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Introduction 
In 2000, the Millennium Development Goals (MDGs) were adopted by the United 

Nations for the purpose of focusing global efforts on challenging but achievable development 
targets, including the following goals for health and nutrition:1  

 
Goal 1, “Eradicate Extreme Poverty and Hunger,” calls for halving 

the proportion of people who suffer from hunger between 1990 and  
2015. 

Goal 4, “Reduce Child Mortality,” calls for reducing the under-five mortality rate by two- 
thirds, between 1990 and 2015.  

Goal 5, “Improve Maternal Health,” calls for reducing by the maternal mortality ratio  
by three fourths between 1990 and 2015.  

Goal 6, “Combat HIV/AIDS, Malaria and Other Diseases,” calls for halting and beginning  
to reverse the spread of HIV/AIDS by 2015; achieving by 2010 universal access to 
treatment for HIV/AIDS for all who need it; and halting by 2015 and beginning to 
reverse the incidence of malaria and other major diseases. 

 
In spite of considerable progress in many countries in achieving the Millennium 

Development Goals (MDGs) for health and nutrition, progress is inadequate, stalled, or even 
worsening in a number of countries, particularly in Africa.2, 3 Community Health Workers 
(CHWs) are now recognized by the World Health Organization and the Global Health Workforce 
Alliance as an integral component of the health workforce needed for the progression of 
health-related MDGs.4  

CHWs are community members who provide health-related services in their 
communities. These workers are primarily based outside of fixed health facilities, but have 
some formal but limited training provided by the health system or health program which 
sponsors their work. Their training may be only a few days or as much as 6 months or more. 
They do not, however, receive any formal professional or paraprofessional certificate or tertiary 
education degree. They may receive a salary, receive some kind of incentive, or work entirely 
on a voluntary basis. 

The purpose of this document is to review the effectiveness of CHWs and CHW 
programs in achieving the health-related MDGs, to examine the important determinants of 
CHW program effectiveness, and to make recommendations for how CHW programs can assist 
in accelerating progress towards achieving the health-related MDGs. 
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Methodology 
We have reviewed the recent published evidence from the scientific literature regarding 

the effectiveness of community health workers (CHWs), including trained traditional birth 
attendants (TTBAs) and community-based midwives, in providing effective interventions at the 
community level. We specifically document evidence on CHW services related to improving 
nutritional status, reducing maternal and child mortality, and controlling the transmission of 
HIV, tuberculosis (TB) and malaria. We have also documented evidence related to CHW 
program performance and CHW cost-effectiveness. When possible, we have cited the findings 
from recent relevant literature reviews. Our findings and recommendations arise from this 
literature review as well as from expert opinion and recent conferences about CHWs held in 
2012. 

The Potential Contribution of Community Health Workers towards Achieving 
the Millennium Development Goals for Health 
 Field research has now demonstrated that the programs using CHWs can make 
important contributions to improving health- and nutrition-related behaviors, increasing 
utilization of key preventive and curative health services, and diagnosing and treating serious 
illnesses at the community level, all with beneficial effects on population health. Here, we 
review the effectiveness of CHW programs in achieving health- and nutrition-related MDGs. 
 
Effectiveness of CHWs in Improving Childhood Nutrition and Reducing Under-Five Mortality 

 
a. Improving Childhood Nutrition 

One out of every four children in developing countries is undernourished5 and 
approximately one-third of under-five mortality can be attributed to undernutrition.6 
Moreover, the effects of undernutrition on long-term physical and mental development of 
children have been well-documented.7 The contribution that CHWs have made or can make to 
the effectiveness of nutrition programs depends not only on the CHW program but on the 
efficacy of the nutritional interventions used by the CHW program. We will review some of the 
notable recent research in this area, with particular reference to the contributions made by 
CHWs. 

