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Abstract 

Background: Community health workers (CHWs) can play a critical role in primary healthcare and are seen widely 
as important to achieving the health-related Sustainable Development Goals (SDGs). The COVID-19 pandemic has 
emphasized the key role of CHWs. Improving how CHW programmes are governed is increasingly recognized as 
important for achieving universal access to healthcare and other health-related goals. This paper, the third in a series 
on “Community Health Workers at the Dawn of a New Era”, aims to raise critical questions that decision-makers need 
to consider for governing CHW programmes, illustrate the options for governance using examples of national CHW 
programmes, and set out a research agenda for understanding how CHW programmes are governed and how this 
can be improved.

Methods: We draw from a review of the literature as well as from the knowledge and experience of those involved in 
the planning and management of CHW programmes.

Results: Governing comprises the processes and structures through which individuals, groups, programmes, and 
organizations exercise rights, resolve differences, and express interests. Because CHW programmes are located 
between the formal health system and communities, and because they involve a wide range of stakeholders, their 
governance is complex. In addition, these programmes frequently fall outside of the governance structures of the 
formal health system or are poorly integrated with it, making governing these programmes more challenging. We 
discuss the following important questions that decision-makers need to consider in relation to governing CHW pro-
grammes: (1) How and where within political structures are policies made for CHW programmes? (2) Who implements 
decisions regarding CHW programmes and at what levels of government? (3) What laws and regulations are needed 
to support the programme? (4) How should the programme be adapted across different settings or groups within the 
country or region?

Conclusion: The most appropriate and acceptable models for governing CHW programmes depend on communi-
ties, on local health systems, and on the political system in which the programme is located. Stakeholders in each 
setting need to consider what systems are currently in place and how they might be adapted to local needs and 
systems.
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Key messages box 1: summary
Key findings
We discuss the following important questions that 
decision-makers need to consider in relation to gov-
erning CHW programmes:

 • How and where within political structures are poli-
cies made for CHW programmes?

 • Who implements decisions regarding CHW pro-
grammes, and at what levels of government?

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

 • How should the programme be adapted across dif-
ferent settings or groups within the country or region?

Key implications

 • Governing CHW programmes is complex because 
of the location of these programmes at the interface 
between the formal health system and communities.

 • How CHW programmes are governed affects many 
other processes in these programmes, including man-
agement, resourcing, accountability, and ultimately 
performance and sustainability.

 • The most appropriate and acceptable models for 
governing CHW programmes depend on communities, 
on local health systems, and on the political system in 
which the programme is located. Stakeholders in each 
setting need to consider what systems are currently in 
place and how they might be adapted and aligned with 
local needs and systems.

 • The revitalization of large-scale CHW programmes 
in a number of contexts provides opportunities to 
explore how different models of governing CHW pro-
grammes impact on the quality of care delivered, their 
responsiveness to local needs, and their sustainability.

Background
A key obstacle to achieving health goals is the chronic 
shortage and poor distribution of health workers in many 
settings [1–3]. Community health workers (CHWs), 
sometimes called lay health workers, represent one strat-
egy for addressing these issues while simultaneously 
strengthening community health systems [4]. Globally, 
CHW is a term used to describe a very diverse group of 
largely community-based health workers that perform 
a large range of functions related to health promotion, 
healthcare delivery, and social development. Their scope 
ranges from being “frontline” providers of a range of pri-
mary healthcare (PHC) services, to single intervention 

providers (for example, providing support for people on 
TB treatment), health promoters, and providers whose 
main task is to refer people to health facilities [5]. CHW 
programmes operate in many settings, including in low-, 
middle-, and high-income countries, and these pro-
grammes vary widely across a range of factors, includ-
ing their size, scope, how they are funded, how they are 
organized, and whether the CHWs are employed by the 
publicly funded health sector or through other mecha-
nisms [6].

