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Abstract
Introduction: Although large scale public sector community health worker programs have been key in providing
sexual and reproductive health (SRH) services in low- and middle-income countries, their integration process into
community health systems is not well understood. This study aimed to identify the conditions and strategies
through which Community Health Assistants (CHAs) gained entry and acceptability into community health systems
to provide SRH services to youth in Zambia. The country’s CHA program was launched in 2010.
Methodology: A phenomenological design was conducted in Nyimba district. All nine CHAs deployed in Nyimba
district were interviewed in-depth on their experiences of navigating the introduction of SRH services for youth in
community settings, and the data obtained analyzed thematically.
Results: In delivering SRH services targeting youth, CHAs worked with a range of community actors, including
other health workers, safe motherhood action groups, community health workers, neighborhood health
committees, teachers, as well as political, traditional and religious leaders. CHAs delivered SRH education and
services in health facilities, schools, police stations, home settings, and community spaces. They used their health
facility service delivery role to gain trust and entry into the community, and they also worked to build relationships
with other community level actors by holding regular joint meetings, and acting as brokers between the volunteer
health workers and the Ministry of Health. CHAs used their existing social networks to deliver SRH services to
adolescents. By embedding the provision of information about SRH into general life skills at community level, the
topic’s sensitivity was reduced and its acceptability was enhanced. Further, support from community leaders
towards CHA-driven services promoted the legitimacy of providing SRH for youth. Factors limiting the acceptability
of CHA services included the taboo of discussing sexuality issues, a gender discriminatory environment, competition
with other providers, and challenges in conducting household visits.
(Continued on next page)
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Conclusion: Strengthening CHAs’ ability to negotiate and navigate and gain acceptability in the community health
system as they deliver SRH, requires support from both the formal health system and community networks.
Limitations to the acceptability of CHA-driven SRH services are a product of challenges both in the community and
in the formal health system.
Keywords: Community health system, Community health assistants, Sexual and reproductive health services

Plain English summary
We conducted a qualitative study to identify the conditions and strategies through which community health assistants (CHAs) gain entry and acceptability in
community health systems for promoting sexual and reproductive health (SRH) in Zambia. We collected data
through face to face interviews with all the nine CHAs
who were deployed in Nyimba district to understand the
acceptability process.
The interviews showed that CHAs successfully delivered
SRH education and services in health facilities, schools, police stations, home settings, and community spaces. The
CHAs worked with a range of community actors, including
health workers, safe motherhood action groups, community
health workers, neighborhood health committees, teachers,
as well as political, traditional and religious leaders in delivering SRH services. The CHAs collaborated with these
community level actors by holding regular joint meetings,
and by acting as brokers between the volunteer health
workers and the Ministry of Health. The use of existing social networks to deliver SRH services to adolescents as well
as support from community leaders also facilitated acceptability of CHA SRH services in the community. Barriers to
delivering the SRH services include the taboo of discussing
sexuality issues, gender inequalities, CHAs increasingly being drawn into facility based roles and lack of transport for
conducting outreach activities.
In conclusion, there is need for actors from both the
community and formal health system to provide support
to CHAs for them to effectively deliver SRH services.
Introduction
Many young people in Zambia and other low and middle income countries (LMICs) experience sexual and reproductive health (SRH) challenges such as teen
pregnancy and marriage, unmet family planning needs,
STIs and HIV/AIDS [1]. National community-based
health worker programs have been key in providing SRH
services in LMICs [2–6]. In the face of a significant human resources for health gap and to improve accessibility to SRH services, especially among young people,
Zambia developed the National Community Health Assistant Strategy in 2010. The strategy proposed a new
cadre called Community Heath Assistant (CHA) who
would be integrated into the formal health system, with

a base in health posts [7, 8]. The CHAs come from and
are selected by the community they serve and they differ
from other CHWs in a number of ways: compared to
most CHWs, CHAs have a longer (one year) and standardised training which is provided by the Ministry of
Health, they have a standardised monthly salary, and
they are on the government payroll. Their activities include screening patients (taking vital signs), as well as
testing and treating minor illnesses such as malaria, diarrhoea, respiratory tract infections and burns/sores.
CHAs also deliver SRH services which include conducting testing, treatment of HIV and STIs as well as maternal and child health activities [9–11].
A growing body of international guidance on the scaling
up and sustainable implementation of community-based
health interventions recognises the contribution of both the
formal health sector and community factors to the success
of programs [7]. For programs such as that of the CHAs to
succeed, they need to thus be integrated into formal health
systems while being simultaneously embedded in and supported by communities [12–14]. Furthermore, community
health worker (CHW) programs are complex interventions
which need to be adapted to both the national or formal
health system and also local community systems [6, 13, 14].
Community health systems have been defined as the
space between the formal health system and the community, often existing in a “grey zone” between public,
non-governmental and private health systems [15]. This
grey zone consists of household-level caregivers, volunteers and informal health providers, organizational intermediaries such as non-governmental organizations,
religious and sporting groups, as well as other government sectors such as housing, education, and social development [11]. However, community health systems
remain insufficiently characterized [16, 17]. There is inadequate definition or characterisation of the local political structures, the approaches that shape the
relationships surrounding CHWs, and of the community
health system itself [18]. Some actors that CHWs work
with in the community health system are also often invisible or not well characterised [17].
Integration into community health systems is influenced
by the “plural set of providers, diverse norms and values, as
well as less formal and horizontal mechanisms which shape
coordination and accountability at community level” [19,
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20]. With respect to sexual and reproductive health, prevailing gender norms are one of the key contextual factors that
affect acceptability of community-based health worker interventions into health systems [21, 22]. For example,
women may not be comfortable disclosing pregnancies to
male CHWs or discussing SRH issues with CHWs of the
opposite sex [21].
Integration is also significantly influenced by the professional identity of CHWs and how they position themselves, as community or health system players. In contrast
to small scale community based programmes, the more
formalised (i.e. trained and remunerated) CHWs of national programmes may see themselves more as health
workers than as community members [17]. Resource constraints such as inadequate drugs also affect the quality of
services delivered by community-based health workers
and the acceptability of their services by the community
[9, 10, 22, 23]. In Zambia, health systems factors which
have affected the performance of CHAs include limited
integration of CHAs into systems of district health governance, inadequate supervision, and relatively heavy involvement of CHAs in the health posts (as opposed to
working out in the community) [10].
While these challenges have been acknowledged, the
approaches, strategies or ways through which community-based health workers balance the mix of role identities between belonging to the community and the
formal health system as they deliver SRH services, or the
means by which they negotiate with the various elements of the community health system to gain acceptability, have not been fully explored [24]. Given the
sensitivities involved with sexual and reproductive
health, understanding this integration into community
health systems is important. This study therefore sought
to explore how CHAs integrate SRH into their relationships and interactions with the communities they serve.
Specifically, the study aimed to identify the conditions
and strategies through which community health assistants (CHAs) gained entry and acceptability into community health systems for SRH targeting youth in
Zambia. It also mapped actors and the places that CHAs
worked with in delivering SRH services. The paper
mainly focuses on the family planning component of
SRH services (e.g. condoms and contraception). We focused on these services because providing family planning services to adolescents is complex due to religious
and cultural barriers [25].
The community health assistant strategy and SRH in
Zambia

