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ABSTRACT
The 2006 World Health Organization report recognized shortages of professional health
workers as one of the key ingredients in the growing crisis of providing health services,
particularly in low income countriesiumbo et al., 2013). In mitigation the AlmaAta
declarationof 1978 promoted wider use of Communitjealth workers to provide
selected interventions and promote health behaviours at the community lifevel.
Kenya, CHWs workforce was adopted into the NHSSP201012 as a component of
cost effective strategies in addressing the health care needs of underserved
communities. MOPHS and implementing partners have therefore been implementing
the Community Strategy (CS) for effective delivery of level 1 healthicesvo the
community as part of the Kenya essential package for health since 2006. However both
the performance of CHWs as change agents and the feasibility of implementing and
sustaining largescale CHW programs have been called into question.The sineyl a
at describing thedeterminants influencing performance of CHWSs in Njiru district
through a descriptiveerosssectional surveoth quantitative and qualitative data
collection methods were used. Systematic sampling method was used to identify the
respndents. Quantitative data was collected from 225 CHWSs while qualitative data was
collectedfrom DHMT Members,pblic health officerandCHEWS. Data was presented
using tables, graphs and cross tabulation while inferential statistics were computed
using ch square and odds ratio. Thematic analysis was done on qualitative data.
Findings showed that performance of CHWSs Veag (34.7%). Gendewas statistically

significant in relation tahe CHWperformancd ¢ 2 =7 . 6 1 9, df =1, p=0.

who earned between Ksh358%00 were associated with rperformance (Unadjusted
OR:4775 95% CI 1.0381 P<0.045).The period of community strategy training
(c62=6.502, @pplcaion ofdeedbaclo Bfdronation( ¢ 2 = 1 2 dfB2 9 ,
p=0.006)significantly affected CHWSs performance.Communication (P<0.001) was
statistically significant with performance increasing with numberavhzasheld. Male
respondents were 96% less likely to be associated with performangareaimwith
female CHWs (AOR 0.968, 95% CI 0.:14822).CHWSs who attended training for one
week and three weeks respectively were two times more likely to be non performers as
CHWs in the delivery of levebne health servicefAOR 2.21, 95% CI 0.03¢.384,
P=0.047) and (AOR 2.49, 95% CI 0.14804, P=0.035) than respondents who
attended training for four weeks and more. The use of feedback information was
statistically significant and when adjusted for no feedback report, the odds of using the
feedback iformation report to address gaps was highly associated with performance
(AOR -1.099, 95%CI-1.997% 0.201, P<0.016)From thisstudy the performances of
community health workers in Njiru district Kenya in the delivery of level one health
service was below va@rage. Various demographic, health systems and community
factors are central in the Performance of CHWSs in the delivery of level one services.
From this study the implementation and realization of the key CHS targets in Peri
urban setting is challengingherefore stakeholders need to develop a clear
contextualized CHWs guideline tailored for Peniban settings. The findings from this
study will be ustul to policy makers, programnadficers and communities in focusing
interventions aimed at improving monunity strategy r@d programs, ultimately
improvingcommunity high health impacts indicators.



CHAPTER ONE: INTRODUCTION

1.1: Background to the study

The use of community members to render certain basic health services to their
communities is a concefitatis scaling up across the globe. Howeutrere have been
innumerable experiences throughout the wodd both large and small scale
communitybased initiatives (WHO, 20073. The World health report 2006tled
working together for healthrecognizes strtageof professional health workers as one

of the key ingredients in the growing human resource crisiscpkatiy in low-income
countries (WHQ2006).The report advocates for a review and subsequent delegation of
tasks to t he fconmungysheaith worliers@H\s)wikio canfperform

the tasksuccessfullf{WHO 2008. It is in this context that the concept of us@gWs

has been adoptdtivVHO, 2007).The community health sty establishes a level one
health careunit (community unit) to g&e a local population of 5,000 peopkEach
community unit has a cadre of wadhined CHWs who each provide services to 20
householdgdMars group Kenya, 20)0The CHW is identified by the community as
Communityobs Owsons(ORP8)uandctraind the Community Health
ExtensionWorkers (CHEWSs) These CHWSs are supported the CHEWs who are
based at leve? (Dispensaries/clinicsand level3 (Health centres, maternities, nursing

home$ (MOH, 2006).

Many countries in SusahararAfrica face the challengeof organizing health service

delivery in a manner that provislguality and accessiblealth care to their populations



against @ackgroundf economic recession and limited resources. In response to these
challerges, different governments haveelm implementing health sector reform
Kenya,Uganda, Ghana, and South Africave implementedational programmes for

community health workers (WHO, 2010).

1.11: Community strategy in Kenya
World health assembly of 1974 noted the striking disparitiehealth and health services

between countries and decided to explore possibilities for more effective action to bring
appropriate equity in health services. This culminated to Alma Ata conference of 1978
(WHO 1987).The Alma Ata conference of 1978 was primary health care. The concept

of primary health care implies that all the components of the basic essentials package of
health care are made available to the community, with their active involvement and with
technical support and resources providgdealthcare workers and other sectors (lbid).
World health assembly specified that the main social target of governments and World
Health Organization in the coming decades should be the attainment of health by all
citizens of the world by the year2008He al t h f o r HFA sk &Jel of(heakhA )
that would permit people to live a socially and economically productivéltifé). Kenya

is a signatory to the AlmAta Declarationof 1978 for achievingfihealth for all by the

year 2000. One way ofachieving Alma ata declaratipins throughthe Community

Health Strategy. Several efforts have been made to achieve these Atlealatationsn

Kenya through efficient and effective health management systems and reforms. Despite
these efforts, there ha®t been a breakthrough in improving the situation of households

entrapped in the vicious cycle of poverty and ill heé@ipiyo R and NjorogeP, 2009)



The situation was further complicated by the introduction of structural Adjustment
Programmes (SAPs)hich invariably hit the poor hardest. The resuls leen been
deteriorating trends in health status throughout the country with unacceptable disparities
between and within provincésMOH, 2007 MOPHS, 2008). The worsening health status
indicators includs but not limited to infant mortality rates, undiee mortality rates,
maternal mortality rates, malnutrition rates which have continued to rise (MOH, 200
MOPHS, 2008). The efforts made in Kenya under the First Health Sector Plan (NHSSP

) did not cortribute much towards mpr ovi ng Kenyads health sta

In 2005, the Second Heal®ector Strategic Plan which ramtil 2010 was developed
(NHSSRII). The goal of the NHSSP Il was to reduce inequalities in health care services

and reverse the dmward trend in national health indicators, hence the theme:
AReversing the downward tren@$SSRIh2006he nat
2010) Key among he stated purposes of NHSSP Il svéo strengthenCHWSs
Performancethrough the implementation dhe Kenya Essential Package for Health

(KEPH) through a number of strategies, one of tiethe community strategyOpiyo R,

& Njoroge P, 2009.

The Community Health Strategy servieenpowers the household to take charge of
improving their own health so® households at the foundation of affordable, equitable
and effective health care (MOH, 200&)ccording to the KEPHNorms and Standards

for health service delivery, level 1 health services should include the basic community

health services of promosy preventive and simple curative health care. They are



designed to benefit a local population of 5,000 people with the assistance of 50
Community Health Workers (CHWSs). Each CHW s identified by the community and
trained within the community to providevig 1 service to 20 househol@dENNET,

2010. Howevera key issue of debate concerns the question of what functions individual
CHWs can effectively perform, oasidering their limited educatidmckground; social,
political, economic, cultural dynamics sbciety; health needs of the community and size
and geographical spread of the population to be served (WHO, 280€88)rding to

world health organization repei2007, here is little scientific evidece as to the optimal
number of functions and tasks &HW can perform.In addition no one person can
perform all the activities laid out in thasion of Alma Ata Declaratiorto improve daily

life and bring health care to all peogl®HO, 2007).

The overall goal of the Community Strategy is to enhance cantynaccess to health
care in order to improve individual productivity atitus redue poverty, hungerchild

and maternal deaths, as well as improve education perform@ht®s are particularly
important in areas where tieeis inadequate accessibilyfacility-basedhealthservices
(MOH, 2006) For exampleCHWSs can increasaccessuse of healtlservices and have
played a rolein primary health care, tuberculosis, immunization and family planning
programmes (Rahmaet al, 2010). CHWs have promotedhe implementation of
packages of interventions to reduce neonatal mortality sucimpoving antenatal
visits, promotion of immediate and exclusimeastfeeding,appropriate care ohe skin

and umbilical stump recognition and treatment with antibcs of sick newborns

(Rahmaret al, 2010).



Services provided by CH®/are expected to be more appropriate to the health needs of
the local populationsHowever the use, efficiency, performance and reliability of CHW
programmes is global debate (WHO,200.7Therefore, it igimely to assess the evidence
that such health workers can perform theessary tasks and describe the determinants

influencing their performance at level one

1.2: Problem statement
Over the past 2 years, Njiru District has been imgeting the community health

strategy howeveperformance of CHWs lower (55%) corpared to the general Nairobi
rates (64%),(MOH 2011). Morbidity burden in theDistrict remain high;flu 23%,
diarrhea 20%, tuberculosis 12%, respiratory diseases 8%, lads#téliveries 26% and
HIV prevalence 10%. This is in spite of the fact that it has formed 33 community units
out of the proposed 6(NCMO 2013. The effectiveness and efficiency of level one
health services were identified as a major contributing faottire health problems in the
district ( DHMT, 2011). According to 2009 census Nijiru District had a populatién
343,382 peoplemajority (70%) living in the slum areawith poor health indicators.The

population wadeing served by only 4 level 2 pubhealth facilities (DHMT2011).

Since its adoption, the roll out of community based health services has taken different
dimension, acceptance and accessibility at different communities (UNICEF, 2010).
Furthermore, tiere reigns confusion about the sustaility of level one workforce,
services and resourcésriedman, 2004).There is less comprehensive research about the

CHW workforce (HRSA, 2007)The limited research available has focused on level of



education, residences and source of income, acdéagsiavailability of drugs, norms

and beliefs. There are also few other studies on community based health care financing,
scope covered by a CHW, governance at level one; supervision of operations at
community level and monitoring and evaluation (Nded2@12). In addition social
cultural issues such as recognition of community health services and service provider,
cultural diversity/dynamics in urban settings, perception of level one health services and
client-provider relation have not been fully expd (Haines and Lagard®007).0n the

ot her hand, the communityds role in the

(UNICEF, 2010)

As the district plans to increase the number of CHWSs, there is a need to understand the
determinants that influee the performance of CHWSs in order to maximize on the
resources that are spent to improve the health outcomes of the community. The study

therefore investigated the determinants of the Performance of CHW in Njiru District.

1.3: Justification
The AlmaAta Declaration of 1978 a major milestone of the twentieth century in the

field of public health, and it identified primary health care (PHC) as the key to the
attainment of the goal agiHealth for Allo (HFA). Primary health care is essential health

care based on practical, scientifically sound, and socially acceptable methods and
technology made universally accessible to individuals and families in the community
through their full participation (Bryant 2002). PHC aims at bringing health care as close

as mwssible to where people live and work, and can be attained through a fuller and better



use of the community resources pers@ommunity health strategy is the€enyan
Ministry of Healthmodel for primary health care reforflQH, 2006. The strategy aims
at improving health indicators by implementing some very critical interventions at the

community level (Oyore,2030

The implementation athe CHWSs conceph Kenya is marked by unanswergdestions

of long termsustaimbility and prograneffectiveness. Bspite the vast experience with
CHWs, relatively little scientific evidence is available to answer basic questions notably
the determinantsnfluencingthe performance of CHWThere are fewstudies that have
investigated the linkage between demographiducail health system factors in relation

to performance of CHW.

Therefore there was need to conduct a researchdesarminantsinfluencing the
performanceof community health workers iNjiru District Nairobi county Kenya. The
findings will support decision making on CHWSs progranis line with the National
Vision 2030 the government intends to scale up the use of CHWs in the country, and
also work towards improving the health servicéwéey at levelone(MOP&ND,2007).

In view of the aboveanformation, itwas important toestablish the determinantthat
influence the performance of CHWs and other confounding factors hindering the goal of

empowering communities taking charge of theown health (Oyore, 2010).

Njiru District targets to establish 61 community units by the end of 2013 against the
current 33 community unit3.he findings will improve the overall goal of the community

strategy as a tool of enhancing community access atthheare in order to improve


http://www.statehousekenya.go.ke/government/health.htm
http://www.statehousekenya.go.ke/government/health.htm
http://www.statehousekenya.go.ke/government/health.htm

productivity and thus reducehild and maternatieaths, asvell as improve education

performance across atages othe life cycle

1.4: Research Questions
1. What are the demographic characteristics influencing the perfeam@drCHWS in

Njiru District?
2. What is thdevel of performance of CHWSs in Njiru District?

3. What are the community factors associated witghperformancef CHWSs in Njiru

District?

4. What are the healtsystemfactorsinfluencingperformance of CHWs in Nji

District?

1.5: Hypothesis
There are no demographic factors, health system factors or community factors

influencingthe performance of community health workers in Njiru district

1.6: Research Objectives

1.6.1: Broad Objective
The boad objectivewas toidentify the determinants influencg the performance of

community health workers in Njiru district.



1.6.2: Specific Objectives
To determinghe demographic characteristiafich influence performance of CHWs

in Njiru District?

To determine the lal of performance of CHWSs in Njiru District.

To identify the community factors influencing the performance of CHWSs in Njiru
District?

To determine healtBystemfactors that influence the performance of CHWSs in Njiru

District?

1.7: Significance and Anticimted Output
The communitybased approachs the mechanisnthrough which households and

communitiesstrengthen their role in health and health related developoyentreasing

their knowledge, skills and participation

The intention is to strengthen tloapacity of communities to assess, analyze, plan,
implement and manage health and hesdtated development initiatives so that they can
contribute eff ec tsocecbngmictievelogment. Incadditiont they 6 s
approach recognizes the pivotalle of the health system in supporting community
efforts. It is through partnership between the system and the communities that
improvement can be realized and sustained. The integration requires mechanisms and
structures that provide the necessary link&yech structures would enhance and enable
effective CHW programmes at the community level, as well as at the interface between

level 1 and levels 2/3.
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Therefore as the demand to scale up community healthice increases in Kenya there
was need to cauct thestudy, in order to delineate provider characteristic, health

systems factors and community factors that influence the peafare of CHWS.