The awareness of the potential of CHWs to address 
many critical gaps in health systems across settings, 
together with the COVID-19 pandemic and the critical 
role of CHWs for the pandemic response [7], is argu-
ably creating a new era for national CHW programmes. 
Thus, it is an appropriate moment to step back and exam-
ine issues that are critical to the long-term effectiveness 
of national CHW programmes, including how these 
programmes are governed. Improving how CHW pro-
grammes, and health systems more broadly, are governed 
is increasingly recognized as important in achieving uni-
versal access to healthcare and other health-related goals. 
“Good governance” has for some time been seen as a key 
goal in itself [8]. Nevertheless, questions of how CHW 
programmes should be governed remain largely unre-
solved [9, 10] and have received insufficient attention 
from researchers [11–13].

In 2014, we considered issues relevant to governing 
CHW programmes in a larger report entitled Develop-
ing and Strengthening Community Health Worker Pro-
grams at Scale: A Reference Guide and Case Studies for 
Program Managers and Policymakers [14, 15]. More 
recently, one of us (HBP) gathered together into a book 
the most comprehensive and current descriptions avail-
able for 29 national CHW programmes [16]. This paper, 
the third in the current series of articles on “Commu-
nity Health Workers at the Dawn of a New Era”, builds 
on these earlier efforts and seeks to draw out the prin-
ciples that continue to have relevance for the new era 
that CHW programmes are entering. We draw on the 
2014 report and on descriptions of national CHW pro-
grammes mentioned above; and from the knowledge and 
experience of those involved in planning and manag-
ing CHW programmes. This knowledge and experience 
was gathered through a series of face-to-face and online 
meetings of those involved in writing the 2014 report, 
and through peer review feedback on that report. The 
questions for decision-makers outlined in this paper were 
further refined through discussion among the authors of 
this paper and through engagement with the literature on 
governing in the context of health systems.

This article, and the CHW Reference Guide chapter 
from which it draws [17], aim to: raise critical questions 
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that decision-makers need to consider for governing 
CHW programmes, illustrate the options for governance 
using examples of national CHW programmes, and set 
out a research agenda for understanding how CHW pro-
grammes are governed and strategies for improving how 
they are governed.

What is meant by “governing” in the context 
of health systems?
Governing is a challenging concept to define. Within 
the WHO health systems framework, “governance and 
leadership” is viewed as one of the six building blocks of 
a health system, and is seen as supporting the achieve-
ment of health systems goals by “ensuring strategic policy 
frameworks exist and are combined with effective over-
sight, coalition building, the provision of appropriate 
regulations and incentives, attention to system-design, 
and accountability” [18] (p. 3). This definition, while use-
ful, does not capture adequately the processual nature of 
governing health systems. Governing health systems has 
therefore also been conceptualized in terms of inputs, 
processes, and outputs [19]. Governance inputs, it is 
suggested, comprise how and by whom the institutions 
governing the health system are constructed and man-
aged. This includes “participation”—the stakeholders 
involved in developing health policies; and “consensus 
orientation”—the extent to which government officials 
collaborate with or involve other stakeholders in formu-
lating goals and policies for health. Governance processes 
concern how administrative procedures governing the 
health sector are implemented. This includes transpar-
ency, accountability and control of corruption. Finally, 
governance outputs in this approach can be seen as the 
benefits that should result from the implementation of 
governance rules and processes within a health system. 
Different political systems (i.e., the different actors, struc-
tures, processes, and activities through which power is 
used to shape and implement policies in different set-
tings) emphasize different governance outputs, and these 
include measures of how well the health system responds 
to population needs, equity of access to health services, 
and efficient use of health resources [19].

Since CHW programmes are embedded in communi-
ties as well as in health systems, in this paper we draw 
on a somewhat broader understanding of governance, 
which emphasizes “the complex mechanisms, processes 
and institutions through which citizens and groups 
articulate their interests, mediate their differences and 
exercise their legal rights and obligations” [20] (p. 14). 
As this description suggests, governing involves ongoing 
interactions between multiple actors—such as health-
care decision-makers, community representatives, and 
agencies—and structures—the laws, policies, resources, 

