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Background 
The Community Health Worker (CHW) programme is recognised as key for providing 
healthcare to communities, particularly in remote locations. CHWs are usually volunteers, 
nominated by their communities and trained to provide basic care and prevention for 
common illnesses. However, differences in disease-specific programmes aimed at meeting 
national agenda and perceived health needs of the community raises questions about the 
best approach to maximise the potential of this workforce. 

Methods 
This was an explorative qualitative study, ancillary to a larger trial on a malaria control 
intervention. In July 2017, 40 semi-structured interviews were conducted with 17 village 
health workers (VHWs), four community health nurses who supervise VHWs, and 19 key 
informants from the community. Analysis was concurrent to data collection and carried 
out using a deductive process for thematic analysis, with the aid of NVivo 11 Qualitative 
Analysis Software. 

Results 
There were three key aspects of the VHW role identified in this setting; (1) to give health 
advice; (2) to treat and refer patients; and (3) to support environmental cleaning. The 
VHWs’ involvement in the clinical trial impacted their role in several ways. Overall, this 
was perceived very positively by the community and the VHWs since it improved access to 
medication and training on how to treat malaria. However, involvement was also 
perceived to increase VHWs’ workload, and placed more emphasis on malaria over other 
common illnesses, creating a shift in the balance of their role between disease prevention 
and treatment. 

Conclusions 
VHWs are essential for the successful delivery of disease-specific activities at the 
community level. However, involving them in these activities has important implications 
for their everyday role. If carefully managed, it has the potential to improve their capacity 
to screen and treat specific diseases such as malaria. 

The World Health Organization (WHO) recognises that 
the world is facing a chronic shortage of healthcare pro-
fessionals, and its negative impact is felt more acutely in 
low and middle income countries, including Sub-Saharan 
African countries.1 In response to this crisis, one of the so-
lutions recommended by WHO was to utilise community 
health workers (CHWs), volunteers selected from the com-
munity and trained to provide primary health care (PHC), 
to reach remote areas.2–4 CHWs were first identified as key 

components of PHC and achieving the “Health for All” prin-
ciple during the Alma-Ata conference, organised by the 
WHO in 1978.5 Key points from this meeting were the state-
ment that health is a basic human right, inequality in health 
is unacceptable and that PHC is essential and should bring 
healthcare to the community level.6 Since the conference, 
CHW programmes have been implemented in many coun-
tries and there is evidence suggesting that CHWs contribute 
to the reduction of morbidity and mortality caused by dif-
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ferent diseases.7–9 For example, a Cochrane review con-
cluded that interventions undertaken at the community 
level could improve timely access to malaria treatment and 
reduce childhood mortality.9 Trained CHWs also provide a 
cost-effective means of offering quality healthcare services 
in hard to reach, rural locations.4,10,11 

Universal health coverage (UHC) is closely linked to the 
principles agreed at the Alma-Ata conference, aiming to 
provide high quality, equitable health services for all. Fur-
thermore, UHC is recognised as a key platform to continue 
strengthening PHC services in order to achieve the Sus-
tainable Development Goal of improved health for all.12,13 

CHWs are a key aspect of the health workforce which could 
be strengthened, particularly as their initial purpose was to 
provide comprehensive, horizontal health services for the 
most common illnesses. Their role in helping implement 
disease-specific (vertical) programmes at community level 
has also been increasingly recognised.8,14–16 CHW involve-
ment in these programmes can increase their capacity to 
target specific diseases but can also distract from their orig-
inal (broader) role. Where these programmes are not inte-
grated into the national health system, the goals and ex-
pectations from the formal health system and the recipient 
communities risk becoming misaligned.17 Given that the 
success of CHW programmes depends on community par-
ticipation and support 2,8,18, it is important to understand 
the direction and implications of such a misalignment. 

