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Abstract 

Background: Community Health Workers (CHWs) have a positive impact on the provision of community-based 
primary health care through screening, treatment, referral, psychosocial support, and accompaniment. With a 
broad scope of work, CHW programs must balance the breadth and depth of tasks to maintain CHW motivation for 
high-quality care delivery. Few studies have described the CHW perspective on intrinsic and extrinsic motivation to 
enhance their programmatic activities.

Methods: We utilized an exploratory qualitative study design with CHWs employed in the household model in Neno 
District, Malawi, to explore their perspectives on intrinsic and extrinsic motivators and dissatisfiers in their work. Data 
was collected in 8 focus group discussions with 90 CHWs in October 2018 and March–April 2019 in seven purposively 
selected catchment areas. All interviews were audiotaped, transcribed verbatim, coded, and analyzed using Dedoose.

Results: Themes of complex intrinsic and extrinsic factors were generated from the perspectives of the CHWs in 
the focus group discussions. Study results indicate that enabling factors are primarily intrinsic factors such as positive 
patient outcomes, community respect, and recognition by the formal health care system but can lead to the chal-
lenge of increased scope and workload. Extrinsic factors can provide challenges, including an increased scope and 
workload from original expectations, lack of resources to utilize in their work, and rugged geography. However, a posi-
tive work environment through supportive relationships between CHWs and supervisors enables the CHWs.

Conclusion: This study demonstrated enabling factors and challenges for CHW performance from their perspec-
tive within the dual-factor theory. We can mitigate challenges through focused efforts to limit geographical distance, 
manage workload, and strengthen CHW support to reinforce their recognition and trust. Such programmatic empha-
sis can  focus on enhancing motivational factors found in this study to improve the CHWs’ experience in their role. The 
engagement of CHWs, the communities, and the formal health care system is critical to improving the care provided 
to the patients and communities, along with building supportive systems to recognize the work done by CHWs for 
the primary health care systems.
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Background
Community Health Workers (CHWs) are recognized as 
an integral part of the primary health care (PHC) sys-
tem essential for achieving Universal Health Coverage 
(UHC) [1, 2]. The World Health Organization (WHO) 
recognizes CHWs as lay health care workers who are 
members of the community where they are selected and 
are answerable to the same community they are working 
for while supported by the health system [3–5]. CHWs 
are a vital, diverse group that links people from their 
homes and communities to critical health and social ser-
vices within their communities [6]. Their responsibilities 
may include screening, providing education, promoting 
access to and linkage to PHC services, engaging in highly 
specific disease-related activities such as medication 
observation and adherence, and even direct patient care 
[4, 7, 8]. Through these roles, CHWs have shown poten-
tial for improving population health by preventing and 
managing various chronic diseases in geographically and 
economically diverse settings in low and middle-income 
countries [4, 8–12].

With the broad scope of work, CHW programs must 
balance the breadth and depth of tasks to maintain high-
quality care delivery and CHW motivation [13, 14]. Pre-
vious studies suggest that CHWs are motivated by trust 
and respect from patients and the community, manag-
ers’ support and encouragement, and health knowledge 
acquisition that can be shared in their communities. They 
are dissatisfied by poor incentives and working condi-
tions, limited health supplies and equipment, disrespect 
and limited support from the formal health care work-
ers, and lack of transportation [15–18]. These motivation 
factors are broadly reported, but the contextualization is 
less commonly described, especially in a rural household-
based CHW programs to inform program implementa-
tion and improvement.

This study uses the Herzberg’s dual-factor theory [19] 
of motivation to describe factors from the CHW per-
spective that stimulate or decrease motivation among 
CHWs in rural Malawi to inform programmatic optimi-
zation. The motivation-hygiene theory postulates that 
distinct factors cause job satisfaction and motivate work-
ers with different factors causing dissatisfaction [19]. 
Factors that motivate workers are intrinsic to the work 
itself and include achievement, responsibility, trust, lead-
ership, opportunities for advancement, recognition, and 
the work itself. Extrinsic factors -independent from the 
actual work - cause dissatisfaction in work and are linked 
to incentives, working conditions, resources, quality of 

leadership, and job security. Intrinsic factors will increase 
motivation and productivity, but extrinsic factors can 
reduce motivation if absent. Prior studies have success-
fully described intrinsic and extrinsic factors for CHWs 
but have primarily focused on challenges [15, 20–22].

Understanding intrinsic and extrinsic factors in com-
munity health worker programs can help structure 
programs for improving performance, health worker 
motivation, and retention to inform improvements in 
implementation [23, 24]. To explore CHW’s perspec-
tives on their job satisfaction, motivation, and challenges 
affecting their performance, we conducted a qualitative 
study utilizing focus group discussions with CHWs in 
rural Malawi. The knowledge on factors from the CHW 
perspective that impact performance and thus program 
effectiveness will inform CHW leadership on program-
matic and motivation adjustments to maximize care.

Methods
Setting
Neno district is a remote, rural, and impoverished district 
situated in Southwest Malawi with an estimated 144,442 
people in 2020 [25]. The district hospital is not accessi-
ble by tarmac roads due to mountainous terrain and poor 
infrastructure. The majority of the population of Neno 
are subsistence farmers who live on less than 1.90 USD 
per day, and 95.5% do not have access to electricity [26].

Community health worker household model in Neno 
District
At the inception of the CHW program in 2007, CHWs 
were positioned to support and accompany TB and HIV 
patients on clinical visits, treatment adherence, and psy-
chosocial support that led to improved patient adherence 
and clinical outcomes [27, 28]. In 2016, the CHW pro-
gram transitioned to the polyvalent household model. 
In this model, each household in the district is assigned 
a CHW regardless of disease for universal coverage. The 
household model focuses on eight major disease areas: 
1) TB; 2) HIV; 3) STIs; 4) non-communicable diseases 
(NCDs); 5) family planning; 6) maternal and neonatal 
health; 7) child health, and 8) malnutrition screening in 
children under 5 years old [29].

Structurally, the household model is a three-tiered pro-
gram with CHW, senior CHW (SCHW), and site super-
visor (SS) roles designed in alignment with the national 
community health worker structure. Community health 
workers are called Health Surveillance Assistants 
(HSAs). HSAs are part of the Ministry of Health (MoH) 
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Environmental Health Department. They are one of the 
most prominent cadres of the Ministry of Health work-
force across Malawi, with over 9400 HSAs in service 
[30]. They support Village Clinics for preventive care for 
under-five children and pregnant women and manage 
care for pediatric malnutrition and tuberculosis cases 
[30, 31]. At the community level in Neno, one HSA serves 
approximately 540 households with case-finding, preven-
tion, and essential case management. In terms of individ-
uals, this translates to approximately a ratio of 1 HSA to 
2300 people, which leads to poor coverage where house-
holds may go for long periods without interacting with 
their assigned HSAs [30, 32]. Thus, the household model 
was designed to complement the HSA program with a 
large cadre of > 1000 CHWs to act as foot soldiers to the 
HSAs. The HSAs frequently interact with SS to identify 
clients to follow up and other tasks for the CHW and 
SCHW and coordinate on village clinics and activities.

The Neno district population has 14 catchment areas, 
each served by a health facility - 12 primary health 
facilities and 2  hospitals - Neno District Hospital and 
Lisungwi Community Hospital. The household model 
recruits CHWs by catchment area with mapping to deter-
mine the overall number of households and the required 
CHWs to serve the community adequately. Then through 
engagement meetings with community leaders and struc-
tures, potential CHW candidates are nominated based 
on a designated selection criterion. Selected CHWs are 
assessed for literacy, and successful candidates are fur-
ther taken through a five-day foundational training with 
subsequent quarterly one-day refresher training. Work-
ing materials are provided in the form of job cards, reg-
isters, and logbooks. Supervisory structures of senior 
CHWs and SSs receive further training and meet regu-
larly with CHWs for ongoing supportive supervision and 
mentorship.