and beliefs within which these actors work [21]. Govern-
ing is therefore a continuous process rather than a static 
set of policies and structures, and is fundamentally rela-
tional. Consequently, the process of governing is closely 
linked to context and actors and may change over time 
as societies, health systems, and CHW programmes 
evolve. Our approach to governing in this paper is con-
gruent with other recent conceptual thinking that takes 
a less “government-centred” view and focuses more 
on the roles of a wider range of actors, and the rules 
that shape their collective action to make decisions [22, 
23]. Within the health sector, these actors may include 
citizens and citizen organizations, labour unions, non-
governmental organizations (NGOs), multilateral and 
bilateral organizations, and donors, sometimes working 
together through coalitions to influence decisions [24]. 
These models also highlight not only the formal but also 
the informal rules, “…governing the demand and supply 
of health care, and both the formal and informal ways 
in which the rules are made, changed, monitored and 
enforced…” [23] (p. 1343). These broader approaches 
are helpful when considering how CHW programmes 
are governed, given these programmes’ location at the 
boundary of formal health systems and community 
structures and their roles as boundary spanners in the 
“micro-practices” of governing [25, 26].

Why is governing an important issue for CHW 
programmes?

Key message box 2

Governing comprises the processes and structures through which 
individuals, groups, programmes, and organizations exercise rights, 
resolve differences, and express interests

How CHW programmes are governed is generally not 
well understood, partly because these programmes are 
enormously diverse and often run in parallel to or as an 
appendix to formal health systems, and partly because 
this is an under-researched area. But just as for all other 
parts of the health system, how CHW programmes are 
governed affects many other processes in these pro-
grammes, including management, resourcing, account-
ability, and ultimately performance and sustainability. 
Some of the important decision parameters in relation 
to governing CHW programmes include the extent to 
which these programmes are part of the formal health 
system as well as the extent to which CHWs are recog-
nized formally as a group of health workers within the 
health system. Other important parameters are the extent 
of decentralization of authority for governing CHW pro-
grammes and for their management; the scale of the 
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programme; and the roles which key actors, including 
communities and/or service users, have in shaping and 
directing the programmes. In addition, decisions on how 
CHW programmes are governed are influenced by how, 
and by whom, resources are obtained and administered.

Different decisions on these parameters, in response 
to specific contexts and needs, result in vastly differ-
ent governance models for CHW programmes. For 
instance, in some settings, programmes are not part 
of the formal facility-based health system but have 
structures that provide good links to this system. This 
model is used within the accredited social health activ-
ist (ASHA) programme in India and the BRAC (Build-
ing Resources Across Communities) programme in 
Bangladesh [14]. In other settings, programmes are 
integrated into the formal health system and are well 
supported within it. Examples of this include the 
family health teams in Brazil (with their CHWs, who 
are called community health agents) and the health 
extension worker programme in Ethiopia [14]. These 
different models for governing CHW programmes 
have implications, in turn, for how programmes are 
financed and funded; how and by whom CHWs are 
selected and trained; how CHWs are supported and 
supervised; how CHWs are paid; how communities are 
involved, and many other issues. We discuss the impli-
cations of these different configurations in more detail 
below.

Because CHW programmes, to varying degrees, are 
at the interface of formal health systems and com-
munity systems [27], and can involve a wide range of 
stakeholders at local, national, and international levels, 
their governance is particularly complex and relational. 
Further, many programmes aspire to participatory gov-
ernance, in which communities and other actors shape 
the structure and functions of the programmes and are 
involved in monitoring and accountability mechanisms 
[28]. However, programmes have often failed to suc-
cessfully implement participatory governance, raising 
questions about the feasibility of the models used [28–
30]. In addition, many programmes have been scaled 
up very quickly with little thought being given to how 
they should be governed [29].

Improving how CHW programmes (and other health 
system programmes) are governed requires addressing 
a range of enabling factors. These include, for exam-
ple, clarifying the goals for the CHW programme; cre-
ating stronger standards regarding the selection and 
training of CHWs; and establishing more meaningful 
involvement of, and accountability to, the stakeholders 
linked to these programmes, including local commu-
nities and recipients of CHW care. Governing CHW 

programmes therefore requires financial and other 
resources, and how these resources are managed will 
in turn affect the extent to which good governance can 
be achieved ([31] p. 3; [32] p. 243). We discuss these 
factors in more detail below, while Additional file  1: 
Table S1 provides a summary of governance principles 
within healthcare more broadly.

What are important considerations for governing 
CHW programmes?