Despite the frequent engagement of CHWs in commu-
nity-based disease control programmes, it is unclear how, 
and to what extent, involving them in such programmes 
impacts their everyday role or how they provide PHC ser-
vice.19–24 Therefore, it is essential to improve our under-
standing of how CHWs progress national goals for disease 
control by implementing programmes at community level, 
whilst meeting the more general health needs of the com-
munity. This relationship was explored in the context of 
a community-based cluster randomised trial (hereafter re-
ferred to as RHOST) on reactive treatment of household 
contacts of clinically confirmed malaria cases in The Gam-
bia. With significant reductions in the burden of malaria, 
The Gambia is working towards elimination and the trial 
was designed to evaluate reactive treatment as a strategy to 
reduce the human reservoir of transmission.25,26 Briefly, in 
the intervention villages all individuals living in the same 
compound of a clinical malaria case identified at health fa-
cilities or by the CHW (referred to as Village Health Work-
ers (VHWs) in The Gambia) were systematically treated with 
dihydroartemisinin-piperaquine. VHWs were integral to the 
successful implementation of the trial at community level. 
During the trial, VHWs in the intervention arm were invited 
to undertake trial activities in addition to their routine 
roles.26,27 This study explores the role and everyday activ-
ities of VHWs and how these were balanced with and sup-
ported (or not) by the introduction of disease-specific activ-
ities relating to “vertical” programmes and interventions. 

METHODS 
ETHICAL CONSIDERATIONS 

The project was approved by the London School of Hygiene 
and Tropical Medicine MSc Research Ethics Committee (ref-
erence: 14028, approved 21/06/17) and The Gambia Gov-
ernment/MRC Joint Ethics Committee (reference: SCC 
1547v1.1, approved 15/06/17). 

Prior to all interviews, the study was explained to partic-
ipants in their preferred language. Written or thumb-print 
signatures; according to the literacy levels of each partici-
pant, were obtained as consent for participation and record-
ing of interviews. Care was taken to protect the confiden-
tiality of participants’ identities and the data provided by 
only using password-protected devices to save data and us-
ing an encrypted recording device (DS-3500 Digital Voice 
Recorder, Olympus, Japan). 

STUDY DESIGN 

This was a qualitative study, ancillary to the cluster ran-
domised control trial RHOST. Details of the trial design are 
reported elsewhere,26,28 with results forthcoming. Briefly, 
RHOST comprises a complex intervention co-designed 
through multidisciplinary formative research, with direct 
involvement of the study communities and local health sys-
tem actors in its implementation. The trial systematically 
targeted asymptomatic malaria-infected individuals, with 
the aim of reducing transmission; it also aimed to under-
stand ways of effectively integrating the intervention into 
the existing health system structures.29 In the intervention 
arm of the trial, VHWs received training on their roles and 
responsibilities within the study, which included notifying 
the study team of clinical malaria cases in their village, 
treating all members of the case’s compound with anti-
malarials and retrieving empty and unused drug sachets. In 
the control arm, index malaria cases were treated as usual 
(although cases were reported to the study team) and case’s 
compound members were not treated.26 

VHWs and identified key informants had already been 
exposed to key trial information and activities as part of 
the formative research and the “test phase” of the trial (Au-
gust – December 2016).26 Data in this ancillary study were 
collected through semi-structured interviews with VHWs, 
community health nurses (CHNs) who supervise VHWs and 
key informants from the community. The interviews were 
conducted in July 2017, prior to the second phase of the trial 
(implementation). 

STUDY SETTING AND POPULATION 

The trial covered 34 villages in Central and Upper Baddibu, 
North Bank East Region (Figure 1), over three malaria trans-
mission seasons (August – December 2016, 2017 and 2018). 
The area is rural and the population is predominantly en-
gaged in farming.30 The main ethnic groups in the country, 
Wolof, Mandinka and Fula, are represented. Within villages, 
families usually live in large compounds containing multi-
ple households.30 The community structure includes a vil-
lage head, known as the Alkalo, and other important groups 
such as the Village Development Committee (VDC), 
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Women’s groups and Youth groups, which are involved in 
local administration. VHWs, traditional birth attendants 
(TBAs), and traditional healers who play important roles in 
the community’s health and social activities. 