The findings of the study will act as basis for remodeling the implementation
community strategin thestudy arealt will also act as primary benefit the community

by sensitizingon community strategin Njiru and Nairobi in gneral This will create
interest and will result to active participation by the community members. The DHMT
Njiru will be informed on the issues influencing the implementation of the Community
Strategy.This will enable it address teeissues and possiploll out the strategy to the
rest of thecommunity.The findings of this study will inform the policy makers and the
other st&eholders to come up with better mechanisms on improving the community
strategy. This will propel the country to move faster towards achieving high quality
health care as desired by the community and achieve the goals of MDG 4Téwedgeal

of MDG 4 is b reduce child mortality rates with an objective of reducing under five
mortality rates by two thirds (2/3) between the year 1990 and ¥0héreas he goal of
MDG 5 is to improve maternal health with a target of reducing maternal deaths by three

quarte beween the year 1990 and 2015 (UNDP 2010)

1.8: Scope and limitation
The studycovered the determinants that influendbe performanceof community health

workers at level one in Njiru DistrictPerformance impact is a crucial benchmark for
program planers and managers but needs specific definition, impact on what and impact

over what period. Performance is discussed in relation to a range of impacts, including
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mortality and morbidity trends. However, performance analyses show that there are
missingkey elements of CHW programmes that do not lend themselves to program goals,
such as altruism, volunteerism, community norms, reciprocity and dilttyough the
performance of CHW i s i nfluenced by a
characteristic, sooteconomic and community factors: access to health logistics and
infrastructural support are critical in the performance of CHW prograotsonly due to

their obvious importance, but also because they are more easily quantifiable than
measures such asiesit satisfation or community mobilizationHowever, there is a
shortage of data on determinants that influence the performance in CHWs programmes
to confirm these viewaNairobi province in KenyaStudy limitations inkuded CHW

having competing taskand the vast urban community dynamic¥here weresome
language barriers due to several ethnic communities living in the area. fiterctis, an

interpreter wagngaged.

1.9: Conceptual Statement on Performance of CHW Programmes: Adoptdidom

WHO, 2007 and modified from literature review:

Performance is made up of different but closely Hitdted elements: use of services,
impact performance and financial performance or-pestormance (WHO 2007). Often
useof servicesis linked to the community intduction strategy, the structures set up
under a new regime or preference for formal, established health services. ddseces

can be influenced and improved through training, support and supervision. Attrition is
common in many programmes. Retentiomaffected by central concermd governance

and management, such as sources and sustainability of financing, community ownership

and selection practices.
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CHAPTER TWO: LITERATURE REVIEW

2.0: Introduction

This chapter presents literature with regard to study objectdesographic factors,
health system factors, community factors reviewed in order to familiarize withottie

of literatureand identify any gapsased on which the study wesnducted.

2.1 CHWSs: an overview of concepts and practice

The concept of using community members toder certain basic health services to the
communities from which they comieom has at least 5@ear history (WHO,2007).
Prasad and Muraleedharan (2007) in a systenrati,ew of concepts, practice and policy
concerns onCommunity Health Workersreportsthat he CHWs have evolved with
community basetiealth cargorogramand have been strengthened by the PHC approach.
However, the conception and practice of CHWs have varied enormously across countries,
conditioned by their aspirations and economic capache available literature is quite
varied in charactehe roles and activities of community health workers are enormously
diverse throughout their history, within and across countries and across programmes
(WHO,2007. The early literature emphasizesetinole of the village health workers
(VHWSs), which was the term most commonly used at the time, as not only a health care
provider, but also as an advocate for the community and an agent of social.change
VHWSs were functioning as community mouthpiece toight against inequities and
advocate community rights and needs to gc

famous words, the health wor(Wener,20F. This | ber a
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view is reflected in the Alma Ata Declaration, which idéett CHWs as one of the
cornerstone®f comprehensiverimary health care (WHO, 2007). Examples of VHW
initiatives in Africa driven by this ratic
programmes in their early phase.Kenya, community health workeras envisioned in

the documentTaking the Kenya Essential Package for Health to the Community: A
Strategy for the Delivery of LEVEL ONE SERVICE®, the frontline resource persons

for communitybased health services. CHWSs play a critical role in thestna@ned health

care system, filling the information and distribution gap between people wanting health
options and the clinics that provide a range of health services to huge populations,

particularly in urban poor communities (Estedleal., 2012).

While in some cases CHWSs perform a wide range of different tasks that can be
preventive, curative and/or developmental, in other cases CHWappoented forvery
specific interventionsWHO,2007) The roles of CHWscan as well balescribedas

home visits, Bvironmental sanitation, provision of water supply, first aid, treatment of
minor and common illness, nutrition counselling, health education and promotion,
surveillance, maternal health, family planning, child health, communicable disease
control, commurty development, referrals,record keeping and data collection (Lehmann
& Sanders, 2007)There is little consensus about the role itself and where it is most
effective. Studies recommend the refinement of CHW roles; development of CHW
evaluation guidelinesand tools; establishmentof a CHW evaluation database;

establishment of CHW certification, academic linkages, and core currieud
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development othe meando sustain the CHW role through public policydaimancing

changes (Swider, 2Q0

2.2: CHW Demographic characteristics that influenceperformances of CHW
Programs

A community health Worker (CHW) is any health worker carrying out functions related

to health care delivery;trained in some way in the context of the intervention and having

no formal pofessional or paraprofessional certificate, degree or tertiary education (Lewin

et al.,2005). The motvation and retention of CHWare influencedy variousinherent
characteristics of CHWSs, such as their age, gender, ethracityeven economic status,

which affect how they are perceived by community members and their ability to work
effectively (Karabiet al, 2001). However, the titles, the demographic profile and the
deployment of CHWs have varied enommsty across countries (Lehmann abanders,

2007). The question of who CHWSs were and are in terms of geaderandstatus finds

many different answersn the literature that reflect the diversity of CH@ograms

(WHO, 2007). Studies have also differed on whetlssrciakdemographic factors are

importa n t determinants of CHWs 6 effectivene
Understanding how the soetbe mogr aphic factors influence
conducting their targets is therefore of paramount importance primarily for the adoption

of evidence based lelene health care services (Nded@®12).

Comments on age are even less frequent in the literature, although mature age (between

20 and 45 years are reported to be a criteriamnambeiof cases (WHQ2007). Studies
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over time have shown that older CHWse more respected in their communities
(Bhattacharyya,et,al 2001). Simkhada et al, 200%eport that effect of age on
performance of health care services is uncl&mkhada et al, 20Q7andinconsistent

across studie@Babalola and Fatusi, 2009).

In regarc to gender, the majority of articles do not comment specifically on whether
CHWs were male or female (WHO, 2007). CHW programmes in Bangladesh and
Pakistanmention thesex of their health workers, while articles on programmes in Latin
America and Afica in most cases doot (WHO,2007. The gender issuss to a very

large extent influenced by wider societal practices and beliefs, and gender relations more
generally. Few studies have looked at how gender and gender roles, influence the
performances o€HW (Furuta and Salway, 200@ymong some communities such as the
Somali, male CHWs find it difficult to pass messages to women (Bentley, 1989). In other
communities, resistance from husbands was identified as a key barrier to the participation

of womenin health related activitie§Boermaet al., 2006).

Marriage and child bearing which play a central and prominent role in the traditional
African culture, may serve as an additional burden on the health workers, affecting their
performance (Egwuatu & Umemr2007)Lehmann et al., 2005 report that family reasons
certainly influence decisiorsf CHWSs but more so for women than for men. Lehmann et
al. (2005) conclude that the evidencepmrformance and job attritiothue to a personal

situationsuch as marageis inconclusive.
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A great deal of variation exists in required qualifications (WHO,20@@ny but not all
CHW programsrequire literacy as @rerequisite(Boermaet al., 2006). Foinstance
Kenyan AMREF programmes require seven years of primary edncéiohnson &
Khanna, 2004) while a community sékélp health development programme in Sarididi,
Kenya did not consider literacy as selection criteria (Kaseje et al.,, 1987). Some
programmes consider ability to read and write and communication skille(Aiddepo,

& Brieger, 2004)The level of formal education tends to increase the level of general
knowledge and hence may positively influertbe ability of an individual to delier.
While Lower level of education iassociated with low delivery of healtare services
(Oumaet al, 2005.0n the contrary, according to Antveit al, 2013 in a study on factors
influencing the delivery of intermittent preventive treatment of malaria in pregnancy in
the Bosomtwe district Ghana, there was no association betkerational level and

delivery of health care services.

It is well established that health educators who obey their own health messages are more
likely to have impact on delivery of health service (Mulindetaal, 2000). Raymaret

al., (2010) in a studyn factors affecting recruitment and retention of community health
workers in anewborncare intervention in Bangladesh found that the services offered by a
CHW wereinfluenced by the cluster they come from and tige of house they live

either rentedr personal.
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2.3: Health system determinants associated with Performance of CHW at Level One

All components othe health care systepiay an important role ithe performancef

health care servicedhe dements of the health care system and healte calated
factors including its culture and environment may have an impact on service delivery
(Shahet al, 2007). The healthcare industry has recently devoted large sums of money to
investments in health decision support systems and improvementaltin inéormation
technology. The aim of the recent surge of investments in health information technology
is to improve the efficiency of clinical and public health practices as well as the cost

effective management and performance of CHW.

Reports and recdskeeping are often highlighted for establishing a good monitoring
system (Jerden, Hillervik, Hansson, Flacking, & Weinehall, 2006). Nevertheless only a
few studies have brought o uitterréldtienshipdnpaonrd an c
it r us tgbealth professionals in building an effective feedback and referral systems

in place (Bhattachaggaet al, 2001). For example, a study in South Africa describes the
relationships between professional nurses and CHWs and how one viewed the other as a
Atrkeat 0o in their <career (Doherty & Coetzee
have also shown that Afifeedback are more
performance of CHW§gDoherty & Coetzee, 2005T he critical issues that still remain in

this respect are which mode of feedback mechanism work and how do CHWSs and

CHEWS utilize the feedback report (Arole, 2007).

Timely and accurate informatidiorm the basis fomanagement to plan and for service

providers to take appropriagection However,very little is known about how health
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workersparticularly CHWsvalue investments in health information technology and its

impact on performances of CHMensah& Aikins, 2007%.

The extent to which economic resource base and political commitment fslotarisl be

taken into account is contingent on local conditions including the economic and socio
political factors. The role of economic resource base and political commitment will
largely determine the amount of attention CHWS receive in the design and

implementation of CHW

schemegHaines and Lagard@007). The relationship between resources and healthcare
is widely documented in a highcome country settirggout has rarely been empirically

investigated in lowincome countries (Bakeeet al.,2009).

The health care providaetepends oran efficient combinatiorof financial & human
resources,supplies, and deliveringf services in a timely fashionTheir role of
governance and specifically efficieneye paramountin health careservicedelivery

(Lewis and Haukoos2006).

Availability of drugs and cost of travel may influence performanceSHiVs, however
few studies have assessdtk timpact ofavailability and accessility of drugs by

communityhealth workers (Hainand Lagarde 2007)

Duration, contenf organization and approaches to trainirgd CHWSs vary dramatically
across programmedn countries such as India CHWSs are trairied about 3 months,

while in other counmtes suchasBrazil they are trainedor about 6 to 8 months at the
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beginningof their career (Campos et al., 2004; Leslie, 1986 training of CHWSs has
been a key and major activity in most of tealthprogrammes in Kenybhased on the
CHWSs manualThe CHWs manual advocates for a three phases tramthgach phase
lasting tveive days(MOH 2007).CHWSs have been traideevenbeforethe Alma Ata
conferencehoweverwe are still not cleaon fundamental issues such as duratiothef
training, content ofthe training, thetrainers,the training venue and the role the
communityplays in the traininglt is not peculiar that in one programp@HWs are
trained for two weeks, and in another for up to six monkeséjeet al., 2003. The
empirical analysi®f the contents and approach of various training programs and their

influence on performance of CHWesmainsminimal (Prasad &Muraleedharan, 2007

For CHWs to be effective they nedbe supportof the trained community health
extension worker whose main roles include training and continued support to the CHWs
according tothe felt needs of the communityduman resource isne of the most
important componentsf determiningthe performancef public healthprograms and
deliverableSWHO, 2006). However, there is limited research on the quantitative links
between health wogks and service coverage rates (Kruk et al., 2009). There is
contradictory evidence on the contributions of different categories of health workers and
the role of health workers relative to other health system inputs in increhsidglivery

of essentialservices, particularly in developing countries (Kruk et 2009). This
research examinetihe relationship between community health wosk@&oncentrations

and delivery rates of level one health services
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Changing peopl eb6s [lanrdoihesachieved byarke erstwotvisitsi@ a a n d

year Nor is it possible to change p e r s o n @ belaavior in & @G@dirute visit
(Orrell and Wilson 2003)Therefore t o gi ve meaning to the
there isneedto evaluate the relative impontee ofthe numberof visits and frequency

(Kruk et al. 2009)

Successful delivery of health service is critically dependent on the provider and the client
establishing a robust relationship (Orrell and Wilson 200&e differences in social
status betwen practitioner and patient may also inhib#alth servicedelivery. Few
comprehensive studies have been completed to analyze the relationship between patient

provider relationship and performance (Turin, 2010).

The distance covered by CHW to offer hikadervices and the availability of transport
options can have a significant impact on appropriate and timely delivery of health
services (Furuta and Salway, 2006). Despite general acknowledgements of its
importance, time and distance covered by a CHWarsglliz considered in studies (Kabir
2007, Gage and Guirlene 200@xperience across countries varies with two critical
commadities that is the optimal population size that a CHW could cover and the
optimal range of services that a CHW could delifferasad & Muraleedharan, 20Q7
Countries Sri Lankaa CHW covers as low as 10 households offeanget of MCH
related servicegUNICEF, 2004) On the other hand, there are countries such as India,

where a CHW covers about 1000 households (UNICEF, 2004).