Key message box 3

How CHW programmes are governed affects many other processes in 
these programmes, including management, resourcing, accountabil-
ity, and ultimately performance and sustainability

Important questions that decision-makers need to con-
sider in relation to governing CHW programmes include:

1. How and where within political structures are poli-
cies made for CHW programmes?

2. Who implements decisions regarding CHW pro-
grammes, and at what levels of government?

3. What laws and regulations are needed to support the 
programme?

4. How should the programme be adapted across differ-
ent settings or groups within the country or region?

We discuss each of these questions below, drawing on 
examples from case studies of CHW programmes in Bra-
zil, Ethiopia, India, Pakistan, and South Africa. Table  1 
summarizes the sub-questions for each of the main ques-
tions, and these are also discussed further in the CHW 
Reference Guide chapter from which this paper is drawn 
[17]. Further detail on the CHW programmes used as 
examples is provided in Additional file 1: Tables S2 and 
S3, which provide a cross-country comparison of issues 
in the governing of these CHW programmes and policies 
that affect individual CHWs. These tables also include 
additional material that complements the issues raised in 
the paper.

How and where within political structures are 
policies made for CHW programmes?
CHW programmes experience a range of challenges in 
relation to policy processes. In particular, CHW pro-
grammes typically straddle health and community 
systems [27, 33] and may also be tacked on to other pro-
grammes or the formal health system more broadly. This 
may lead to these programmes not being fully integrated 
into the formal health system or being seen as peripheral 
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Table 1 Governing community health worker programmes: important questions and sub-questions (based on [17])

Questions Sub-questions

How and where within political structures are policies made for CHW programmes? Where are policy decisions for CHW programmes made and by whom?
Where are laws and regulations relevant to health initiated? Do laws need to be initi-

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

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

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? Are there important groups who are not consulted 
or involved, for example, on the basis of ethnicity, gender, or sexual orientation? 
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? Do the approaches used foster the partici-
pation of all key stakeholders?

How are the varied objectives, motivations, and views of different stakeholders recon-
ciled within the policy process?

How might important historical legacies shape CHW-related policy-making?
Are there important health system legacies in relation to governance, finance or 

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

 ideasb 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 reshaping the policy or bypassing these legacies?

How might wider health and political systems goals in a particular context influence how 
CHW programmes 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 persons with political influence who can advocate for CHW programmes?

Who implements decisions regarding CHW programmes, 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 time frame, and that addresses important 
barriers and facilitators?

How will implementation ensure that key governance goals, such as equity, participa-
tion, 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 programme? Which laws and regulations are relevant to the governing and scale-up of CHW 
programmes?

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

Will any changes be required to these laws and regulations to allow the programme 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 time frame for these legislative or regulatory processes?
Can scale-up be implemented in parallel to changes in laws and regulations?

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

Is the programme targeted towards 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 programme and that may require its adaptation? 
This could include differences in relation to sociodemographic factors such as age, 
gender, sex, sexual orientation, ethnicity, religious affiliation, migration background, 
and language, as well as socioeconomic factors such as income and education or 
literacy levels

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

a 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 [61]
b Drawing on political science theory, the term “institutions” is used here to refer to both the formal and informal structures and processes of policy-making 
(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 [62, 63]
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to it. Policies to govern these programmes may conse-
quently be lacking or may not be “fit for purpose”, and it is 
therefore important to consider how and where policies 
for CHW programmes are made. In addition, wider pol-
icy decisions, such as efforts to decentralize or centralize 
decision-making for health services, may have important 
impacts on CHW programmes [34, 35]. These policy 
decisions (another example being whether to develop a 
volunteer-based or fully remunerated CHW programme) 
need to be distinguished from implementation decisions 
(such as the timetable for continuing education of CHWs 
within a particular district). We discuss below the key 
issues to consider for CHW programmes in relation to 
how and where within political structures—the institu-
tions, groups, laws, and regulations of the political sys-
tem—policies for these programmes are made.