SAMPLING 

Initial sampling of villages that had been enrolled in the 
RHOST trial was done purposively; the main criteria in-
cluded having a resident VHW and at least one malaria 
case reported in the test phase of the trial. The study team 
gained informed permission from the Alkalo before any in-
terviews took place. 

The sampling of participants was an ongoing, purposeful 
process based on the evaluation of emerging findings. All 
VHWs in the sampled villages were invited to participate in 
this study. Additionally, other key informants in the com-
munities were invited, based on their exposure to trial ac-
tivities; for example, attendance at organised community 
sensitisations for RHOST. Key informants were individuals 
who were important in the community structure; identified 
in a stakeholder analysis for RHOST as individuals in the 
community with the greatest influence to spread key 
RHOST messages.27 CHNs were selected given their in-
depth knowledge of the VHW role and their link to the for-
mal health system in The Gambia. Only adults (>18 years 
old) were invited to partake in this study. 

DATA COLLECTION 

Separate semi-structured interview guides were designed 
for VHWs, CHNs and other key informants. All interview 
guides followed the same format; starting with a set of gen-
eral questions to determine demographics and followed by 
specific questions related to the research topic. These were 
piloted to ensure local acceptability and clarity. After every 
interview a summary sheet was written up immediately. It 
included the date, time and length of the interview, the lo-
cation, who was being interviewed and who else was pre-
sent, the language (if not English), a summary of the key 
points, any issues which occurred, and any initial observa-
tions. Summary sheets were used in the ongoing analysis of 
the data, allowing adaption of the interview technique or 
guides as needed. 

Interviews took place in a location of the participant’s 
choosing, usually in their house or compound, to ensure 
that they felt most at ease. Interviews were conducted in 
the participants’ preferred language with the aid of a trans-
lator who had received training relating to the study aims, 
objectives and data collection tools and approaches. Inter-
views were recorded if informed consent was given; other-
wise only notes were taken. 

DATA MANAGEMENT AND ANALYSIS 

Transcription and analysis were ongoing processes 
throughout the study. For interviews conducted in the local 
languages, only the sections spoken in English were tran-
scribed. A deductive process for thematic analysis was used 
allowing themes to be identified and studied in detail from 
the beginning of the analysis.32 Two analytical frameworks 

Figure 1 
Map of Western Gambia. (A, B) The RHOST trial study site is situated north of 
the River Gambia, between Kerewan and Farafenni (as highlighted on the map) 
31. 

were designed, one for the professional perspective and one 
for the lay perspective. These were initially created based 
on the study objectives and heavily informed by the inter-
view summary sheets. They included overarching themes 
and the codes relating to them. The frameworks were ap-
plied to the transcripts using NVivo 11 Qualitative Analysis 
Software (QSR International Pty Ltd. Cardigan UK). Coding 
was a flexible process, allowing the framework to be 
adapted in a data driven manner as new information 
emerged.32 The data was interpreted by consolidating the 
themes across all coded transcripts and triangulating infor-
mation from three different perspectives (CHN, VHW and 
community). 

RESULTS 
PARTICIPANT INFORMATION 

In total, 40 interviews with VHWs, CHNs and community 
members were conducted (Table 1). 

Participants included VHWs from 17 of the 34 RHOST 
study villages; all were male, with an average age of 46 years 
(range: 30-65 years). Their primary occupation was farm-
ing, and they had also been working as VHWs usually for 
several years (ranging from two to over 10 years). All CHNs 
were male with an average age of 28 years (range: 25-35 
years) and had been working as CHNs for an average of 2.5 
years (range: 1.5-6 years). Male community members in-
terviewed included village Alkalos, VDC chairmen, Youth 
Group leaders and one traditional healer; all of whom were 
farmers and had an average age of 60 years (range: 35-90 
years). Female community members interviewed included 
TBAs and key members of the Women’s Group; they were 
also involved in farming, with an average age of 40 years 
(range: 30-55 years). 

PERCEPTIONS OF THE VHW ROLE 

The key aspects of the VHW role identified by all partici-
pants were imparting health advice, treating and referring 
patients, and maintenance and cleaning of the local en-
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Table 1. Overview of respondents in this study. 