Exclusive breastfeeding during the first six months of life is recommended by the World 
Health Organization for optimal nutritional and health outcomes, most notably for the 
prevention of diarrhea.8 At present, only 25% of infants in low- and middle-income countries 
are exclusively breastfed during their first six months of life,6 and the extension of this approach 
to all newborns is vital to reducing under-five mortality. According to one estimate, 13% of 
under-five deaths could be prevented by the universal practice of exclusive breastfeeding 
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during the first six months of life – more than could be achieved by universal coverage of any 
other single intervention.9  The promotion of exclusive breastfeeding by CHWs through 
community-based interventions has been shown to be highly effective: a recent systematic 
review concluded that the odds ratio (a measure of intervention effectiveness) is 5.6 meaning 
that the odds of exclusively breastfeeding is 5.6 times greater for women counseled by CHWs 
that for women who were not.10 The effectiveness of CHWs in promoting appropriate feeding 
after six months of age, as measured by improvements in anthropometric measures, is minimal 
at best according to current evidence.7  
 Studies have demonstrated that CHWs can identify moderately or severely 
malnourished children in communities and help their mothers improve the nutritional status of 
their children through appreciative inquiry regarding how “positive deviants” (mothers in the 
same environment with well-nourished children) feed and care for their children.11, 12 The 
results indicate positive outcomes in terms of nutritional rehabilitation, but higher-quality 
studies in large-scale programs are needed. 11  
 Community-based management of severe acute malnutrition (CMAM) involves the 
provision of ready-to-use therapeutic foods (RUTF) in the community and providing inpatient 
care for children with complications. CMAM requires community mobilization and 
supplementary feeding programs. CHWs play an important role in organizing and administering 
this program. CMAM provides an alternative to the previous standard of inpatient care. The 
success rate for rehabilitation of children with CMAM is comparable to that for children who 
undergo hospitalized care, but the CMAM approach has made it possible to reach a much larger 
number of malnourished children – five times that reached through inpatient programs – for 
the same cost.13   

Micronutrient deficiencies in children, most notably due to a lack of vitamin A and zinc, 
are responsible for an estimated 10% of the global burden of disease in children.7 The role of 
CHWs in distributing supplements to eliminate these micronutrient deficiencies is critical. The 
most recent meta-analysis of the effect of vitamin A supplementation on child mortality 
concluded that vitamin A supplementation reduces the risk of death by 23% in geographic areas 
where there is clinical evidence of vitamin A deficiency.14 Evidence is also becoming stronger 
that daily zinc supplementation for children leads to improved growth and reduced mortality 
from diarrhea and pneumonia: the effect size on growth is 0.13-0.19 and leads to a net gain of 
0.37 cm, and there is a reduction in diarrheal mortality of 13% and pneumonia mortality of 
15%.15, 16 Recommendations for its widespread promotion in developing countries with high 
levels of under-five mortality are foreseen, and CHWs are critical to the distribution of these 
supplements. 

The regular home-based distribution of micronutrients to pregnant women, principally 
iron and folate, by CHWs has been associated with favorable results for birth weight and 
mortality in neonates and pre-term infants: intrauterine growth restriction is reduced by 14%.7 
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These micronutrients can be provided to patients at health facilities or at drug shops, but when 
CHWs provide them through routine periodic contact with families, the coverage rate is much 
higher.  

 

b. Preventing and Treating Serious Childhood Illness 
Pneumonia is the leading single cause of under-five mortality globally, accounting for 

15% of the 7.6 million deaths that are occurring annually.17 The effectiveness of CHWs in 
diagnosing and treating childhood pneumonia is well-established: a meta-analysis of seven 
published studies from Bangladesh, India, Nepal, Pakistan, the Philippines, and Tanzania 
demonstrate a reduction in total mortality of 24% and a reduction in pneumonia-specific 
mortality of 36% in under-five children.18 WHO and UNICEF now recommend that appropriately 
trained and supervised CHWs provide community case management of pneumonia.19  

Diarrhea is the second single leading cause of under-five mortality, accounting for 15% 
of deaths.17 Based on the experience and rigorous evaluations of numerous child survival 
programs carried out by Ministries of Health and NGOs in which CHWs counsel mothers about 
oral rehydration solution (ORS), their effectiveness in the prevention, diagnosis and treatment 
of diarrhea is well-established. There is also strong evidence for the addition of daily oral zinc 
with ORS, which is now recommended by WHO and UNICEF.20 