Key message box 4

Key issues to consider for CHW programmes in relation to policy pro-
cesses include where policy decisions are made and who is involved; 
how important historical legacies might shape policy-making; and 
how wider health and political system goals may influence the gov-
erning of CHW programmes

Where are policy decisions made and who is involved 
in this?
Authority to make policy and operational decisions 
regarding CHW programmes is located at different lev-
els of government within different countries, depend-
ing on the country’s administrative arrangements (for 
instance, the extent to which decision-making is decen-
tralized; see Boxes 1 and 2 or historical policy legacies 
[see below]). In some countries, such authority may be 
located with the national ministry of health (MOH). In 
other countries, regional departments of health or legis-
latures may have authority to develop health policies, or 
such authority may have been delegated to an independ-
ent body, such as a CHW commission. Each of these sce-
narios has different benefits and drawbacks. For example, 
where policy authority is located at national level, it may 
be easier to achieve consistency of approach for CHW 
programmes across a country. However, policy-mak-
ing may be very removed from the day-to-day running 
of CHW programmes and may therefore not be very 
responsive to local conditions and needs [36]. An impor-
tant question in many settings is how structures within 
the MOH might be adjusted to improve the governance 
of CHW programmes? MOHs in many countries are 
highly fragmented, with vertical disease programmes 
that receive external support operating with relative 
independence, thereby impeding collaboration on inte-
grated programming. Further, there are relatively few 
MOHs that have a directorate responsible specifically for 

primary healthcare, and where such directorates exist, 
they are often relatively weak. Given this context, should 
MOHs establish a separate directorate with responsi-
bility for CHW programme strategy and funding [37] 
or would other types of structures for governing CHW 
programmes be more effective? Boxes 1 and 2 describe 
examples of how the locus of decision-making can 
impact on CHW programmes.

It is also important to consider the range of stakehold-
ers that may have roles in designing CHW policies. The 
extent to which there is wide participation in this pro-
cess depends on the orientation of the political system 
within a particular context; the formal and informal 
power which stakeholders are able to exert; and the atti-
tudes of those driving a particular policy process. Which 
stakeholders are involved in CHW policy-making, how 
these stakeholders are involved, and whether there are 
important groups who are not consulted or involved (for 
instance, on the basis of ethnicity, gender, or sexual ori-
entation) have important implications for programmes. 
For example, where it is not clear who has final respon-
sibility for policy-making, decisions may not be made or 
may be very delayed. Also, where policy decision-making 
is dispersed across a range of stakeholders, important 
inconsistencies can develop across programme policies. 
Additional file 1: Table S3 and the CHW Reference Guide 
[14] describe a range of questions that need to be consid-
ered in relation to stakeholder involvement.

Those wishing to develop or change policies govern-
ing CHW programmes need to consider where laws and 
regulations relevant to health are initiated and who can 
initiate these [20]. In addition, consideration needs to be 
given to what provisions there are locally for accountabil-
ity and support. For example, what recourse citizens have 
if they feel that CHWs are not carrying out their duties 
adequately. This is addressed in more detail in Paper 9 in 
the series, which explores relationships with communi-
ties [38].

Box 1. Governance within the Brazilian Family Health 
Programme: where policy decisions are made [39]
In Brazil, the constitution adopted in 1988 rein-
forced the role of state (provincial) and municipal 
governments in implementing public policies, while 
the central government has the role of issuing the 
main guidelines for implementing public policies. 
Later legal provisions have shifted more responsibil-
ity for the management and organization of health 
services over to municipal governments, while at the 
same time emphasizing the technical and financial 
role of the central government and the states. In this 
decentralized model, municipalities have the author-
ity to decide whether to implement the Family Health 
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Programme. Once a decision to implement is made, 
the local government determines the organization 
of the programme 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 programme resulting 
from such a process of implementation appears to 
be more local ownership of the implementation and 
improved local management of the programme. On 
the other hand, the process could lead to unprepared 
and uncommitted local management as well as hetero-
geneity of implementation

Box 2. Governance of programmes supported 
by the National Rural Health Mission in India: 
where policy decisions are made [39]
The three tiers of governance (central government, state, 
and panchayats) in India pose challenges for a range of 
government programmes, including for carrying out 
certain functions of the National Rural Health Mission 
(an initiative of the Ministry of Health and Family Wel-
fare to strengthen rural health services). An evaluation 
from 2009 reported that transfers of funds to lower lev-
els 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 centre. However, states 
are reluctant to devolve the necessary powers to govern 
CHW programmes to the panchayat level where PHC 
centres and sub-centres are located. Similar tensions 
were reported between the central government and the 
states in relation to financing of the programme