Cl
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2.4. Community factors influencing the delivery of Health service at level one.

A number of community social patterns affect the performance of services (Addai, 2000).
Providerds decisions regarding health care
of others in the community (Stephenson et al., 200&8. power hierarchgt home plays

a central role in determining utilization ofdith services (Duonget al. 2005).However,

few studies have | ooked at how fathe!l y su
household, influence performance of CHd\{Wuruta and Salway,2006Y here areeveral
pathwaysncluding population characteristics, contextual factors and living circumstance
through which a community could influence the performancesCGHW (WHO, 2006).

The role of communitfactors on decision to deliver antilize health care services have

been largely ignored (Cheboi, 2011) Incorpargtihe role ofcommunity in the analysis

of performances of CHW will providanopportunity to highlight healthisks associated

with particularsocial structures and community ecologies which then may explain how
communitydevelopment, attitudes, norms, and availability of health semflgence

health seekingpehavior(Stephensoet al, 2005.

The widely publized views of politicians, religious groups afamily opinion leaders
on the useof health services play an important role in skepticism towards delivery and
reception of services (Frank, 200Qultural andeader'sopinion is particularly important

in the demand foor against health services particularly community based ones.

A study in Pakistan, for example, found that resistance by a husband and cultural
unacceptability of a health service were more important determinants than fears of further

worsenng of diseasestatus (Sathar2001). Lifestyle is a motivator tdhe deliveryof
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health service and few studies have looked at the effect of community lifedtyle
performance of health care services (Shathal, 2007). Healthy communication is a
dynamic process that asome point in time has a status that may or may not be

appropriate for specific population groups it is meant to inform.

The state of health communication for a given population is a function of steesadf
structure and procesghis includeggovernment policyhealth caralirectives,health care
structure and process, and ththnic social realities of a multicultural society The
relationship between these many variables has been inadequately studied yet represents
an important omponent of a national healthcare infrastructure and strategic plan that
aims to bring quality and equality to the health of all populatioradd@on et al 2007

The issue of personal safety and security is a prerequisite for the initiation, as Wwell as t
continuation othe deliveryof health care therefore thereai:ieedo assess its role in the
performance of CHW (Sibhatu,et al 2008).It is widely acknowledged and emphasized
that the success of CHW programmes hinges on regular and reliable sppposionof
transport, drug supplieequipment and supervision. The use of traditional oieels and

traditional doctors isiot included irhealth caralelivery data in Kenya (Turin, 2010).

The level of training of provider has a big influence oveéivdey of service(Brabinet al,

2009) howeverstudies on training ofhe workforceare inconclusive (lindelowet al,
2004). A study done in rural western Kenya to assess the effect of health care worker
training on the use ohtermitentpreverive treatment IPT) for malaria in pregnancy, by

(Oumaet al, 2005) showed an increase in performance from 19% in 2002 to 61% in
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2005 for IPT 1 after health care workers were retrained. However a survey conducted in
three health centers in Kampala showed nectthbn malaria guidelines and treatment

after training of health workers (Nankwanga and Gorette, 2008).

General knowledge of the dangers, consequences of ill health, shapes personal perception
on promotion of any type of health services and would be ber{gabir, 2007) hence

need to examine the role of various forms of knowledge in delivery of health care
services. Evaluating and making the best use of information on good and bad health
sector providers requires some measure of sophistication inrtiet tgoup however

there are lintied studies orthe role of community health workers delivery of health

services (Deventer and Radebe, 2Q0%Attitudes towardsmedication illness and
healthcareservice provider may interfere with deliveof health cae (Deventer and

Radebe, 2009

The tendency of patients to doubt or question advice offered by medical practitioners
may also contribute to performances of CeI\Btigmatowards certain conditions has
effectson performances of CHW/(Turin, 2010) Cultural background is an important
factor in the delivery of health care services, especially in Africa. Many cultural or social
factors may impede the performanad CHWSs. The -cultural perspective on the
performanceof CHWSs suggests that medical need is detasd not only by the presence

of physical disease but also lige cultural perceptiorof illness (Addai, 2000). In

communities where women are not expected to mix freely, particularly with men,
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performance of CHW by opposite sex may be impeddeew studie have looked at

beliefs and attitudes directly (Gabrysch and Campbell, 2009).

Job satifaction, influenced by instituitionalactors, such as financial considerations,
working conditions, management capacity and styles, professional advancement and
safdy at work is a major determinant of health service delivery in gen@hgHO,
2006)There are few studies on tiidluenceof satisfaction on performanad CHWs (
Simkhadaet al. 2007). CHWs do not exist in a vacuum. They are part of and are

influenced ly the larger cultural and political environment in which they work.

2.5 Performance and Effectivenessof CHWs

Effective community health services require well thought out theoretical and practical
training modules and programmeMost activities for CHWstake place in the
community with periods of practice at various facilities up to the -digtrict level
(Karabi, et al2001). Howevertsidies have shown contrasting results on the performance
of community health services and community health workers (QHWENNET, 2010).

For instance in Democratic Republic of Congo (DRC), CHWs were found to be effective
in administering timely and effective treatment of presumptive malaria attacks (Kidane
and Murrow, 2000). On the othkand, large centrally managed CH@fsgrammes have
failed, whilst true communitpased ones work well (Friedmé&004). In Kenya the
positive performance of CHWs programmes has been demonstrated in a number of
districts Kakamega, Bis Siaya, Bondo, and Kisumu though pilot and small s¢a

(MOH, 2007).
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Many studies have highlighted the role of incentives in determining the overall
performance of community workers (Ballester, 2005). While some report thattary
incentives can increase retention@HWs across countries (Karalet al, 2001) other
documentshow quite varied experience with several countries employing CHWs as
volunteers or contract staff. The experience of NGOs is also quite varied in this respect

(Prasad and Muraleedhar2007).

On the other hand monetary incentivé®io bring a host of problems because the money
may not be enough, may not be paid regularly, or may stop altoge#todrof uniform
monetary incenties maycause problems amonGHWs However, there are some
success stories of programs paying CHWs (Karatbal, 2001). Many programs have
used inkind incentives effectively. Nemonetary incentives are critical to the success of
any CHW programThe critical question is that wouldcentives in material or in kind

per se infl uenc ePraéat\arsddlurgpesdhéran(2008)n c e

CHWSs need to feel that they are a part of the health system through supportive
supervision and appropriate training (Karadti,al, 2001). Relatively small things, such
as an identification badge, can provide a sense of pritheeir work and increased status
in their communities. In the end, the performance of a CHW comes down to his or her

relationship with the community and social complexity of the communities they serve.

Different CHWs will need different type®f incentves, depending orother job
opportunities available, experience, the economic situation of the community and other

factors. Both the performance of CHWs as change agents and the feasibility of
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implementing and sustaining largeale CHW programs have beealled into question
(Karabi, et al,2001). High attrition rates cause several problems. Frequent turnover of
CHWs means a lack of continuity in the relationships established among a CHW,
community, and health system. Considerable investment is madacin GHW, and
program costs for identifying, screening, selecting, and training the CHW rise with high
attrition rates. When CHWs leave their posts, the opportunity is lost to build on their
experience and further develop their skills over time througlegsie#r training. The very
performanceof CHW work usually depends oretentivenessinteraction with other
CHWs can be a critical motivator for people who often work with little supervision or

tangible evidence of their performance (Karabial, 2001).

2.6: Summary of literature review.

From the reviewed literaturdaére is noconclusivetidy package of incentivewhich is
successfullytailor made tomotivateCHWsto continue performing. Rather, a complex

set of factors affects CHW motivation and aittrit and how these factors play out varies
considerably from place to place. There ardimited numberof studies evaluating
demographic characteristicé the level one health service provider such as age but not
by cohorts, gender and marital statdswever several studies have examined the role of
education status, residents; source of income; knowledge of the health prawider a
attitude and practice but thestudies were limited to quantitative research and non on
gualitative research desigbn hedth system factorghere are so much literatuoa cost

of financing but not on community based health care financing; quality of services;
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governance; accessibility and availability of drugs and supplies however the findings are
inconclusive and incongent. Studies on the role of supervision and technical support,
monitoring and evaluation; communication and leadership; papemtider relationship;

area covered by community health worker are limitétie question of how to sustain a

long-term GHW program and to retain CHWequires additional investigation.

In community factors the role of religion; family support; recognition of health services;
community participation and security have been examined but the results are inconsistent
across studieg he role of alternative medicine; beliefs, traditions and norms; knowledge

of community health worker and the service they offer; motivation and privacy and
confidentiality have not been fully explored. The fact thatgedormance of th€HW
depends almst entirely on his or her relationship with the community is surprisingly
often overlooked. There are several quantitative researches on role of perception of health

care services by CHWuUb limited qualitative research
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CHAPTER THREE: M ATERIALS AND METHOD S

3.0 Introduction

This was a study to establish tdeterminants operformance of community health
workersin Njiru District. The research design, the study site, study population, sample
size determination and sampling procedure are described. Tiptechéso describes the
research instruments used, data collection procedures, data analysis and ethical

considerations.

3.1 Research Design

The study was a crossectional study design wihicadopted both quantitative and
gualitative methods of data leection. On the quantitative dimension, structured
guestionnaires were used to survey economic, sadtaral, demographic attributes,
knowledge, attitudes and practices of CHWs. The approach was considered most
appropriate for the study because of itslity to elicit a diverse range of baseline
information (Mugenda, 2008). On the qualitative dimension, key informants interviews
obtained opinion of the DHMTs public health officers, CHEWs and the District
Community Focal persoon the determinants affédeg their performance. The approach
was proposed because of its ability to elicid&pth opinion that qualified quantitative

data source from the CHWSs.
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3.2 Variables

The independent variables included demographic factors (age, seial nsdatus
,education  status, @&bnomic status (employment, incentives allowances,
reimbursemen)s Health system determinants (information systems, scope of work,
financing, supplies, supervision, training, refresher course, exchange visit, means of
transport, certiiation) and community factors (family support, community recognition,

security, communication and value)

3.2.1: Operationalization of the variables

3.2.2 Independent variables

These included all the variables in the three specific objectives (demogtapéalth
systems and community factors) as explained below.
1 Age was defined as ag# the respondenia completed years.
1 Attitude -Community perceptionsf health services rendereéd the community
by the CHWs
1 Communication- Was defined as channel of mmunication used byarious
health service providers at various level and community.
1 Community meant people witla stakein health servicgrovided by the CHWSs
at level one
1 Financing -Was defined as the source of monentary incentpwesided to the
CHWsto facilitate delivery of healthareservices at level one.

1 Gender- Whether men or women respondents.
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1 Health systemsi Meant issues of health workforce, information systems, supply
of commodities, service delivery, financing and/gmance at levelre.

1 Knowledge-Understandingof disease conditions and their mitigation measures
by CHWS

1 Level of educatiorAsthe highesattained formal educatioby the respondents

1 Marital status referred tofamily social status such asarried, divorced or single
respondents.

1 Participaton was def i ned as ptenargd tleethealthcagendar i b ut
and this includes their roles and responsibility im promoting health.

1 PracticesHealth seeking behavior patterns amongst the community.

1 Religion- Meanttherespondemts parti cul ar system of be

1 Sexi Sex orientation of the spondents i¢her being male or female

1 Source of Income Meant whether the respondents was on any kind of
employement or was a dependant.

1 Technical support - Meant the facilitative support gimeto CHWSs by the
relativescommunity or provincial administratioto enhance their performance

per month.

3.23.: Dependent variables

The dependentariables includedperformanceof CHWs which were assessed in terms
of achievement against the set targets monthas per the community health strategy

1 Number of households visited
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M1 A numberof health education session held
1 Number of clients referred
1 A numberof community Baraza addressed

1 Number of CHW meetings attended

3.3: Location of the Study

The study was carried out in Njiru District which has four divisions, 13 locations @nd 2
sub locationsThe District hada cosmopolitan societyith peri urban and slum dwellers.
The residents had multiculturdiversity. The Districthad only four (4) leveR public
health facilities and the reporting rate of dWs was at 55%dOH,2011). The district
hada population 0f343,382according to the 2009 census. The major land use and their
distribution in the district wes residential, commercial, agriculturaindustrial and
institutional (KNBS, 2010) The district had 33 health facilities including
public,privatefaith based and non governmental organization owned facilities.These
were4 nursinghomes, lhealthcenterl3 dispensaries andl5 clinics. The Distict had

formed thirty threecommunityunits.
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MAP OF THE STUDY AREA
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DIVISION I E—NGO/FBO owned health facilty
@ Private owned health facility

Mdealth facilities are concentrated in Dandora division
AViost HFs are privately owned

MAPoor geographical access in the larger eastern part
Anadequate road network
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3.4: Target population

The target population was all community healtbrkers.

3.5: Study population
The ommunity health workers in the elev@armed community units which had been
operational for the last six months in Njiru Districts. Each community unit comprised of

fifty (50) CHWs hence the study population was fiwendred and fifty (550) CHWSs.

3.6: Sampling techniques and Sample size determination

The eleven (11)community units each with 50 community health workeese selected
through clustesamplingfrom the thirtythreeformed community unitsThe communi

health workers were diversified in demographic characteristics and economic status. The
sample sizewas calculatedusing a formula for determining sample size for single
population not exceeding 10,000 as used by fisherast aekplained byMugenda,O ad

Mugenda,A 2003

To determine the sample size

n = Z%pq
d2
Where; n = desired sample
Z = Standard normal deviate at the required confidence level
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(Usually set at 1.96).

p = the proportion of the CHWSs practicing.
q = Characteristics of naterest 1-p
d = the level of statistical set usually at (0.05)
= 1.96x05%x05 = 1.96 x 1.96 x 0.5x 0.5
0.05 0.05 x 0.05
= 0.9604 = 384.16
0.0025

Therefore, 384 was the calculated sample size.

But because the targgbpulation was less than 10,000 that is 550 CHW the above
formula is used wherthe populationis greater than10, 000 therefore the below formula

was used to determine the sample size.