Malaria is the cause of 8% of under-five deaths globally and 16% of under-five deaths in 
Africa.17 CHWs are instrumental in interventions that reduce the transmission of malaria and 
treat malaria cases. They can distribute and promote the use of insecticide-treated bed nets, 
provide intermittent preventive therapy to pregnant women, infants and children, accurately 
diagnose malaria using rapid diagnostic tests, treat children with antibiotics, and instruct 
mothers on proper diagnosis and treatment techniques for malaria.21, 22, 23, 24, 25 For instance, 
studies have demonstrated that management of childhood malaria by CHWs reduces overall 
under-five mortality by 40% and malaria-specific under-five mortality by 60%.22, 26 

Neonatal deaths account for 41% of under-five mortality globally. Pre-term birth 
complications account for 12% of under-five mortality, birth asphyxia 9%, and infections 7%.17 A 
package of interventions provided by CHWs for home deliveries has been developed and shown 
to be effective in reducing neonatal mortality. A recent systematic review and meta-analysis of 
eight studies from Bangladesh, India, Nepal and Pakistan concluded that neonatal mortality is 
reduced by 24% with the implementation of this package of CHW services.27 The interventions 
include home visits to educate expectant and post-partum mothers about good nutrition, 
danger signs of complications during pregnancy and childbirth, cleanliness during delivery and 
care of the newborn (including airway management, hypothermia prevention, immediate and 
exclusive breastfeeding, and umbilical cord care). Home visits also include facilitating home 
deliveries and monitoring newborns for signs of neonatal infection and for antibiotic treatment 
and referral, if necessary. 
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c. Promoting and Providing Immunizations 
The widespread use of vaccines is responsible for prevention of 2.5 million deaths of 

children globally. Currently, vaccine-preventable diseases cause only 4% of under-five deaths 
(mostly from measles, pertussis and tetanus).17, 28 Maintenance and expansion of coverage of 
the standard immunizations for mothers and children against TB, polio, pertussis, diphtheria 
and measles are of critical importance for preventing a resurgence of deaths and disability due 
to these conditions. Furthermore, since new and effective vaccines against meningitis, 
pneumonia and diarrhea are being introduced in low-income settings, sustained high 
immunization coverage among mothers and children will be essential to further reduce under-
five mortality. Even with currently available vaccines, including those for pneumococcal disease 
(a cause of childhood pneumonia), rotavirus (a cause of diarrhea), and hemophilus influenza (a 
cause of pneumonia and meningitis), an additional 1.5 million deaths of children could be 
prevented if all children received routine immunizations.29 CHWs are effective at promoting 
immunization utilization, identifying children who have need immunizations, expanding 
immunization coverage, and providing immunizations.30, 31 

When CHWs provide various combinations of these interventions together, often along 
with other types of primary health care services, reductions in under-five mortality have been 
achieved. Impressive impacts on under-five mortality have been reported by using CHWs to 
reach every child with a basic package of services provide several days a year (Child Health 
Days),32 in the diagnosis and treatment of a variety of childhood illnesses,33 in promoting 
appropriate behaviors by meeting with women’s groups34, 35 and by being part of a team that 
provides integrated, comprehensive primary care.36-40 

 Using a technique called the Lives Saved Tool (LiST)41 and assuming that the mortality 
impact of interventions that CHWs can provide  (based on the most recent scientific evidence)  
is maintained as interventions are scaled up, we have estimated that if CHW interventions are 
expanded to 100% coverage in the 73 highest-burden countries globally, 3.6 million under-five 
deaths could be averted – almost half (47%) of the under-five deaths occurring at present. 