Community health worker role description
The primary roles of the CHW are to monitor the health 
of their assigned households, conduct health education 
activities, screen and link community members to essen-
tial health services at the health facility, collect data for 
reporting, and support patients and community mem-
bers in their assigned households. The CHW’s roles are 
summarized into five main categories, namely; 1) moni-
tor/screen; 2) educate; 3) collect data and report; 4) 
accompany/refer; and 5) support. Each CHW is assigned 
20–40 households within their community, depending 
on village size and geography. They are expected to visit 
each household at least once a month with frequent visits 
to households with members who have active disease or 
need of follow-up or support. CHWs receive a monthly 
stipend of approximately USD 22. CHWs are supervised 

by senior CHWs and SSs within the 14 catchment areas in 
the district who work closely with the facility-based MoH 
community health care workers – the health surveillance 
assistants (HSAs). They meet regularly in a month at the 
community and facility level to review and validate data, 
receive program updates and plan their work.

Senior community health worker role description
SCHWs work as CHWs attending to ~ 15 assigned house-
holds as above and have an advising and supervisory role. 
They support village-level monitoring and supervision 
of 10–15 CHWs with verifying data and troubleshoot-
ing household challenges—the SCHWs complete spot 
checks with mentorship and coaching with the assigned 
CHWs each quarter. Additionally, the SCHW serves as a 
community TB sputum collection agent, where sputum 
is collected from presumptive TB clients and submitted 
to the health facility. They receive a monthly stipend of 
approximately USD 33 and are supervised by the SS with 
quarterly visits at the household level and participate in 
the monthly data reviews.

Site supervisor role description
SSs serve as the primary link between the CHW pro-
gram management and MoH’s facility-based commu-
nity health team. SSs supervise and mentor SCHWs and 
CHWs through spot checks, data monitoring support, 
and supervisory meetings. They are responsible for data 
aggregation, record keeping, and monthly reporting. 
They jointly work with the HSAs to ensure CHW collab-
oration with specific emphasis on TB and malnutrition 
programs.

Study design
We utilized an exploratory qualitative design of focus 
group discussions (FGDs) with CHWs and SCHWs to 
examine CHW perspectives on facilitating factors and 
challenges on their ability to perform their duties. FGDs 
were conducted in October 2018 and March–April 2019. 
Of the 14 catchment areas in the Neno district, seven 
catchment areas (Midzemba, Zalewa, Chifunga, Ligowe, 
Neno District Hospital, Nsambe, and Dambe) were pur-
posively selected to take part in this study per topogra-
phy. We purposively selected ninety (90) participants 
from these catchment areas with consideration of four 
criteria; 1) the type of CHW (CHW versus SCHW), 2) 
CHW age to include both young and old participants, 3) 
gender to include a balance of males and females, and 4) 
duration of work as CHWs (“new” to include those work-
ing < 5 years; “old” to include those working > 5 years) 
(Table  1). We chose this approach to recruit a diverse 
group of CHWs and SCHWs with different experiences 
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to find diverse perspectives on their enabling factors and 
challenges that affect their performance.

Data collection
In October 2018, four FGDs of CHWs and SCHWs were 
conducted. Each FGD comprised 9–12 participants, with 
one FGD in the catchment of Zalewa, Chifunga, Ligowe, 
and Dambe. In March – April 2019, an additional four 
FGDs were conducted with SCHWs only with 9–12 
participants per group with one FGD in the catchments 
of Midzemba, Chifunga, Neno District Hospital, and 
Nsambe.

The study team developed two question guides for this 
study (Appendix 1 and 2). One question guide was devel-
oped for the combined FGDs (CHWs and SCHWs), and 
the second question guide targeted SCHWs with a focus 
on their supervisory roles with overlapping question 
prompts. For the combined FGDs (CHWs and SCHWs), 
we asked participants on knowledge and perspective of 
CHW services, CHW’s influence on health care seeking 
and community trust, inter-program relationships, per-
ceived differences between CHWs and other health cad-
res such as HSAs, and ideas for program improvement.

The guides were developed in English, translated into 
the local language of Chichewa, and pretested with 
CHWs and SCHWs in the Neno District Hospital catch-
ment area before use. We did not recruit CHWs and 
SCHWs who participated in pretesting for the main 
study. The content and translations were adjusted from 
feedback before formal data collection. The organization 
recruited the research fellow (MKN) and three research 
assistants for the evaluation study, with the research fel-
low facilitating data collection. These positions were not 
part of the implementation team and did not have prior 
knowledge of the household model in Neno, Malawi. 
The facilitator explained the study to participants and 
obtained signed written informed consent. The study 
was conducted by the Declaration of Helsinki guidelines 
and regulations [33]. Each FGD was recorded and took 
approximately 2 hours.

Data analysis
Transcripts were transcribed verbatim in Chichewa and 
then translated to English and later uploaded in Dedoose 
version 8.3.17 for data management. Transcription was 
done by the research fellow (MKN) and double-checked 
by (BN), who listened to all audio recordings and verified 
the translation from Chichewa to English before loading 
them in Dedoose. The data were analyzed using qualita-
tive content analysis [34]. The research fellow familiar-
ized with the data set through immersion by the repeated 
and active reading of transcripts [35]. To ensure the reli-
ability of coding and consistency, the research fellow, BN 

and EC independently read the first three transcripts line 
by line to deductively assign codes to similar concepts 
that repeatedly emerged from the data in line with study 
objectives [36]. The first codebook was generated from 
the first three transcripts through a consensus process 
by looking at commonalities and differences [36]. The 
research fellow then coded the rest of the transcripts, 
with feedback from the senior authors, deleted repeated 
codes, and added new ones until a final codebook was 
created. The final codebook was agreed upon by the joint 
consensus of all authors [36, 37]. We identified relation-
ships between these codes, repeatedly identified codes 
were merged, and themes and sub-themes were gener-
ated from these codes. We chose quotes for each theme 
and sub-theme summarizing the main points [35, 36].

Results
CHWs’ motivation and performance were influenced by 
diverse elements that arise from the complex context in 
which they work as a conduit between the community 
and the formal health care system. As the narratives of 
the CHWs were examined, findings were deductively 
identified around common themes of intrinsic and 
extrinsic enabling factors and challenges CHWs face in 
performing their roles. Intrinsic factors included patient 
outcomes, community respect and recognition by for-
mal health care workers, which enabled the CHW per-
formance, but led to a challenging extrinsic factor of 
increased workload. Extrinsic factors included posi-
tion scope and workload, work relationships, workplace 
environment, and geographical accessibility. Most of the 
extrinsic factors had motivational aspects and challenges 

Table 1 Demographic characteristics of CHW and SCHW focus 
group participants

a New = < 5 years working; Old = > 5 years working

Variable N (%)

Age

 25–35 years 33 (36.7)

 36–46 years 39 (43.3)

 47–57 years 17 (18.9)

 58–68 years 1 (1.1)

Gender

 Male 41 (45.6)

 Female 49 (54.4)

 Role

 CHWs 31 (34.4)

 Senior CHWs 59 (65.6)

Durationa

 New CHW/SCHW 31 (34.4)

 Old CHW/SCHW 59 (65.6)
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for CHWs except for geographical accessibility, which 
was a consistent barrier in this environment (Fig. 1).

Intrinsic factors
Patient outcomes and community respect
Through the focus group discussions, it was clear that 
CHWs recognize they are valued and appreciated in 
their communities by providing support and care trusted 
by individuals. The CHWs reported they are considered 
‘doctors’ and respected leaders in rural communities 
where most families do not have immediate access to 
facility-based healthcare. Through this confidence in the 
CHW work, individuals were able to seek care at facili-
ties with positive results and even sometimes life-sav-
ing treatment, which built gratitude for the CHW with 
social connectedness between the community and the 
CHWs. The CHWs were motivated by this relationship to 
enhance their performance, and it fostered professional 
status and trust in the CHWs.