In Zambia, the maternal mortality ratio is still high at
398/100,000 live births, with 30% of the mortality due to
unsafe abortions, of which 80% take place in adolescents
[26]. In addition, 30% of girls aged 15 to 19 years begin
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child bearing, 25% of married girls aged 15–19 have an
unmet need for family planning, and HIV prevalence
among youths aged 15–24 stands at 7% [26–28]. Early
pregnancy and marriage are a public health problem because they are associated with school dropout. Low education, in turn, is a recognised risk factor for sexual risk
taking, which ultimately can lead to unwanted pregnancies and increased risk of maternal mortality [29].
These SRH challenges have been worsened by a huge
shortage in human resources for health. In the face of
this shortage, roughly 23,500 CHWs in small scale programmes including community-based distributors (who
provide family planning products in the community),
have been active in providing outreach services during
the past 10 years.
The CHWs work closely with CHAs when delivering
SRH services. On average, two CHAs are deployed in
each health post. By 2017, over 1700 CHAs had been deployed [30]. A health post usually has one trained staff,
who is a nurse and support staff such as cashiers,
cleaners and guards.
At the local level, the monitoring of CHA activities is
conducted by CHA supervisors and by the Neighbourhood Health Committees (NHCs). The NHCs are community structures that help in managing and organising
health programmes at community level. The members
of the NHCs are elected by the community, and include
community health workers [9]. The supervision process
at the local level takes the form of checking the reports
prepared by CHAs and also mentorship processes.
Through community meetings at the local level, NHCs
review the different issues that affect the work of CHAs.
The formal and community health systems in Zambia

The formal health system in Zambia consists of five
levels of service delivery. The highest level is 3rd Level
Hospitals, followed by 2nd Level Hospitals and 1st Level
Referral Hospitals. Health centres (HCs) and health
posts (HPs), which make up the highest proportion of
health facilities in Zambia, are located at the lowest
levels of service delivery, the community health system.
CHAs, NHCs and other actors work with the health centres and health posts in delivering and monitoring health
services (including SRH services) in the communities.

Methodology
The methods section has been organised around the key
features of the consolidated criteria for reporting qualitative research (COREQ) checklist. The key issues from the
checklist that we have discussed within the methodology
section include detailed information on the study setting,
how participants were selected, previous knowledge or relationship between researcher and respondents, as well as
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the processes through which rigour was ensured during
data collection and analysis.
Study design

The study took a phenomenological approach, which focused on a single case, Nyimba district. The phenomenological approach was used as it is “the participants’
perceptions, feelings, and lived experiences that are paramount and that are the objective of study” [31]. This approach is well suited to understanding CHAs’ daily life
experiences with regard to providing SRH services and
the actors that they work with at community level, the
places they work in, and also the factors that shape their
integration into the community health system [9]. This
work builds on the first author’s PhD work which analysed the factors that have shaped the integration
process of national community health worker programs
into health systems in LMICs [6].
Study setting

Nyimba district is among the eight districts in Eastern
Province of Zambia. Data were collected in all the health
posts where CHAs were deployed. Situated along the
Great East Road, the district is 350Km east of Lusaka,
the Capital City of Zambia, and 250 Km from Chipata,
the provincial headquarters of Eastern Province. Based
on the 2010 census of population, the district was projected to have had a population of 97,296 in 2017. The
average population growth rate between the periods
2000 to 2010 was estimated at 2% (2.1% for males and
1.9% for females). Nyimba district covers an area of 10,
943 sq. Km and density of 9.217/km2. The district’s main
economic activities comprise game management areas
and subsistence farming [32].
With regard to health services, the District has a District Hospital, 12 rural health centres and 7 health posts.
Physical accessibility to most of the health facilities in
Nyimba District is through feeder roads which are often
impassable in the rainy season, making it hard to reach
the more remote health centres [32].
Despite some health successes, Nyimba district faces
significant health and health care challenges, manifest by
a high disease burden, inadequate professional medical
staff (especially midwives), inadequate laboratory supplies and equipment, and low outreach activity [32]. The
District straddles a major highway connecting Zambia to
neighbouring countries, with truck and other stopping
points contributing to a steady increase in HIV and STI
prevalence [33].
The health governance system at the community level
has two parts. One part is the health post or facility system which is coordinated by the in-charge at the health
facility, which reports to the District Health Office, and
from the district level to the provincial and national
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levels. The other part is the community health sector
which is coordinated by the neighborhood health committees, and the political governance system. The neighborhood health committees (NHC) participate in
developing plans and budgets for the health facilities,
and they also participate in selecting and supervising
CHAs. The NHCs also coordinate the other actors such
as the safe motherhood action groups and CHWs.
The political governance system is made up of the
traditional leadership and elected political actors. The
chief coordinates the traditional governance system and
is closely assisted by village headmen. The councilor is
the highest elected political leader at community level,
who reports to the member of parliament at district
level. The councilor is assisted by the ward development
committee (WDC) chairperson in planning and delivering development projects such as sources of water.
Nyimba, like other districts in Zambia, is predominantly
a Christian district although other religions, such as
Islam and Hinduism, are also practiced. Religious leaders
comprise an important part of the community leadership
system.
Sample size