 
Effectiveness of CHWs in Reducing Maternal Mortality 

At present, there are approximately 270,000 women dying of pregnancy-related causes 
each year.42 Prevention of unwanted pregnancies is one of the four pillars of prevention of 
maternal mortality. An estimated 215 million women who want to avoid pregnancy are not 
using an effective method of contraception, 40% of pregnancies that occur in developing 
countries are unintended, and 82% of women in developing countries with an unintended 
pregnancy had an unmet need for contraception.43 Without the current use of modern 
methods of contraception, the number of maternal deaths would have been almost twice as 
great; conversely, if the unmet need for contraception were fully met, maternal deaths would 
further decline by 29%.44 
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59% of births in the least developed countries and 60 million births worldwide occur at 
home.45 Although CHWs (including TTBAs) are not trained to manage obstetrical complications, 
the early recognition and referral of these complications are essential for safe home deliveries. 
The promotion of clean deliveries at home is also key. One randomized controlled trial from 
rural Pakistan has demonstrated a reduction in perinatal and maternal mortality through 
training and support of TTBAs.46 However, there are few other studies of sufficient quality to 
draw strong conclusions. 

In addition to delivery care, CHWs can provide antenatal and postnatal care. They can 
reduce the risk of post-partum hemorrhage and subsequent maternal mortality with the 
provision of oral misoprostol for mothers to take immediately after the delivery to promote 
uterine contraction.47, 48 

CHWs also have a long and distinguished history of promoting family planning through 
home visits, distributing oral birth control pills and condoms, and referring women for longer-
term methods provided at facilities.49 More recently, they have been able to effectively provide 
women with injectable contraceptives which only need to be provided at three-month intervals 
at home or nearby.50 Of course, the benefits of family planning extend far beyond reducing the 
risk of maternal mortality to virtually all of the other MDGs. Birth spacing reduces under-five 
mortality, improves child nutrition (by virtue of having fewer children to care for), facilitates 
women’s empowerment and education (due to greater control they have over their lives), and 
reduces environment degradation by slowing population growth.51, 52 Furthermore, family 
planning reduces HIV transmission by reducing the number of pregnancies in HIV-infected 
women. 
 
Effectiveness of CHWs in Reducing the Transmission of HIV 

In 2010, there were 2.7 million new HIV infections, 34 million people living with HIV 
infections, and 1.8 million AIDS-related deaths. Less than half of those needing treatment, 
including HIV-positive pregnant women, were receiving treatment.53  

CHWs working outside of facilities have played a relatively limited role in HIV prevention 
and treatment since most programs have been facility-based.a

54

 However, from the beginning, 
CHWs have played a role in promoting of AIDS-related educational messages, providing 
supportive care of AIDS patients, and assisting with clinic services. More recently, CHWs are 
carrying out voluntary counseling and testing and provision of directly observed treatment in 
the community outside of facilities has been reported. The limited evidence to date indicates 
that CHWs can effectively perform all of these roles and expand coverage of services when 
properly trained, supervised and supported.  However, we are not aware of any studies 

                                                      
a Lower-level workers have played an important role in many facility-based programs by assisting with testing, 
counseling and supporting patient adherence to treatment. While these are commonly referred to as CHWs, they 
do not fit the definition we have established for this review. 
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comparing programs with and without CHWs and measuring whether their introduction into 
programs reduces HIV transmission. 

 
Effectiveness of CHWs in Reducing the Transmission of Tuberculosis 

Tuberculosis (TB) is second to HIV as the leading cause of death globally from a single 
infectious agent. In 2010, 8.8 million people developed clinical illness from TB and 1.4 million 
died. Reducing transmission requires early case detection since patients with active disease can 
infect as many as 10-15 other people over the course of a year. It also requires ensuring that 
patients complete their entire course of therapy so that a cure is achieved and so that patients 
do not develop drug-resistant TB.55 

CHWs have played a central role in TB programs globally, particularly in community-
based Directly Observed Therapy, Short-Course (DOTS). CHWs have been employed to detect 
symptomatic patients and facilitate sputum collection in homes, to ensure treatment 
compliance, and to assist in the treatment of patients in health clinics. Compared to facility-
based services, involvement of CHWs in community-based programs for early case detection, 
treatment compliance and facilitation of DOTS can substantially increase treatment completion 
rates, provide convenient access to care and reduce costs to patients and their families.56-58    
 
Effectiveness of CHWs in Reducing the Transmission of Malaria 

There were an estimated 216 million cases of malaria in 2010 and 655,000 deaths, 
mostly among African children.59 As we mentioned earlier, CHWs can effectively provide a 
range of malaria control interventions that are directed not only at mothers and children but 
for all age groups. There is some modest evidence that malaria programs utilizing CHWs can 
reduce the transmission and prevalence of malaria.60  
 