“One man was very sick and the relatives were think-
ing that he has been bewitched. When I suggested to 
take him to the hospital, they told me not to trouble 
myself because the man will soon die. I took the man 
to the hospital on my bike. He was tested HIV posi-
tive and I have been helping him to adhere to medi-
cation. Within two months, the man picked up. The 
relatives came to thank me that without me their 
relative would have died. Even himself he is very 

thankful to me. They see me as their king and I walk 
majestically because of that.” CHW in Chifunga

“Household model is good. In my area, I am able 
to differentiate how life was in the past and now. 
Before, we could find a lot of sick people in the homes 
due to long distances to the hospitals as well as poor 
health seeking behavior. People opted for traditional 
medicine. Now, having taught them through home 
visits, they rush to the hospital when sick and are 
careful on preventive measures.” SCHW in Neno dis-
trict hospital

With dependable, high-quality work and positive results 
from seeking care, CHWs reported that the community 
had great confidence in their abilities. Through the trust 
in the CHW abilities and training they receive, house-
holds and individuals would request CHWs to provide 
psychosocial support and advice with problems even 
beyond the supported health care topics such as marital 
affairs. One CHW shared;

“ … we even help in marriage issues when there are 
some disagreements. We help resolve their disputes. 
When it is beyond us when the tension is too much, 
we refer them to social welfare … .” CHW in Zalewa

CHWs reported embracing a unique supportive role in 
their communities beyond their expected duties. CHWs 
often stated spending more time than required per their 

Fig. 1 Mapping Enabling Factors and Challenges from the Community Health Worker Perspective in Rural Malawi
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job descriptions and often could even monetarily assist 
clients with hiring transport or helping with hospital-
associated costs. These personal tasks contributed posi-
tively to clients’ well-being and instilled a relationship of 
gratitude with the CHW, which motivated the CHWs in 
their performance. However, this practice could lead to 
CHWs working beyond their routine tasks which may 
be a challenge in scope and resultant workload for the 
CHWs.

“One of my households did not have a toilet and 
the man is weak so I personally dug the pit on his 
behalf.” CHW in Dambe

“I once helped a person who did not have relatives to 
support him at the hospital. He had TB, and I was 
his guardian … I also hired a motorbike to take the 
client to the hospital as he couldn’t have done it on 
his own.” SCHW in Ligowe

Recognition by facility health care workers
Participants reported an excellent working relationship 
with formal health care providers with positive recog-
nition of their work in the community. In the FGDs, 
CHWs reported that both cadres trust each other’s care 
of the clients. The CHWs stated that their work has 
improved the community’s health and decreased the 
number of clients requiring to visit the health facility. 
The CHWs further noted that the lower numbers at the 
facility, in turn, helps the health facility staff to lessen 
their workload and makes the CHWs feel proud of the 
care they are giving individuals. The recognition both 
by health facility staff and the clients with seeing the 
beneficial outcomes increased CHW confidence and 
motivation in their performance.

“When I take a client to the hospital, doctors pro-
vide good care hence people in the community trust 
me more when they see positive outcomes after see-
ing the doctor... there is a good relationship with 
people who work at the hospital and people trust 
us when we ask them to go to the hospital that they 
will be healed.” SCHW in Neno district hospital

“Yes, we feel like we are trustworthy. Even health-
care providers at the hospital are able to note that 
with our coming in, their work pressure is man-
ageable. If you go to the OPD [outpatient depart-
ment], you will find that there are fewer people as 
compared to the queues that were there previously. 
All this is happening because we help people in the 
villages through home visits.” SCHW in Midzemba

The CHWs reported acting as foot soldiers for the pri-
mary health care system at the facility level. With the 
CHW’s ability to support community primary health 
care, the over-worked HSAs utilized the CHWs to follow 
up on household-level tasks in their communities.

“You know as CHWs we do the job that was previ-
ously done by HSAs. They would previously walk 
around the communities following up pregnant 
women and distributing chlorine. That is now done 
by us and they just get reports … so yes, they are 
happy with what we are doing in the communities”. 
CHW in Zalewa

“We work a lot. We have taken the place of HSAs as 
previously they could go around the community to 
monitor pregnant women but now, they no longer do 
that … we are the ones doing it. We do even more 
than what they were doing … we just give them 
reports.” CHW in Dambe

Extrinsic factors
Position scope and workload
Each CHW cadre (CHW, SCHW, and SS) has a specific 
job description and expectations with tasks aligned to 
support the eight disease focus areas in the household 
model. As demonstrated by CHWs in the FGDs, they 
have built trust and social connectedness in the commu-
nities they serve and with health facility staff by execut-
ing these tasks capably and efficiently. Even though this 
has motivated CHWs, it led to additional requests and 
demands on their time from clients and the health facil-
ity staff. CHWs perceived that their roles expanding past 
their original job descriptions challenged their knowledge 
and performance and made them feel under-appreciated. 
The increased scope was demonstrated through exam-
ples of where CHWs were asked to do tasks or counsel 
on disease areas they had not been trained on, or clients 
requested specific medications or tests that they do not 
routinely administer.

“...We also add some stuff that we were not trained 
on such as malaria and sanitation. Sometimes even 
cancer we tackle. When they ask us difficult ques-
tions, we refer them to the doctors. So we already 
have too much work.” CHW in Dambe

“Clients ask us for simple supplies like paracetamol 
and some contraceptives. Sometimes people walk 
long distances to the hospital just to receive pain 
killers. The community expects us to have such in 
stock for easy accessibility.” CHW in Chifunga
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Similarly, at a health facility level, CHW participants 
described that their ability to reach clients at the house-
hold level and provide high-quality screening, referral, 
and care placed their services in high demand. There-
fore, when designing new programs, the organization 
or health facility included new tasks requiring CHW 
involvement with expansion of care delivery.

“ … Also there are some projects that just come in 
and require our involvement since we are best suited 
in the communities … .” SCHW in Midzemba

Again, this recognition and value in CHW work enabled 
their performance. However, even though this shows the 
highly valued work the CHWs perform, with too many 
additional tasks and increased scope, it increased CHW 
workload and scope which challenged their performance.

“ … And then they keep adding jobs … because we 
have a lot of tasks. After 3 weeks we are supposed to 
submit reports to our supervisor so we really work 
under pressure … ” CHW in Zalewa

In the household model, the number of households in 
original job descriptions was set to 20–40 for CHWs and 
10–15 for SCHWs. However, with adjustments in house-
hold assignments due to village growth, replacement of 
CHWs, and sometimes personal relationships with cli-
ents, many of the CHWs reported taking on additional 
households above the target number. CHWs indicated 
that this could be caused by their own motivation to take 
on additional households. However, it could also be due 
to attrition, geographical adjustments, or other CHW’s 
lack of work in other circumstances. No matter the rea-
son, with more households, the CHWs had an increased 
workload, which affected their performance.

“The number is too big. 40 is just a limit as for me I 
have 54 houses. I cannot work efficiently as a volun-
teer. I am just a volunteer as such I fail to visit all the 
houses in one month as a result some are not visited.” 
CHW in Ligowe

“I was given 15 households but now I have 25 as 
some households were not comfortable with their 
CHWs and some CHWs had more households and 
I just had to relieve them. As such, I have more pres-
sure and my output is affected.” SCHW in Midzemba

Workplace relationships
There is a supervision structure in the household model 
as described in the methods with CHWs reporting to 
SCHWs and SCHWs reporting to SSs. CHWs reported 
that this structure with mentorship and supportive 

supervision facilitated relationships between CHWs and 
the overall function of the program. Having two higher-
level cadres to support CHWs, allowed for knowledge 
and skills transfer, improved delivery of tasks and shared 
supervisor and peer support in working through chal-
lenges. This support enabled the CHWs to perform their 
tasks to the high standards of care.

“When I have a problem, I make it known to the sen-
ior so that I can be assisted before the issue goes to 
the site supervisor... The Site Supervisor also helps us 
with skills on how to approach the household which 
may be difficult or unapproachable. They also visit 
our households. They teach and then tell me where I 
have done well as well as where I have not done well 
and then corrects me.” CHW in Zalewa

“We interact well with our CHWs. We hold meetings 
where we discuss challenges that they meet so that 
together we can find a solution. The frequent meet-
ings help us to build a good relationship and work 
together. We also mentor them in areas where we feel 
that they are not doing well. We interact with the 
Site supervisor during the meeting when we submit 
reports and we discuss issues that we have failed to 
handle in the community.” SCHW in Dambe

Despite many positive outputs through the supervisory 
and peer support structure, there were some difficulties 
reported in interpersonal relationships between CHWs 
that challenged performance. This was discussed in the 
FGDs most often through the example of a CHW who is 
older or has worked longer than their supervising SCHW. 
In some situations, these differences led to the older or 
more experienced CHW not being open to constructive 
criticism or instructions from the supervising SCHW, 
leading to a strained interpersonal relationship on both 
sides. However, it was discussed that site supervisors had 
aided in building positive working relationships between 
CHWs and SCHWs, which had improved this challenge.