How might important historical legacies shape 
CHW-related policy-making?
CHW programmes never start from a blank slate but are 
shaped by historical legacies including previous and cur-
rent policies, experiences, practices, and cultures. For 
example, a CHW programme may have been established 
with the specific purpose of improving equity of access 
to healthcare for historically marginalized groups, such 
as populations living in geographically remote areas [40]. 
The Brazilian Family Health Programme, for instance, has 
its antecedents in a regional programme, established to 
respond to a severe drought in one of the most impover-
ished parts of the country (see Additional file 1: Table S2, 
row 3) [41]. The model developed in this setting has 

shaped the programme across the country. Programmes 
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 may need to absorb an 
existing network of community health volunteers. Efforts 
to establish a national CHW policy framework in South 
Africa, for example, have been influenced by the absence 
of a national CHW programme and the presence of a 
large number of small- to medium-sized programmes, 
largely managed by NGOs, in which CHWs have differ-
ent scopes of practice and levels of training (see Addi-
tional file 1: Table S2, rows 2 and 4).

Historical legacies are important as they may deter-
mine stakeholders’ views of and engagements with 
policies. These legacies can also constrain what is possi-
ble—for instance, it may be difficult to make substantial 
changes to CHWs’ existing scopes of practices, such as 
introducing curative tasks to a programme focusing on 
health promotion; or to the types of recipients targeted, 
for example, from women and children to everyone in 
the household. Additional file 1: Table S3 and the CHW 
Reference Guide [14] describe a range of questions that 
need to be considered in relation to historical legacies 
that shape CHW-related policy-making.

How might wider health and political system goals 
in a particular context influence how CHW programmes are 
governed?
How CHW programmes are governed will be influenced 
by the particular goals or benefits (sometimes called gov-
ernance outputs) that have been prioritized within a spe-
cific 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. These goals may include improved equity, 
greater efficiency in the delivery of services, more decen-
tralized services, 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 
programmes are governed. Firstly, it will be difficult to 
develop CHW programme policies and governance pro-
cesses 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. In contrast, ways of governing CHW pro-
grammes 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 
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programme. In many settings, programmes have been 
developed or scaled up to help achieve the goal of 
improved equity in access to health services. In Ethiopia, 
for example, the Health Extension Worker Programme 
aims to improve access to care for rural populations par-
ticularly (Additional file  1: Table  S2, row 4). In South 
Africa, efforts by the first democratic government begin-
ning in 1994 to improve equity and quality in PHC pri-
oritized nurses as the lead healthcare provider and for 
a long time viewed CHWs as second-rate-care provid-
ers. Consequently, funding and support for CHW pro-
grammes declined, and many programmes ceased to 
function [40] (Additional file 1: Table S2, row 4).

Additional file  1: Table  S3 and the CHW Reference 
Guide [14] describe a range of questions that need to be 
considered in relation to how wider health and political 
system goals in a particular context might influence how 
a CHW programme is governed. There are a number of 
ways, both formal and informal, in which these questions 
can be considered. Those governing CHW programmes 
can reflect on the goals of the programme, as well as 
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, may be useful in identifying current 
and future health and political system goals, in consider-
ing how CHW policies align with these, and in assessing 
how the governing of CHW programmes needs to shift 
in order to support important health and political system 
goals. A number of policy analysis tools are available that 
could be useful in this process [42–45].