Nine CHAs who were deployed in Nyimba District in
August 2012 were included in the study. This is the total
number of CHAs deployed and working in the District
at the time of the study. We identified the CHAs from
the District’s human resources for health records.
Data collection

In line with the phenomenological approach, we used
in-depth interviews as the main method of data collection, allowing us to gain insight into the world of the
CHAs, and their experiences in delivering SRH services,
as well as their interactions with the actors with whom
they work. Data were collected by the first author, who
has extensive experience as well as postgraduate training
in qualitative data collection, specifically with CHAs, as
his PhD topic was on the Zambian CHA program. The
author was able to capitalize on his existing knowledge
and relationships to develop rapport with the CHAs,
who readily volunteered their stories about the factors
that have shaped their integration – or lack of integration – into the community health system. The interviews
loosely followed an interview guide and lasted between
40 and 55 min. The key questions were centered on how
the CHAs negotiate with the various actors in the community in ways that are acceptable as they deliver what
are considered as culturally sensitive services.
Data analysis

Interviews were recorded digitally and later transcribed
verbatim. The interviews were conducted in English as
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the respondents were very conversant with the language.
One research assistant with postgraduate training in
qualitative research transcribed the interviews. To enhance reliability and consistence, the first author
reviewed transcripts by listening to all the nine audios
and comparing them to the transcripts. Data analysis
followed thematic analysis which ‘is a method for identifying, analysing and reporting patterns (themes) within
data. It minimally organizes and describes data set in
(rich) detail and goes further to interpret various aspects
of the research topic’ [34].
The first step in analysing data was the development
of codes. Coding process was carried out by two people
with the use of NVIVO version 7 (QSR Australia). To
ensure quality, the coding process was independently
done and any possible differences were discussed to arrive at the final codes. This was followed by the grouping of the codes into categories - groups of content that
share a commonality - and these were then developed
into broader themes. The process of developing the
codes involved interpreting the categories for their
underlying meaning, and grouping categories according
to patterns [9]. To further promote quality or reliability
of the themes, all the authors participated in the process
of refining the themes in order to arrive at the final
codes. In line with the interview guide, the data analysis
process started with mapping the key actors with whom
CHAs engage in the community system. This was
followed by outlining themes on how CHAs deliver SRH
services as well as the ways or conditions through which
CHAs negotiate with the elements of the community
health system in order to gain acceptability.

Ethics

The study was approved by to the Excellency in Research
Ethics and Science (ERES) Ethics Committee in Zambia
before commencing the study. Permissions were sought
from the Ministry of Health and relevant district authorities to conduct the study in health facilities. The study
was also approved by the National Research Authority.
The process of identifying the study participants at the
district level started with seeking permission from the District Medical Officers. Informed consent was sought from
all eligible participants before they participated in the
study. To promote non-coercion, study participants were
informed that they were free not participate from the
study and that such a decision would not affect their
work/ employment status. All interviews were conducted
in privacy and strict confidentiality was maintained. To
further ensure privacy and confidentiality, we removed all
the personal identifiers such as names, age and name of
the health facility during the transcription process, writing
and dissemination process.
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Results
The results section starts by presenting the key players
that CHAs work with in providing their services, and the
spaces or settings where the CHAs deliver the services
in the community. It then goes on to outline how CHAs
negotiate and navigate their way to gain entry and acceptability within the community health system as they
deliver SRH services.
Position of CHAs in the health system

The CHAs were trained for one year and had worked
for an average of 6 years in the district at the time of
this study. Of the nine CHAs that were interviewed,
five were male four were female. Their average age
was 32 years. All the CHAs reported performing the
roles and responsibilities described in the national
strategy.
CHAs worked with several actors in providing SRH in
the communities, including nurses and environmental
health technicians, community health workers, safe
motherhood action groups, and community-based health
distributors. Others were the health center committees,
neighborhood health committees, teachers and community leaders of various sporting activities, churches as
well as traditional authorities (Table 1). The way CHAs
positioned themselves in relation to these community
actors varied across the district depending on individual
relationships and networks established in each
community.
Environmental health technicians are mainly responsible for delivering health sanitation programs in the
community. The safe motherhood action groups provide
information on various maternal and child health services, encouraging early booking for antenatal services
and delivery at health facilities. The community-based
health distributors provide different types of family planning methods at household level. In addition to conducting health promotion activities such as sanitation
campaigns, the job descriptions of CHAs include the activities performed by the safe motherhood action groups
and community-based health distributors. Community
leaders and teachers assist CHAs in mobilisation
processes.
Settings or spaces where CHAs deliver SRH education and
services

