

to
 

cl
in

ic
s 

as
 n

ee
de

d.
 

Th
e 

ai
m

 o
f t

he
 H

EP
 

is
 to

 “
pr

ov
id

e 
eq

ui
ta

bl
e 

ac
ce

ss
 to

 
pr

om
ot

iv
e,

 
pr

ev
en

tiv
e 

an
d 

se
le

ct
 c

ur
at

iv
e 

he
al

th
 in

te
rv

en
tio

ns
 

th
ro

ug
h 

3
0

,0
0

0
 

go
ve

rn
m

en
t-s

al
ar

ie
d 

H
ea

lth
 E

xt
en

si
on

 
W

or
ke

rs
 (H

EW
s)

, 
tw

o 
pe

r 
ke

be
le

 
(n

ei
gh

bo
rh

oo
d)

, 
lo

ca
te

d 
at

 a
 h

ea
lth

 
po

st
. T

he
 H

EW
s,

 
yo

un
g 

lo
ca

l w
om

en
 

w
ith

 g
ra

de
 1

0
 

ed
uc

at
io

n,
 a

re
 

re
cr

ui
te

d 
by

 K
eb

el
e 

an
d 

W
or

ed
a 

C
ou

nc
ils

 a
nd

 g
iv

en
 

on
e 

ye
ar

 o
f t

ra
in

in
g 

pr
io

r 
to

 e
m

pl
oy

m
en

t 
w

ith
 th

e 
W

or
ed

a 
H

ea
lth

 O
ff

ic
e.

  



 4–
20

 
Dr

af
t D

ec
em

be
r 2

01
3 

 
K

EY
 

G
O

VE
R

N
AN

C
E 

C
O

N
S

ID
ER

AT
IO

N
S

 

R
EL

EV
A

N
C

E 
A

N
D

 
IM

P
O

R
TA

N
C

E 
O

F 
TH

E 
IS

S
U

E 

C
O

U
N

TR
Y

B
R

A
ZI

L 
FA

M
IL

Y 
H

EA
LT

H
 

P
R

O
G

R
A

M
 

P
A

K
IS

TA
N

 
LA

D
Y 

H
EA

LT
H

 
W

O
R

K
ER

 
P

R
O

G
R

A
M

 

IN
D

IA
 

A
S

H
A

 P
R

O
G

R
A

M
 

S
O

U
TH

 A
FR

IC
A

W
A

R
D

-B
A

SE
D

 
P

R
IM

A
R

Y 
H

EA
LT

H
 

C
A

R
E 

(P
H

C
) 

O
U

TR
EA

C
H

 T
EA

M
S

ET
H

IO
P

IA
 

H
EA

LT
H

 E
XT

EN
S

IO
N

 
P

R
O

G
R

A
M

 

In
ce

pt
io

n 
ye

ar
 

(a
s 

a 
na

tio
na

l p
ro

gr
am

) 
1

9
9

4
 

1
9

9
4

 
2

0
0

5
 

2
0

1
1

 
2

0
0

3
 

Em
pl

oy
m

en
t 

st
at

us
 o

f C
H

W
s 

Ar
e 

CH
W

s 
em

pl
oy

ee
s 

of
 th

e 
st

at
e 

an
d/

or
 

ap
po

in
te

d 
by

 
co

m
m

un
iti

es
? 

Si
gn

al
s 

w
ho

 
CH

W
s 

ar
e 

ac
co

un
ta

bl
e 

to
, 

an
d 

ho
w

 fi
rm

ly
 

em
be

dd
ed

 th
ey

 
ar

e 
in

 s
tru

ct
ur

es
 

of
 th

e 
he

al
th

 
sy

st
em

. 

S
ta

te
 e

m
pl

oy
ee

s
S

ta
te

 e
m

pl
oy

ee
s

C
on

si
de

re
d 

vo
lu

nt
ee

rs
 b

ut
 

re
ce

iv
e 

a 
go

ve
rn

m
en

t 
st

ip
en

d.
 

Em
pl

oy
ed

 b
y 

N
G

O
s 

w
ho

 in
 tu

rn
 h

av
e 

se
rv

ic
e 

co
nt

ra
ct

s 
w

ith
 s

ta
te

 h
ea

lth
 

se
rv

ic
es

 a
t d

is
tr

ic
t 

le
ve

l. 

S
ta

te
 e

m
pl

oy
ee

s

P
ro

gr
am

 
fin

an
ci

ng
 

H
ow

 a
re

 C
H

W
 

pr
og

ra
m

s 
fin

an
ce

d?
  

H
ow

 C
H

W
 

pr
og

ra
m

s 
ar

e 
fin

an
ce

d 
re

fle
ct

s 
bo

th
 n

at
io

na
l a

nd
 

lo
ca

l p
rio

rit
ie

s 
an

d 
is

 a
ls

o 
a 

ke
y 

go
ve

rn
an

ce
 

m
ec

ha
ni

sm
. 

Th
e 

Fa
m

ily
 

H
ea

lth
 P

ro
gr

am
 

is
 c

o-
fu

nd
ed

 b
y 

st
at

es
 a

nd
 

m
un

ic
ip

al
iti

es
, 

bu
t r

eg
ul

at
ed

 b
y 

th
e 

na
tio

na
l 

go
ve

rn
m

en
t. 

Th
e 

C
H

W
 p

ro
gr

am
 is

 
an

 in
te

gr
al

 p
ar

t o
f 

Fa
m

ily
 H

ea
lth

 
Pr

og
ra

m
 a

nd
 

th
us

 fu
nd

ed
 a

s 
pa

rt
 o

f i
t. 