“Some CHWs who have worked longer than us the 
SCHWs do not take instructions as they think they 
know the work better than we do. Of course, the 
SS has been tackling this issue such that the cur-
rent situation is better off than at first.” SCHW in 
Midzemba

Work environment
The household model provides CHWs with teaching aids 
such as charts, job cards, and booklets used for education 
in households. With these inputs, CHWs felt enabled to 
complete tasks and are easily identified in the community 
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as health care workers as they carry the materials from 
house to house.

“At some point we were given bags so when we move 
around carrying our registers in those bags, we could 
hear people pointing at us that those are health 
workers. It feels good to be recognized as somebody 
in the community. Some even call us doctors when 
they see us with our teaching aids. So, by giving us 
such supplies, we feel very good.” CHW in Zalewa

Despite the educational materials enabling the CHW 
work, CHWs reported the need for additional and 
enhanced teaching aids to continue their high-quality 
services. The CHWs expressed that with updated edu-
cational materials or teaching aids to leave with cli-
ents, would have an increased beneficial impact on the 
community.

“Here in Ligowe we do not have enough teaching 
aids. We would therefore appreciate if we can be 
considered e.g. family planning, some have, others 
do not have … enlarge font for teaching aids as some 
elderly clients fail to see properly … we should have 
more teaching aids so that you leave them a copy to 
go through and then ask questions during the next 
visit. Some people even ask us to be writing notes for 
them so that they can have notes to go through when 
we are away.” CHW in Chifunga

Additionally, the CHWs work in very rural and remote 
terrain with several months of daily rainfall that chal-
lenges their ability to deliver services. CHWs expressed 
that regularly replenished protective gear would allow 
them to more frequently visit all assigned households and 
motivate them through the show of support with these 
inputs.

“As we approach the rainy season, the management 
should consider buying us necessary materials e.g. 
boots, raincoats and necessary bags. We feel com-
plete with such supplies … it has taken long since we 
were given the same and they are worn out.” CHW in 
Dambe

Even though attrition overall is low in the household 
model, with a workforce of > 1200 members, it occurs 
that CHWs need to be replaced. CHWs reported a chal-
lenge when new CHWs are recruited within the house-
hold model and are not immediately trained by the CHW 
leadership. Then existing SCHWs are required to visit 
households without a current CHW, and then when 
the replacement is hired, sometimes even train him or 
her. Participants noted that when this occurs, the added 
work on the current CHW results in demotivation. Fur-
thermore, there were concerns by the CHWs that the 

replacements trained only by the lower-level cadres 
might not be best prepared for scheduled tasks and per-
formance to the standards set in the household model.

“Yes, though not a lot but we have CHWs who 
resigned and opted for greener pastures … on top of 
our heavy workload, we have to provide on job train-
ing for the new joiners. Mind you, such CHWs can-
not perform the same way as those that went through 
normal training since we can also forget some things. 
It is important that management should look into 
this seriously.” SCHW in Midzemba

In the household model, CHWs and SCHWs are hired as 
volunteers who receive a stipend for their work with the 
expectation that it supplements other income or work. 
However, during FGDs, the CHWs noted that the routine 
tasks in the expected time were too much for a volunteer 
and challenged their performance. CHWs expressed that 
their stipend should increase or be fully employed by the 
organization, which would further recognize them as 
trusted primary health care professionals; and, in turn, 
motivate them.

“The work is too much such that we do not find 
time to do our own things that can help us generate 
income to earn a living, we would therefore appreci-
ate if our stipend is increased so that we do not com-
plain if we spend more time on it.” CHW in Zalewa

“As you know we are volunteers. Much as we appre-
ciate the money we receive, in real sense it is too lit-
tle, so we need to be doing other things to earn a liv-
ing. If they can hire us as employees, I think it could 
be good for us as we will be able to dedicate our time 
to the fullest. In this way, things will go on smoothly.” 
CHW in Ligowe

Geographic accessibility
Neno district has very challenging and mountainous ter-
rain, especially in the rainy season with flooded rivers, 
mudslides, and impassable roads. Furthermore, some vil-
lages and areas have households with long distances in 
between them. Thus CHWs reported mobility challenges 
even with reasonable household allocations, which chal-
lenges their performance. There were recommendations 
for transport support to improve outputs.

“Some of us walk long distance to reach households 
that are within our villages so they should provide us 
with bicycles. In my case, sometimes I work through-
out the day just to cover three households because 
my households are very far apart...” CHW in Zalewa
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Due to a broader geographical area in supervision and 
sputum collection, SCHWs are provided transport sup-
port with bicycles. However, SCHWs reported that with 
rough conditions and a lack of repair, the bicycles break 
down and are unusable. Similarly, to no transport sup-
port, the lack of reliable transport decreases the SCHW 
performance. There were appeals made to improve trans-
port conditions for enhanced performance for all CHWs.

“I travel long and hilly distances to the facility hence 
the bicycles that we have do not help at all … at least 
if we had push bikes … sometimes they break down 
on our way to the hospital to submit sputum and we 
just return back home despite covering a long dis-
tance. This demotivates us.” SCHW in Dambe

Discussion
By utilizing the dual-factor theory, examination of intrin-
sic and extrinsic factors can enhance understanding of 
enabling and challenging factors in CHW performance 
to improve primary healthcare delivery. The results of 
this exploratory study of CHW show that enabling fac-
tors are mostly intrinsic with positive patient outcomes, 
community respect, and recognition by the formal health 
care system. Extrinsic factors can also enable CHWs 
to work in supportive relationships between CHWs 
and supervisors and provided educational materials to 
enhance performance. The challenges mainly lay within 
extrinsic factors: increased scope and workload, lack of 
up-to-date resources and transport support, and rugged 
geography. One interesting connection between intrinsic 
and extrinsic factors was that the CHWs were motivated 
by intrinsic factors of positive patient outcomes and the 
corresponding trust and confidence in their care by the 
community and health facility staff through their capable 
work. However, this led in some circumstances to extrin-
sic challenges of additional workload and increased scope 
of work that led to CHW performance and demotivation 
challenges.

Most of the intrinsic factors in the household model 
were enabling from the perspective of the CHWs. 
Through the CHWs providing high-quality screen-
ing, referral, and patient follow-up, the patients have 
improved health knowledge, care-seeking behaviors, and 
outcomes. Furthermore, the CHWs felt well respected 
and trusted in their communities, with relationships 
built on trust and empathy from this beneficial impact. 
This echoes findings in other studies where CHW’s moti-
vation stems from interpersonal relationships of trust 
and social standing in the community [38–42]. These 
factors encourage CHWs to improve performance and 
extend themselves to help their communities, leading to 
deeper relationships with individuals and going above 

and beyond their job description. Examples in this study 
include paying out of pocket for patients’ healthcare 
costs, providing housework, or moderating interpersonal 
relationships. Even though these actions were altruistic 
and born from the firm social connections between the 
CHWs and their patients and communities, it challenges 
the CHWs in expanding the scope and work required 
beyond their formal expectations. Similarly, Oliver et al. 
[14] demonstrated that the integrative role of CHWs ena-
bles effective care and places CHWs straddling the tasks 
of formal health care providers and more of a “social 
work” function within the community that can lead to 
tension and dissatisfaction.

Participants reported an excellent working relationship 
with the formal health care providers with the intrinsic 
factor of recognition of their work which motivated the 
CHWs. A Cochrane review [38] on barriers and facilita-
tors of CHW implementation showed that support from 
health systems gives CHWs creditability. Furthermore, 
health professionals often appreciate the CHW’s contri-
butions in reducing workload along with their communi-
cation skills, referrals, and commitment to patients [38].