The settings in which the CHAs provided services
can be broadly categorized into four groups, namely
government managed spaces, family settings, community spaces, and community events (Table 2).
They worked with the range of actors outlined in
Table 1 to provide a combination preventive, promotive and care services addressing HIV and STIs,
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Table 1 Key players in the community health system
Key players

Number per health post
Chipanje Health Post

Chifukizi Health Post

Kalingidi Health Post

Msima Health Post

Mtilizi Health Post

Health center
committees

1

1

1

1

1

Neighborhood
health committees

6

5

7

6

3

Safe motherhood
action members

20

20

21

45

40

Community health
workers

3

6

5

3

3

Community-based
distributors

4

–

9

–

Environmental health
technicians

1

1

1

1

1

Nurses

1

1

1

1

1

Support staff

1

1

1

1

1

Population

5289

5513

5513

4641

3042

Others: Traditional, political, religious and school based leaders, NGOs, Zambia Police

family planning, gender-based violence and maternal
and child health.

the community health system, as well as the struggles
that they experienced when doing so.
CHA health facility role facilitating the integration process

Factors that shape acceptability and integration of CHArun SRH services

The previous section has documented the settings or
spaces through which the CHAs delivered services. This
section explores how the CHAs actively negotiated their
entry into these spaces to deliver SRH services within

As indicated, CHAs provided several services at health
posts, including treating common illness such as malaria
and diarrhea, and delivering babies. Most of the CHAs
reported that being at the health post provided a safe
space to talk with young people about issues related to
SRH problems, integrating the SRH provision into other

Table 2 Summary settings, actors and roles
Spaces or settings

Actors collaborating with CHAs

SRH Roles

Government controlled settings

- Nurses
- EHTs
- Support staff
- SMAGs
- NHCs

- delivering babies in some emergency
cases though this is not a part of their
training and scope of work
- promoting and providing family planning
- HIV / STI counselling, testing and
promoting ART adherence
- male circumcision
- delivering prenatal and postnatal services
- sensitisation against early pregnancy and marriage

Family controlled settings

- CBDs
- SMAGs

- promoting early booking for antenatal
- promoting and providing family planning
- HIV counselling, testing and promoting
ART adherence

Community public space

- CHWs
- NHCs
- Traditional leaders
- Councillors and WDC chairperson
- Religious leaders

- promoting early booking for antenatal
- promoting and providing family planning
- promoting HIV/ STI counselling, testing
and promoting ART adherence
- sensitisation against early pregnancy
and marriage

Community events

- Traditional leaders
- Captains of netball and
football teams
- CHWs

- promoting early booking for antenatal
- promoting and providing family planning
- promoting HIV/ STI counselling, testing and
promoting ART adherence
- sensitisation against early pregnancy
and marriage
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services. In addition, some CHAs used their health post
position to build contacts with young people for further
follow up on SRH issues at community level.
“Since I work here, I make it a point to all young
people that come to the health post to talk about
sexuality-related health problems such as unwanted
pregnancies and STIs, and also the services that are
available here” (CHA 3, male).

Know-how and knowledge sharing as a negotiating tool for
support from other actors in providing SRH services

Most of the CHAs reported that their one-year training
positively facilitated their integration into the community health system. The training gave them the skills
needed to provide family planning information and services, enhancing their confidence in relation to other
service providers at community level. These actors often
viewed CHAs as knowledgeable, who were able to capitalise on this to involve and mobilise them in delivering
SRH services among young people.
“They (community volunteers) know my capacity in
terms of training and they always consult us ----when providing family planning services. They tell us
that they are lucky to have us in the community”
(CHA 1, female).

Building and bridging relationships

Despite their relative status amongst community health
system actors, the CHAs recognised the importance of
treating others with respect if they were to draw on support from community-based actors in providing SRH to
young people. The CHAs organised regular meetings,
which apart from mobilising community actors, facilitated the development of shared purpose among these
actors and a positive environment of collaboration and
consultation.
“To be able to work with the community, people look
at your behaviour – respect, use of decent language
and communication when correcting and approaching
others are vital in promoting team work. These
attributes are key especially when providing sensitive
services to adolescent such as contraception” (CHA 4,
male).
CHAs also promoted acceptability of their role in delivering SRH services among other community actors by
acting as brokers. This was done, for example, by CHAs
raising the working conditions of other volunteers, such
as the lack of consistent payment of incentives by the
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Ministry of Health during meetings with district officials.
This helped CHAs to build relationships in the community health system.
“When the volunteers do not get an incentive, I talk on
their behalf. So they know we have a common agenda,
and they will help me with issues in the community,
including providing SRH (CHA 2, male).”

Embedding SRH into general life skills

Another approach of gaining acceptability for SRH was
to integrate this into other health promotion activities
such as sanitation and childhood immunization. This
strategy was mainly used in the school and church settings and at community events, in order to reduce the
sensitivity of the SRH matters, while enabling the CHAs
to capture the interest or attention of many people in
the community.
“In schools, you first cool them down, talk about
sanitation first, and follow up with assertiveness, while
they are still reflecting on those issues you introduce
condom and contraception use” (CHA 6, female).

Leveraging on existing social networks

Being born and working in the same community positively facilitated integration of the CHA SRH services
into the community and among other community actors.
Many CHAs reported that they made use of the trust relationships they had with community volunteers they
had previously worked with, before they were engaged as
CHAs.
“My friends (community volunteers) connect me to
young people. Since they (adolescents) know them
(community volunteers), they do not want to
disappoint them (community volunteers) by refusing
my services, so I use the opportunity to provide
contraception and condoms” (CHA 1, female).