   

Th
e 

Pa
ki

st
an

i 
go

ve
rn

m
en

t i
s 

th
e 

la
rg

es
t f

un
de

r 
of

 
LH

W
 s

er
vi

ce
s,

 
al

th
ou

gh
 th

e 
pr

og
ra

m
 h

as
 b

ee
n 

un
de

rf
un

de
d 

si
nc

e 
its

 in
ce

pt
io

n.
 T

he
 

va
st

 m
aj

or
ity

 
(a

ro
un

d 
7

0
%

) o
f 

th
e 

co
st

s 
ar

e 
co

m
pr

is
ed

 o
f L

H
W

 
st

ip
en

ds
, d

ru
gs

 
an

d 
co

nt
ra

ce
pt

iv
es

. 4
%

 
of

 o
ve

ra
ll 

co
st

s 
ar

e 
fo

r 
tr

ai
ni

ng
. 

In
 2

0
0

6
, t

he
 

M
oH

FW
 s

tip
ul

at
ed

 
th

at
 th

e 
pr

og
ra

m
 

w
ou

ld
 c

os
t 

U
S

$
1

8
5

 p
er

 A
S

H
A.

 
Th

is
 in

cl
ud

ed
 th

e 
co

st
s 

of
 s

el
ec

tio
n,

 
so

ci
al

 m
ob

ili
za

tio
n,

 
tr

ai
ni

ng
, d

ru
g 

ki
ts

, 
id

en
tit

y 
ca

rd
s 

an
d 

su
pp

or
t f

or
 A

S
H

As
 

th
ro

ug
h 

th
e 

PH
C

s 
an

d 
su

pe
rv

is
or

s.
 It

 
di

d 
no

t i
nc

lu
de

 th
e 

AS
H

As
’ s

tip
en

ds
, 

w
hi

ch
 w

er
e 

to
 

co
m

e 
fr

om
 th

e 
bu

dg
et

s 
of

 o
th

er
 

M
oH

FW
 in

iti
at

iv
es

. 

In
 th

e 
pa

st
, 

pr
og

ra
m

s 
w

er
e 

la
rg

el
y 

fu
nd

ed
 

fr
om

 e
xt

er
na

l 
gr

an
ts

. T
he

 n
ew

 
pr

og
ra

m
 w

ill
 

in
cr

ea
si

ng
ly

 b
e 

fu
nd

ed
 th

ro
ug

h 
th

e 
he

al
th

 b
ud

ge
t. 

Fi
na

nc
ed

 b
y 

a 
m

ix
 o

f 
na

tio
na

l a
nd

 s
ub

-
na

tio
na

l g
ov

er
nm

en
t 

en
tit

ie
s,

 b
ila

te
ra

l 
an

d 
m

ul
til

at
er

al
 

do
no

rs
, n

on
-

go
ve

rn
m

en
ta

l 
or

ga
ni

za
tio

ns
, 

pr
iv

at
e 

co
nt

rib
ut

io
ns

, a
lo

ng
 

w
ith

 u
se

r 
fe

e 
re

ve
nu

es
.  

At
 th

e 
lo

ca
l l

ev
el

, 
fin

an
ci

ng
 a

nd
 

pl
an

ni
ng

 a
re

 
de

ce
nt

ra
liz

ed
 a

nd
 

th
e 

w
or

ed
as

 r
ec

ei
ve

 
bl

oc
k 

gr
an

ts
 to

 
co

ve
r 

H
EP

 
ex

pe
ns

es
. 



 4–
21

 
Dr

af
t D

ec
em

be
r 2

01
3 

 
K

EY
 

G
O

VE
R

N
AN

C
E 

C
O

N
S

ID
ER

AT
IO

N
S

 

R
EL

EV
A

N
C

E 
A

N
D

 
IM

P
O

R
TA

N
C

E 
O

F 
TH

E 
IS

S
U

E 

C
O

U
N

TR
Y

B
R

A
ZI

L 
FA

M
IL

Y 
H

EA
LT

H
 

P
R

O
G

R
A

M
 

P
A

K
IS

TA
N

 
LA

D
Y 

H
EA

LT
H

 
W

O
R

K
ER

 
P

R
O

G
R

A
M

 

IN
D

IA
 

A
S

H
A

 P
R

O
G

R
A

M
 

S
O

U
TH

 A
FR

IC
A

W
A

R
D

-B
A

SE
D

 
P

R
IM

A
R

Y 
H

EA
LT

H
 

C
A

R
E 

(P
H

C
) 

O
U

TR
EA

C
H

 T
EA

M
S

ET
H

IO
P

IA
 

H
EA

LT
H

 E
XT

EN
S

IO
N

 
P

R
O

G
R

A
M

 

In
ce

pt
io

n 
ye

ar
 

(a
s 

a 
na

tio
na

l p
ro

gr
am

) 
1

9
9

4
 

1
9

9
4

 
2

0
0

5
 

2
0

1
1

 
2

0
0

3
 

P
ro

gr
am

 s
ca

le
-

up
 

W
ill

 th
e 

pr
og

ra
m

 
be

 ta
ke

n 
to

 s
ca

le
 

an
d,

 if
 s

o,
 h

ow
 w

ill
 

th
is

 o
cc

ur
? 

CH
W

 p
ro

gr
am

s 
ge

ne
ra

lly
 a

im
 to

 
im

pr
ov

e 
ac

ce
ss

 to
 

an
d 

qu
al

ity
 o

f 
he

al
th

 c
ar

e 
fo

r 
re

m
ot

e 
an

d 
po

or
 

co
m

m
un

iti
es

.  

In
 1

9
9

0
 th

er
e 

w
er

e 
7

8
,8

0
5

 
C

H
As

 a
nd

 th
er

e 
ar

e 
no

w
 o

ve
r 

2
3

6
,0

0
0

 C
H

As
 

th
at

 p
ro

vi
de

 
se

rv
ic

es
 to

 9
8

 
m

ill
io

n 
pe

op
le

 
w

ith
in

 8
5

%
 o

f 
B

ra
zi

l’s
 

m
un

ic
ip

al
iti

es
.  