However, one challenging extrinsic factor is that with 
increased CHW scope and workload imposed by them-
selves and health facility staff, CHWs can feel demoti-
vated with barriers to optimized service delivery. For 
example, the CHWs often meet additional requests for 
information and screening on tasks outside the eight 
disease focus areas, expanded scope of responsibilities, 
and take on additional households. Task shifting is typi-
cal in CHW programs in low-resourced settings but is an 
important extrinsic factor that can lead to demotivation 
and decrease program effectiveness [1, 38, 43–45]. In 
Malawi specifically, a prior study conducted on the com-
munity health workers at the facility level (e.g., HSAs) 
demonstrated that heavy workload and competing tasks 
lead to health care workers not performing all their 
assigned tasks [46]. Therefore, it is not surprising in this 
context that health facility staff may utilize the CHWs to 
perform some of their tasks due to their own overbur-
dening. In this sense, the use of CHWs as “foot soldiers” 
for the HSAs is successful task shifting as seen in other 
settings and endorsed by the World Health Organiza-
tion (WHO) to tackle health worker shortages [47–49]. 
However, performance and motivation can waiver with 
task shifting, as suggested by the CHWs in this study and 
others [47, 50]. As clearly defined by the WHO, checks, 
and balances on workload and provider capabilities are 
required to protect the health care workers and patients 
in care from maintaining high-quality care and perfor-
mance [47]. Therefore, to successfully utilize the HSAs 
and CHWs to provide care in the rural Neno district, we 
must ensure both cadres have clarity of responsibilities 
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with enough staff, time, and training to perform tasks 
adequately. They must be supported with solid leader-
ship and governance without overburdening with result-
ant demotivation and potentially poor performance with 
poor client care.

Challenging extrinsic factors included workplace envi-
ronment, training and resources, and difficult geographi-
cal accessibility with lack of transportation. Other CHW 
studies in India and South Africa highlight similar bar-
riers [16, 22]. Training and capacity building are vital 
components of CHW programs as it distinguishes CHWs 
from being just another concerned member of the com-
munity. However, we found that training sometimes was 
left to the CHW supportive supervision structure, which 
added to their workload and dissatisfaction. Furthermore, 
there was concern that training by peers could be sub-
standard to formalized training by CHW leadership. Out 
of date or inadequate job aids, equipment, and resources 
also constrain CHW effectiveness and motivation. With-
out all relevant resources and tools, CHWs feel that they 
are not giving the health education desired by the com-
munity and may become less relevant. Even though mon-
etary incentives are debated within CHW programs, we 
found that CHWs appreciated their stipend in exchange 
for their professional services. Furthermore, due to the 
tasks at hand, time requirements, and needs within the 
community, through the FGDs the CHWs requested 
increased stipends or full employment benefits from the 
organization to match the amount of work expected and 
to motivate them. Similarly, other community health 
worker studies in Malawi and beyond have identified low 
salaries as dissatisfiers to their work [32, 38, 44, 50].

In community-based care, challenging geographical 
environments and inadequate transportation are com-
mon problems, especially in mountainous and poorly 
developed areas [1, 9, 51, 52]. Although the program 
was designed for CHWs to provide services within their 
community and within walking distance, the reality from 
the discussions with CHWs is that they can cover much 
larger areas. Without reliable transportation and added 
households outside their communities, the lack of acces-
sibility added to CHW workload and travel decreased 
performance and household visits. Likewise, other stud-
ies have shown that frequently required visits, broad 
geographical coverage, and lack of transportation were 
dissatisfiers of the CHW work environment [22, 50, 52]. 
Considerations for programmatic improvement include 
redistribution of households to decrease walking dis-
tances and limit household numbers and investigation of 
reliable transportation solutions.

Our findings show that bidirectional solid and support-
ive relationships between CHWs themselves and super-
visors encourage collaborative work and increase morale. 

Barriers to interpersonal relationships between CHWs 
can be due to older CHWs or more experience reporting 
to those younger or without experience. This interper-
sonal relationship factor is extrinsic through the relation-
ships and work environment but has the intrinsic aspect 
of peer recognition. Similar to our findings, prior studies 
on CHW performance show that supportive supervision 
and mentorship are critical to program success, along 
with the opportunity to share experiences with fellow 
CHWs [11, 15]. Programmatic improvement considera-
tions include clear, high-quality performance standards 
for supervisors not based on age or length of service with 
clear communication to all CHWs with work on produc-
tive and bidirectional relationships between CHWs and 
supervisors.

CHWs are critical “bridges” between the community 
and the facility-based primary health care system that 
provide competent care within the community [4]. This 
study demonstrated important enabling intrinsic and 
extrinsic factors for CHWs such as education and teach-
ing aids, robust supportive supervision, positive patient 
outcomes, and trusting relationships between CHWs 
and communities and health facility staff. However, there 
is also a need to improve both levels to facilitate CHW 
motivation and performance with key recommendations 
from this study. Firstly, we must ensure CHWs and health 
facility staff, including HSAs, have clarity of responsibili-
ties with adequate staff, time, inputs, and training to per-
form tasks adequately. Secondly, strong leadership and 
governance are required to ensure positive client care 
and outcomes that motivate health care staff with opti-
mized performance.

Furthermore, attention to interpersonal relationships 
between peers and supervisors must be prioritized with 
adequate training, teaching resources, transport, and 
monetary incentives to motivate high-quality work. 
Lastly, many CHWs are deployed in rural and remote 
areas taking care of clients without immediate access to 
facilities. We must ensure that CHW leadership struc-
tures and CHWs jointly set scheduled tasks, scope, and 
geographical spread for a motivated and productive 
CHW workforce to provide high-quality care delivery to 
rural populations. Further investigations into CHW per-
formance may include health facility staff perspective and 
expectations of CHW work, valuable support systems for 
CHWs, optimized educational tools from the perspective 
of health facility staff, CHWs, and clients, how to facili-
tate CHW peer, community, and facility recognition, and 
trust.

Limitations
This study was conducted in a small rural and remote dis-
trict in Malawi, limiting generalizability. However, Neno 



Page 11 of 13Ndambo et al. BMC Health Services Research          (2022) 22:179  

District has similar geographical and socioeconomic 
aspects to many rural areas in Sub-Saharan Africa, with 
several themes shared amongst the literature on motiva-
tion and job performance in CHWs. The study was con-
ducted in the stated household model program focusing 
on screening, linkage, and patient follow-up without 
CHWs providing direct diagnostics or medication, which 
differs in scope from other CHW programs even within 
Malawi and other countries. However, many of the chal-
lenges and enablers found in this study are universal 
for health care workers, as demonstrated in other stud-
ies referenced, and can be utilized when implementing 
or improving community health worker programs and 
projects.

Conclusion
This study demonstrated enabling factors and challenges 
for CHW performance from their perspective within 
the dual-factor theory. We propose an enhancement of 
capable and motivated CHWs to facilitate trusting rela-
tionships that lead to positive patient outcomes while 
improving the clarity of responsibilities with adequate 
staff, transport, and training to perform tasks adequately. 
We recommend CHW programs provide robust training 
and education, supportive supervision, and leadership 
with jointly set scheduled tasks, scope, and geographical 
spread for a motivated and productive CHW workforce. 
Empowering CHWs by raising awareness and working 
together to mitigate challenges and enhance motivational 
factors can engage them as active partners in program-
matic improvement to deliver high-quality primary care 
in the community.

Abbreviations
CHWs: Community Health Workers; PIH: Partners In Health; APZU: Abwenzi Pa 
Za Umoyo; TB: Tuberculosis; NCDs: Non Communicable Diseases; STIs: Sexually 
Transmitted Infections; FGDs: Focus Group Discussions; SCHWs: Senior Com-
munity Health Workers; SSs: Site Supervisors; HIV: Human Immunodeficiency 
Virus; ART : Antiretroviral Therapy; HSA: Health Surveillance Assistant.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12913- 022- 07558-6.

Additional file 1. 

Additional file 2. 

Acknowledgments
We are grateful to the CHWs, SCHWs, Healthcare workers, patients, and 
community members who participated in the study. We acknowledge the 
Samuel Family Foundation for the financial support and the APZU community 
health, clinical, monitoring and evaluation, and operations departments for 
the collaborations. We acknowledge the District Health Management Team 
and health care workers of the Neno District for the work they do for patients 
and the support given to the CHWs. We appreciate the support rendered by 

the following research assistants: Marcus Gondwe, Elizabeth Kayange, and 
Mumderanji Balakasi.