Providing care in the home enhancing social bonds

Acceptability of CHAs in the community health system
(among some households) was further facilitated by
CHAs’ ability to bring the SRH services as close as possible to the households through household visits, allowing CHAs to become more familiar with and
strengthening social bonds with the community. These
enhanced social bonds further reinforced the capacity of
the community to support and promote SRH rights and
services on behalf of the CHAs.
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“Accessing services from the house is what they like
most. They like the privacy when we talk about family
planning in their households. Because we visit them, they
have supported our activities. They complain when we do
not visit them often” (CHA 3, male).
Leadership support promoting legitimacy of SRH

The support from the community leaders - including the
traditional leaders, head teachers and religious leaders –
also facilitated the integration process of the CHA
driven services into the community system. This support
followed formal introduction of CHAs to the community
leaders by the District Health Office, creating legitimacy
for their services, and opening up community space for
many people to attend CHA-coordinated health promotion activities. Recognition by the leaders, in turn, inspired the CHAs to work even harder, as they felt
respected, recognised and trusted.
“It used to be difficult for us to provide family
planning services to adolescents as people did not
know us. The problem was further compounded by the
religious and cultural barriers with regard to providing
contraception to adolescents. Our services have
however improved following the support from the
traditional leaders” (CHA 7, female).

Factors hindering acceptability of CHA SRH services
The taboo of discussing sexuality issues

Local cultural norms and values regarding adolescent
sexuality and provision of contraception impeded the acceptability of some CHA services. School policy did not
favor discussion and distribution of condoms and other
contraceptive methods in schools. Largely due to these
contextual factors, all the CHAs reported that they
emphasised abstinence in schools when teaching the
learners, which they reported was in line with the community expectations.
“For the young ones, we (CHAs) discourage them from
engaging in early sexual activities. We fear that the
parents may not be happy with us if they know that
we encouraged their children to adopt condoms use as
a way of preventing pregnancies” (CHA 6, female).

Gender patterns to accessing SRH

Single or unmarried female adolescents were less likely
to access the SRH services than males, while boys were
reported to be more active participants in school SRH
education than girls. Fear of being stigmatized if women
sought contraception before marriage is still a barrier to
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access. Further, some women did not feel free to discuss
SRH issues with male CHAs.
“In terms of sex, it was mainly the boys that accessed
the services compared to girls. For females, it was
mainly those who are married or had children who
utilized the services” (CHA 7, female).
While a few CHAs supported use of family planning
services among girls, others aligned themselves with
community social norms, indicating that it was not acceptable for young female adolescents to seek family
planning services before they were married.
“I think that girls who are in school should not use
contraception as this may make them addicted to
sexual intercourse and affect their performance in
class” (CHA 11, female).

Power relations among providers at community level

While most CHAs collaborated well with other actors
within the community health system, this was not universally the case. In particular, CHAs sometimes had difficulty in positioning themselves in relation to the
neighbourhood health committees, because while NHCs
recruited and were supposed to supervise CHAs, in
some cases, members of the NHCs were CHWs who
had less training than CHAs. Thus when doing community work, the NHC members who were also CHWs,
took instruction from and reported to CHAs on activities. However, some NHCs did not want to report to
people that they recruited and who they were supposed
to supervise. These micro-politics affected the delivery
of SRH services as the CHAs depended on the NHCs to
mobilise the community.
“The challenge comes in when you are working with
NHCs, I find it difficult to question some of their
reports because these people are part of the committee
that recruited us, let me just say they are our bosses”
(CHA 8, male).

Work schedule affecting social bonds

All the CHAs struggled to fit within their ideal work
schedule which required four days of community visits
and one day working at their health post. Due to inadequate staff, CHAs often ended up spending more time
at the health post, affecting provision of family planning
services to people who preferred accessing such services
within their homes. CHAs also complained that their
failure to engage in community tasks resulted in the
community seeing them as members of the formal
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health system and not as part of the community, thus
undermining trust.
“If I can’t go to the community, then people will
consider me as an outsider who cannot be easily be
trusted. Such as a situation is problematic given that
trust is key to uptake of contraception among the
adolescents as there are several myths in the
community regarding contraception” (CHA 1, female).

Discussion
CHAs successfully worked with different actors to deliver SRH information and reproductive health services
at community level. These actors include other government workers, community health workers and community leaders. SRH services were delivered within
government-managed spaces, community spaces, family
settings, and at specific events. To facilitate acceptability
of their SRH services, CHAs used different strategies
and occupied different roles and positions depending on
the situation, the nature of the context, and the actors
with whom they were dealing. CHAs also used a range
of strategies to navigate the various elements of community systems. For example, CHAs balanced stressing
their professional expertise and linkages with the health
facility, while leveraging community connectedness.
The struggles faced by community based health
workers (CBHWs) in delivering health interventions in
the community health system have been outlined in
other studies [9, 17, 22, 23]. It has been noted that as
they navigate along this path, CBHWs face different
kinds of expectations, and their success in managing
these expectations is dependent on the type and quality
of support from the formal health system and from social networks within the communities [17]. CBHWs have
to struggle to simultaneously balance identities as “community insider, outsider, and broker” [17].
Further, effectively navigating with the elements of the
community health system in order to foster acceptability
of CHW-driven services requires understanding of the
relationships and capabilities at the community level.
This is important because CHW programs tend to be
enabled or constrained by local social norms, power
structures [17]. CHAs may themselves share or be unwilling to challenge harmful social norms or promote
rights based approaches.
The nature and pattern of the relationships and interactions forged will shape the possibilities for delivery of
SRH services in communities [15]. CHAs strengthened
community relationships through household visits and
community meetings, while drawing on community capabilities such as the community health workers and
community leadership, spaces and events to deliver SRH
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services. The relevance of leveraging on key domains of
community capability such as physical and financial assets; capacity for collective action or breadth of participation; and community participation in service delivery
and governance has been documented as key to promoting synergies in community health systems [23].
Meanwhile, a range of contextual factors constrained
CHAs’ ability to navigate elements of the community
health system and promote acceptability of CHA-driven
SRH services. One of these issues was gender inequalities and local norms that did not favour access to SRH
services by young, unmarried women. General stigmatisation of young people who accessed SRH also affected
the acceptability of CHA-driven SRH. Other challenges
included limited human resources for health and supplies at the health post, which in turn affected the delivery of SRH services at household level.
Enhancing the acceptability of CHA-driven SRH services requires positively shaping the context to enable
CHAs to effectively negotiate with elements of the
health systems. There is a need not just to add SRH services to existing services or to extension workers, but
also to change the nature of their work to better address
adolescent SRH needs [21, 22]. Specifically, addressing
contextual elements of the health system would require
paying attention to the cultural contextual issues such as
stigma and negative images of young people related to
SRH; the organisational/network context such as conflicting roles of CHAs in relation to delivery of SRH services; and the material-political context which includes
lack of resources to support the delivery of SRH services
[35]. Gender analysts further argue for the goal not just
to integrate women / girls or men/boys into systems that
are problematic, but also to change those services to better address key population needs [22, 23, 36]. Other important aspects that require attention in the context in
HIV interventions include consideration of key psychosocial preconditions for participation in sensitive topics
such as knowledge, social spaces for critical thinking, a
sense of ownership, confidence, and appropriate bridging
relationships [37].
Limitations and strengths