A 
2

0
0

0
 e

va
lu

at
io

n 
es

tim
at

ed
 th

at
 

1
5

0
,0

0
0

 L
H

W
s 

w
er

e 
ne

ed
ed

 to
 

ob
ta

in
 o

pt
im

al
 

co
ve

ra
ge

 in
 th

e 
co

un
tr

y.
 S

in
ce

 th
en

 
th

er
e 

ha
s 

be
en

 a
 

co
ns

is
te

nt
 s

ca
le

-
up

, t
o 

9
0

,0
7

4
 in

 
2

0
0

8
. T

hi
s 

in
cr

ea
se

d 
LH

W
 

co
ve

ra
ge

 in
 m

or
e 

ru
ra

l a
nd

 p
oo

re
r 

ar
ea

s,
 b

ut
 th

e 
pr

og
ra

m
 s

til
l d

oe
s 

no
t r

ea
ch

 th
e 

m
os

t 
di

sa
dv

an
ta

ge
d 

ar
ea

s.
.. 

In
iti

al
ly

 (2
0

0
5

-
2

0
0

8
) t

he
 A

SH
A 

pr
og

ra
m

 w
as

 a
 

co
m

po
ne

nt
 o

f t
he

 
N

at
io

na
l R

ur
al

 
H

ea
lth

 M
is

si
on

 
on

ly
 in

 1
8

 “
H

ig
h 

Fo
cu

s 
S

ta
te

s”
 a

nd
 

in
 th

e 
tr

ib
al

 
di

st
ric

ts
 o

f o
th

er
 

st
at

es
. I

n 
2

0
0

9
 th

e 
pr

og
ra

m
 w

as
 

ex
te

nd
ed

 to
 c

ov
er

 
th

e 
en

tir
e 

co
un

tr
y.

 
Th

e 
ta

rg
et

 n
um

be
r 

of
 A

S
H

As
 is

 
8

8
8

,6
5

0
; 9

4
%

 
ha

ve
 n

ow
 b

ee
n 

se
le

ct
ed

. 

Th
e 

in
te

nt
io

n 
is

 to
 

ro
ll 

th
e 

pr
og

ra
m

 
ou

t n
at

io
na

lly
. 

N
um

er
ou

s 
pi

lo
t 

si
te

s 
ar

e 
op

er
at

io
na

l a
t t

hi
s 

st
ag

e 
an

d 
ar

e 
be

in
g 

ca
re

fu
lly

 
m

on
ito

re
d 

an
d 

ev
al

ua
te

d.
 

Th
er

e 
ha

ve
 b

ee
n 

fo
ur

 H
S

D
Ps

 s
in

ce
 it

s 
in

ce
pt

io
n 

in
 1

9
9

7
. 

R
ol

lo
ut

 h
as

 o
cc

ur
re

d 
in

 a
 s

te
p-

w
is

e 
m

an
ne

r,
 in

 w
hi

ch
 

th
e 

sp
ee

d 
w

as
 

in
flu

en
ce

d 
by

 
av

ai
la

bl
e 

re
so

ur
ce

s 
fo

r 
he

al
th

 p
os

ts
 a

nd
 

pr
es

en
ce

 o
f e

lig
ib

le
 

w
om

en
 to

 b
ec

om
e 

H
EW

s.
 



 4–
22

 
Dr

af
t D

ec
em

be
r 2

01
3 

 
K

EY
 

G
O

VE
R

N
AN

C
E 

C
O

N
S

ID
ER

AT
IO

N
S

 

R
EL

EV
A

N
C

E 
A

N
D

 
IM

P
O

R
TA

N
C

E 
O

F 
TH

E 
IS

S
U

E 

C
O

U
N

TR
Y

B
R

A
ZI

L 
FA

M
IL

Y 
H

EA
LT

H
 

P
R

O
G

R
A

M
 

P
A

K
IS

TA
N

 
LA

D
Y 

H
EA

LT
H

 
W

O
R

K
ER

 
P

R
O

G
R

A
M

 

IN
D

IA
 

A
S

H
A

 P
R

O
G

R
A

M
 

S
O

U
TH

 A
FR

IC
A

W
A

R
D

-B
A

SE
D

 
P

R
IM

A
R

Y 
H

EA
LT

H
 

C
A

R
E 

(P
H

C
) 

O
U

TR
EA

C
H

 T
EA

M
S

ET
H

IO
P

IA
 

H
EA

LT
H

 E
XT

EN
S

IO
N

 
P

R
O

G
R

A
M

 

In
ce

pt
io

n 
ye

ar
 

(a
s 

a 
na

tio
na

l p
ro

gr
am

) 
1

9
9

4
 

1
9

9
4

 
2

0
0

5
 

2
0

1
1

 
2

0
0

3
 

Lo
ca

l 
(c

om
m

un
ity

) 
go

ve
rn

an
ce

 

H
ow

 a
re

 
co

m
m

un
iti

es
 

in
vo

lv
ed

 in
 

de
ci

si
on

-m
ak

in
g 

ab
ou

t C
H

W
 

ac
tiv

iti
es

 a
t l

oc
al

 
le

ve
l?

 A
re

 th
ey

 
in

vo
lv

ed
 in

 
se

le
ct

io
n?

 C
an

 
th

ey
 h

ol
d 

CH
W

s 
to

 
ac

co
un

t?
 C

an
 th

ey
 

in
flu

en
ce

 
de

ci
si

on
-m

ak
in

g 
ab

ou
t f

un
di

ng
, 

su
pp

or
t, 

et
c.

? 

Co
m

m
un

ity
 

ac
ce

pt
an

ce
 a

nd
 

th
er

ef
or

e 
co

m
m

un
ity

 
pa

rti
ci

pa
tio

n 
is

 
co

ns
id

er
ed

 
ce

nt
ra

l t
o 

an
y 

CH
W

 p
ro

gr
am

, 
bu

t m
ec

ha
ni

sm
s 

of
 c

om
m

un
ity

 
pa

rti
ci

pa
tio

n 
in

 
go

ve
rn

in
g 

pr
og

ra
m

s 
ar

e 
of

te
n 

po
or

ly
 

de
ve

lo
pe

d 
an

d 
dy

sf
un

ct
io

na
l. 