Participants Study arm (intervention or control) 

Intervention only Control only Intervention or control Total 

VHWs 9 8 N/A 17 

CHNs* N/A N/A 4 4 

Community Members 10 (across 3 villages) 9 (across 3 villages) N/A 19 

Total 19 17 4 40 

VHW - village health workers 
*Community health workers; they work across intervention and control villages 

vironment. VHWs reported performing weekly home visits 
where they held brief “health talks” with the residents, 
commonly about cleaning the village or how to prevent di-
arrhoea or malaria. VHWs were also involved in organising 
care and cleaning of the environment at the village level, 
with most having reported performing this at least once a 
month. Cleaning involved removing litter to designated vil-
lage “dump sites” and filling in potholes to avoid “stagnant 
waters”. VHWs and CHNs claimed that VHWs were trained 
to treat a small number of illnesses including malaria, diar-
rhoea, pneumonia (although the latter was only mentioned 
by CHNs), fever, body pain (such as headaches, stomach 
aches and chest pain) and small wounds; they referred more 
serious cases to the nearest health facility. Despite this, 
VHWs perceived their main role to be prevention rather 
than treatment of illnesses: 

“I am not a doctor and my role is more of disease preven-
tion, information dissemination, than treatment.” (VHW, 
control village). 

This sentiment was also emphasised by all four CHNs. 
VHWs and CHNs reported that they met at least once a 

month. The CHN collected records of all illnesses seen and 
treated in the month by the VHW (on average about 6 peo-
ple per week). VHWs were responsible for buying and re-
plenishing their own drugs supplies, though the CHNs oc-
casionally provided assistance. VHWs received support and 
training from the national health system and CHNs; this 
was perceived to be good which in turn contributed to im-
proving the quality of the VHWs’ work. Community mem-
bers acknowledged that the original agreement was to sup-
port the VHW, either with aid on their farms or in buying 
medication; however, the majority of participants 33,34 ad-
mitted that little assistance from the communities was ac-
tually provided. This was the case even though they also un-
derstood that VHWs did not receive payment and did not 
charge for their services (only for the treatments they pro-
vide, but no profit is made from this). Conversely, uptake, 
trust and support from the community for the VHWs’ work 
increased over time and understanding of the importance 
of disease prevention methods increased. For example, one 
community member explains about their VHW: 

“…he make the village cleaner now, because like before, 
before when [the VHW] call people to come to a meeting, 
they say that’s a waste of time, so they don’t attend to 
his meetings. But now it’s not like that, even if say now 
he wants to see the village everybody will come…” (VDC 
member, intervention village). 

The perceived disease focus of the VHWs. 

Despite the perception that malaria had been reducing in 
the area, there was a general consensus by interviewees that 
it was still the main focus of the VHW role. One VHW de-
scribed his disease focus: 

“When I started up till now, the most ailment I treat is 
malaria, that’s the most one that I spend most time treat-
ing, than other [diseases]”. (VHW, control village). 

Most VHWs (16/17) also stated that malaria was the 
biggest health issue in the community, with one VHW com-
menting: 

“Malaria is the most disease that is being complained of 
from the community, yeah that’s the main one.” (VHW, 
control village). 

Suggested reasons for the large amount of time and en-
ergy spent on malaria included that VHWs still did a lot of 
prevention work and that treatment was perceived to take a 
long time in comparison to other illnesses. Furthermore, a 
small number of VHWs and community members perceived 
that the VHWs would continue to focus on malaria despite a 
reduction in disease burden because it was the focus of their 
training. One community member explained: 

“[The VHW] has the materials to test malaria but for other 
ailments he might not have the knowledge or materials… 
But for malaria he can.” (Youth Group Leader, interven-
tion village). 