Authors’ contributions
MKN, BN, and EC conceptualized and designed the study. MKN collected data, 
analyzed data, and drafted the manuscript with assistance from BN and EC. 
BN and EC also reviewed the transcripts and the codebook. EC, BN, FM, and 
MBA reviewed the manuscript, provided input, and suggested additions and 
changes. All authors read and approved the final manuscript.

Funding
This study was supported by the Samuel Family Foundation, Canada (PIHC 
project MA.LI.CHW.17). The funding body had no role in the study’s design, 
data collection, analysis, interpretation of data, or write-up of the manuscript.

Availability of data and materials
The dataset generated and analyzed during the current study is not publicly 
available. Even without identifiers such as names, the dataset could potentially 
hold identifiable participant information in aggregate form due to sex and 
catchment area along with potential disease status. Neno District is a small 
district, and with potential identifiers, we believe it would be ethically inappro-
priate to publicly share the data that could reveal our participants’ identities 
if read by someone within the district. The dataset or part of it could be avail-
able from the corresponding author on reasonable request with permission 
from the Neno District Research Committee (apzur esear ch@ pih. org).

Declarations

Ethics approval and consent to participate
This study was approved by the National Health Science Research Committee 
(NHSRC) in Malawi with protocol number 1059 titled “Lessons Learned from 
Monitoring and Evaluation of Community Health Initiatives in Neno District, 
Malawi.” Written informed consent was obtained from all participants before 
data collection. The study was conducted by the Declaration of Helsinki 
guidelines and regulations.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Partners In Health/Abwenzi Pa Za Umoyo, PO Box 56, Neno, Blantyre, Malawi. 
2 Division of Pediatrics, University of Cincinnati College of Medicine, 3230 Eden 
Ave, Cincinnati, OH 45267, USA. 3 Division of Hospital Medicine, Cincinnati Chil-
dren’s Hospital Medical Center, 3333 Burnet Ave, Cincinnati, OH 45529, USA. 

Received: 17 June 2021   Accepted: 23 December 2021

References
 1. Jaskiewicz W, Tulenko K. Increasing community health worker 

productivity and effectiveness: a review of the influence of the work 
environment. Hum Resour Health. 2012;10:38. https:// doi. org/ 10. 1186/ 
1478- 4491- 10- 38.

 2. Schneider H, Okello D, Lehmann U. The global pendulum swing towards 
community health workers in low- and middle-income countries: a 
scoping review of trends, geographical distribution and programmatic 
orientations, 2005 to 2014. Hum ResourHealth. 2016;14(1):65. https:// doi. 
org/ 10. 1186/ s12960- 016- 0163-2.

 3. Kok MC, Broerse JEW, Theobald S, Ormel H, Dieleman M, Taegtmeyer M. 
Performance of community health workers: situating their intermediary 
position within complex adaptive health systems. Hum Resour Health. 
2017;15(1):59. https:// doi. org/ 10. 1186/ s12960- 017- 0234-z.

 4. Lehmann U, Sanders D. Community health workers: what do we know 
about them? The state of evidence on Programmes, activities, costs 
and impact on health outcomes of using community health workers. 

https://doi.org/10.1186/s12913-022-07558-6
https://doi.org/10.1186/s12913-022-07558-6
apzuresearch@pih.org
https://doi.org/10.1186/1478-4491-10-38
https://doi.org/10.1186/1478-4491-10-38
https://doi.org/10.1186/s12960-016-0163-2
https://doi.org/10.1186/s12960-016-0163-2
https://doi.org/10.1186/s12960-017-0234-z


Page 12 of 13Ndambo et al. BMC Health Services Research          (2022) 22:179 

Geneva: Department of Human Resources for Health; 2007. Available 
from: https:// www. who. int/ hrh/ docum ents/ commu nity_ health_ worke 
rs. pdf

 5. Lewin S, Munabi-Babigumira S, Glenton C, Daniels K, Bosch-
Capblanch X, van Wyk BE, et al. Lay health workers in primary and 
community health care for maternal and child health and the 
management of infectious diseases. Cochrane Database Syst Rev. 
2010;2010(3):Cd004015. https:// doi. org/ 10. 1002/ 14651 858. CD004 015. 
pub3.

 6. Pérez LM, Martinez J. Community health workers: social justice and policy 
advocates for community health and well-being. Am J Public Health. 
2008;98(1):11–4. https:// doi. org/ 10. 2105/ ajph. 2006. 100842.

 7. Ochieng B, Akunja E, Edwards N, Mombo D, Marende L, Kaseje DC. 
Perceptions of health stakeholders on task shifting and motivation of 
community health workers in different socio demographic contexts in 
Kenya (nomadic, peri-urban and rural agrarian). BMC Health Serv Res. 
2014;14 Suppl 1(Suppl 1):S4. https:// doi. org/ 10. 1186/ 1472- 6963- 14- s1- s4.

 8. Perry HB, Zulliger R, Rogers MM. Community health workers in low-, mid-
dle-, and high-income countries: an overview of their history, recent evo-
lution, and current effectiveness. Annu Rev Public Health. 2014;35:399–
421. https:// doi. org/ 10. 1146/ annur ev- publh ealth- 032013- 182354.

 9. Jerome G, Ivers LC. Community health workers in health systems 
strengthening: a qualitative evaluation from rural Haiti. AIDS (London, 
England). 2010;24 Suppl 1(Suppl 1):S67–72. https:// doi. org/ 10. 1097/ 01. 
aids. 00003 66084. 75945. c9.

 10. Nxumalo N, Goudge J, Manderson L. Community health workers, recipi-
ents’ experiences and constraints to care in South Africa - a pathway to 
trust. AIDS Care. 2016;28 Suppl 4:61–71. https:// doi. org/ 10. 1080/ 09540 
121. 2016. 11954 84.

 11. Celletti F, Wright A, Palen J, Frehywot S, Markus A, Greenberg A, et al. Can 
the deployment of community health workers for the delivery of HIV 
services represent an effective and sustainable response to health work-
force shortages? Results of a multicountry study. AIDS (London, England). 
2010;24 Suppl 1:S45–57. https:// doi. org/ 10. 1097/ 01. aids. 00003 66082. 
68321. d6.

 12. van Pletzen E, Zulliger R, Moshabela M, Schneider H. The size, character-
istics and partnership networks of the health-related non-profit sector 
in three regions of South Africa: implications of changing primary health 
care policy for community-based care. Health Policy Plan. 2014;29(6):742–
52. https:// doi. org/ 10. 1093/ heapol/ czt058.

 13. Adam MB, Dillmann M, Chen MK, Mbugua S, Ndung’u J, Mumbi P, et al. 
Improving maternal and newborn health: effectiveness of a community 
health worker program in rural Kenya. Plos One. 2014;9(8):e104027. 
https:// doi. org/ 10. 1371/ journ al. pone. 01040 27.

 14. Oliver M, Geniets A, Winters N, Rega I, Mbae SM. What do community 
health workers have to say about their work, and how can this inform 
improved programme design? A case study with CHWs within Kenya. 
GlobHealth Action. 2015;8:27168. https:// doi. org/ 10. 3402/ gha. v8. 27168.

 15. Dieleman M, Cuong PV, Anh LV, Martineau T. Identifying factors for job 
motivation of rural health workers in North Viet Nam. Hum Resour Health. 
2003;1(1):10. https:// doi. org/ 10. 1186/ 1478- 4491-1- 10.

 16. Sarin E, Lunsford SS. How female community health workers navigate 
work challenges and why there are still gaps in their performance: a look 
at female community health workers in maternal and child health in 
two Indian districts through a reciprocal determinism framework. Hum 
Resour Health. 2017;15(1):44. https:// doi. org/ 10. 1186/ s12960- 017- 0222-3.

 17. Scott K, Shanker S. Tying their hands? Institutional obstacles to the suc-
cess of the ASHA community health worker programme in rural north 
India. AIDS Care. 2010;22 Suppl 2:1606–12. https:// doi. org/ 10. 1080/ 09540 
121. 2010. 507751.

 18. Sharma R, Webster P, Bhattacharyya S. Factors affecting the performance 
of community health workers in India: a multi-stakeholder perspective. 
Glob Health Action. 2014;7:25352. https:// doi. org/ 10. 3402/ gha. v7. 25352.