C
om

m
un

ity
 

go
ve

rn
an

ce
 

fu
nc

tio
ns

 th
ro

ug
h 

na
tio

na
l, 

st
at

e 
an

d 
m

un
ic

ip
al

 
he

al
th

 c
ou

nc
ils

, 
ov

er
 5

,5
0

0
 

m
un

ic
ip

al
 

co
un

ci
ls

 
pa

rt
ic

ip
at

in
g.

 
C

ou
nc

ils
 a

re
 

co
m

pr
is

ed
 o

f 
5

0
%

 u
se

rs
, 2

5
%

 
he

al
th

 w
or

ke
rs

 
an

d 
2

5
%

 h
ea

lth
 

m
an

ag
er

s 
an

d 
se

rv
ic

e 
pr

ov
id

er
s.

 
H

ea
lth

 
co

nf
er

en
ce

s 
ar

e 
al

so
 h

el
d 

ev
er

y 
fo

ur
 y

ea
rs

 to
 

pr
op

os
e 

di
re

ct
iv

es
 fo

r 
he

al
th

 p
ol

ic
ie

s.
  

Th
e 

se
le

ct
io

n 
co

m
m

itt
ee

 fo
r 

LH
W

s 
in

cl
ud

es
 a

 
pe

rs
on

 n
om

in
at

ed
 

by
 th

e 
lo

ca
l 

co
m

m
un

ity
, a

nd
 

po
te

nt
ia

l L
H

W
s 

ar
e 

id
en

tif
ie

d 
th

ro
ug

h 
lo

ca
l c

om
m

un
ity

 
st

ru
ct

ur
es

 w
er

e 
po

ss
ib

le
. P

ro
gr

am
 

pl
an

ni
ng

, 
im

pl
em

en
ta

tio
n 

an
d 

m
on

ito
rin

g 
an

d 
ev

al
ua

tio
n 

al
so

 s
ho

ul
d 

in
cl

ud
e 

co
m

m
un

ity
 

pa
rt

ic
ip

at
io

n.
 

H
ow

ev
er

, t
he

 
ex

te
nt

 to
 w

hi
ch

 
th

is
 o

cc
ur

s 
va

rie
s.

 

AS
H

As
 a

re
to

 b
e

se
le

ct
ed

 b
y 

an
d 

ac
co

un
ta

bl
e 

to
 th

e 
lo

ca
l v

ill
ag

e 
le

ve
l 

go
ve

rn
m

en
t, 

ca
lle

d 
th

e 
G

ra
m

 
Pa

nc
ha

ya
t, 

th
ro

ug
h 

a 
pa

rt
ic

ip
at

or
y 

pr
oc

es
s 

in
vo

lv
in

g 
th

e 
w

ho
le

 v
ill

ag
e.

 
Af

te
r 

se
le

ct
io

n,
 

AS
H

As
 a

re
 to

 w
or

k 
cl

os
el

y 
w

ith
 th

e 
Vi

lla
ge

 H
ea

lth
 a

nd
 

S
an

ita
tio

n 
C

om
m

itt
ee

 (V
H

S
C

). 
Th

is
 c

om
m

itt
ee

 is
 

co
m

pr
is

ed
 o

f k
ey

 
st

ak
eh

ol
de

rs
 in

 th
e 

vi
lla

ge
.  

Al
l h

ea
lth

 d
is

tr
ic

ts
 

ha
ve

 d
is

tr
ic

t 
he

al
th

 c
ou

nc
ils

 
w

ho
 h

av
e 

re
pr

es
en

ta
tio

n 
fr

om
 c

iv
il 

so
ci

et
y.

 
Im

pl
em

en
ta

tio
n 

is
 

at
 a

n 
ea

rly
 s

ta
ge

 
an

d 
un

ev
en

 
th

ro
ug

ho
ut

 th
e 

co
un

tr
y.

 
Fu

rt
he

rm
or

e,
 

co
m

m
un

ity
 h

ea
lth

 
co

m
m

itt
ee

s 
ar

e 
su

pp
os

ed
 to

 
ov

er
se

e 
th

e 
fu

nc
tio

ni
ng

 o
f 

se
rv

ic
e 

de
liv

er
y 

in
 

co
m

m
un

iti
es

 a
nd

 
fa

ci
lit

ie
s.

 

Th
er

e 
ar

e 
ac

tiv
e 

he
al

th
 c

om
m

itt
ee

s 
in

vo
lv

ed
 in

 th
e 

se
le

ct
io

n 
an

d 
ov

er
si

gh
t o

f H
EW

s 
an

d 
th

ey
 a

re
 

in
vo

lv
ed

 in
 th

es
e 

ac
tiv

iti
es

 w
ith

 C
H

Ps
 

in
 s

om
e 

ge
og

ra
ph

ic
al

 a
re

as
. 

Ad
di

tio
na

lly
, t

he
 

ke
be

le
 c

ou
nc

il 
is

 
su

pp
os

ed
 to

 b
e 

in
vo

lv
ed

 in
 e

ve
ry

 
st

ep
 o

f t
he

 H
EP

 fr
om

 
pr

og
ra

m
 p

la
nn

in
g 

th
ro

ug
h 

to
 

ev
al

ua
tio

n.
  