Three VHWs admitted that if they had the expertise and 
medication to deal with diseases other than malaria, this 
would improve their ability to meet all the needs of the 
community. VHWs are only trained on the most common 
illnesses; therefore, if patients showed signs of complica-
tions or presented with a rare or more serious illness such 
as hypertension, they are referred, as one VHW explains: 

“The ones I’m treating, I’m doing my best, but there are 
many other sicknesses that I refer to the nearest health fa-
cility, because I don’t have the knowledge or the means to 
deal with those.” (VHW, control village) 

Community members from both intervention and con-
trol villages agreed that a wider focus than the most com-
mon illnesses already stated would be most beneficial for 
the community, especially as some felt that other condi-
tions such as hypertension, were now more important than 
malaria. 
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Challenges faced by the VHWs. 

A key concern voiced by multiple VHWs was that they 
did not have an appropriate place to store medication or 
consult patients. Several (8/17) also mentioned shortages of 
medical supplies, with one stating: 

“The problems I’m facing is I don’t have the necessary 
medication… and also I run, sometimes I run out of med-
ication.” (VHW, control village). 

Problems of mobility were addressed by the provision of 
bicycles as part of a new “TB project”: 

“I had a mobility problem and now I’m provided with a 
bike, even if I go out of the village or visit the farms, if I’m 
called I come back very quickly.” (VHW, control village). 

The workload was considered challenging by VHWs be-
cause they had to balance this role with their personal work, 
such as farming. Despite this, VHWs claimed to generally 
prioritise their role as a VHW above other tasks, often leav-
ing their farms to attend to patients. This was confirmed 
by community members as VHW availability was reportedly 
excellent: 

“[The VHW] is mostly found at the compound and there 
are cases where he is found at the farms, then the people 
call him if there is any patient at his place, and he will 
come.” (TBA, intervention village). 

Despite this, there was the sense that the workload had 
reduced over time, mainly due to a reduction in the burden 
of malaria and other diseases. As one community member 
explains: 

“[The VHW’s] load depends on the number of diseases 
that he treats, before he was concentrated on wide range 
of diseases and now most of those diseases are not seen, 
they are gone, so now his workload has gone less…” (VDC 
Chairman, control village). 

In addition, VHWs felt they were better able to manage 
their work; for example: 

“It was heavy for me before when I was starting but then 
I didn’t get the required training… But as time goes on it 
was lighter because I had a lot of trainings and the people 
I was dealing with have confidence in me…” (VHW, con-
trol village). 

THE PERCEIVED IMPACTS OF RHOST ON THE VHW ROLE 

POSITIONALITY OF THE RHOST PROJECT AND RESULTING 
PERCEPTIONS 

Due to its long history of research in the area, the Medical 
Research Council Unit in The Gambia (MRCG) occupies a 
unique niche; it is often perceived as a substitute for the 
national health system, as many people look to the MRCG 
for treatment of illnesses, usually in the context of research 
studies. As such, the position of the MRCG and specific pro-
jects such as RHOST were frequently indistinguishable by 
the communities. Furthermore, in the intervention villages 
6/10 community members interviewed mentioned the re-
lationship between the VHW and the community had im-

proved through the former’s work with the MRCG, as a com-
munity member explained: 

“[The VHW] has trust from the community, they trusted 
him very well and MRC[G]'s collaboration has earned him 
respect.” (Women’s Group President, intervention vil-
lage) 
Changes in the VHW role attributed to RHOST 

Most community members (8/10) and VHWs (8/9) in the 
intervention villages claimed that RHOST had improved the 
VHWs’ ability to treat malaria as a result of the trainings 
offered and improvements in the supply of medication and 
equipment, for example: 

“The coming of the MRC[G] project has increased [the 
VHW’s] knowledge on how to treat. [The VHW] has [Rapid 
Diagnostic Tests] to test people, before he hadn’t those 
things, he just assumed that you had malaria and giving 
medication.” (TBA, intervention village). 

This was further emphasised by statements made by 
VHWs, for example: 

“…the medication that [MRCG] gives and also the educa-
tion that we get from the project, it helps us improve our 
work.” (VHW, intervention village). 