 19. Herzberg, Frederick, Bernard Mausner, and Barbara B. Snyderman. The 
Motivation to Work. London, New York, Routledge: Taylor & Francis Group, 
2017. Accessed at https:// www. world cat. org/ title/ motiv ation- to- work/ 
oclc/ 10104 98173? refer er= di& ht= editi on.

 20. Akintola O, Chikoko G. Factors influencing motivation and job satisfaction 
among supervisors of community health workers in marginalized com-
munities in South Africa. Hum Resour Health. 2016;14(1):54. https:// doi. 
org/ 10. 1186/ s12960- 016- 0151-6.

 21. Dieleman M, Toonen J, Touré H, Martineau T. The match between motiva-
tion and performance management of health sector workers in Mali. 
Hum Resour Health. 2006;4:2. https:// doi. org/ 10. 1186/ 1478- 4491-4-2.

 22. Majee W, Schopp L, Johnson L, Anakwe A, Rhoda A, Frantz J. Emerging 
from the Shadows: Intrinsic and Extrinsic Factors Facing Community 
Health Workers in Western Cape, South Africa. Int J Environ Res Public 
Health. 2020;17(9). https:// doi. org/ 10. 3390/ ijerp h1709 3199.

 23. Bonenberger M, Aikins M, Akweongo P, Wyss K. The effects of health 
worker motivation and job satisfaction on turnover intention in Ghana: a 
cross-sectional study. HumResour Health. 2014;12:43. https:// doi. org/ 10. 
1186/ 1478- 4491- 12- 43.

 24. Willis-Shattuck M, Bidwell P, Thomas S, Wyness L, Blaauw D, Ditlopo P. 
Motivation and retention of health workers in developing countries: a 
systematic review. BMC Health Serv Res. 2008;8:247. https:// doi. org/ 10. 
1186/ 1472- 6963-8- 247.

 25. National Statistical Office. Malawi Population and Housing Census Report 
- 2018. Zomba; 2019. Cited Feburary 2, 2019. Available from: http:// www. 
nsoma lawi. mw/ images/ stori es/ data_ on_ line/ demog raphy/ census_ 
2018/ 2018% 20Pop ulati on% 20and% 20Hou sing% 20Cen sus% 20Pre limin 
ary% 20Rep ort. pdf

 26. National Statistical Office/Malawi, ICF. Malawi Demographic and Health 
Survey 2015–16. Zomba: National Statistical Office and ICF; 2017. Cited 
June 25, 2018. Available from: http:// dhspr ogram. com/ pubs/ pdf/ FR319/ 
FR319. pdf

 27. McBain RK, Petersen E, Tophof N, Dunbar EL, Kalanga N, Nazimera L, et al. 
Impact and economic evaluation of a novel HIV service delivery model in 
rural Malawi. AIDS (London, England). 2017;31(14):1999–2006. https:// doi. 
org/ 10. 1097/ qad. 00000 00000 001578.

 28. Wroe EB, Dunbar EL, Kalanga N, Dullie L, Kachimanga C, Mganga A, et al. 
Delivering comprehensive HIV services across the HIV care continuum: a 
comparative analysis of survival and progress towards 90–90-90 in rural 
Malawi. BMJ Glob Health. 2018;3(1):e000552. https:// doi. org/ 10. 1136/ 
bmjgh- 2017- 000552.

 29. Dunbar EL, Wroe EB, Nhlema B, Kachimanga C, Gupta R, Taylor C, et al. 
Evaluating the impact of a community health worker programme on 
non-communicable disease, malnutrition, tuberculosis, family planning 
and antenatal care in Neno, Malawi: protocol for a stepped-wedge, 
cluster randomised controlled trial. BMJ Open. 2018;8(7):e019473. https:// 
doi. org/ 10. 1136/ bmjop en- 2017- 019473.

 30. Ministry of Health -Government of the Republic of Malawi. Malawi 
National Community Health Strategy 2017–2022: integrating health ser-
vices and engaging communities for the next generation 2017. Available 
from: https:// www. healt hynew bornn etwork. org/ resou rce/ malawi- natio 
nal- commu nity- health- strat egy- 2017- 2022/.

 31. Callaghan-Koru JA, Hyder AA, George A, Gilroy KE, Nsona H, Mtimuni A, 
et al. Health workers’ and managers’ perceptions of the integrated com-
munity case management program for childhood illness in Malawi: the 
importance of expanding access to child health services. Am J Trop Med 
Hyg. 2012;87(5 Suppl):61–8. https:// doi. org/ 10. 4269/ ajtmh. 2012. 11- 0665.

 32. Kok MC, Muula AS. Motivation and job satisfaction of health surveil-
lance assistants in Mwanza, Malawi: an explorative study. Malawi Med J. 
2013;25(1):5–11.

 33. World MA. World medical association declaration of Helsinki. Ethical prin-
ciples for medical research involving human subjects. Bull World Health 
Organ. 2001;79(4):373–4.

 34. Graneheim UH, Lundman B. Qualitative content analysis in nursing 
research: concepts, procedures and measures to achieve trustworthiness. 
Nurse Educ Today. 2004;24(2):105–12. https:// doi. org/ 10. 1016/j. nedt. 2003. 
10. 001.

 35. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 
2006;3(2):77–101. https:// doi. org/ 10. 1191/ 14780 88706 qp063 oa.

 36. Burnard P, Gill P, Stewart K, Treasure E, Chadwick B. Analysing and present-
ing qualitative data. Br Dent J. 2008;204(8):429–32. https:// doi. org/ 10. 
1038/ sj. bdj. 2008. 292.

 37. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative 
research (COREQ): a 32-item checklist for interviews and focus groups. Int 
J Qual Health Care. 2007;19(6):349–57. https:// doi. org/ 10. 1093/ intqhc/ 
mzm042.

 38. Glenton C, Colvin CJ, Carlsen B, Swartz A, Lewin S, Noyes J, et al. Barriers 
and facilitators to the implementation of lay health worker programmes 
to improve access to maternal and child health: qualitative evidence 

https://www.who.int/hrh/documents/community_health_workers.pdf
https://www.who.int/hrh/documents/community_health_workers.pdf
https://doi.org/10.1002/14651858.CD004015.pub3
https://doi.org/10.1002/14651858.CD004015.pub3
https://doi.org/10.2105/ajph.2006.100842
https://doi.org/10.1186/1472-6963-14-s1-s4
https://doi.org/10.1146/annurev-publhealth-032013-182354
https://doi.org/10.1097/01.aids.0000366084.75945.c9
https://doi.org/10.1097/01.aids.0000366084.75945.c9
https://doi.org/10.1080/09540121.2016.1195484
https://doi.org/10.1080/09540121.2016.1195484
https://doi.org/10.1097/01.aids.0000366082.68321.d6
https://doi.org/10.1097/01.aids.0000366082.68321.d6
https://doi.org/10.1093/heapol/czt058
https://doi.org/10.1371/journal.pone.0104027
https://doi.org/10.3402/gha.v8.27168
https://doi.org/10.1186/1478-4491-1-10
https://doi.org/10.1186/s12960-017-0222-3
https://doi.org/10.1080/09540121.2010.507751
https://doi.org/10.1080/09540121.2010.507751
https://doi.org/10.3402/gha.v7.25352
https://www.worldcat.org/title/motivation-to-work/oclc/1010498173?referer=di&ht=edition
https://www.worldcat.org/title/motivation-to-work/oclc/1010498173?referer=di&ht=edition
https://doi.org/10.1186/s12960-016-0151-6
https://doi.org/10.1186/s12960-016-0151-6
https://doi.org/10.1186/1478-4491-4-2
https://doi.org/10.3390/ijerph17093199
https://doi.org/10.1186/1478-4491-12-43
https://doi.org/10.1186/1478-4491-12-43
https://doi.org/10.1186/1472-6963-8-247
https://doi.org/10.1186/1472-6963-8-247
http://www.nsomalawi.mw/images/stories/data_on_line/demography/census_2018/2018%20Population%20and%20Housing%20Census%20Preliminary%20Report.pdf
http://www.nsomalawi.mw/images/stories/data_on_line/demography/census_2018/2018%20Population%20and%20Housing%20Census%20Preliminary%20Report.pdf
http://www.nsomalawi.mw/images/stories/data_on_line/demography/census_2018/2018%20Population%20and%20Housing%20Census%20Preliminary%20Report.pdf
http://www.nsomalawi.mw/images/stories/data_on_line/demography/census_2018/2018%20Population%20and%20Housing%20Census%20Preliminary%20Report.pdf
http://dhsprogram.com/pubs/pdf/FR319/FR319.pdf
http://dhsprogram.com/pubs/pdf/FR319/FR319.pdf
https://doi.org/10.1097/qad.0000000000001578
https://doi.org/10.1097/qad.0000000000001578
https://doi.org/10.1136/bmjgh-2017-000552
https://doi.org/10.1136/bmjgh-2017-000552
https://doi.org/10.1136/bmjopen-2017-019473
https://doi.org/10.1136/bmjopen-2017-019473
https://www.healthynewbornnetwork.org/resource/malawi-national-community-health-strategy-2017-2022/
https://www.healthynewbornnetwork.org/resource/malawi-national-community-health-strategy-2017-2022/
https://doi.org/10.4269/ajtmh.2012.11-0665
https://doi.org/10.1016/j.nedt.2003.10.001
https://doi.org/10.1016/j.nedt.2003.10.001
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1038/sj.bdj.2008.292
https://doi.org/10.1038/sj.bdj.2008.292
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1093/intqhc/mzm042