Who implements decisions regarding CHW 
programmes, and at what levels of government?
After a policy decision has been made, the next key chal-
lenge is transforming this policy into practical actions. 
Policy implementation is challenging in most settings 
for a range of reasons, including the complexity of both 
the health system and communities, their interactions, 
the multiplicity and diversity of actors involved, and the 
complexities of maximizing participation and reducing 
inequities. Furthermore, there are a number of contextual 
factors to consider, including (1) identifying, allocating, 
and disbursing limited financial resources, (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 communi-
ties. A key challenge for governing CHW programmes is 
to align and catalyse these factors. Where such alignment 
does not occur, implementation is likely to take place in 
an unsystematic way or be slowed by a range of obstacles 
(Box  3). Careful and systematic planning is needed to 

ensure that CHW programme policies are implemented 
as intended. Additional file 1: Table S3 and the CHW Ref-
erence Guide [14] describe a range of questions (adapted 
from [20, 46]) that need to be considered by policy-mak-
ers when planning the implementation of policies for 
CHW programmes.

Box 3. Involving communities in CHW programme 
implementation in Zimbabwe (from [39])
Studies analysing the implementation of the village 
health worker (VHW) programme in Zimbabwe pro-
vide an in-depth analysis of why such local citizen 
bodies may have failed to stimulate meaningful com-
munity 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 representa-
tion 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 commu-
nities. Effective popular mobilization in the planning 
and development of the VHW programme was seen to 
have declined inversely in relation to the bureaucrati-
zation of the programme

What laws and regulations are needed to support 
the programme?
The governing and implementation of CHW pro-
grammes may be shaped or constrained by existing 
laws or regulations. As noted above, these “policy lega-
cies” [47] may include regulations regarding the kinds of 
healthcare providers who can prescribe and dispense dif-
ferent types of medications or undertake specific tasks, 
such as giving vaccinations. These legacies may also 
include laws regarding the disbursement of funds from 
health departments to community structures who may 
be responsible for supporting CHWs. CHW programmes 
may experience challenges if laws and regulations that 
are needed to enable effective programme 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 Programme came 
from the community in which they were to work [48]. In 
South Africa, it has been argued the functioning of CHW 
programmes was hampered by poor regulation that lim-
ited the rights of CHWs and contributed to low pay levels 
[49].
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Alignment of legal and regulatory frameworks is there-
fore needed for large-scale programmes to function effec-
tively [50]. These need to address issues related to CHWs, 
such as selection and remuneration, as well as how CHW 
programmes interface with the wider health system, such as 
governance structures for PHC. Those developing and scal-
ing up CHW programmes therefore need to consider which 
existing laws and regulations need to be taken into account, 
and whether changes to these are needed to ensure the 
effective governing of the programme and its implementa-
tion as intended. Additional file 1: Table S3 and the CHW 
Reference Guide [14] describe a range of questions that 
need to be considered in relation to laws and regulations.

How should the programme be adapted 
across different settings or groups 
within the country or region?
For CHW programmes operating at scale, there may be 
a tension between, on the one hand, adopting a fairly 
standard approach to the governing of programmes and 
to their implementation and, on the other hand, trying 
to ensure that the programme is tailored to the needs of 
different settings or groups. The latter approach, while 
more resource-intensive and more difficult to implement, 
may help to ensure that the programme is embedded in 
and tailored to local communities and health services. 
The latter approach could in the end be more sustain-
able [4, 51, 52], and is likely to have a greater impact on 
programme effectiveness and health outcomes in the 
medium to long term.

There are a number of reasons why CHW programmes 
need to be adaptable. Firstly, different population groups 
within a country, and stakeholders within different com-
munities, may have very different health and therefore 
programme needs, as well as different priorities. Sec-
ondly, programmes 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 
programmes may need to be adapted to local or regional 
health system arrangements, such the availability of other 
healthcare providers in the area or the extent of private 
sector healthcare provision. Additional file  1: Table  S3 
and the CHW Reference Guide [14] describe a range of 
questions that need to be considered by policy-makers 
when deciding whether and how to adapt a programme 
for different settings or groups.

Additional considerations
Other issues that may be important to consider in rela-
tion to governing CHW programmes at scale include 
the requirements that scale-up of the programme 
might impose on the health system (including on man-
agers, healthcare providers, and users) and on other 
sectors. Also important are factors that might affect 
the sustainability of the programme, and ways in which 
national and international stakeholders can be mobi-
lized to support CHW programmes. These issues are 
discussed further in the chapters on relations with the 
health system, financing, and planning in the CHW 
Reference Guide [14] as well as in other papers in this 
series [53, 54].