Where,

NF = desired sample size (whéme populations less than 10,000).
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n = the desired sample size (when the population is more than 10,000)
N = the estimated of the population target.
1 = a constant

Therefore, nf = n

= _ 384
1+384
550
= 384
1+0.69
= 384 = 230 CHWs
1.69

Systematic sampling method was used to identify the respondemeyister of the
CHWs was obtained from the dy0ayHistibutedpdri c e .

the elevercommunity units.

230 -9 respondents per unit
11

The 21 CHWSs were derived from their register and were randomly selected
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A table of random numbers was used to identfyfirst respondent and thereafter every

2" CHW from the register was interviewed until thd"2&spondent per community unit

Table 3.1: Sampling Criteria

No. | Community unit | Trained CHW | SelectedSample size| Sampling interval
1 Canaan 50 21 2
2. Gitarimarigu A 50 21 2
3. Hdd 50 21 2
4. K/south 50 21 2
5. Kibarage 50 21 2
6. Kinyago 50 21 2
7. Kwa mbao 50 21 2
8. Maili Saba 50 21 2
9. Mowlem 50 21 2
10. | Gitarimarigu C 50 21 2
11. | Silanga 50 21 2
Total 550 230

3.7: Development of Research Instruments

A structured questionnaire was developed for collection of quantitative data. The
guestionnaire was pre testedEmbakasi districbefore actual data collection to verify
the validity and reliability before the actual study was dornee Guestionnaire was

administered in English as most of the CHW could read and write. FGD guide was
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developed for the CHWs who did not participate in the quantitative surveyasdpen

ended

3.8 Pretest of the Study

Pretest of the study was conductecEmbakasi, a neighboring district to Njiru District.
The pretest tested the research instruments to verify whether the queesiktexh and
observatios madewere usefulin achieving the objectives of the study¥hereafter the

tools were reviewed

3.8.1: Vaidity

Five research assistants were identified prior to the research. They were trained on the
research instruments in the aspects of: how to use questionnaire, to avoid mistakes in
recording, the meaning of each item of questionnaire, and how to repjueste®ns not

well understood by regmdents,to reduce interview biasll the filled questionnaires

were checked for anomalies

3.8.2: Reliability
The reliability of the questionnaire was standardized by ensuring that the same structured
guestionnaire wasused for all the respondents. The structured questionnaire was

administered in English since all the CHWs could understand the language.

3.9 Data Collection Techniques
3.9.1: Structured Interview questionnaire
The quantitative data was collected usangtructured interviewer guidedministered to

CHWs. The guide covereskctions on Health system determinants, community factors as
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well as demography, knowledge, attitudes and practices of CHWs towards the effective
delivery of health care services atééwne. The interviews wemnductednformally in
arelaxed atmospherd@he research assistartiseckedthe questionnairéor consistency

from the responses tite end of each day,

3.9.2: Focused Group Discussions

A structuredfocus group discussin guide was formulatecand was used to gather
information on CHWSs attitudes and praets towards deliverpf health services they
offer to the community.A team of 612 CHWs composed one FGD. Each FGD was
facilitated by one moderator (the researchex) observes (public health officersand
three note takergresearch assistantdyGD was heldin a private setting to facilitate
freedom of expression. CHWs who took part in the interview did not participate in the
FGD. Theselectionconsidered issues of igger, age experience and levef education

for homogenicity.

3.9.3: Key Informant Guide

This tool was usedor key informants who included six Community Health Extension
Workers, One District community strategy focal persod aix DHMT members It
included information on cultural and economic factors influencing provision of health

services offered by CHWs.
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3.9.4: In-depth interview
Qualitative data was collected from random selected household to validate the
information from CHWSs and confirm servicemndered to the community. This captured

the client satisfactionrothe services offered by CHWSs.

3.10 Data analysis

The quantitative dataascleaned entered int@ computercoded, cleaned and analyzed

for significance at pg.05 using the version oftatistical package for social scientists
(SPSS)version 20 The results are presenteasdriptivdy and inferentially using
frequency distributions, percentages and measures of central tendency. Chi square was
used forinferential statisticalfor dependenandindependentariables. A p value < 0.05

was deemed significant while p> 0.05 was taken as not signifidarquency tables,

cross tabulation, bar charts, and histograms were used in data presentations while
inferential statistics were computed. Qiaive datawasanalyzedmanually into trends,

sub themes and themes in which conclusion was inferred.

3.10.1:Rating of Delivery of Level One Health Services

The study used five kewdicators that measure overpkrformance of CHWs déevel

one; number ofclients referrednumber of health education forums conducted, number

of barazasaddressed, number of CHWeetingsattended and number diuseholds
visited. A code of one was allocated to evseyviceoffered abovehe given targets
(yes=1) andzero for services delivered below given targets @o=A dichotomous

outcome (performance of delivery of level one health services) was done by scoring five
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target varidles where one meant yes arefo meant no for delivery of level one health

services a illustrated in tabl&.2 below.

Table 3.2: Rating scale for delivery of level one health services

Service Achieved or not
Yes No

Achieved targeted HH visit

Addressed expected no

Conducted expeetl of no. health education

Referred expected no. of patients

RR Rk
o|o|lo|o|o

Attended over half of CHW meetings

The overall results were computed for all the questionnaires and aggregate average
results in percentage for yes meant delivered service® wbilmeant no delivery of

services.

3.11 Ethical Considerations

The researcher observelde codeof ethics in the process of reviewing the relevant
literature, data collection and thesis writing. The researcher clearly explained the purpose
and objectie of study to respondent§he data collection tools were administered in a
conducive environmeniThe respondents wegssured ototal confidentiality andhat

the information collected was only fogsearchpurpose.

Authorisationto carry out the studyas obtained from Kenyatta University, National
Council for Science andTechnology Ministry of Public Health and Sanitatiorthe
ministry of Education. Permission was then obtained fromdib&ict Medical officer of

Health Njiru. Informed consent was tained from Community Health workersichthe
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respondents whtwok part in the study. Only those who were willing to participate in the
study were interviewed. Data was collected anonymously, without using the name of the

interviewee in the questionnaire.
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CHAPTER FOUR: RESULTS
4.1 Introductio n
This chapter presents the findings of the study orpérrmances of community health
workers in Njiru districiNairobi County Kenya. Detailed analysis of the data,
interpretation and explanation ofethresults withregardto objectives andhe research
guestionare given.The findings are based on information from questionnaire survey
from a representative sampé 225 CHW and consultative discussions using focus group
discussions and key informantenviews.A total of 225 respondents agaimstargetof

230 (CHW) participated iquantitative studiesThis was a response rate of 98%.

4.2 Demographiccharacteristic of the respondents

The total number of CHW/interviewed wer@25.The demographic cteteristics of the
study pgulation are ashown in Table 4.1The median age for CHWs was 35years (IQR
30-39). Twelve pearent (29) of the respondents wéges than 20 years and over 50 years
respectively while the age bracket of -2®, 3039 and 4049 were 22%, 27% and 25%
respectively. The majority of the study participants 179 (80%) were females and on
marital status, 123 (55%) were married, 71 (32%) were single while 31 (14%) were either
widowed or separated. One hundred and ninety nine of tipenésnts (88%) were
Christians while Muslim, Hindu, and the Indigenous were minority 14 (6%), 9 (4%), and
3 (1%) in descending orden education, 126 (56%) had completed secondary education
while 74 (33%) had completed primary and Only 25 (11%) hadhtgreducation as

illustrated in tablet.1
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Table 4.1 Demographic characteristics of study respondent (n=225)

Characteristics No. (n) Percentage (%)
Age

<20yrs 29 12.9
20-29 yrs 50 22.2
30-39yrs 60 26.7
40-49yrs 57 25.3
>50 yrs 29 12.9
Gender

Male 46 20.4
Female 179 79.6
Marital status

single 71 31.6
married 123 54.7
widowed/separated 31 13.8
Education

Primary 74 32.9
Secondary 126 56.0
Tertiary 25 11.1
Religion

Christian 199 88.4
Muslim 14 6.2
Hindu 9 4.0
Indigenous 3 1.3
Occupation

None 89 39.6
Business 78 34.7
Employed 18 8.0
Farmer 40 17.8

Abbreviations: ANumber of respondents per catego
Only 18 (8%) of the respondents wenmployed while the majorities e nd. Among
the noremployed 40 % we business people, 18% were farmers while 40% hustle.
While the majority of the respondents were independent, a significant 46 (20%) of the

respondents were supported by their familiglast respondents 126 (56%) earned a
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monthly incomeéss than Kshs. 2500, 35% earned between Kshs 2501 to Kshs. 5500 and

only 9% earned above Kshs. 5501 as shown in figdréelow.

Respondents monthly income

ksh<2500

ksh 2501-3500

ksh 3501-4500

ksh4501-5500

ksh >5501

0 20 40 60 80 100 120 140

Figure 4.1: Respondent monthly income

4.3.: Demographic factors in relation to CHWSs Performance at level one

Thefirst objective of the study was tdescribe CHW demographic characteristics which

are associated witherformances of community health workers in Njiru district, Kenya.
The demographic characteristics were determined by age, gender, level of education,
occupation income and source of income, marital status and religion. Gender was
statistically significant in relation to the performance of CHW in delivery of level one of
health servicesg(2 =7 . 619, df =1, p=0.006) . Only 8

associated with performance compat@d?2 (40.2%) female§igure4.2
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Gender in relation to CHW performance

Efemale W male

yes no

Figure 4.2: Gender in relation to performance (n=225)
These findings were validated in four (K/south, Kibarage, n&@sala and mowlem) in

which (100%) and two other community units (Canaan and HDD) which over (75 %) of
the male respondents ranked as performers respectively. However there were contrasting

results in silanga and gitamarigu C as irtable 4.2
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Table 4.2 Perf ormance in comparison to re:¢
Performance of CHW
Community Unit (CU) Gender Yes No*(%)
Canaan Male 1 (25.0%) 3 (75.0%)
Female 5(29.4%) 12 (70.6%0
Gitarimarigu A Male 2 (50.0) 2 (50.0%)
Female 3 (17.6%) 14(82.4%)
Hdd Male 1 (20.0%) 4 (80.0%)
Female 10 (62.5%) 6 (37.5)
K/south Male [0.(0) 8 (100.0)
Female 4 (30.8) 9 (69.2%)
Kibarage Male [0. (0%) 9(100.0%)
Female 6(54.5%) 5 (45.5%)
Kinyago Male 1 (16.7%) 5 (83.3%)
Female 4(26.7%) 11(73.3%)
Kwa mbao Male 1 (50.0%) 1(50.0%)
Female 10(55.6%) 8 (44.4%)
Maili Saba Male |0(.0%) 2(100.0%)
Female 11(57.9%) 8(42.1%)
Mowlem Male |0 4 (100.0%)
Female 5(29.4%) 12(70.6%)
Gitarimarigu C Male 1(100.0%) 0
Female 10(55.6%) 8(44.4%)
Male 1(100.0%) 0
Silanga Female 4 (22.2%) 14(77.8%)
Abbreviations: CU-community units; *Column percentages
Age was statistically significant (62=

of CHW in the delivery of level one health siees. However a third of respondents in

the age brackets of less than 20 year22@ears and above 50 years were performing in

delivery of level one health services as illustratedainle 4.3. Marital status was not

significant

( 6 2 23n relatibn, to AHWE @Zerformanse0 The dbther
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demographic factors: educati on, religion
(62=0.9723, df =3, p=0.808) , religion(c2=2
income (62=6.222, df =dlysigpfreaht inlttdge performamae ef n o t
respondents even after running multinomial logistic regression but there was parity
among Muslims respondents in performance of level one health services ad.3able

Most 199 (88%) of the respondents were nominatethe community to be CHW while

14 (6%), 12 (5%) were nominated by community health committee and the Ministry of
health respectively. Whereas there was no associatidh £ 1. 85 8, df =2, p =
nominating a person in relation to respondent's performance, (50%) among those CHWSs
nominated by MOH performed while 68 (34%) and 6 (43%) performed among those
selected by community and community health committees respectivety thefigure

4.3

Selection and CHWSs perfomance

MoH

CHW
= no

selectiing grp

W yes

N 131 (66%)
community

0] 20 40 60 80 100 120 140

frequencies

Figure 4.3: Selection and CHWsperformance (n=225)

There was no association in c2=e8pdf4,d=Ont 6s a
196) and performance&ith majority CHWs who earned between 35@500 being

associated with neperformance (OR4.775 95% CI1.03821 P<0.045.
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Table 4.3 Association of selected demographic factors with performance of CHWs

Demographic Factors Performance (n=225) | Bivariate analysis
Yesn (%) | Non (%) | OR (95% C.I.) P value

Age
<20yrs 11 (37.9) 18(62.1) 0.658 (0.1862.323) 0.516
20-29 yrs 19 (38.0) 31(62.0) 0.959 (0.3072.298) 0.942
30-39yrs 19 (31.7) 41(68.3) 1.581 (0.5344.705) 0.410
40-49yrs 19(31.7) 38 (66.7) | 1.597 (0.5224.880) 0.412
>50 yrs 10 (34.5) 19(65.5) Reference
Gender
Male 8 (17.4) 38 (82.6) | 4.593(1.186 12.358) 0.003
Female 70 (39.1) 109 (60.9) | Reference
Marital status
single 20 (28.2) 51(71.8) | 2.312(0.807%6.625) 0.119
married 43 (35.0) 80 (65.0) | 1.678(0.0.644.397) 0.292
widowed/separated 15 (48.4) 16 (51.6) | Reference
Education
Primary 22 (29.7) 52(70.3) 0.626 (0.1772.220) 0.468
Secondary 50(39.7) 76(60.3) 0.477 (0.1461.559) 0.221
Tertiary 6 (24.0) 19 (76.0) | Reference
Religion
Christian 68 (34.2) 131 (65.8) | 0.513 (0.02411.124) 0.671
Muslim 7 (50.0) 7 (50.0) 0.257 (0.0165.538) 0.411
Hindu 2(22.2) 7(77.8) 1.060 (0.04€27.746) 0.972
Indigenous 1(33.3) 2 (66.7) Reference
Occupation
None 28 (31.5) 61 (68.5) | 1.576 (0.5691.368) 0.382
Business 28 (35.9) 50 (64.1) | 1.169 (0.392.489) 0.779
Employed 6 (33.3) 12 (66.7) | 1.333 (0.323.497) 0.691
Farmer 16 (40.0) 24 (60) Reference
Source of income
Salaried 4 (28.6) 10 (71.4) | 1.273(0.3824.238) 0.694
Farmer 14 (22.2) 14 (77.8) | 1.724 (0.7084.202) 0.231
Self employed 31 (32.9) 64 (67.1) | 1.250 (0.5452.871) 0.598
Casual labor 27 (47.4) 30(52.6) 2.096 (07765.5662 0.144
Family support 12 (29.3) 29(70.7) Reference
Average monthly income
<2500 44(34.9) 82(65.1) | 1.51Q0.4215.414) 0.527
25003500 13(40.6) 19(0.6) 1.2390.3204.788) 0.756
35014500 6(19.4) 25(80.6) 4.7751.03821.968) 0.045
45015500 8(53.3) 7(46.7) 0.506(0.1062.415) 0.393
>5500 7(33.4) 14(66.7) Reference