 4–
23

 
Dr

af
t D

ec
em

be
r 2

01
3 

 
K

EY
 

G
O

VE
R

N
AN

C
E 

C
O

N
S

ID
ER

AT
IO

N
S

 

R
EL

EV
A

N
C

E 
A

N
D

 
IM

P
O

R
TA

N
C

E 
O

F 
TH

E 
IS

S
U

E 

C
O

U
N

TR
Y

B
R

A
ZI

L 
FA

M
IL

Y 
H

EA
LT

H
 

P
R

O
G

R
A

M
 

P
A

K
IS

TA
N

 
LA

D
Y 

H
EA

LT
H

 
W

O
R

K
ER

 
P

R
O

G
R

A
M

 

IN
D

IA
 

A
S

H
A

 P
R

O
G

R
A

M
 

S
O

U
TH

 A
FR

IC
A

W
A

R
D

-B
A

SE
D

 
P

R
IM

A
R

Y 
H

EA
LT

H
 

C
A

R
E 

(P
H

C
) 

O
U

TR
EA

C
H

 T
EA

M
S

ET
H

IO
P

IA
 

H
EA

LT
H

 E
XT

EN
S

IO
N

 
P

R
O

G
R

A
M

 

In
ce

pt
io

n 
ye

ar
 

(a
s 

a 
na

tio
na

l p
ro

gr
am

) 
1

9
9

4
 

1
9

9
4

 
2

0
0

5
 

2
0

1
1

 
2

0
0

3
 

R
el

at
io

ns
hi

p 
w

it
h 

th
e 

fo
rm

al
 

he
al

th
 s

er
vi

ce
s 

W
ha

t a
re

 li
ne

s 
of

 
re

po
rt

in
g 

an
d 

ac
co

un
ta

bi
lit

y?
 

W
ha

t i
s 

th
e 

le
ve

l 
of

 in
te

gr
at

io
n?

 

In
 m

an
y 

C
H

W
 

pr
og

ra
m

s,
 li

nk
s 

w
ith

 th
e 

fo
rm

al
 

he
al

th
 s

er
vi

ce
s 

ar
e 

te
nt

at
iv

e 
an

d 
no

t w
el

l t
ho

ug
ht

 
th

ro
ug

h.
 

Pr
of

es
si

on
al

s 
at

 
th

e 
fir

st
 fo

rm
al

 
le

ve
l o

f s
er

vi
ce

 
de

liv
er

y 
(h

ea
lth

 
ce

nt
er

s,
 e

tc
.) 

of
te

n 
re

si
st

 
en

ga
ge

m
en

t w
ith

 
an

d 
su

pp
or

t f
or

 
C

H
W

s.
 

C
H

As
 a

re
 

m
an

ag
ed

 b
y 

lo
ca

l 
nu

rs
es

 w
ho

 
sp

en
d 

ha
lf 

th
ei

r 
tim

e 
w

or
ki

ng
 in

 
th

e 
lo

ca
l c

lin
ic

. 
Th

us
, C

H
As

 a
re

 
cl

os
el

y 
in

te
gr

at
ed

 
in

to
 fo

rm
al

 h
ea

lth
 

se
rv

ic
es

. T
he

y 
al

so
 h

av
e 

st
ro

ng
 

re
fe

rr
al

 s
ys

te
m

s 
in

 w
hi

ch
 th

ey
 

re
po

rt
 a

ny
 il

l 
pe

rs
on

 w
ith

in
 

th
ei

r 
ca

tc
hm

en
t 

ar
ea

 to
 a

 n
ur

se
. 

Al
l L

H
W

s 
ar

e 
at

ta
ch

ed
 to

 a
 F

irs
t 

Le
ve

l H
ea

lth
 

Fa
ci

lit
y 

in
 th

e 
fo

rm
 

of
 e

ith
er

 a
 r

ur
al

 
he

al
th

 c
en

te
r 

or
 a

 
ba

si
c 

he
al

th
 u

ni
t. 

LH
W

s 
ge

ne
ra

lly
 

re
ce

iv
e 

th
ei

r 
su

pp
lie

s 
fr

om
 

th
es

e 
fa

ci
lit

ie
s,

 
al

th
ou

gh
 th

er
e 

ar
e 

ch
al

le
ng

es
 w

ith
 

in
su

ff
ic

ie
nt

 s
ta

ff
 

an
d 

st
oc

k 
ou

ts
 a

t 
lo

ca
l c

lin
ic

s.
 

 A
lth

ou
gh

 A
S

H
As

 
ar

e 
su

pp
os

ed
 to

 
be

 r
ep

re
se

nt
at

iv
es

 
of

 a
nd

 
ac

co
un

ta
bl

e 
to

 th
e 

pe
op

le
, t

he
y 

re
ce

iv
e 

th
ei

r 
pa

ym
en

ts
 th

ro
ug

h 
th

e 
AN

M
 a

t t
he

 
PH

C
 a

nd
 a

re
 o

ft
en

 
tr

ea
te

d 
as

 
ex

te
ns

io
ns

 o
f t

he
 

he
al

th
 s

ys
te

m
. 

 

C
H

W
s 

ar
e 

m
an

ag
ed

 b
y 

nu
rs

es
 a

nd
 

st
ru

ct
ur

al
ly

 li
nk

ed
 

to
 th

e 
fo

rm
al

 
he

al
th

 s
er

vi
ce

s.
 

Pr
io

r 
pr

ac
tic

es
 a

nd
 

ex
pe

rie
nc

es
 w

er
e 

ve
ry

 m
ix

ed
 a

nd
 

de
pe

nd
en

t o
n 

lin
ks

 b
et

w
ee

n 
N

G
O

s 
an

d 
he

al
th

 
se

rv
ic

es
. T

he
y 

w
er

e 
of

te
n 

de
pe

nd
en

t o
n 

pe
rs

on
al

 
re

la
tio

ns
hi

ps
 a

s 
w

el
l. 