Effectiveness of CHWs in Addressing Multiple MDGs 
 Certain CHW programs have simultaneously addressed multiple MDGs such as 
Community-based family planning services provided by CHWs, as mentioned earlier. Integrated 
health programs that rely on CHWs to provide a broad array of health services are engaged in 
maternal and child health activities as well as disease-control activities for HIV, TB and malaria, 
where appropriate. Among the integrated comprehensive programs mentioned earlier that had 
documented impact on under-five mortality, one of them (the Jamkhed Comprehensive Rural 
Health Care Project) has documented impressive gains in reducing maternal mortality as well as 
TB prevalence.61, 62 The African Program on Onchocerciasis Control has been engaged with 
CHWs in distributing medication (ivermectin) to 75 million Africans in remote and isolated 
locations through a community empowerment process involving CHWs called community-
directed interventions (CDI). Recent reports indicate that the CDI process can be expanded to 
include interventions for child health (vitamin A supplementation), malaria (distribution of 
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insecticide-treated bed nets), and TB (provision of DOTS) without compromising the 
effectiveness of the ivermectin distribution program.63-65  
 
National Examples of CHW Contributions to Progress in Achieving MDGs 
 Among the various countries with national CHW programs, there are three in particular 
that have made remarkable progress in achieving the MDGs for health and in which the 
contributions of CHWs have been well-documented. These are Brazil, Bangladesh, and Nepal. 
All three are on track to achieve the MDGs for mothers and children. In Brazil, CHWs have been 
expanded over the past three decades and work as members of health teams providing services 
for populations of about 1,000 families within a defined geographic area. Brazil now has 
222,280 CHWs, each of whom regularly visits on average 150 families per month and the 
program reaches 110 million people.66 Brazil has one of the most rapidly declining under-five 
mortality rates in the world (and in fact it achieved is MDG target for child mortality in 2010, 
five years ahead of schedule). Now, only 2% of children are underweight, immunization 
coverage is 99%, 91% of women obtain four or more prenatal visits, 93% of the demand for 
family planning has been met, 90% of eligible women receive treatment to prevent mother-to-
child transmission of HIV, 88% of cases of TB are estimated to be detected, drinking water 
coverage and improved sanitation coverage are 98% and 96% respectively, and 95% of AIDS 
patients in need of medication are receiving it.2, 67 Other countries, including South Africa, are 
now establishing CHW programs based on the Brazil model. 
 Bangladesh has one of the most vibrant NGO sectors in the world, many of whom 
operate CHW programs. One NGO, BRAC, has the largest private sector CHW program in the 
world, with over 80,000 workers. They provide comprehensive community-based maternal and 
child health and family planning services, they collect sputum specimens at home from persons 
with symptoms suggestive of TB, they observe the daily treatment of TB patients, and they 
carry out other activities.68, 69 In addition, the government has a strong cadre of approximately 
50,000 CHWs who provide family planning services, immunizations, and other basic health 
care.68 Bangladesh also reached its target for child mortality five years ahead of schedule, 
although its levels of coverage of key services are still not as impressive as Brazil’s, where there 
are more resources to support health programs.2 Its case detection rate for TB has doubled 
since 1993.70 CHWs are widely seen as one of the major components of Bangladesh’s 
remarkable progress in maternal and child health, fertility reduction, and control of TB. HIV and 
malaria are not major contributors to disease burden there. 
 Nepal is one of the least likely countries to be a leader in improving the health 
conditions of its people, given its mountainous terrain, the remote location of much its 
population, and the history of political instability in the past two decades. Female Community 
Health Volunteers (FCHVs) are widely seen as one of the most important contributors to Nepal 
having one of the fastest rates of decline of under-five mortality rates in the world and to 
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achieving its MDGs for child and maternal health in 2010. FCHVs first gained widespread 
recognition for achieving high levels of coverage of vitamin A distribution. Now, with only 18 
days of training, they provide family planning, diagnose and treat child illnesses (including 
childhood pneumonia), distribute misoprostol to pregnant women who plan to deliver at home, 
and provide home-based neonatal care. 