Abbreviations n; ,total number of respondents Cl,confidenceinterval;*column

percentages,OR,odds ratio,Significadd ratio values (unadjusted ) in bold
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One forty four (64%) of the respondents have been CHWs for one year or less than,
45(20%) for ondwo years, (24) for thretour years. whereas only 13 (6%) practiced as

CHWs for more than five years. There wassno gni fi cant associati on
period of practicesas CHWs 2 =5. 38 2, d d&nd: performaned hogeed 7(54

%) among those who have been CHWSs for more than five years performed as in

figure 4.4
Relation of CHW years of practices and performance
6(46%
>5yrs
3-4yrs
- 1-2yrs
2 Eno
']
& 6-12months 58 (69%) myes
<6bmonths
I I I
0 20 40 60 80
Frequencies

Figure 4.4: Relation of CHWs years of practice and performanc€n=225)

4.4.: Overall rates of CHWs Performances at level one

Two hundred and twenty five (225) CHW respondents drawn from two Divisions
participated in the study. Dandora aNgru Divisions had 185 (82%) and 40 (18 %)
representativegespectively. On average the overall rate of CHWs Performareecht
one in Njiru districtwas thirty five percentas in the table4.4 All the key targets of

CHWs Performance at level one rated below average in Njiru distrighifer of
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householdsisited 40%,number ofB a r a 35%,thealth educatio@8% and referrabf

patients 3%) whilethe target of attending CHW meetings ratadestat 19%.

Table 4.4 Overall CHWs Performance at level one in Njiru District (n=225)

Targets Performance in percentage *%
Yes No
Overall perf or mance 0o 78(34.P0) 147 (65.3%)
Achieved targeted HH to visit 90 (40.00) 135 (60.00)
Held expectedno.®dar az a0 s 78 (34.7%) 147 (65.3%)
Conducted expected no. of health education | 64 (28.4%) 161 (71.6%)
Referred expected no. of patients 51 (22.P06) 174 (77.30)
Attendedan expecté numberof CHW meetings| 43(19.1%) 182(80.9%0)

Abbreviations: *Column percentages
The rateof overall performance of CHWs wapoor in almost all the eleven community
units except inGitari marigu C (57.9%), Maili Saba and Husing Development
Department (HDD)47%) and kibarag&0%) community units as illustrated in the table
45. The trend is replicated in fidevelsone targets for instance; the ratingaohumber
of householdwisited was vey poor in gitarimarigu (10%), mowlem (10%), and silanga
5% contrastingly respondents from Canaaored highly 62%. None of the eleven
community units achieved the desired number of community barazas with respondent
from Njiru and HDD not attending anlyaraza Similar results were reported in CHW
meetings withthe majorityof the community units scoring below five percent. The rating
of number of referred clients was average in HDD (48%) and Maili Saba (10%) but very
poor in Kwa mbao (5%) and gitanarigu (10%). Whereas themeereaverage results ia
numberof health education forums, Kinyago scored very poorly (5%) while Gitarimarigu

A andGitarimariguC rated 48% respectively.
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Table 4.5 Rates of CHWS performance per community unit (n=225)

Ratesof performances of key level one services as per community unit

Services Community unit Performance Services rate in %@
Yes No

Overall performance g Canaan 6 (28.6%) 15 (71.4%)

CHWs at level one Gitarimarigu A 5 (23.8%) 16 (76.2%)
Hdd 10 (47.6%) 11 (52.4%)
K/south 4 (19.0%) 17 (81.0%0)
Kibarage 6 (30.0%) 14 (70.0%)
Kinyago 5 (23.8%) 16 (76.2%)
Kwa mbao 10 (50.0%) 10 (50.0%)
Maili saba 10 (47.6%) 11 (52.8%)
Mowlem 5 (23.8%) 16 (76.2%)
Gitarimarigu C 11 (57.9%) 8 (42.1%)
Silanga 5 (26.3%) 14 (73.7%)

Abbrevi ati ons:

A Col umn

percen

Two hundrel and nine of the respondents understood their roles clearly and among this

group, 65% (136) did not perform whereas 44% (7) amidhgho could not understand

their roles performed. A Significanb@) 22% of the respondentsere not satisfied with

CHW work, 98 (44%) fairly satisfiedOn the other hand0 (18%) and 37 (16%) were

satisfied and very satisfied respectivadfynancial costraints (404%), lack of supplies

(37.3%), lack of transport (11%), inadequate support (8%) and lack of supervision were

highlighted by the respondents as daily challendésnstraints had no statistical

significance ¢2=1.815, df=4, p=0.770) in relation to performance, with 14.3 % of those

who lacked supervision only performing as showtalsie 46.



53

Table 4.6: Chi-square valuesof constraint parameterswith performance (n=225)

Characteristics Performance of CHWs (n) (%) All * Bivariate analysis
Yes No X df P

Constraints

Lack of supplies 28 (33.3) 56 (66.7) 1.815 4 0.770

lack of transport 10 (40.0) 15 (60.0)

Lack of supervision | 1 (14.3) 6 (85.7)

Communitysupport | 7 (38.9) 11 (61.1)

financial 32 (35.2) 59 (64.8)

4.5 Community factors associated with CHW performance
The variables that were taken into consideration in measuring community factors were:

family support, norms, values and recognition, community exgigtion, incentives and

security. The bivariate results are explained while multinomial results are shaoabian

4.7.
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Table 4.7: Community Factors in relation to Performance of CHWs

Community Factors

Performance (n=225)

Bivariate analysis

Yesn ¢ %) | Non (%) | OR (95% C.1.) P value
Current Incentives
Community recognition | 26 (37.7) 43 (62.3) | 0.96 (03562.786) | 0.994
Kit supplies 20 (30.8) 45 (69.2) | 1.687 (0.5764.989) | 0.345
Clients tokens 9(37.5) 15 (62.5) | 0.769 (0.1943.053) | 0.709
Supervision support 7 (18.9) 30 (81.1) | 0.439 (0.1241551) | 0.201
Career development 16 (53.3) 14 (46.7) | Reference
Means of Appreciation
In kind 43 (32.6) 89 (67.4) | 1.878(0.585%.034) | 0.290
Material 5 (55.6) 4 (44.4) 5.041 (0.84630.046) | 0.076
Cash 1(50) 1 (50) 17.261(0.70e425.38) | 0.081
Community recognition | 24 (40.7) 35 (59.3) | 2.684( 0.798.0300) | 0.111
None 5(21.7) 18 (78.3) | Reference
Source of support
Spouse 11(40.7) 16(59.3) | 0.998 (0.3772.639) | 0.997
Entire family 11 (39.3) 17(60.7) |1.258 (0.5133.082) | 0.616
Community 14 (24.6) 43(75.4) | 0.455 (0.2051.013) | 0.054
Provincial administration 6 (50) 6 (50) 1.562 (0.4066.101) | 0.521
None 36 (35.6) 65(64.4) | Reference
Communication
None 37 (32.5) 77(67.5) | 0.4050.1880.872) |0.021
One 9 (26.5) 25 (73.5) | 0.315(0.11%0.896) | 0.030
2-4 8 (23.5) 26(76.5) | 0.241(0.0840.692) | 0.008
>5 24 (558) 19 (44.2) | Reference

Abbreviations: n, total number of respondents; CI, confidence interval;, *Column

percentages; OR, odds ratio; Significadtls ratio values (unadjusted) in bold

Ninety percent (202) respondents said they received community support and among these
respondents, 75 (37%) meet the threshold of performance of delivery of level one health
services while 5 (22%) from 23 respondewts did receive community support did not

perform. The highest mode of appreciation was in kind 65%, community recognition

(29%), material 5%) and least cash 1% as illustratédume 4.5
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1%

mode of appreciation

Hinkind
B community recognition
 material

M cash

Figure 4.5:Mode of community appreciation

From bivariate ardgsis community incentive§ ¢ 2 =9 . 465, dcobrmmunity p=0. 0

means of appreciatiof c 2 =4 . 8 35,

camd=cdmmungy=s0pp@t0c52)=0. 03 7,

df=1, p=0.848)had no statistical significance in relation to performance of CHWSs in

delivery of level one hetd services. However communication (P<0.001) was statistically

significant with performance increasing with numbebafazasheld(table 4.7.

4.5.1: Norms and lifestyle

Safety and security are key factors to the survival of individual, families @oiéty in

cosmopolitan society especially slum setting where there are several competing interest.

Reception and acceptance are cross cutting challenges and are common in the

community. The entry of CHWSs into the estates and people house is skepticefijedcc

even with badges and security escorts. From several FGDs, safety, security, accessibility
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and acceptance are critical factors in the performance of CHWs in delivery of level one

health services. This was summarized in the discussant quote

One FGD discussant concludéde are not well received in the community; it appahese
are skepticism, discrimination and fear among the community residents on visitors
instance people accept @on who speak their language and invitation inside people roon

GSNE tAYAGSR® Ly FFEOG 3ISGaGAY3 ljdzZ €t Ade |

Seondly the area residents are not permanent and move periodically to different estate
subject to the sources of livelihood; rent and some are hardly found in the house

especially male residents as was narrated by one discussant.

An FGD discussant:saiihis job is very good, we do a lot of good things but our clients
mobile, rare ancenlightened. We are not well received in the community; sometimes you
meet children and house helps in the house. Meeting the decision makers in the estate

rareands KSy I OFAtlotS GKSe NB Sy3dlr3IsrRao

4.5.2Traditional practices

The area comprised of cosmopolitan society characterized by diversified Culture, Beliefs
and Practices. In a country with liberalized economy and freedom of worship, the
community still subscribes to Christianity, Islam and other African churéesh FGD
discussions, e practices of the religion were tricky and competed with the
implementation of some of the community strategy especially the uptake of child birth

notification and family planning. This was elaborated by one informant.
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One focal person aluded Some practicesspecially from religious and traditiona
perspective complicate CHWs work. The uptake of CHWSs services especially

house hold, uptake of contraception for family planning and feeding practices co

with reliagious interest. o

4.5.3: Beliefs

The use of traditional medicine and other non conventional medicine in the management
of common illness remains common and wide spread in the informal settings. This may
be attributed to cultural values, low income and accessibility. For instdiroma,
gualitative view most FGD discussants advocétedhethe use of herbs in theeatment

of malariain the community

One FGD discssantss ai d t hat oOur parents tre
local medicine men due to financial and religious challenges like praying for the sic}

~

get wel | i .

4.5.4.: Community dynamics

The study area was a peniban and slum based inhabited by diverse people from all
corners of Keng with the majority being Kikuyu, Kamba, Luos and Luhyas. With this
diversity: the lifestyle, customs and interests conflict and compliment another especially

in the implementation of social development.

One discussant c arhislis adlcbsynopolitamsoaety.t Thiginges
interaction and socialization is limited by cultural diversity, language barriers
skepticisms. This complicates the entry of CHWSs into the society and end

|l i veso.
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4.6. The influence of healthsystemfactors in CHWSs performance
Thefourth objective of the research was to determine hesaishemfactors that influence

performance of CHWs in the delivery of Evone health services. These factors
included training, type of training, period of training, suepliseminars as refresher
courses, support supervision, payments as rewards and use of feedback infofiyadion.
of training (¢ 20.043, df=1, p=0.835in generalhad no statistical significance to
performanceas shown irtable4.8. However, excerpts frorkll suggest that training of
CHWs enhancesheir performances with one key informant summiting as in the caption

below.

A member of DHMT (the district surveillance coordinator) reportedfiBatce the
selection, nomination and training of CHWSs, my work was made easy. With their
contacts, | am informed of the trends of health issues and challenges in the estate

their support the births and deaths 1

The period oftommunity strategyraining was statistically significarft 26.502 df=2,
p=0039 to performance. Refresher coure 27.087, df=4, p=0.131pand period of

refresher(c 25.22, df=3, p=0.16) were not significant.
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Table 4.8: Health system factors in relation to performane (n=225)

Factors Performance of CHWs (n) | Bivariate analysis
(%) All * (n=225)
Yes (%) No (%) G2 df P
Day of CHWs training
1wk 52(30.9 11869.4 6.502 2 0.039
2wks 19(52.8 17(47.2
3wks 7 (36.8) 12 (63.2)
Refresher course
HBC 12 (35.3 22(64.7) 7.087 4 131
PMTCT 40 (33.9 78(66.1
Disability 14 (56.0) 11 (44.0)
RH 2 (28.6) 5(71.9
None 10(24.9 31(75.9
Period of refresher
<lwk 42(41.9 59 (68.4) 5222 3 0.156
1wk 22(29.7) 52 (70.3)
>1wk 4 (44.4) 5 (65.9
None 10 (24.4) 31 (75.6)

Information is power therefore this study looked at how the GhiWte reports, the
reporting structure period of reporting feedback reports and how the CldWse the
feedback information in relation tthe performanceof CHWs in the deliery health
service at level one. There was no statistical significavitie reportwriting (¢ 23.180
df=1, p=0.075) reporting structuregc 25.291, df=4, p=0.259)means of reporting
(¢ 28.871, df=5, p=0.114period of reporting and febackreports buthow the CHW

applied the feedback infaration was significantc 212.429, df=3, p=0.006)
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Table 4.9: Reporting in relation to performance (n=225)

Factors Performance of CHWs (n) | Bivariate analysis
(%) All * (n=225)
Yes (%) No (%) G2 df P
Report writing
Yes 69(37.3) 116 (62.7) 3180 1 0.075
No 9 (22.5) 31(77.5)
Reporting structure
CHC 22 (3L.9) 48 (68.6) 5297 4 @59
CHEW 34 (395 |52(60.5)
Health facility 9 (42.9 12 (57.1)
All the above 4 (50.0) 4(50.0
None 9(22.5 31 (77.5)
Feedback reports
Yes 54(38.3 87(61.7) 3442 2 0.17
No 15(34.) 29 (65.9)
None 9(22.5) 31 (/7.9

This finding wascorroboratedoy FGD session, in whiclbne discussant summed the

importance of feedback information in the caption below.