H
EW

s 
ar

e 
fu

ll 
m

em
be

rs
 o

f t
he

 
fo

rm
al

 h
ea

lth
 

w
or

kf
or

ce
. T

he
y 

st
af

f h
ea

lth
 p

os
ts

 
an

d 
ar

e 
re

sp
on

si
bl

e 
fo

r 
C

H
Ps

 a
nd

 m
od

el
 

fa
m

ili
es

. M
an

y 
H

EW
s 

w
or

k 
in

 h
ar

d-
to

-r
ea

ch
 a

nd
 

is
ol

at
ed

 a
re

as
, 

w
he

re
 s

up
er

vi
si

on
, 

su
pp

lie
s 

an
d 

re
fe

rr
al

s 
re

m
ai

n 
a 

ch
al

le
ng

e.
 

 

 



 4–
24

 
Dr

af
t D

ec
em

be
r 2

01
3 

Ta
bl

e 
4.

 G
ov

er
na

nc
e 

st
ru

ct
ur

es
 a

nd
 m

ec
ha

ni
sm

s 
in

 re
la

tio
n 

to
 th

e 
de

fin
iti

on
, s

el
ec

tio
n,

 tr
ai

ni
ng

, s
up

po
rt 

an
d 

re
m

un
er

at
io

n 
of

 in
di

vi
du

al
 C

HW
s7  

G
O

VE
R

N
A

N
C

E 
IS

S
U

E 
B

R
A

ZI
L 

P
A

K
IS

TA
N

IN
D

IA
 

S
O

U
TH

 A
FR

IC
A

ET
H

IO
P

IA

C
H

W
 C

ri
te

ri
a 

C
H

As
 a

re
 a

du
lts

 w
ho

 w
or

k 
in

 
th

e 
co

m
m

un
ity

 w
he

re
 th

ey
 

ar
e 

fr
om

/ 
pe

rm
an

en
tly

 
re

si
de

. T
he

 o
nl

y 
ot

he
r 

se
le

ct
io

n 
cr

ite
rio

n 
is

 
co

m
pl

et
io

n 
of

 p
rim

ar
y 

sc
ho

ol
. 

LH
W

s 
ar

e 
fe

m
al

es
 w

ho
 

ha
ve

 a
 m

in
im

um
 o

f e
ig

ht
 

ye
ar

s 
of

 e
du

ca
tio

n.
 T

he
y 

al
so

 m
us

t b
e 

be
tw

ee
n 

1
8

 
an

d 
4

5
-5

0
 y

ea
rs

 o
ld

, 
re

si
de

 in
 a

nd
 b

e 
ac

ce
pt

ab
le

 to
/ 

re
co

m
m

en
de

d 
by

 th
ei

r 
co

m
m

un
ity

, a
nd

 p
re

fe
ra

bl
y 

be
 m

ar
rie

d 
w

ith
 c

hi
ld

re
n.

  

AS
H

As
 a

re
 to

 h
av

e 
cl

as
s 

ei
gh

t e
du

ca
tio

n 
or

 h
ig

he
r 

an
d 

pr
ef

er
ab

ly
 b

e 
be

tw
ee

n 
th

e 
ag

es
 o

f 2
5

 a
nd

 4
5

. 
AS

H
As

 a
re

 to
 b

e 
“d

au
gh

te
r-

in
-la

w
” 

of
 th

e 
vi

lla
ge

, i
.e

., 
m

ar
rie

d 
w

om
en

 (o
r 

w
id

ow
ed

 
or

 d
iv

or
ce

d)
 s

o 
th

at
 th

ey
 a

re
 

lik
el

y 
to

 li
ve

 in
 th

e 
vi

lla
ge

 fo
r 

th
e 

fo
re

se
ea

bl
e 

fu
tu

re
.  

C
rit

er
ia

 fo
r 

se
le

ct
io

n 
va

ry
, b

ut
 in

 m
os

t 
ca

se
s,

 c
ad

re
s 

w
ho

 
w

er
e 

ac
tiv

e 
th

ro
ug

h 
N

G
O

s 
pr

io
r 

to
 th

e 
in

tr
od

uc
tio

n 
of

 a
 

na
tio

na
l p

ro
gr

am
 a

re
 

be
in

g 
dr

aw
n 

on
 to

 
co

nt
in

ue
 r

en
de

rin
g 

se
rv

ic
es

. 

H
EW

s 
ar

e 
ad

ul
t f

em
al

es
 

w
ho

 h
av

e 
co

m
pl

et
ed

 
1

0
th

 g
ra

de
. H

EW
s 

ar
e 

su
pp

os
ed

 to
 w

or
k 

in
 o

r 
cl

os
e 

to
 th

ei
r 

na
tiv

e 
co

m
m

un
ity

/ 
pe

rm
an

en
t 

re
si

de
nc

e.
  

S
el

ec
tio

n 
P

ro
ce

ss
 

C
H

As
 a

re
 h

ire
d 

by
 th

ei
r 

m
un

ic
ip

al
iti

es
 b

as
ed

 o
n 

th
ei

r 
de

m
on

st
ra

te
d 

ab
ili

tie
s 

w
hi

le
 

ad
dr

es
si

ng
 s

im
ul

at
ed

 
co

m
m

un
ity

 p
ro

bl
em

s 
du

rin
g 

th
e 

se
le

ct
io

n 
pr

oc
es

s.
  

LH
W

 a
re

 s
el

ec
te

d 
us

in
g 

a 
cl

ea
rly

 d
el

in
ea

te
d 

pr
oc

es
s.

 
LH

W
 p

os
ts

 a
re

 a
dv

er
tis

ed
 

an
d 

ap
pl

ic
an

ts
 a

re
 th

en
 

in
te

rv
ie

w
ed

 a
nd

 s
el

ec
te

d 
ba

se
d 

on
 p

re
-s

et
 c

rit
er

ia
 

by
 a

 s
el

ec
tio

n 
co

m
m

itt
ee

. 

Lo
ca

l g
ov

er
na

nc
e 

st
ru

ct
ur

es
 

an
d 

th
e 

w
id

er
 c

om
m

un
ity

 
sh

ou
ld

 b
e 

in
vo

lv
ed

 in
 A

S
H

A 
se

le
ct

io
n.