Our discussion on governing CHW programmes has 
several limitations. Firstly, it takes the perspective of 
policy-makers in formal systems. While this perspective 
is appropriate for most large-scale CHW programmes, 
the questions we have outlined may be different when 
viewing the governing of programmes from a community 
perspective or the perspective of a small NGO running a 
local CHW programme, or even a larger NGO managing 
a substantial CHW programme [55, 56]. The community 

Table 2 Areas for future research on governing CHW programmes

• Documenting, through case studies, different models for governing CHW programmes in different settings and how these models work in practice. 
Important questions include how are these governance arrangements changing over time? How do different stakeholders, including members of 
communities, view governance in relation to CHW programmes and how do they participate in governing these programmes? To what extent are 
the arrangements for governing these programmes aligned with national and regional political and health systems goals? Which approaches have 
worked well, and what lessons can be learned?

 • What are the impacts for governing CHW programmes of:
  Scale-up and/or expansion in terms of the range of services offered by CHWs?
  The professionalization of CHWs, including the formation of representative organizations and the formalization of CHW training?
  Different models of supporting and incentivizing CHWs?
  Different models of financing CHW programmes?
  Digital tools for supporting CHW programmes?
  Changes in wider national policies that impact on CHW programmes, such as policies on decentralization and on private–public partnerships?

• How can different approaches to governing CHW programmes contribute to mutual accountability of all actors?
• Where local participation in governing CHW programmes is not well established, what mechanisms can be used to enhance the accountability of 

these programmes?
• How can the improved governance of CHW programmes lead to more accountable and people-centred health programmes?
• How do community and health system governance interact, and how can this interaction be strengthened and aligned?
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perspective is addressed in another paper in this series 
[38]. Secondly, we acknowledge that the diversity of 
CHW programmes and implementation contexts means 
that the questions we have outlined may not be appropri-
ate in all cases.

Areas for future research on governing CHW 
programmes
While the literature on governing health programmes 
and systems is growing [9, 11, 57–60], little research has 
focused on governing CHW programmes specifically 
[12]. The development and revitalization of large-scale 
CHW programmes in a number of countries provides 
an opportunity to explore how different models of gov-
erning CHW programmes impact on the quality of care 
delivered, their responsiveness to local needs, and their 
sustainability. In Table 2, we outline key areas for future 
research on governing CHW programmes.

Conclusions
The most appropriate and acceptable models for govern-
ing CHW programmes depend on communities, on local 
health systems, and on the political system in which the 
programme is located. As more and more programmes 
are scaled up, policy-makers and other stakeholders in 
each setting need to consider what systems are currently 
in place and how they might be adapted and aligned 
with local needs and systems. In this regard, particular 
attention needs to be paid to community participation 
and to accountability. Local participation in governing 
CHW programmes is difficult to achieve at scale, how-
ever, without substantial resources, adequate planning, 
and sustained attention to maintaining local structures. 
Stakeholders need to consider what resources are needed 
and how these can be made available.

Where local participation in governance is not well 
established (for example, because health and politi-
cal system governance is highly centralized) or is weak, 
stakeholders need to explore other mechanisms for 
accountability. Furthermore, it is challenging to include a 
very local participatory structure for governing a CHW 
programme within a large-scale programme, and there 
are few sustained examples of this. For large-scale pro-
grammes, formal local governance structures, such as 
elected local government councils, may need to be relied 
on.

Governing CHW programmes is complex because 
of the location of these programmes at the interface 
between the formal health system and communities—
CHW programmes frequently fall outside of the govern-
ance structures of the formal health system or are poorly 
integrated with these. This liminal location, as well as 

accountability mechanisms that are often weak, increases 
instability and vulnerability of CHW programmes to 
health and political system changes. The involvement of 
a wide range of stakeholders at local, national, and inter-
national levels creates additional challenges. All these 
factors point to the imperative of putting in place appro-
priate mechanisms for governing CHW programmes. 
A key weakness of many large-scale programmes is that 
the questions we have outlined above are not addressed 
systematically, and mechanisms for governing pro-
grammes evolve in an ad hoc way. We hope that the 
questions we have outlined will provide a useful guide for 
policy-makers.
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