An FGD discussant summed: We make reports periodically and take it to the PHOs office
then receive summarized feedback recommendation or briefs in meeting on how to a

job challenges.

The above caption which was confirmed by one key informantadded

A Public health officer reported thatt ¢ KS / | 2 NI LJ2 NI do nty bifce. D&/NJ
FdaArAaida YS (2 ARSyGATe (K2asS sK2aS 0ANIK

QX

The other health systems factors supp{®0.335, df=1, p=0.563 received supplies
timely(c 22.286, df=2, p=0.319payment rewar@d 20.490, df=1, p=0.484)pupervision
(¢ 27.610, df=4, p=0.107and frequency of supervisiqa 20.691, df=4, p=0.952)ere

not statistically associated withe performancef CHWSs (table4.10).




61

Table 4.10 Relation of Health System Factors with CHW Performance

Health System Factors

Performance (n=225)

Bivariate analysis

Yesn (%) | Non*(%) | OR (95% C.I.) P value
Type of Training as CHW
Trained 71(34.5) | 135(65.5) | 0.680(0.1582.922) 0.604
Not trained 7 (36.8) 12 (63.2) | Reference
Seminar as refresher
Hbc 12 (35.3) | 22(64.7) 1.691 (0.6214.603) 0.304
Pmtct 40 (33.9) | 78(66.1) | 1.879 (0.8334.240) 0.129
Rh 2 (28.6) 5(71.4) 1.240 (0.2077.142) 0.814
Disability 2(16.7) 10(83.3) 0620 (0.116€3.317) 0.576
No refresher 10 (24.4) |31 (75.6) | Reference
Supervision per month
None 24 (35.3) | 44(64.7) 1.746 (0.3528.646) 0.495
Once 20 (37.7) |33(62.3) 1.182 (0.245.779) 0.836
Twice 15(32.6) [31(67.4) |2.187 (0.42311.316) 0.351
Thrice 15(31.2) | 33(68.8) 1.570 (0.3038.149) 0.591
Four plus 4(40. 0) 6 (60.0) Reference
Payment
Salary 13 (34.2) | 25(65.8) 0.29 (0.3422.006) 0.677
Stipend 19 (35.8) | 34(64.2) 0.800 (0.3741.712) 0.566
allowance 2 (66.7) 1(33.3) 0.810 (0.05611.656) 0.877
None 45(34.1) 87(65.9) Refaence
Received any Supplies
Yes 8 (25.0) 24 (75.0) | 1.801 (0.68%4.734) 0.233
No 70 (36.3) | 123(63.7) | Reference
Reporting
Daily 2(22.2) 7(77.8) 1.168 (0.10712.723) 0.898
Weekly 5 (55.6) 4(44.4) 0.145 (0.0161.340) 0.089
Monthly and plus 63 (38.2) | 102 (61.8) | 0.394 (0.0781.991) 0.260
None 8 (21.1) 30 (78.9) | Reference
Feedback use
Planning 26 (33.3) |52 (66.7) | 0.689 (0.30%.930) 0.689
Address gaps 37 (48.1) | 40(51.9) 0.727 (0.16€3.184) 0.672
All the above 3(13.6) 19 (86.4) | 6.097 (0.87542.48) 0.068
None 9 (23.7) 29 (76.3) | Reference

Abbreviations: n, total number of respondents; CI, confidence interval; *Column

percentages; OR, odds ratio; Significant odds ratio values (unadjusted) in bold
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One twenty three (3%6) of the CHWSs were trained by ministry of health while (102)

45% by NGOs. There was no significant relatien2(1.917, df=2, p=@B83) the person

who trained the respondent 6468%) and @6(@N de nt s
among those traed by GK and NGOs not performing respectively stsownin table

411

Table 4.11 Training in relation to performance (n=225)

Characteristics | Performance of CHWs (n) (%)All | Bivariate analysis

* (n=225)

Yes No G2 df P
Training
GoK 47(38.2) 76 (61.8) 1505 1 0.220
NGOs 31(304) 71 (69.6)

Most 194 (86%)of the respondds said they accepted toe CHWSs to help the
community, 8(4%) forced by community, 6 (3%) enticed by family members and 14
(6%) fancied the medical professiddne hundred and thirty one (58%) of the respondent
reported the training is not adequate aBd(32%) requested that the training period be
increased, another (71) 32% requested the training contents be enhanced while a
significant (51) 22% requested for more refresher courses and (30) 13% urged for
training on basic curative services training talele them offer basic care as first.aid
There was no significant association in respondents requested area of {(@i@2h§44,

df=3, p=0.839)training adequacgc 24.607, df=2, p=0.10gnd performance.
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Table 4.12: Areas of training in relation to performance (n=225)

Characteristics Performance of CHWs (n) (%)AIll | Bivariate analysis

* (n=225)

Yes No G2 df P
Training
Training duration 19 (32.2) 40 (67.8) 0.844 3 0.839
Content of training | 25 (29.8) 59 (70.2)
Curative services | 20 (44.4) | 25 (55.6)
Refresher course 7 (29.2 17 (70.8

4.7. Multivariate analysis

A multivariatelogistic regressioranalysisusing the backward conditional method was
performed on multiple factors to eliminatenfounding factors and examine the effect of
the three predictive factors which significantly associated (independently) with
performance of CHWs in delivery of level one health services at bivariate anatysis
presented in the tabke7. Threefactors wee found to predict performance of CHW in

delivery of level one healteervicesamong the CHWs (Tablé.13. Male respondents

were 96% less likely to bassociated with performance compared with fer@aiVs in

delivery of level one health services prac(iB©R 0.968, 95% CI| 0.114.822).
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Table 4.13: Multivariate analysis results for independert variables (n=225)

Variables Levels Exp(b95 %CI f or | Pvalue
lower Upper

Gender Male 0.968 0.114 1.822 0.026
Female Ref - - -

Period of training | 1 wk 2.207 0.030 4.384 0.047
2 wks 1.482 -0.818 3.781 0.207
3 wks 2.489 0.174 4.804 0.035
4 wks Ref - - -

Use of feedback | Planning -0.412 -1.332 0.507 0.379

Report Address gaps -1.099 -1.997 0.201 0.016
All the above 0.685 -.0782 2.152 0.360
No report Ref - - -

Abbreviations: ClI, confidence intervdE x p (b ), ad{ugte@ Bdds ratio; Significant
odds ratio values (adjusted) in bold. Dependent variable:yes (performer as a CHW),

1= No (non performer as CHW).

Adjusting period of training, CHWs who attended training for one week and three weeks
respectively were two times more likely to be non performers as £iHVe delivery of

level one health services at level one (AOR 2.21, 95% CI| 403, P=0.047) and
(AOR 2.49, 95% CI 0.174.804, P=0.035) than respondents who attended training for
four weeks and more. Two weeks training was a confounding factor. The use of
feedback information was statistically significant and when adjusted for no feedback

report, the odds of using the feedback information report to address gaps was highly

associateavith performance (AOR1.099, 95%C}1.997 0.201, P<0.016).
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CHAPTER 5: DISCUSSION, CONCLUSIONS AND RECOMMENDATION S

5.0: Introduction

This chapter presents the discussion, conclusions and recommendations of the study on
determinants of performanced community health workers in Njiru district Nairobi

county; Kenya.

5.1 Discussion
5.1.1 Introduction to the Discussion

This section discusses the findings of a study carried out to find out the determinants of
performance®f community health workers in My district Kenya.This section relates

the qualitative and quantitative findings of a study and interprets them according to the

|l iterature reviewed and according to the
analyzed according to the research goastand objectives. The outcomes are further

compared with other similar studiand highlights similarities.

5.1.2: Overall Performance of CHWSs In The Delivery d Level One Health Services

Apparently from the study findings theerformances of communitiyealth workers in

Njiru district Kenya in the delivery of level one health servieas below average
Against two hundred and twenty five Community Health workers (225) who participated
in the sudy, 34.7% (78CHWSs) were rated as performing in the deljverf level one

health services. This trend of poor performance was replicated a cross all the community
units which participated in th&tudy. Performance rates were also poor in four level one
health services per month (house hold visited, commibaitszas CHWs meetings and

number of referred patients) except health education which the CHWSs registered average
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performance. These poor rates appliegntmst community units except Canaan which
rated well in the household visits. Since CHWSs offer more pitéexes servicessuch
awareness durg household visit and durinlgarazathan curativeservicesAccording to
Salmen, 2002his approach may reduce the confidence of the community on £HW
which inturn reduce effectiveness in attaining targets of referringnqta and visiting
house. At the same time personal security, accessibility, privacy, diversity and the
dynamics of urban life complicates the attainment of these targets whereas health
education forums carbe achieved through church meetings, social aetigious

gatheringgSalmen, 2002)

5.1.3: Influence of Demographic factors in CHWs performance
This study found out that femaleHWs age categories of less than 20 and above 50

years, widows and separated CHWSs, Muslims were associated with parferm
Monthly income, occupation, education, years in services, source of income and

nominaing party did not influence performance of CHWSs.

Age did not affect th@erformance of CHWs however young (less 20 years) and elderly
CHWs (over 50 years) rated highh performance than the middle aged. This finding on
older age performance concurs wifoshitoet al.,2012) in a cross sectional survey on
factors influencing the performance of community health workers in Kisumu West,
Kenya whoconcluded thavlder CHWs were likely to perform well. This implies that old
people have no competing tasks hence are committed and are respected in the community
therefore find it easy to work while young people are enthusiastic and eager to perform in

the first job assignmés. The middle aged CHWSs are busy taking care of their young
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families, struggling to achieve high ambitions, address social issues and other community
demands. However this coatlicts with a study by (Ndedda2012) in Busia on Social
demographic determants of CHWs performance where CHWs agedi@@ears were

more active.

Genderwas related to good performancelexel one health services. Majority of the
CHWs were females and were more active than males counterparts in all community
units exceptSilanga and Gitarimarigu C. This finding concurs with(Prasad and
Muraleedharar2007)in a systematic search of literature review of concepts, practice and
policy on Community Health Workers reports that female CHW workers are able to
deliver care more effectaly than male workers at community level in both developing
and developed countries. This is probably because females are passionate about family
and children welfare despite hag many other tasks in the households and community
level than males. On thether hand gender factors may facilitate the entry of female
CHWs into the society since they are trusted, believed and welcomed than their male
colleaguegPariyo, et al, 2006) This contrasts with the Uganda study (Kallanekeal,

2006) whid foundthat sex hadho relatioship with performance

C H Wdewel of education had no statistical association with CHWs performance.CHWs
with tertiary education and aboweere lesgperforming compared to those with secondary
level of education and below. The trem@&s the same across all community units and
divisions. Ths conforms witha studyfrom Uganda which showed education is
incorsequential on CHWs ability tperform (Kallander,et al, 2006 in studies which

have explained that CHWs with higher eduaadioqualifications have dreams for
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alternative higher employment and therefore their commitment may not be hundred
percent. On the other hand CHWIith lower education could learn and enhance their
skills in the management of common illness (Ande, (QJagde Brieger, 2004) and
thereby deliver better care to the community. Therefore career prospects for CHWs and
their aspirations do influence their performance. However this contrast with some studies
from the Unite States of America (Ballester, 2005)cltreported a significant draput

of CHWSs due to lack of career prospects. This finding implies that low literacy or
illiterate community members should not be discriminated against during selection
agreeing with the Sarididi study (Kaseg¢ al, 1987) inwhich education was not a
selection criterion for CHWs.

Despite marital status beingpt significant in relation to CHWs performance, widows
and separated CHWs were more associated with performance than singles and married.
This finding concurs wititNdedda2012) in a Cros§ectional Study in Busia District,
Kenya onfEffects of Selected Socibemographic Characteristics of Communityate
Workers on Performance ofoime Visits during Pregnangywhich did not find any
relatiorship of marital status with pésrmance

Religion was nota significant factor howeve€HWs who wereMuslims were rated

better in performancthan Christians. The importance of religion was also discussed by
Gilson et al., who found that, although religion veasgnificant factor it was difficult to

keep traclof thedirect role of CHWs religioin performance (Gilson et al., 1989).

Affiliation to institution nominating the CHWSs for recruitment was not significant but

those selected by government of Kenya performed more than thoseatednby NGOs.
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This concurs with Ofoshmaah (1983) who found in her study of the literature available
i n 1983 -oven af ICHWistisuhighn for a number of reasons, the most important

being poor selection and affiliationo.

Responderdt snain source ofricone, occupation anchonthly average income were not
important statistically with middle income CHWsarners associated with non
performance. This can latributed to the fact that tletudy was carried in urban setting
where all CHW have source of mme oraresupported by families for their upkeep or do

other tasks to supplement their livelihoods.

Majority of the respondentsdé had served
despite years of services having no statisticalevalu performare, those who had been

in the sevice for more than five years were associated with performance. This concurs
with Ndedda (2012 studywhich reported that experienced CHWSs were most effective at
establishing client satisfaction and clietablements botbf which arevery important

for behaviourchange att demand creation for services.