This perceived increase in support and training, was not 
necessarily beneficial to the VHWs as in some cases it con-
tributed to a reduction in community support, as described 
by one VHW: 

“…when [the community] see MRC[G] people around me… 
they will say that I’m given something. So they discuss that 
nobody will help me because I’ve been given something by 
MRC[G] people.” (VHW, intervention village). 

The majority of the community members suggested that 
the project had increased their VHWs’ workload, with some 
even suggesting it had helped the VHW focus more on their 
role. Commonly mentioned reasons were that, because of 
the improved ability of the VHW to treat malaria, the VHW 
could consequently treat more people, and that meeting 
RHOST personnel and the additional training took time. 
Surprisingly only one community member mentioned that 
the workload increased because the VHW was required to 
treat a greater number of people as part of the project; they 
explained: 

“The amount of people [the VHW] has been treating has 
increased on the side of malaria, because you have to give 
[antimalarials] to, maybe if it is a big family 20 or 30 peo-
ple, so that’s why there is an increase.” (VDC Chairman, 
intervention village). 

The VHWs had differing perspectives on the impact of 
the project on their work schedule. One VHW agreed that 
communicating and the interactions required with RHOST 
personnel increased their workload, while another sug-
gested that the trial had improved the VHWs’ relationship 
with the community and this had increased demand for 
their services, as he explained: 
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“As a result of the project, lot of people who were not com-
ing to see me, they are now seeing me…” (VHW, interven-
tion village). 

However, others suggested that RHOST had led to a de-
crease in workload, because they were better able to handle 
their work due to the project training, and the project activ-
ities helped sensitise the community about malaria, mak-
ing the VHWs’ work easier. The most common reason given 
(mentioned by four VHWs) was linked to the project being 
perceived to cause a reduction in malaria transmission: 

“…if the case is treated all the people in the compound 
are also treated, so I hardly see another somebody infected 
with malaria in the same compound, compared to before 
when I treat the person, the next day I will see another 
person.” (VHW, intervention village). 
Involvement in RHOST Likely influenced the priorities 
of the VHW role. 

It seems that the focus of the VHWs may be further 
skewed towards malaria because of their involvement in 
RHOST: all but one VHW suggested that malaria was the 
biggest health issue, with one VHW even suggesting their 
focus on malaria had increased because the project had in-
creased his workload. In contrast, community members and 
CHNs, who had less exposure to the key trial messages, were 
not as likely to mention malaria as a health issue. However, 
there was a small amount of evidence to the contrary; for 
example, when asked directly, three VHWs suggested the 
project had not influenced their focus on malaria and one 
VHW suggested that their focus had lessened since the pro-
ject has led to reduced malaria cases in the community. Fur-
thermore, whilst RHOST was only ever designed to target 
malaria, the distinction between trial and national health 
system was not clear at community level. Therefore, some 
community and VHWs suggested that they would appreci-
ate the MRCG expanding to target additional diseases to 
meet all the needs in their community. For example, whilst 
the main focus of one VHW was on malaria, he also sug-
gested: 

“…after finishing malaria if [MRCG] can step on another 
disease that disturb people that would be good, because 
especially MRC[G] guys they told us that MRC[G] have re-
duced a lot concerning malaria.” (VHW, intervention vil-
lage). 

In particular, he said that hypertension needs attention 
because it also “disturbed people”. This perceived discon-
nect between the trial aims and the perceived needs of the 
community was further emphasised by a community mem-
ber who appealed for an expansion of the project to include 
hypertension: 

“MRC[G] concentrates on the malaria, but if they can ex-
tend the project and involve other diseases like hyperten-
sion, it’s a big problem to the community now… There 
are many diseases so they shouldn’t concentrate on one 
disease alone.” (Women’s Group President, intervention 
village). 

There is also evidence to suggest that the project influ-
enced the VHWs’ focus from prevention to treatment. Evi-
dence comes from three VHWs in the control arm of the trial 

who strongly emphasised (without prompting) that their 
main role was for disease prevention. All CHNs, who had 
relatively little exposure to RHOST, also emphasised that 
the VHW role focused on prevention over treatment. How-
ever, the main focus of the role on prevention was not men-
tioned as explicitly for VHWs in the intervention arm. 