The Cost-Effectiveness of Community Health Worker Programs 
 Given the importance of CHW programs for improving the health of populations, studies 
focused specifically on an analysis of the cost-effectiveness of CHW programs themselves have 
been surprisingly few.71 The methodological challenges for carrying out this type of research 
are daunting, partly because measuring the health impact of programs is in and of itself a 
challenge, not to mention gathering all the appropriate cost information. Consequently, most of 
the available evidence comes from cost-effectiveness studies of specific interventions that 
CHWs have implemented. The metrics used to assess cost-effectiveness are most commonly 
cost per death averted, cost per life-year gained, or cost per DALY (disability-adjusted life year) 
averted. 

Most studies that have been reported have assessed the cost-effectiveness of specific 
interventions provided in the community by CHWs, particularly for reducing child mortality. 
However, there are studies assessing combined CHW-provided interventions as part of more 
comprehensive services. Studies are now appearing concerning the cost-effectiveness of CHWs 
for TB programs. With rare exception, the studies available to date all indicate that 
interventions implemented by CHWs are highly cost-effective by international standards. It is 
rarely possible to compare the cost-effectiveness of CHW programs with facility-based 
programs because there is rarely any evidence regarding the effectiveness of facility-based 
programs in improving health. In most studies, the cost per DALY averted is $1 to $110 for 
specific interventions and $43 to $93 for programs providing multiple interventions.b

72

 For 
example, a number of community-based interventions provided by CHWs for maternal and 
neonatal health in developing countries have incremental cost effectiveness ratios in the range 
of less than $50 per DALY averted.  These are among the most cost-effective health 
interventions and programs that are known at present.73 

Given available estimates of cost effectiveness of family planning, maternal health, and 
neonatal care interventions which include community-based services provided by CHWs, the 
Guttmacher Institute has estimated that doubling current investments for reproductive, 
maternal and neonatal programs to $24.6 billion annually would save the lives of 1.7 million 
newborns and 251,000 women annually – approximately $12,000 for each life saved.43 The 

                                                      
b The expanded version of this report provides additional detail and references on cost-effectiveness calculations. 
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analysis does not specify the costs of CHWs in particular, but their presence is fundamental to 
being able to achieve these benefits. 

But perhaps the most important insight into the cost-effectiveness of CHW programs is 
that the reality, at least for near future, is that the alternative to CHW programs is no care for 
the poor, particularly those living in geographically remote areas. Thus, Lehmann and Sanders, 
in their 2007 review of CHW programs for the World Health Organization, came to the following 
conclusion: 

 
Given present pressures on health systems and their proven inability to respond 
adequately, the existing evidence overwhelmingly suggests that particularly in poor 
countries CHW programmes are not cheap or easy but they are nonetheless a good 
investment….[p. 27]74 

Drivers of Community Health Worker Program Performance 
Research on the performance of individual CHWs and on the performance of large-scale 

CHW programs remains quite limited, and recommendations are often based more on expert 
opinion and experience than on solid research. Even when solid research has been conducted, 
it is often on small-scale programs or projects, many of which are carried out by NGOs. 
Unfortunately, examples exist where CHWs were selected inappropriately, where the 
community was not engaged in CHW selection, training and support, where CHWs had unclear 
roles and expectations and the community did not clearly understand the CHW’s role. There are 
also examples where the behavior of CHWs was inappropriate, and where the community 
needs and ideas were disregarded or not taken into account in program development. Local 
political conflicts and social tensions can further affect CHW performance, and local elites can 
have an unfavorable influence. Feedback and rewards provided by communities have a strong 
influence on CHW performance. A general consensus arising from current reviews74-79 and 
discussions among persons with considerable experience with CHW programs80-83 is that the 
following principles should be adhered to in order for CHW programs to function as effectively 
as possible: 

   
1. Countries need a comprehensive policy framework that is supportive of CHW programs, 

ensures adequate financial support, enables them to deliver interventions proven to be 
effective and recommended by or endorsed by the World Health Organization, and that 
ensures that CHWs who are diagnosing and treating patients or performing potentially 
dangerous or unsafe procedures (such as giving injections) are doing so with proper 
training and supervision. 
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2. Communities need to be partners in CHW programs, with the opportunity to participate 
in their design, in the selection of CHWs, and in providing oversight to CHW 
performance at the community level. 