5.14: Roleof Health Systems factors irDelivery of Level One Health Services
Training, type of training, period of training, supplies, seminars as refresher courses,

support supervision, payments as rewards and use of feedback information were the
variables taken into consideration in measuring this factor. Supplies elicited significant
statistics with delivery of level one health services. Training and type of training i

general had no statistical value in the performance of CHWs but the period of training

was important. Performance increased with period of training. Those who had attended
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refresher coursefor more than three weeks were six percless likely to perfom
compared to those who had trained for more than four weeks. The argument is supported
by another study done in Malawi and Uganda rmamrandomizedcommunity trials

(WHO 2007). Refresher course was not important however those who attended IYCF as
refrester coursewere more performing than those who had not attended any refresher
course. This findings contrast with a national survey on CHWSs ia thS which
suggested that onjob-training help CHWSs overcome difficulties in understanding

illneses(Kash, My, & Tai-Seale, 2007).

Paymentas an incentiveto performance wasot statistically significant however
functional allowance induced the CHWSs to perform than salary and stipend. Two thirds
of those who received functional allowance scored highly ind#ieery of level one
health services. This agrees with a WHO article ID: BLT.11.086710. Motivation was the
key challenge hindering the delivery of level one service among the CHWSs. Hawisver
contrass a study in Nigeria byKhanet al, 2006) on reasts fa high CHWSs turnoveas

due tq low salaries, lack of support for personal development and poor supervision. The
issue of motivation may be the reason why CHWSs scored poorly in targets requiring
personnel input and scaréighly in targets with publienput such as health education

forums.

Constant receipt of suppbk hadno statistical significance idelivery of level one health
services with equal proportion of those who recem@ustant supplieandthose whalid

not, not performing. This may judy the poor rate of performance since slgp
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facilitate service delivery and at the satimee explain why services based on knowledge
dissemination are rated highthan supply based. This may be because the CHWSs use
home visit to deliver personal amtivate services while public essagesre relayed

through different channels.

Reporting was nastatisticallysignificant but the use of feedback information was, with
those who reported weekly performing iMélan those who reported daily anonthly.

Those who reported weekly performed probably because the feedback theydresive
frequent and addresd each individual challenges encountered in the course of their
work whereas those whieportedmonthly delivered poorly dudgo delay of feedback

which would have addressed theinallenges and those who reported daigre mainly
committed to the reports rather than deliyesf services. This feedback information
assisted the respondents to address gaps within their mandate. Studies for example in
Columbi a have al sobaschko wann dt hrae wafirfdese df r om t he
significant in the overall motivation and performance of CHWs (Robinson & Larsen,
1990). However this feedback was techrichbsed since it wareported to supervisors

but therole of the community remains critical trust and confidence isswdsch this

study could not conclusively address due to methodology challenges and scope of the

study.

Supervision and number of supervisory visits per month had no significant value in
relation to delivery of level one health services. Both none supervised and supervised

CHWs ratecequalin performance However support supervision increased CHWs morale
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and confidence. This concurs with a study on Community based Distributors of

contraceptive in Ethiopia (WHO, 2009).

5.1.5: Community factors in relation to CHWs performance in health service
delivery

Community factors included wersupport, norms, values and recognition, community
appreciation, incentives and securityie majorityof the espondents reported receiving
community support with most being appreciated in kind. There wasimilar
performanceamong those who received support and those who did not. Appreciation by
community, incentives; means of appreciation and source of supadrno positive
impact with CHWSs performance at level one. This agrees with another study done in
Bangladesh where CHWs felt that they are neeatetl appareciateddy the community
(Rahman et al., 2010). However sustaining the motivation of CHWSs to foneitb
commitment and effectiveness, remain a critical challenge as the experimentation in
Parinche (FRCHPUNE Project) (Antia & Bhatia, 1993) and SEAR{S&hankar 2011

(Bang et. al., 1994) (Gryboski, Yinger, Dios, Worley, & Fikree, 2006) which reported
that it is the degree of trust and confidence of the community members that CHWSs have

gaired over a period of time thptopel them to work.

Communication is crucial in the performance of CHWSs; for instance performance rate
increased with number dbarazasone attended in a month. This concurs with the
acknowledgement and emphasizes in the literature that the success of CHW programmes

hinges on regular and reliable support and communication (Bhattacharyya et al., 2001). It
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is equally acknowledged, howeverathimproper communication is often among the

weakest links in CHW programmes (Ofe&maah, 1983).

Reception, acceptance and safatg central factors in service deliveigsues which

directly translate to CHWs performance. This can be atatbtd the &ct the delivery of
servicesrelies on some other factors not only community appreciation. Badges and
security escort are sufficient but enhanced cordial receptrmugh awareness would
facilitate easier and faster entry to the community. Secondly @ewplenlightened and
skeptical of CHW services. Accessibility and security are cross cutting challenge reported
by the respondents. Keeping track of clients for a long seasoa higshindrancén this

study with most of the clients relocating periodigaprobably due to change of
employment status, transfers, increased house rent and just change of estates/houses.
Secondly finding people in their house day time is a nightmare and visiting them in the

night is unrealistic unless it is communally annowhaed done in groups.

The language barriend nepotism is common with clients accepting and inviting CHWs
from their own community/tribe. Religious practices and perceptiona big challenge
in adoption ofa basic community health strategych as famy planning and use of
latrine. For instance some traditions religion resttisessharingf latrines by elders and

children while others complicate adoption of feeding practices.

This study reports that the use of alternative medicine is common aedspread in
informal areas of this study. These practices and subscriptions to alternative medicine

may complimeneandat the same complicate the uptake of CHWSs services. This may be
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because the community will resdotor consult community health workengen they do

not respond to their first line treatment (alternative medicine).

The study was carried out in a cosmopolitan and diverse society characterized by
different lifestyle, customs and livelihoods. These factors limit the community interaction

and complicate the entry of CHWSs in the society.

5.1.6 Overall performance of CHWS in the delivery of level one health services

DespiteCHWsunderstanding their role and its significance to health outcdimsstudy
findings showthe performance o€HWSs in Njiru district Nairobi County,Kenya as
below averageThe performance was low in titate of delivery of keyevel onegoals
per monththat is referral of patients; number bbusesvisited; CHWs meetingsnumber

of Barazg however the target oflalth education registered encouraging average results.

5.1.7 Demographic factors in CHWSs performance

Various demographic and soesconomic factors were associated with CHWSs
performance. Young and old CHWs female gender, Muslims affilied,
widowed/sparated andong termservingCHWS influencedthe performancef CHWs
in this study. Monthly income, occupation, education and source of ineoene

associated with performanoé CHWs.

5.1.8 The Role of Health Systems factors in th€HWs Performance
Study finding show thaPeriod of training, ype of refresher course, field allowance as

motivation, reporting weekly and use of feedback informatvene key determinants in

the CHWs performance. However training in general, type of training, supga@asent
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of stipend and salary, supervision, number of supervigisits per monh, reporting

daily and monthlyweredifferentin relation to CHWs performance.

5.1.9 Community factors in relation to CHWs performance in health service
delivery
Communi@at i on, reception, acceptability, acces

religious practices and perceptions, cultural norms & beliefs, complimentary medicine,
diversity, lifestyle and social clasgere positively associated with CHW@erformance
in this study Appreciationby community, incentives; means of appreciation and source

of support had negative impaaitn CHWSs performance at level one.

5.2:  Conclusions

The conclusion is presented thematically based on the major variables tleat we
examined The study findingsindicate thatthe performances of community health
workers in Njiru district Kenya in the delivery of level one health service was below
average.The performance was low in four parameters that referral of patients;
numker of houses visitedCHWs meetingsnumber of Baraza There was however

positive results in the target of health education.

From this study, CHWSs of young and old age; female gender; Muslims religion; those

widowed/separated and long serving performed

In Community factorscommunicationcommunityreception, acceptability, accessibility,

safety, clientsdé stability, nepoti sm, rel i
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beliefs, complimentary medicine, diversity, lifestyle and social class wesdively

associated with CHWsG6 performance in this

The Period of training, type of refresher course, field allowance as motivation, reporting
weekly and use of feedback information were found to be key health factors in the

performance CHWSs ithe study.

5.3: Recommendations

Recommendations are specified for policy makers, employers, CHWs and for further

research.

5.3.1: Policy recommendation

1 From this study the implementation and realizatiorthef key CHS targein Pert
urban settig is challengingThis may be because the CHWSs or the clients are not
permanent residents of the ar@he key stakeholders led ltlge ministryof public
health and sanitatiorihe city councilof Nairobi and NGOs need to develop a clear
contextualized CM/s guidelinetailored forPert urbansettings. The targets can be
community and group based. Where possible the strategy to be developed may

incorporate landlords, caretakers, smallibessmen

1 Since female CHWSs are more active, this study recommepdbcg-shift in Kenya

to encouragenale CHW to scale up delivery of health serviaesommunity level.

5.3.2: Programs level

1 Since accessibility, acceptability and safety are cornerstones in attaining CHS set

targets in the district anthe majorityof the clients are migrants from rural areas in
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the distri¢ by employment or throughelatives this study proposes enhancing
partnership with local religious leaders, security groups, welfare team, NGOs and
landlords in the implementation of CHS. Joint weordans need to be developed to

facilitate liaison.

For this study active CHW wereyoung, aged and dhe female gendetherefore
there is need to give more attention in the selactiod training of the CHWs who
were young, above 45 years and be gendeased as they appear much more

committed.

It came out clearly that CHWs who submitted their reports weekly performed very
well compared to those who reported daily and monthly, therefore iieexhs to

develop a system in which all CHWs report weekly.

Since specific type of refresher course seems to entice CHWSs to perform, this study
recommends the development of specific CHS refresher course tailored to meet the

goalsof CHS be developed .

There is need to scale up the recruitment and training @llCibmmunity health
Committees as they play a pivotal role in supervision and supporting CHWs in the

delivery of level one health service.

Given that the study comprised fematejority CHWs and female CHWs wee

more active than their male counterpartgereéhis need to develop an awareness
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program encouraging male to join CHWs family and a similar program to educate

the male CHWSs to scalg ther commitment in CHS affairs.

1 The strong role of norm, practices, traditions and alternative mediciné@ein
maragementof common ailments calls for public intervention programstios
dangers and consequences of the retrogressive cultures which employ

unconventional methods.

1 The use of alternative medicine should be criljcavaluated and its positives

incorporded intocommunity health strategy.

1 Partnership and or synergy, as an approach of enhancing CHW performance among

all stakeholders is recommended as the way forward.

5.4:Suggestionsfor further research

1 This study was based on both parban and slunset up. There is need to conduct a
similar study inan upper class aremd compare findings with those found in this

study

1T Since the wuse of alternative medicine
assessing the trend, practicasd the resultsof this alternative medicine and to
establish the extent to which this has affected community health decision among the

Njiru residents.
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Most CHWs who attended infant and young child he#idiming rated highly in
performance in spite this studyhich is rot directly linked with CHS there iseeded
to conduct a research to establish if there ¢dag an association between these
CHWSs and practicing TBAs. This may explain the uptake of unskilled delivery

service inslumareas.

The role of community feedbkavould be critical in CHS when explorddrther.
Therefore a study should be donEurthero asse
studies comparing the same intervention delivered by different types of health care
workers would help determine whether tBEW adds a unique benefit to the health

care delivery system.
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APPENDIX 1: MINISTRY OF HIGHER EDUCATION AUTHORIZATION

REPUBLIC OF KENYA

NATIONAL COUNCIL FORSIENCE AND TECHNOLOGY

Telephone: 254-020-2213471, 2241349
254-020-310571, 2213123, 2219420
Fax: 254-020-318245, 318249

When replying please quote
secretary@ncst.go.ke

NCST/RCD/14/012/870 29" June 2012

Our Ref Date:

P.0. Box 30623-00100
NAIROBI-KENYA
Website: www.ncst.go.ke

Margaret Waithira Mulingwa
Kenyatta University

P.O.Box 43844-00100
Nairobi.

/=

/&
.

RE: RESEARCH AUTHORIZATION

Following your application for authority to carry out research on
“Factors influencing performance of community health workers in
Njiru District, Nairobi County, Kenya,” | am pleased to inform you that
vou have been authorized to undertake research in Nairobi County for a
period ending 31* July, 2012.

You are advised to report to the Provincial Commissioner and the
Provincial Director of Education, Nairobi County before embarking
on the research project.

On completion of the research. you are expected to submit two hard
copies and one soft copy in pdf of the research report/thesis to our offiegs

DR. M. K. RUGUTT, PhD; 5
DEPUTY COUNCIL SECRETARY

Copy to:
The Provincial Commissioner

The Provincial Director of Education
Nairobi County.
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APPENDIX 2: NJIRU MEDICAL OFFICER OF HEALTH AUTHORIZATION

X NAIROBI HEALTH MANAGEMENT BOARD,
Ministry of Local LADY NORTHEY, STATEHOUSE ROAD,

Telegrams, Nairobi Government NAIROBI

Telephone:2710260/1 Nairobi
Fax:

E-mail:

‘When replying please quote

Ref: DMOH/NJIRU/1/56/2012
24" July 2012

TO WHOM IT MAY CONCERN

RE:AUTHORITY TO CARRY OUT RESEARCH IN NJIRU DISTRICT

Ms Margaret Mulingwa a student at Kenyatta University pursuing a master’s degree in Public
Health has been authorized to carry out a research in Njiru district pertaining to community

health workers. Please accord her the necessary assistance.

Thanking you.

Dr. Luciha Koyio
District Medical Officer of Health — Njiru district
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APPENDIX3: THE RESPONDENTSG6 CONSENT FORM

The name of the researcher Margaret Mulingwa a mast er s student

University School of Health Scienceb6s depa
The purpose of this research is teentify determinants influencing performance of
community health workerso i n -ddgthiimtesviewDi st r i

guide and a focused group discussion guide will be used to obtain the necessary
information. The duration of the interviewlibe 2530 minutes.

The study will assist the Government, communities and other partners in policy
formulation, implementation, monitoring and evaluation in community strategy. The
findings will help the community health workers in improving health calevery at
community level.

The information given by all those involved in the study will be confidential and privacy
will be safe guarded. The presentations of the results will not display the participants
name or any other characteristic that would nthken identifiable

The study poses no risks to the participants, there will be no payments to the participants
and there will be no anticipated cost for the participation.

As a participant you have a right to participate, decline or terminate the inteveavy

point during the interview session.