Page 13 of 13Ndambo et al. BMC Health Services Research          (2022) 22:179  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

synthesis. Cochrane Database Syst Rev. 2013;2013(10):Cd010414. https:// 
doi. org/ 10. 1002/ 14651 858. CD010 414. pub2.

 39. Gopalan SS, Mohanty S, Das A. Assessing community health workers’ per-
formance motivation: a mixed-methods approach on India’s Accredited 
Social Health Activists (ASHA) programme. BMJ Open. 2012;2(5):e001557. 
https:// doi. org/ 10. 1136/ bmjop en- 2012- 001557.

 40. Strachan DL, Källander K, Nakirunda M, Ndima S, Muiambo A, Hill Z. 
Using theory and formative research to design interventions to improve 
community health worker motivation, retention and performance in 
Mozambique and Uganda. Hum Resour Health. 2015;13:25. https:// doi. 
org/ 10. 1186/ s12960- 015- 0020-8.

 41. Chinbuah AM, Gyapong JO, Pagnoni F, Wellington EK, Gyapong M. 
Feasibility and acceptability of the use of artemether-lumefantrine in the 
home management of uncomplicated malaria in children 6–59 months 
old in Ghana. Trop Med Int Health. 2006;11(7):1003–16. https:// doi. org/ 10. 
1111/j. 1365- 3156. 2006. 01654.x.

 42. George A, Menotti EP, Rivera D, Montes I, Reyes CM, Marsh DR. Commu-
nity case management of childhood illness in Nicaragua: transforming 
health systems in underserved rural areas. J Health Care Poor Under-
served. 2009;20(4 Suppl):99–115. https:// doi. org/ 10. 1353/ hpu.0. 0205.

 43. Liu A, Sullivan S, Khan M, Sachs S, Singh P. Community health workers in 
global health: scale and scalability. Mt Sinai J Med N Y. 2011;78(3):419–35. 
https:// doi. org/ 10. 1002/ msj. 20260.

 44. Smith S, Deveridge A, Berman J, Negin J, Mwambene N, Chingaipe E, 
et al. Task-shifting and prioritization: a situational analysis examining 
the role and experiences of community health workers in Malawi. Hum 
Resour Health. 2014;12:24. https:// doi. org/ 10. 1186/ 1478- 4491- 12- 24.

 45. Thomas LS, Buch E, Pillay Y. An analysis of the services provided by 
community health workers within an urban district in South Africa: a 
key contribution towards universal access to care. Hum Resour Health. 
2021;19(1):22. https:// doi. org/ 10. 1186/ s12960- 021- 00565-4.

 46. Chikaphupha KR, Kok MC, Nyirenda L, Namakhoma I, Theobald S. 
Motivation of health surveillance assistants in Malawi: A qualitative study. 
Malawi Med J. 2016;28(2):37–42. https:// doi. org/ 10. 4314/ mmj. v28i2.2.

 47. Taking stock: Task shifting to tackle health worker shortages. Geneva: 
World Health Organization; 2006. Cited 10 October 2021. Available from: 
https:// www. who. int/ healt hsyst ems/ task_ shift ing/ TTR_ tackle. pdf? ua=1.

 48. Keller B, McCarthy E, Bradford Vosburg K, Musonda M, Mwila J, van den 
Broek JW, et al. 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:// doi. org/ 10. 1371/ journ al. pone. 01817 40.

 49. Naburi H, Ekström AM, Mujinja P, Kilewo C, Manji K, Biberfeld G, et al. The 
potential of task-shifting in scaling up services for prevention of mother-
to-child transmission of HIV: a time and motion study in Dar es Salaam, 
Tanzania. Hum ResourHealth. 2017;15(1):35. https:// doi. org/ 10. 1186/ 
s12960- 017- 0207-2.

 50. Naburi H, Mujinja P, Kilewo C, Orsini N, Bärnighausen T, Manji K, et al. Job 
satisfaction and turnover intentions among health care staff providing 
services for prevention of mother-to-child transmission of HIV in Dar es 
Salaam, Tanzania. Hum ResourHealth. 2017;15(1):61. https:// doi. org/ 10. 
1186/ s12960- 017- 0235-y.

 51. Baqui AH, El-Arifeen S, Darmstadt GL, Ahmed S, Williams EK, Seraji HR, 
et al. Effect of community-based newborn-care intervention package 
implemented through two service-delivery strategies in Sylhet district, 
Bangladesh: a cluster-randomised controlled trial. Lancet (London, Eng-
land). 2008;371(9628):1936–44. https:// doi. org/ 10. 1016/ s0140- 6736(08) 
60835-1.

 52. Brunie A, Wamala-Mucheri P, Otterness C, Akol A, Chen M, Bufumbo L, 
et al. Keeping community health workers in Uganda motivated: key chal-
lenges, facilitators, and preferred program inputs. Glob Health Sci Pract. 
2014;2(1):103–16. https:// doi. org/ 10. 9745/ ghsp-d- 13- 00140.

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

https://doi.org/10.1002/14651858.CD010414.pub2
https://doi.org/10.1002/14651858.CD010414.pub2
https://doi.org/10.1136/bmjopen-2012-001557
https://doi.org/10.1186/s12960-015-0020-8
https://doi.org/10.1186/s12960-015-0020-8
https://doi.org/10.1111/j.1365-3156.2006.01654.x
https://doi.org/10.1111/j.1365-3156.2006.01654.x
https://doi.org/10.1353/hpu.0.0205
https://doi.org/10.1002/msj.20260
https://doi.org/10.1186/1478-4491-12-24
https://doi.org/10.1186/s12960-021-00565-4
https://doi.org/10.4314/mmj.v28i2.2
https://www.who.int/healthsystems/task_shifting/TTR_tackle.pdf?ua=1
https://doi.org/10.1371/journal.pone.0181740
https://doi.org/10.1186/s12960-017-0207-2
https://doi.org/10.1186/s12960-017-0207-2
https://doi.org/10.1186/s12960-017-0235-y
https://doi.org/10.1186/s12960-017-0235-y
https://doi.org/10.1016/s0140-6736(08)60835-1
https://doi.org/10.1016/s0140-6736(08)60835-1
https://doi.org/10.9745/ghsp-d-13-00140

	Qualitative assessment of community health workers’ perspective on their motivation in community-based primary health care in rural Malawi
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Methods
	Setting
	Community health worker household model in Neno District
	Community health worker role description
	Senior community health worker role description
	Site supervisor role description

	Study design
	Data collection
	Data analysis

	Results
	Intrinsic factors
	Patient outcomes and community respect
	Recognition by facility health care workers

	Extrinsic factors
	Position scope and workload

	Workplace relationships
	Work environment
	Geographic accessibility

	Discussion
	Limitations

	Conclusion
	Acknowledgments
	References