DISCUSSION 

In The Gambia, like in many countries, VHWs are integral 
to the country’s PHC strategy because they form part of the 
community level health system in rural areas. They play a 
key role in disease prevention and treatment of common ill-
nesses, and as such they are generally perceived favourably 
within their communities.27,35 However, in their day-to-day 
role, VHWs in The Gambia reportedly faced certain chal-
lenges, some of which were resolved through their involve-
ment in RHOST; for example, the trial was said to have 
improved VHW’s outputs through training and greater 
availability of resources. Their involvement in RHOST was 
therefore viewed positively, since it reportedly enhanced 
their capacity to treat malaria. While this may have been in-
fluenced in part by responder bias and the perceptions re-
lated to the long-standing presence of the MRCG in The 
Gambia, evidence suggests that before the trial shortages of 
drug supplies were common in this area, with marked im-
provements during the trial period. In comparison to rou-
tine health systems in low- and middle-income countries, 
short term projects like RHOST are better able to target 
funding for specific activities, thus supporting necessary 
supplies like medication.26,36 These improvements have 
been noted in other studies in The Gambia, for example, 
VHWs involved in administering seasonal malaria chemo-
prevention to children had improved access to antimalari-
als, oral rehydration solution, and paracetamol syrup com-
pared to health facilities where stock-outs were common.23 

Furthermore, within this study those VHWs involved in the 
“TB project” were provided a bicycle which alleviated the 
challenges they faced with travelling for their role. This 
suggests that the RHOST trial had the ability to increase 
VHWs’ capacity, but these gains are unlikely to be sustain-
able beyond the duration of the project.23,37 

Other reported impacts of RHOST on the VHW role in-
cluded an increased workload and reduced support from the 
community. The perception by the community that VHWs 
received all necessary support from trial personnel was 
likely partly influenced by the long-standing presence of 
the MRCG in The Gambia, as the community often does 
not distinguish between the support provided by different 
short-term projects. However, similar situations have also 
been documented in other CHW programmes; for example, 
in Kenya, some community members did not believe that 
the CHWs were volunteers which led to tension and diffi-
culties for the CHWs.38 Many studies across Sub-Saharan 
Africa have now recognised that CHW performance is in-
trinsically linked to the community context, with the suc-
cess of their work depending on community backing and 
engagement.2,8,18,39,40 These experiences show that in the 
short-term, effective sensitisation which is adaptive to 
changing perceptions is essential.2,8,18 It also highlights 
that in the long-term, asking the local communities to sup-
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port CHWs for the work they provide is not realistic. CHWs 
should be an integral part of the health system and as such 
should be compensated for the work they provide. 

Care also needs to be taken to appropriately manage the 
increased workload due to intervention activities, particu-
larly as high workload was a pre-existing challenge reported 
by VHWs in this study, and in other settings.41–34 Without 
careful management, the addition of trial activities could 
negatively affect the quality of their work.4,42 A study on 
the workload of CHWs in Malawi found that they were in-
creasingly taking on activities related to treatment due to 
task shifting health services to CHWs. Subsequently, the 
CHWs were overloaded and felt that they were not ade-
quately equipped to carry out their expanded role.34 How-
ever, a literature review assessing the ability of CHWs to 
take on extra tasks, such as the use of rapid diagnostic tests 
for malaria case management, concluded that with appro-
priate training and supervision, quality of care can be main-
tained.4 This highlights that in any context, if CHWs have 
the appropriate support to take on additional tasks, their 
increasingly comprehensive role will be highly beneficial to 
the community and for their effectiveness whilst engaged in 
disease-specific interventions.4,43–45 Therefore, acknowl-
edging the complexity of the CHW role which is influenced 
by both the community and health system context, and un-
derstanding the existing challenges faced by CHWs in their 
everyday role, is essential to successfully engage them in 
disease-specific interventions.39,40,46 