Would you like to participate in this study? (if no, appreciate and move on to next
participant). The appropriate response:

Yes No
Name of participantééééééééeceeeéeéeéééée.. (Op
Signature eéééeeééeeéece
Dat e eEééeéeéeéecécé.
Contacts:

In case of any questions please contact
The Researcher: Marga Mulingwa
P.O Box 608101000 Thika
Tel 0721737917

OR Supervisors: .Dr George Ochiendg Otieno
P.O Box 438440100 Nairobi
Tel 0719506770
Dr John Paul Oyore
P.O Box 438440100 Nairobi
Tel 0722536412

OR Kenyatta University Ethics Review Committee
P.O Box 438440100 Nairdi
Email: kuerc.chairman@ku.ac.ke
Website:www.ku.ac.ke
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APPENDIX 4: QUESTIONNAIRE

Questionnaire on Performance of Community Health Workers in Njiru District

August 2011

Identification Details

Division location

Community unit

Name of Interviewer Sign Date




d)

f)
9)
h)

SECTION A: SOCIO-DEMOGRAPHIC DATA

Sex
(@ Male [ ]

Age

Below 20 years [ ]
20-29 Years [ ]
30-39 Years [ ]
40-49 Yeas [ ]
50-59 Years [ ]
60 + Years [ ]
Marital status

Single [ ]
Married [ ]
Widowed/Separated ]

Level of education
Primary Completed
Primary Incomplete
Secondary Completl
Secondary Incomplete
Tertiary

None

5. Occupation

(b) Female[ ]

[ ]
[ ]
[ ]
[ ]
[ ]
[ ]
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a) None

b) Business

95

[ ]
[ ]

c) Formal employment [ ]

d) Farmer (peasant)

[ ]

e) Farmer (Large scale) [ ]

f) Others
6. Religion
a) Christian [ ]
b) Muslim [ ]
C) Hindu [ ]

f) Others s

,,,,,

///////////////

7. What is your main source of income?

(a) Salaried
(b) Farmer
(c) Selfemployed

(d) Casual Labour

[ ]
[ ]
[ ]
[ ]

(e) Supported by Family [ ]

Hh Ot her s,

///////////////

8. What is your Monthly income in Kshs

(a) 5007 1500
(b) 1501-2500

(c) 25017 3500

[ ]
[ ]
[ ]
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(d) 3501 - 4500 [ ]
(€) 4501 - 5500 [ ]
(f) 5501 6500 [ ]
(g) 6501 - 7500 [ ]

(h) Above 7500
9. How long have you practiced as a CHW
(a) Less than six months [ ] (b) six monthsl1Year | ] (c) 1-2 Years [ ]

(d) 3-4 Years [ 1 (e) Above 5 Years [ ]

SECTION B: HEALTH SYSTEM FACTORS

10.Have you attended any training as a community Health worker?

Yes [ ]
No [ ]
11.1f yes,

(i) Which one?
(@) Community Strategy [ ] (b) Community dialogue [ ]
(c) Home Case Managemdnt]

(d) Others specifyéeéeéeéeéeéééééececee

(i) For how many days was the training?

(@) 1week|[ [b)2Weeks[ ] (c)3Weeks[ ] Weeks [ ]
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(iif) Who trained you as a Community Health Worker?

(a) GOK [ ]
(b) AMR EF [ ]
(c) APHIA Il [ ]
(d) Other [ ]

(iv)  Have you attended any other refresher Course?
(&) Yes[ ] (b) No [ ]
(iv) If yes, for how long
a) <1Week[ ] (b)1Week[ ] (c)>1Week|[ ] (d) N/A[ ]

(V) Name the refresher course attended

(a) Home Based Care [ ] (b) Prevention of Mother To Child Transmisgion [

(c) People with Disabilities [ ] (d) Reproductive Hedl ] (e) Infant and Young Child
feeding [ ] (f) Breast feeding [ ] (@) N/AT ]
12: Do you feel that the training that you have undergone is adequate for you to perform
your duties as a CHWs?
a) Yes [ ]
b) No [ ]
13: Which areas do you feel should be improved in the training
a) During training

b) The content of the training



b)

98

Areas covered to include curative services
Introduction of refresher courses

14: How mary times have you been supervised in the last one month?

None [ ]
1 time [ ]
2 times [ ]
3 times [ ]

More than 3times [ ]
15: Who is mainly involved in supervising you?

CHC members [ ]

CHEW [ ]
MOPH&S [ ]
NGO [ ]

16: Do youfeel that the supervision you get is enough?
Yes [ ]

No [ ]

17: Do you get feedback from your supervisor?

Yes [ ]

No [ ]

18: In your opinion does your supervisor give you adequate support and attention?

Yes [ ]

No [ ]



b)
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19: i) Do youreceive any cash payment?
Yes [ ]
No [ ]

ii) If yes above from who

GOK [ ]
NGO/Donors [ ]
Community [ ]
Ot hers speci fy

,,,,,,,,,

eeeeeeeeeeece

iii) What kind of cash payment do you receive?

Salary [
Stipend [
Allowance [
Others specify [

How often is it paid [

Daily [
Weekly [
Monthly [
After a meeting [
Others specify [

(Do you feel that the payment is adequate for the work that you do as a CHW?

Yes [ ]

No [ ]

]



f)
9)
h)

20. Which of the following in kind incentives are you receiving currently?

Community recognition
Management of a commodity kit
Training Supervision

Career advancement opportunities
Tokens

Chickens,

Provision of a bicycle

s s s 7

21: Which of the following incentives do you think would motivate you the most as a

CHW?
Salary /stipend
Allowance/Reimbursement

Provision of supplies and commodities

100

""""""

Ot hers specifyéééééeéeeeéeéeééécece

[ ]
[ ]
[ ]

Intensive training and refresher courses [ ]

Recognition by the community

22: In your opinion a CHW should be

A volunteer entirely [ ]
Receive a salary [ ]
Receivea stipend [ ]
Get allowances [ ]
Receive any kind incentives [ ]

[ ]



b)
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23: Who would you recommend to deal with the remuneration of a CHW?

CHC [ ]
GOK/MOH [ ]
Community [ ]
Donors [ ]
Others Specifyf¢ ¢ ¢ 6 6 é éé e e ééééeéé

24: Is there a system in place regarding your regular ordering of equipment and supplies

Yes [ ]
No [ ]
i) Have you had stock out of your commodities kits for the last 6 months?
Yes [ ]
No [ ]

25. Was the kireplenished on time?
a) Yes [ ]
b) No [ ]
Information system and flow
26. Do you write reports on what you do for the community?
(&) Yes[ ] (b) No [ ]
If yes, where do you take your reports?
(@ CHC [ ] (b) CHEW [ ] (c) HealthFacility [ ]

(d) All of the above [ ]



27. Where do you record your reports?
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(a) Paper [] (b) Note book [ ] (c) Register[ ] (d) Chalk board[ ]

(e) CHW Log book [ ]

28. How often do you submit your reports?

(@)Daily [ ] (b) Weekly [ ]

(e) Annually [ ] (f) Never [

]

(H None [ ]

(c) Monthly [ ] (d) Quarterly [ ]

29. Do you share your perts with the other CHWs and CHCs before submitting?

(@ Yes|[ ] (b) No

[]

30. Do you get a feedback after reporting?

(@ Yes|[ ] (b) No

[]

31.How does the information you get assist you as a CHW

(@) Planning[]  (b) Address gaps found [ ]

Section three: Community factors

(c) Allthe above [ ] (d) N/A[ ]

32: Does the community appreciate your work?

a) Yes [ ]

b) No [ ]

33: if yes, how does the community appreciate your work?

a) Thanking you afteserving them
b) Tokens, chicken, food
c) Cash payment

d) Community recognition

[ ]
[ ]
[ ]

////////////

e) Ot her specifyeeéeéeéééeeececcece.



103

34: As a CHW do you get any support to facilitate you work (a) Yes [ ] (b) No[ ]
35. If Yes, from who
(a) Spouse [](b) Family [ ] (c) Community [ ] (d) Provincial administration [ ]
36. Who selected you as a community Health W@rker
Community [ ]
CHC [ ]
MOH [ ] Ot hers specify éééeéeéeéééééécée

Section D; Performance of CHW n health Service Delivery at level one

37. How many households did you visit last month?

1-5

6-10

11-15

16-20

21-25

Over 26

38: How many healthdeication forums did you conduct last month?

None
Only one

two to four

[ ]
[ ]
[ ]
[ ]
[ ]
[ ]

five and above

39: How many barazalid you address last month?

None

[ ]
[ ]
[ ]
[ ]

[ ]



b)

d)
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Only one [ ]
two to four [ ]
five and above [ ]

40: How many CHWs eeting do you attend in a month?

None [ ]
Only one [ ]
two to four [ ]
five and above [ ]

41: How many clients diglou refer last month?

None [ ]
Only one [ ]
two to five [ ]
six and above [ ]

Knowledge of Disease conditions
42.Mention 3 commonest Diseases in this community unit
(@) Malaria[ ] (b) URTI[ ] (c) Amoeba[ ] (d) Diarrhoea[ ] (e) Pneumonia [ ]
(g) Others SPeCIfY......ccciiiiiieeeecce e
43. Doyou understand your role clearly and the targets that you are required to meet on
monthly basis?
a) Yes [ ]

b) No [ ]
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44. i) In the last one month have you missed any CHWs meeting?
a) Yes [ ]
b) No [ ]

i) If yes what was the maireason for you failing to attend the meeting?

a) Financial constraints [ ]
b) Long walking distances [ ]
c) Sickness [ ]
d) No reason [ ]
e) Ot hers specéedgeeeeeeccee

45. Has your performance been evaluated by your supervisor since you startedvasrian
CHW?
a) Yes [ ]
b) No [ ]
i) If yes were you given feed back?
a) Yes [ 1] b NoJ[ ]

46. Why did you become a CHW?

a) Felt the need to assist the Community [ ]
b) Encouragement by the commtyni [ ]
C) Encouragement by the family members [ ]
d) Hope for recognition in the community [ ]
e) Hope for payment of a salary, stipend or in kind tokeny ]

f) Hope for advancement of career in the medical field [ ]
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47. Would you encourage anyboiyenroll as a CHW?

a) Yes [ ] b) No [ ]

48.0n a scale of 1 to 5 how would you rate your job satisfaction as a CHW in relation to
your initial expectation?

a) Totally unsatisfied (1) [ ]

b) Not satisfied 2 [ ]
C) Fairly satisfied 3 [ ]
d) Satisfied 4 [ ]
e) Very satisfied 5 [ ]

49. What major constraints do you face as a CHW?

a) Lack of supplies [ ]
b) Lack of transport [ ]
C) Lack of support from the community [ ]
d) Lack of supervisors support [ ]
e) Financial constraints [ ]

50. Have you ever felt like dropping out from your CHW roles?
a) Yes [ ]
b) No [ ]
51. What in your opinion is the main reason that would make a CHW to stop being
active?
a) Discouragement bfamily members [ ]

b) Inadequate compensation for work done [ ]
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C) Inadequate appreciation by the community [ ]
d) Inadequate support and supervision [ ]
e) Uncooperative CHC members [ ]
f) Financial constraints [ ]
g) Inadequate training [ ]

52. On average, how many days in a month do you give to community health work?
@015 [ ]()6110 [ J(c)1115 [ ]J(d)1620 [ ] (e)2x25 [ ]
() 2671 30 [ ]

Thank you so much for taking your time to ansver my questions
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APPENDIX: 5 IN-DEPTH INTERVIEW GUIDE
(Tick as appropriate)

Do you know of CHWS

Yes [ ]
No [ ]
Are you served by one

Yes [ ]
No [ ]
Do you know her/him by name

Yes [ ]
No [ ]
Which services does sthegive you

Health education [ ]

Curative services|[ ]

Promotive service$ ]

Inspection service$ ]

How regular does he /her visit you

(@)Daily [ ] (b) Weekly [ ] (c) Monthly [ ] (d) Quarterly [ ]
(e)Annually [ ] (f) Never [ ]

Are you satisfied by her/his services

Yes[ ] b) No[ ]

Thank ya for your participation



109

APPENDIX: 6 FOCUSED GROUP DISCUSSION GUIDE

FGD number ééécéé

///////////////

Divi sionééééééé. Locationééeéeéeééececé.

Community é@reiété&é

l ntervi ewer Patdleédét. FGDéééeeeéeéeee

We are conducting a study on the Performance of CHWSs in health services delivery in
Njiru district. We will be asking you different issues about your overall experience,

challenges and possible recommeiuis, in your work as CHWS.

In general what factors influence your performance as CHWs?

. Are there personal/family attributes which influence your work? e.g. marriage

. How effective is governance of Health service delivery at level one?

. Are there Communityfactors which influence your Performance (culturemrms
traditions, beliefs and security)?

. Kindly comment on the support, supervision, training, supplies and financing your
receive as CHWs

. Any others issues?

| thank you most sincerely for sharing your ginion
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APPENDIX: 7 KEY INFORMANT GUIDE
Key informant guide
Introduction:

| am a student from Kenyatta University doing a research on the performance of
community health workers in Njiru district. An important part of the research is to
understand the &ironment in which the CHWSs are operating, as well as what the
communityds strengths and chall enges are.
the community as part of an informatigathering process. The themes that emerge from

the interviews willbe used to generate information for mitigation process. The interviews
will be strictly confidential and will only take 45 minutes. With your consent | request to
start the interview.

Question

What do you think are the factors influencing the Performasfc€EHWS in health
services delivery in Njiru district?

Any personal characteristics associated with Performance CHWs in Njiru District?
Any health systems factors that influence Performance of CHWSs in Njiru District?

What are the community factors asswed with Performance of CHWSs in Nijiru
District?

Closing Remarks

Are there other people you think we should talk to concerning the same? Have we
covered everything you think is important?

Debriefing:

Thank you very much for your time. Your knowledge ansights will be very helpful
and valuable. When the process is complete, the researcher would be happy to share a
summary of the findings. Would you like to receive a copy?

Thank you again
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APPENDIX: 8 LIST OF NAMES OF RESEARCH ASSISTANTS

. Alice Mwania

. Miriam Kirore

. Obadiah Chesire

. Emilio Nyabende