3. CHW programs need long-term stable financial support from governments at various 
levels, from the national to the local level.  

4. CHW role descriptions need to be well-designed and clearly defined job descriptions 
should exist. 

5. Numbers of CHWs should be adequate to achieve sufficient programmatic coverage in 
the population. 

6. Appropriate pre-service education and continuing in-service education should be 
provided to CHWs. 

7. CHWs need effective linkages with the formal health system for supervision, continuing 
education, receipt of supplies and medicines, and referral of patients. 

8. CHWs need supportive supervision and constructive feedback. 
9. CHWs need adequate financial and non-financial incentives. 
10. CHWs need to be properly equipped and supplied by logistical support systems.  
11. CHWs need opportunities for professional growth and career advancement. 
12. CHW programs need to receive systematic monitoring and evaluation, including periodic 

transparent independent evaluation. Operations research on CHW programs should be 
encouraged through research funding for investigators. National demographic and 
health surveys should begin to collect information on CHW functioning. 

13. CHWs should be seen as a long-term and essential component of the health work force 
in low-income settings. Even after the epidemiologic transition has been completed and 
maternal and child health and infectious diseases are no longer priorities, CHWs will be 
needed for the prevention, detection and treatment of chronic conditions and for 
assistance in the care of the elderly. 

14. Mobile health technology (mHealth) holds enormous potential for the training, 
supervision, continuing education, technical support for CHWs. It also holds potential 
for assistance with the process of patient referral and for strengthening community-
based health information systems. Other technological advances such as the further 
development of cheap rapid diagnostic tests can improve the capacity of CHWs to 
provide diagnosis and treatment at the community level.  

Conclusions 
CHWs are the world’s most promising health workforce resource for enabling health 

systems in resource-constrained settings to reduce the burden of disease from serious, readily 
preventable or treatable conditions. They are the most promising health workforce resource 
because there is an abundant supply of potential recruits, their effectiveness has now been 
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demonstrated, they can be trained in a relatively short period of time, and they are highly cost-
effective, relative to similar services provided by higher-level staff based at facilities. 
Furthermore, they are living with the people who need services, in contrast to higher-level 
health professionals who often do not come from or want to live in the areas where services 
are needed.  Yet, in most low-income countries, CHWs are still seen by higher-level health staff 
and by society at large as second-class providers of second-class care. The potential of CHWs to 
make it possible for health systems to reach their full potential is not recognized. 

The exact roles and responsibilities of CHWs will vary from country to country and from 
program to program within countries, and there is not now nor likely in the foreseeable future 
an international CHW standard or a uniform “generic” CHW to emerge. However, establishing 
clear national guidelines and regulations describing what training and certifications needed by 
CHWs who provide diagnosis and treatment will clearly be needed. 

Recommendations 
Governments, civil society (including NGOs), communities, international health 

organizations, technical organizations, and donors need to support the groundswell of support 
that is emerging to transform health systems. Doing so will enable CHWs to play a foundational 
role in reaching every household with essential services and providing a referral link to enable 
people to more readily and effectively access higher-level services within the health system. It is 
in everyone’s interest for large-scale CHW programs to work effectively. Thus, all stakeholders 
need to begin to actively support CHWs in their roles and help to address the short-comings in 
CHW program functioning and CHW performance. Political pressure needs to be brought to 
bear to ensure that policies and regulations are favorable to enable CHW programs to reach 
their full potential, and to ensure that funding for CHW programs is sustained and adequate to 
enable programs to function effectively, including providing high-quality training, supervision 
and logistical support. Monitoring and evaluation of CHWs and CHW programs are essential in 
order to identify shortcomings and make continued improvements in CHW programs. 
Independent and transparent evaluations will also be needed on a regular basis. Finally, health 
systems need to begin to look for ways to shift their expenditures toward the most cost-
effective interventions and programs, which most certainly will include CHW programs to 
address the health-related MDGs. 
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