A key finding of this study was that involvement with 
RHOST may have increased the VHWs’ focus on treatment 
whereas the original role of the VHW was reported to focus 
primarily on the prevention of diseases, as emphasised by 
multiple VHWs in the control villages and all CHNs. Caution 
must be taken when drawing this conclusion, as the data 
are not definitive and the role of the VHW will likely change 
over time as national health strategy changes. However, it 
is not uncommon for similar programmes to skew the pri-
orities of CHWs given that they require the CHW to per-
form additional activities in relation to specific dis-
eases.37,39,47,48 For example, a study looking at HIV, TB and 
malaria control programmes in Papua New Guinea, found 
that the programmes increased the emphasis for the control 
and treatment of these diseases.37 This emphasises the im-
portance of integration of disease-specific activities into 
the national health system to ensure that when CHWs are 
involved in additional projects or trials, this does not de-
tract from their routine PHC activities and an appropriate 
balance between prevention and treatment is main-
tained.14,15,49 If integration does not occur, too much focus 
may be put on specific diseases and this can lead to over 
diagnosis and treatment.49,50 Furthermore, integration has 
been highlighted as a key way to improve CHW capacity 
for targeting multiple diseases.40,48 This is important in 
the face of changing disease dynamics, such as reducing 
malaria burden, to ensure the CHW system is flexible 
enough to meet the changing needs of the community.4,48 

At a national or global scale, VHW involvement in dis-
ease-specific programmes is beneficial for elimination ef-
forts. Over the past decade or so there has been a renewed 
energy globally to control and eliminate malaria and 
RHOST is a key example of the research going into how best 

to target areas of low malaria burden.5,51,52 The ethics and 
feasibility of elimination campaigns have been debated over 
the years, because when a disease nears elimination it is no 
longer a health burden and so may lose public support.53,54 

VHWs in this study commonly emphasised the importance 
of specific diseases at the community level, thus highlight-
ing how they could aid elimination efforts by helping to 
maintain support. 

In 2012 the Gambian Ministry of Health and Social Wel-
fare undertook a situational analysis to understand how a 
WHO malaria strategy, introduced in 2005, influenced the 
PHC strategy. They concluded that the malaria strategy was 
well-integrated, but that there was the risk that donor fund-
ing, which was more abundant for malaria than other com-
mon diseases, could adversely impact the PHC strategy by 
creating disease-specific VHWs.35 Evidence from this study 
suggests that VHW involvement in disease-specific trials 
could also exacerbate this issue, especially as some VHWs 
and community members perceived that the VHWs were 
only trained to deal with malaria. Therefore, although the 
current VHW focus may be in line with the country’s 
malaria strategy, care needs to be taken to ensure VHW in-
volvement with disease-specific activities is balanced with 
the other health needs of the community; thus maintaining 
alignment with the country’s overarching PHC strategy.27 

Some potential limitations of this study to note are that a 
small subset of the interviews (all ten community members 
from intervention villages) were conducted subsequent to 
the sensitisation for the second phase of RHOST, likely in-
fluencing community perceptions; although it may have re-
duced recall bias when discussing the impact of the project. 
To mitigate this, more effort was taken before these inter-
views to explain the purpose of the study and to emphasise 
that the aim included understanding the VHW in general, 
not just in relation to the project. Also, the interviews were 
conducted with a Gambian translator, fluent in English and 
the local languages; therefore, only the English sections of 
the interviews were transcribed as there was only a small 
risk of meanings being lost in translation. 

CONCLUSIONS 

In conclusion, VHWs play a key role in improving access to 
disease prevention messages and treatment in rural Gam-
bia, and overall their role and their involvement with 
RHOST was perceived very favourably by community mem-
bers. Their position in the community makes their involve-
ment in disease-specific trials such as RHOST essential; 
however, this has had important implications for their 
everyday role. It helped improve their capacity to treat 
malaria, both with improved training and access to re-
sources, but in doing so it has also skewed their focus to-
wards malaria and treatment. Care needs to be taken that 
the balance between appropriate prevention and treatment 
activities is maintained, and to ensure positive changes 
caused by involvement in disease-specific projects are sus-
tainable. 
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