Doing the study in one district only and among the nine
CHAs limits generalization of the study findings to other
settings. Further, including community members and
health workers would have provided valuable perspectives on CHA driven SRH services. The complementary
backgrounds and qualifications of the researchers (anthropology, and public health) helped in improving
trustworthiness of data and its analysis and interpretation. The rich description of the study context, the phenomena (integration process of CHA- driven SRH
services) and providing of the quotations in the text
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representing a variety of informants enhanced transferability or analytical generalization of the results. Furthermore, the findings of this study informed the design and
implementation of a larger study that adopted a mixed
methods study design in examining uptake of adolescent
SRH services in five provinces and ten districts in
Zambia.

Conclusion
CHAs work with government workers, community health
workers and community leaders in delivering SRH services in government-managed spaces, community spaces,
family settings and community events. To facilitate acceptability of their SRH services, CHAs play a variety of
roles such as mobilisers, advisors, supervisors and brokers.
CHAs also use several strategies in facilitating the acceptability of their SRH services at community level. These
strategies include using their health facility services to
build supportive relations for SRH services, negotiating acceptability through sharing knowledge with other volunteers, soliciting the involvement of volunteers in delivering
SRH through holding regular joint meetings, and acting as
brokers between the community health workers, safe
motherhood action groups, community-based distributors
and the Ministry of Health. The CHAs also used their
existing social networks to deliver SRH services to adolescents while also reducing the sensitivity of some SRH
topics by embedding them into general life skills. Collective action towards addressing SRH issues was promoted
through building social bonds with the community
through undertaking household visits and engaging with
community leaders.
Meanwhile socio-contextual issues such as the taboo of
discussing sexuality issues, inadequate human resources,
and insufficient supplies at the health post as well as gender norms limited the acceptability of some CHA SRH
services. Helping CHAs navigate these challenges will require developing innovative strategies that will ensure increased technical, material and social support from both
formal and community health systems actors in delivering
sexual and reproductive health services.
Abbreviations
HCs: Health centres; CHAs: Community Health Assistants; CHW: Community
health worker; HPs: Health posts; LMICs: Low and middle income countries;
NHCs: Neighbourhood Health Committees; SRH: Sexual and reproductive
health

Acknowledgements
I would like to acknowledge the valuable input from the participants at
Health Policy and Systems Research (HPSR) workshop funded by SARCHI as
well as the U2U workshop in South Africa. We are indebted to the Ministry
of Health, Zambia for authorising the study, the staff District Health Office in
Nyimba for their support, and to the community health assistants in Nyimba
district for participating in the study.

Page 10 of 11

Authors’ contributions
All the authors contributed towards the design of the study. JMZ collected
the data and conducted the first analysis of the results and wrote the first
draft of the manuscript. All the authors contributed towards the revision of
analysis of the results, the draft manuscript, and approved the final
manuscript.
Funding
This manuscript is a postdoctoral study funded by the African Population
and Health Research Centre (APHRC) in partnership with the International
Development Research Centre (IDRC). Additional funding was from the Safe
Abortion and Fertility control in Ethiopia, Zambia and Tanzania (SAFEZT)
study funded by the Research Council of Norway, as well as the South
African Research Chairs Initiative (SARCHI) and the University of the Western
Cape and Umeå University collaborative programme of research and
capacity building in health policy and systems research (U2U).
Availability of data and materials
The datasets during and/or analysed during the current study are available
from the corresponding author on reasonable request.
Ethics approval and consent to participate
Ethical clearance to conduct this study was sought from the Excellency in
Research Ethics and Science (ERES) committee.
Consent for publication
Written informed consent for the publication was obtained from the
participants.
Competing interests
The authors declare that they have no competing interests.
Author details
1
Department of Public Health, School of Medicine, University of Zambia,
School of Public Health, P.O. Box 50110, Lusaka, Zambia. 2Department of
Global Health and Epidemiology, Umeå University, 90185 Umeå, SE, Sweden.
3
School of Public Health and SAMRC Health Services to Systems Unit,
University of the Western Cape, Robert Sobukwe Road, Bellville, Cape Town
7535, South Africa.
Received: 29 June 2018 Accepted: 5 August 2019