 H
ow

ev
er

, t
he

se
 

se
le

ct
io

n 
pr

oc
es

se
s 

ar
e 

no
t 

al
w

ay
s 

ad
he

re
d 

to
. 

S
el

ec
tio

n 
pr

oc
es

se
s 

va
ry

 w
id

el
y,

 
de

pe
nd

in
g 

on
 th

e 
N

G
O

s 
w

ho
 c

on
tr

ac
t 

w
ith

 th
e 

C
H

W
s.

 

Th
er

e 
ar

e 
ac

tiv
e 

he
al

th
 

co
m

m
itt

ee
s 

th
at

 a
re

 
in

vo
lv

ed
 in

 th
e 

se
le

ct
io

n 
of

 H
EW

s 
fr

om
 th

e 
lo

ca
l 

co
m

m
un

ity
. 

C
H

Ps
 a

re
 n

om
in

at
ed

 a
nd

 
el

ec
te

d 
by

 th
e 

co
m

m
un

ity
 o

r 
se

le
ct

ed
 

by
 H

EW
s 

an
d 

ap
pr

ov
ed

 
by

 th
e 

co
m

m
un

ity
.  

S
co

pe
 o

f W
or

k 
O

ne
 o

f t
he

 g
oa

ls
 o

f t
he

 
Fa

m
ily

 H
ea

lth
 P

ro
gr

am
 is

 to
 

pr
om

ot
e 

co
m

m
un

ity
 

en
ga

ge
m

en
t a

nd
 to

 a
na

ly
ze

 
th

e 
co

m
m

un
ity

’s
 n

ee
ds

. 
Th

us
, C

H
As

 a
re

 e
xp

ec
te

d 
to

 
se

rv
e 

as
 th

e 
lin

k 
be

tw
ee

n 
th

e 
Fa

m
ily

 H
ea

lth
 C

ar
e 

Te
am

s 
an

d 
th

e 
su

rr
ou

nd
in

g 
co

m
m

un
ity

.  

Fa
m

ily
 H

ea
lth

 C
ar

e 
Te

am
s 

pr
ov

id
e 

co
m

pr
eh

en
si

ve
 c

ar
e 

th
ro

ug
h 

pr
om

ot
iv

e,
 

pr
ev

en
tiv

e,
 re

cu
pe

ra
tiv

e,
 a

nd
 

re
ha

bi
lit

at
iv

e 
se

rv
ic

es
. 

Ce
nt

ra
l s

er
vi

ce
s 

pr
ov

id
ed

 b
y 

CH
As

 in
cl

ud
e 

th
e 

pr
om

ot
io

n 
of

 b
re

as
tfe

ed
in

g,
 th

e 

LH
W

s 
ar

e 
ex

pe
ct

ed
 to

 li
nk

 
th

e 
co

m
m

un
ity

 to
 fo

rm
al

 
he

al
th

 s
er

vi
ce

s 
an

d 
to

 b
e 

m
em

be
rs

 o
f t

he
 

co
m

m
un

ity
 w

he
re

 th
ey

 
w

or
k.

 T
he

y 
al

so
 p

ro
vi

de
 a

 
ra

ng
e 

of
 c

om
m

un
ity

 
de

ve
lo

pm
en

t s
er

vi
ce

s 
an

d 
pa

rt
ic

ip
at

e 
in

 c
om

m
un

ity
 

m
ee

tin
gs

.  

Th
e 

LH
W

 p
ro

gr
am

 h
as

 
ev

ol
ve

d 
ov

er
 ti

m
e.

 L
H

W
s’

 
sc

op
e 

of
 s

er
vi

ce
s 

ha
s 

gr
ow

n 
fr

om
 a

n 
in

iti
al

 fo
cu

s 
on

 m
os

tly
 m

at
er

na
l a

nd
 

ch
ild

 h
ea

lth
; i

t n
ow

 a
ls

o 
in

cl
ud

es
 p

ar
tic

ip
at

io
n 

in
 

la
rg

e 
he

al
th

 c
am

pa
ig

ns
, 

Th
e 

go
ve

rn
m

en
t o

f I
nd

ia
 

de
sc

rib
es

 th
e 

AS
H

A’
s 

ro
le

 a
s 

ha
vi

ng
 th

re
e 

ke
y 

co
m

po
ne

nt
s.

 F
irs

t, 
AS

H
As

 
ar

e 
to

 p
la

y 
an

 im
po

rt
an

t r
ol

e 
in

 a
ch

ie
vi

ng
 n

at
io

na
l h

ea
lth

 
an

d 
po

pu
la

tio
n 

po
lic

y 
go

al
s.

 
S

ec
on

d,
 th

ey
 a

re
 to

 a
ct

 li
nk

 
ru

ra
l p

eo
pl

e 
w

ith
 th

e 
he

al
th

 
sy

st
em

. T
hi

rd
, t

he
y 

ar
e 

to
 

se
rv

e 
as

 s
oc

ia
l c

ha
ng

e 
ag

en
ts

 w
ho

 w
ill

 c
re

at
e 

aw
ar

en
es

s 
on

 h
ea

lth
 a

nd
 it

s 
so

ci
al

 d
et

er
m

in
an

ts
 a

nd
 

m
ob

ili
ze

 th
e 

co
m

m
un

ity
 

to
w

ar
ds

 lo
ca

l h
ea

lth
 

pl
an

ni
ng

 a
nd

 in
cr

ea
se

d 
ut

ili
za

tio
n 

an
d 

ac
co

un
ta

bi
lit

y 

A 
PH

C
 o

ut
re

ac
h 

te
am

 
w

ill
 in

iti
al

ly
 b

e 
re

sp
on

si
bl

e 
fo

r:
 