References
1. Williamson N. Motherhood in childhood: facing the challenge of adolescent
pregnancy. New York: United Nations Population Fund [UNFPA]; 2013. p.
132. https://www.popline.org/node/578565
2. Gilson L, Walt G, Heggenhougen K, Owuor-Omondi L, Perera M, Ross D,
Salazar L. National community health worker programs: how can they be
strengthened? J Public Health Policy. 1989;10(4):518–32 https://link.springer.
com/article/10.2307/3342522.
3. Berman PA, Gwatkin DR, Burger SE. Community-based health workers: head
start or false start towards health for all? Soc Sci Med. 1987;25(5):443–59
https://www.sciencedirect.com/science/article/abs/pii/0277953687901687.
4. Hallfors D, Cho H, Rusakaniko S, Iritani B, Mapfumo J, Halpern C.
Supporting adolescent orphan girls to stay in school as HIV risk
prevention: evidence from a randomized controlled trial in Zimbabwe.
Am J Public Health. 2011;101(6):1082–8 https://ajph.aphapublications.
org/doi/abs/10.2105/AJPH.2010.300042.
5. Perry H, Crigler L, Lewin S, Glenton C, LeBan K, Hodgins S. A new resource
for developing and strengthening large-scale community health worker
programs. Hum Resour Health. 2017;15(1):13 https://human-resourceshealth.biomedcentral.com/articles/10.1186/s12960-016-0178-8.
6. Zulu, MJ., 2015. Integration of national community-based health worker
programmes in health systems: lessons learned from Zambia and other low
and middle income countries (Doctoral dissertation, Umeå University).
http://www.diva-portal.org/smash/get/diva2:802851/SPIKBLAD01.pdf
7. Zulu JM, Kinsman J, Michelo C, Hurtig AK. Developing the national
community health assistant strategy in Zambia: a policy analysis. Heal Res
Policy Syst. 2013;11(1):24 https://health-policy-systems.biomedcentral.com/
articles/10.1186/1478-4505-11-24.

Zulu et al. Reproductive Health

8.

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

(2019) 16:122

Keller B, McCarthy E, Vosburg KB, Musonda M, Mwila J, van den Broek JW,
Walsh FJ. Task-shifting impact of introducing a pilot community health
worker cadre into Zambia’s public sector health workforce. PLoS One. 2017;
12(8):e0181740 https://journals.plos.org/plosone/article?id=10.1371/journal.
pone.0181740.
Zulu JM, Kinsman J, Michelo C, Hurtig AK. Hope and despair: community
health assistants’ experiences of working in a rural district in Zambia. Hum
Resour Health. 2014;12(1):30 https://human-resources-health.biomedcentral.
com/articles/10.1186/1478-4491-12-30. https://human-resources-health.
biomedcentral.com/articles/10.1186/1478-4491-12-30.
Zulu JM, Hurtig AK, Kinsman J, Michelo C. Innovation in health service
delivery: integrating community health assistants into the health system at
district level in Zambia. BMC Health Serv Res. 2015;15(1):38 https://
bmchealthservres.biomedcentral.com/articles/10.1186/s12913-015-0696-4.
Shelley KD, Belete YW, Phiri SC, Musonda M, Kawesha EC, Muleya EM,
Chibawe CP, van den Broek JW, Vosburg KB. Implementation of the
community health assistant (CHA) cadre in Zambia: a process evaluation to
guide future scale-up decisions. J Community Health. 2016;41(2):398–408
https://link.springer.com/article/10.1007/s10900-015-0110-5.
Pallas SW, Minhas D, Pérez-Escamilla R, Taylor L, Curry L, Bradley EH.
Community health workers in low-and middle-income countries: what
do we know about scaling up and sustainability? Am J Public Health.
2013;103(7):e74–82 https://ajph.aphapublications.org/doi/abs/10.2105/
AJPH.2012.301102.
Naimoli JF, Frymus DE, Wuliji T, Franco LM, Newsome MH. A
community health worker “logic model”: towards a theory of enhanced
performance in low-and middle-income countries. Hum Resour Health.
2014;12(1):56 https://human-resources-health.biomedcentral.com/
articles/10.1186/1478-4491-12-56.
Naimoli JF, Perry HB, Townsend JW, Frymus DE, McCaffery JA. Strategic
partnering to improve community health worker programming and
performance: features of a community-health system integrated approach.
Hum Resour Health. 2015;13(1):46 https://human-resources-health.
biomedcentral.com/articles/10.1186/s12960-015-0041-3.
Tulenko K, Mgedal S, Afzal MM, Frymus D, Oshin A, Pate M, Quain E, Pinel A,
Wynd S, Zodpey S. Community health workers for universal health-care
coverage: from fragmentation to synergy. Bull World Health Organ. 2013;91:
847–52 https://www.scielosp.org/scielo.php?pid=S0042-9686201300110084
7&script=sci_arttext&tlng=en.
Kane SS, Gerretsen B, Scherpbier R, Dal Poz M, Dieleman M. A realist
synthesis of randomised control trials involving use of community health
workers for delivering child health interventions in low and middle income
countries. BMC Health Serv Res. 2010;10(1):286 https://bmchealthservres.
biomedcentral.com/articles/10.1186/1472-6963-10-286.
Schneider H, Lehmann U. From community health workers to
community health systems: time to widen the horizon? Health Systems
& Reform. 2016;2(2):112–8 https://www.tandfonline.com/doi/full/10.1
080/23288604.2016.1166307.
Maes K, Closser S, Kalofonos I. Listening to community health workers:
how ethnographic research can inform positive relationships among
community health workers, health institutions, and communities. Am J
Public Health. 2014;104(5):e5–9 https://ajph.aphapublications.org/doi/
abs/10.2105/AJPH.2014.301907.
Zulu JM, Kinsman J, Michelo C, Hurtig AK. Integrating national communitybased health worker programmes into health systems: a systematic review
identifying lessons learned from low-and middle-income countries. BMC
public health. 2014;14(1):987.
Cleary SM, Molyneux S, Gilson L. Resources, attitudes and culture: an
understanding of the factors that influence the functioning of
accountability mechanisms in primary health care settings. BMC Health Serv
Res. 2013;13(1):320 https://bmchealthservres.biomedcentral.com/articles/1
0.1186/1472-6963-13-320.
Feldhaus I, Silverman M, LeFevre AE, Mpembeni R, Mosha I, Chitama D,
Mohan D, Chebet JJ, Urassa D, Kilewo C, Plotkin M. Equally able, but
unequally accepted: gender differentials and experiences of community
health volunteers promoting maternal, newborn, and child health in
Morogoro region, Tanzania. Int J Equity Health. 2015;14(1):70 https://
equityhealthj.biomedcentral.com/articles/10.1186/s12939-015-0201-z.
Scott K, George AS, Harvey SA, Mondal S, Patel G, Ved R, Garimella S, Sheikh
K. Beyond form and functioning: understanding how contextual factors
influence village health committees in northern India. PLoS One. 2017;12(8):

Page 11 of 11

23.

24.

25.

26.

27.

28.

29.

30.

31.
32.

33.
34.

35.

36.

37.

e0182982 https://journals.plos.org/plosone/article?id=10.1371/journal.pone.
0182982.
George AS, Scott K, Mehra V, Sriram V. Synergies, strengths and challenges:
findings on community capability from a systematic health systems
research literature review. BMC Health Serv Res. 2016;16(7):623 https://
bmchealthservres.biomedcentral.com/articles/10.1186/s12913-016-1860-1.
Mlotshwa L, Harris B, Schneider H, Moshabela M. Exploring the perceptions
and experiences of community health workers using role identity theory.
Glob Health Action. 2015;8(1):28045 https://www.tandfonline.com/doi/full/1
0.3402/gha.v8.28045.
Haaland ME, Haukanes H, Zulu JM, Moland KM, Michelo C, Munakampe MN,
Blystad A. Shaping the abortion policy–competing discourses on the
Zambian termination of pregnancy act. Int J Equity Health. 2019;18(1):20
https://equityhealthj.biomedcentral.com/articles/10.1186/s12939-018-0908-8.
Central Statistical Office (CSO)[Zambia], Ministry of Health (MOH)[Zambia],
and ICF International. Zambia demographic and health survey 2013–14.
Lusaka: CSO; 2014. https://www.dhsprogram.com/pubs/pdf/fr304/fr304.pdf
Cresswell JA, Schroeder R, Dennis M, Owolabi O, Vwalika B, Musheke M,
Campbell O, Filippi V. Women's knowledge and attitudes surrounding
abortion in Zambia: a cross-sectional survey across three provinces. BMJ
Open. 2016;6(3):e010076 https://bmjopen.bmj.com/content/6/3/e010076
?utm_source=TrendMD&utm_medium=cpc&utm_campaign=BMJOp_
TrendMD-0.
Zulu JM, Ali J, Hallez K, Kass NE, Michelo C, Hyder AA. Ethical challenges in
research on post-abortion care with adolescents: experiences of researchers
in Zambia. Global Bioethics. 2018:1–16 https://www.tandfonline.com/doi/
full/10.1080/11287462.2018.1528657.
Chandra-Mouli V, Camacho AV, Michaud PA. WHO guidelines on preventing
early pregnancy and poor reproductive outcomes among adolescents in
developing countries. J Adolesc Health. 2013;52(5):517–22 https://www.
sciencedirect.com/science/article/abs/pii/S1054139X13001213.
Phiri SC, Prust ML, Chibawe CP, Misapa R, van den Broek JW, Wilmink N. An
exploration of facilitators and challenges in the scale-up of a national,
public sector community health worker cadre in Zambia: a qualitative study.
Hum Resour Health. 2017;15(1):40 https://human-resources-health.
biomedcentral.com/articles/10.1186/s12960-017-0214-3.
Guest GS, MacQueen KM, Namey EE. Social Research Solutions; 2012.
Zulu JM, Sichone G. Clean and safe drinking water promotion project in
Mumbwa and Nyimba districts: end of project evaluation report. Lusaka:
ChilldFund; 2017.
Ministry of Health. Annual statistical bulletin Eastern Province; provincial
health office, Eastern Province. Lusaka: MoH; 2011.
Braun V, Clarke V. Using thematic analysis in psychology. Qual Res
Psychol. 2006;3(2):77–101 https://www.tandfonline.com/doi/abs/10.11
91/1478088706qp063oa.
Campbell C, Gibbs A, Maimane S, Nair Y, Sibiya Z. Youth participation in the
fight against AIDS in South Africa: from policy to practice. J Youth Stud.
2009;12(1):93–109 https://www.tandfonline.com/doi/abs/10.1080/1367626
0802345757.
Muhanguzi FK. Gender and sexual vulnerability of young women in Africa:
experiences of young girls in secondary schools in Uganda. Culture, Heal
Sex. 2011;13(06):713–25 https://www.tandfonline.com/doi/abs/10.1080/136
91058.2011.571290.
Campbell C, Foulis CA, Maimane S, Sibiya Z. The impact of social
environments on the effectiveness of youth HIV prevention: a south African
case study. AIDS Care. 2005;17(4):471–8 https://www.tandfonline.com/doi/
abs/10.1080/09540120412331319705.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