 
Id

en
tif

yi
ng

 a
nd

 
ca

pt
ur

in
g 

de
ta

ils
 

of
 p

eo
pl

e 
w

ho
 

liv
e 

in
 th

e 
ho

us
eh

ol
ds

 in
 

th
e 

ca
tc

hm
en

t 
ar

ea
 a

nd
 

as
se

ss
in

g 
th

os
e 

w
ho

 a
re

 m
os

t a
t 

ris
k;

 
 

Pr
ov

id
in

g 
he

al
th

 
pr

om
ot

io
n 

an
d 

pr
ev

en
tio

n;
 

 
Te

st
in

g 
fo

r 
H

IV
 

an
d 

sc
re

en
in

g 
fo

r 

H
EW

s 
ar

e 
fu

ll-
tim

e 
em

pl
oy

ee
s 

w
ho

 a
re

 
su

pp
os

ed
 to

 s
pl

it 
th

ei
r 

tim
e 

be
tw

ee
n 

he
al

th
 

po
st

s 
an

d 
th

e 
co

m
m

un
ity

. H
EW

s 
sh

ou
ld

 s
pe

nd
 a

t l
ea

st
 

8
0

%
 o

f t
he

ir 
tim

e 
in

 
th

es
e 

co
m

m
un

ity
-b

as
ed

 
ac

tiv
iti

es
, a

lth
ou

gh
 

co
ns

id
er

ab
le

 a
ne

cd
ot

al
 

ev
id

en
ce

 s
ug

ge
st

s 
th

is
 is

 
no

t t
he

 c
as

e.
  

H
EW

s’
 m

ai
n 

ro
le

 is
 in

 
he

al
th

 p
ro

m
ot

io
n,

 
di

se
as

e 
pr

ev
en

tio
n,

 a
nd

 
tr

ea
tm

en
t o

f 
un

co
m

pl
ic

at
ed

 a
nd

 n
on

-

   
   

   
   

   
   

   
   

   
   

   
   

   
  

   
   

   
7
 T

he
 in

fo
rm

at
io

n 
in

 th
is

 ta
bl

e 
is

 d
ra

w
n 

fr
om

 th
e 

ca
se

 s
tu

di
es

 d
ev

el
op

ed
 fo

r 
th

is
 s

er
ie

s 
of

 c
ha

pt
er

s 
(s

ee
 A

pp
en

di
x 

1
). 



 4–
25

 
Dr

af
t D

ec
em

be
r 2

01
3 

G
O

VE
R

N
A

N
C

E 
IS

S
U

E 
B

R
A

ZI
L 

P
A

K
IS

TA
N

IN
D

IA
 

S
O

U
TH

 A
FR

IC
A

ET
H

IO
P

IA

pr
ov

is
io

n 
of

 p
re

na
ta

l, 
ne

on
at

al
 a

nd
 c

hi
ld

 c
ar

e,
 th

e 
pr

ov
is

io
n 

of
 im

m
un

iz
at

io
ns

, 
an

d 
th

e 
cl

in
ic

al
 m

an
ag

em
en

t 
of

 in
fe

ct
io

us
 d

is
ea

se
s,

 
in

cl
ud

in
g 

sc
re

en
in

g 
fo

r a
nd

 
pr

ov
id

in
g 

tre
at

m
en

t f
or

 
H

IV
/A

ID
s 

an
d 

tu
be

rc
ul

os
is

. 
C

H
As

 r
eg

is
te

r 
th

e 
ho

us
eh

ol
ds

 in
 th

e 
ar

ea
s 

w
he

re
 th

ey
 w

or
k 

an
d 

ar
e 

al
so

 a
re

 e
xp

ec
te

d 
to

 
em

po
w

er
 th

ei
r 

co
m

m
un

iti
es

 
an

d 
lin

k 
th

em
 to

 th
e 

fo
rm

al
 

he
al

th
 s

ys
te

m
. 

ne
w

bo
rn

 c
ar

e,
 c

om
m

un
ity

 
m

an
ag

em
en

t o
f 

tu
be

rc
ul

os
is

 a
nd

 h
ea

lth
 

ed
uc

at
io

n 
on

 H
IV

/A
ID

S.
 

of
 th

e 
ex

is
tin

g 
he

al
th

 
se

rv
ic

es
.  

An
ga

nw
ad

i W
or

ke
rs

 (A
W

W
s)

 
pr

ov
id

e 
ba

si
c 

ch
ild

 h
ea

lth
 

in
fo

rm
at

io
n,

 m
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 c
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, p
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at
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l c
ar

e 
ea

rly
 in

 
pr

eg
na

nc
y 

an
d 

us
e 

of
 

co
nt

ra
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 d
is

ea
se

. 

se
ve

re
 c
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, d
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ra
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ro
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 c
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in
ic

al
 ju

dg
m

en
t; 

on
go

in
g 

ca
re

 o
r 

su
pp

or
t 

ro
le

 to
 a

ss
is

t p
eo

pl
e 

w
ith

 
a 

ch
ro

ni
c 

ill
ne

ss
 (e
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 c
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at
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ra
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fir

st
 a

id
, a

s 
w

el
l a

s 
di

ag
no

si
s 

an
d 

tr
ea

tm
en

t 
of

 m
al

ar
ia

, d
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at
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 C
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 C
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ra
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, f
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 p
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 d
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 b

as
ed

 o
n 

fiv
e 

tr
ai

ni
ng

 m
an

ua
ls

. T
he

y 
ar

e 
th

en
 to

 r
ec

ei
ve

 1
2

 a
dd

iti
on

al
 

da
ys

 o
f t

ra
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er

e 
is

 
su

bs
ta

nt
ia

l v
ar

ia
tio

n 
in

 
tr

ai
ni

ng
 p
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 d
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 p
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 d
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 p
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 c
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 c
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l c
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 b
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 m
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 m
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 b
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 m
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 o
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H
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m
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l b
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at
io

n 
U

ni
t, 

w
hi

ch
 

lia
is

es
 w

ith
 th
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 p
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