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Background

To address the rising non-communicable diseases (NCDs) in Malaysia, the Better Health
Programme Malaysia (BHP MYS) engaged and trained community health volunteers
(CHVs) to undertake health promotion activities with poor urban communities in Kuala
Lumpur to reduce their NCD risk. This study evaluates the extent that the
capacity-building programme achieved the objectives of increasing knowledge and
confidence in NCD prevention and adopting personal lifestyle changes.

Methods

A capacity-building programme was designed to emphasise active learning approaches
and blended learning (in-person and digital) and was delivered between January to
December 2021 (during the Malaysian Government “Movement Control Orders” in
response to the COVID-19 pandemic). Thirty CHVs participated in the capacity-building
programme. A mixed methods evaluation approach was used, including quantitative
surveys and routine data, focus group discussions, and semi-structured interviews.

Findings

Community Health Volunteers increased their NCD knowledge (85.2% provided correct
answers in post-programme assessment compared to 43.3% at pre-programme
assessment), made changes to their dietary and physical activity practices (100%), and
adopted new engagement techniques, particularly a digital social influencer role for NCD
behaviour change. The most important factors for sustaining participation were
individual motivation and a supportive environment. CHVs were satisfied with the
blended in-person-digital approach and perceived that the usefulness and applicability of
the health information received was the primary benefit across all delivery modes.
Cohort-based, active learning approaches and actionable messages can encourage
learning retention and facilitate application. Dedicated technical support and ‘job aid’
tools are required for CHVs to perform and sustain NCD prevention roles effectively.

Conclusions

The capacity-building programme effectively increased CHV capacities to address NCDs
in their own lives and communities and was acceptable to CHVs. The findings suggest the
value of cohort-based, active learning approaches in building capacity. Expanding on
capacity-building and sustaining involvement are important considerations for this
cohort and, in general, for health volunteer capacity-building in Malaysia and elsewhere.

Malaysia’s burden of non-communicable diseases
(NCDs) has increased substantially in recent decades. In
2019, 73% of deaths were attributable to NCDs,! with is-
chemic and cardiovascular diseases being the primary
causes? and strongly associated with the growing preva-
lence of risk factors such as hypercholesterolemia and hy-

pertension. The National Health and Morbidity Survey 2019
found that half of the Malaysian adults were estimated to
be overweight or obese,3 with major contributing factors
being sedentary lifestyles, rising incomes, and changing di-
etary preferences, particularly towards energy-dense, nu-
tritionally poor food and drinks.>
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In low- and middle-income countries (LMICs), commu-
nity health volunteers (CHVs) have effectively prevented
and managed NCDs in poor urban communities.®’ The
Malaysia Ministry of Health introduced the Komuniti Sihat
Pembina Negara (KOSPEN) programme in 2013.8 However,
maintaining volunteer motivation to sustain their roles in
promoting healthy living has been challenging.® Other is-
sues include obtaining buy-in from multiple stakeholders
such as community members and multiple levels of im-
plementers, identifying and engaging health influencers
within communities, lack of ongoing volunteer training,
perception of health as a low priority, and an overall envi-
ronment unsupportive of healthy lifestyles.8?

The Better Health Programme Malaysia (BHP MYS) was
a multi-faceted health promotion programme including a
range of interventions to reduce NCD risks, particularly
obesity, among poor urban communities in Kuala Lumpur,
known as the ‘B40’ (households with the lowest 40% of
household incomes).10 One strategy was training CHVs to
undertake community engagement and activities to in-
crease health literacy and encourage healthy behaviours in
practice. This study evaluated the capacity-building pro-
gramme to assess its reach, impact, and lessons for policy
and practice.

METHODS
SITE SELECTION

The capacity-building programme involved CHVs from
three public housing communities under the People’s
Housing Programme!! [Program Perumahan Rakyat (PPR) or
Perumahan Awam (PA)]. Study locations were PPR Pekan
Kepong Setia and PA Sri Negeri Sembilan in Kepong district,
and PA Sri Kota in Cheras district. These three public low-
cost apartment schemes were selected by purposive sam-
pling based on the geographic representation of east and
west Kuala Lumpur. Although activity intensity varied, all
sites were already involved in existing community health
programmes.

CHV RECRUITMENT AND ROLE

We recruited CHVs aged 18 or older, who had completed
at least primary education, were literate in Malay or Eng-
lish, and could speak at least one local language (Malay
/Tamil /Mandarin /Cantonese). CHVs were mainly recruited
via community leaders and health volunteers who had par-
ticipated in previous health programmes or KOSPEN. Brief-
ings on the programme and the CHV role were conducted in
person. A total of 30 CHVs out of 51 who fulfilled the crite-
ria were recruited. Recruited CHVs agreed to act as commu-
nity change agents and support community members to-
wards better health outcomes via face-to-face interactions
and periodically delivering activities in their community.

CAPACITY-BUILDING FRAMEWORK AND PROCESS

A capacity-building curriculum was developed to build CHV
knowledge and skills and foster positive attitudes regarding

NCD and obesity prevention for themselves, their families,
and communities. Curriculum development was informed
by a literature review of existing CHV capacity-building
to identify effective approaches and content,!2 and based
on the findings of a 2020 Knowledge, Attitudes, Practices
(KAP) survey!3 and digital needs assessment conducted
with the CHVs. The KAP survey indicated that although
CHVs had a superficial knowledge of NCDs such as car-
diovascular diseases, diabetes, and hypertension, they were
less knowledgeable about healthier eating, and their con-
sumption patterns and physical activity levels suggested
that unhealthy practices were relatively widespread.

The finalised curriculum comprised six modules intro-
ducing NCDs, addressing risk factors, healthier eating and
physical activity, and community organising for health pro-
motion. Given the ongoing COVID-19 pandemic, a module
on COVID-19, obesity, and NCDs was added. Modules were
delivered in three modalities: group workshops, e-learning
mini-courses, and informal check-in sessions. Capacity-
building workshops covered all modules and included
guided life reflections, mini-lectures, and interactive,
game-based learning with quizzes, simulations, and card-
based games. Informal check-ins elicited CHV reflections
and intended actions related to their dietary practices,
physical activity, and community outreach strategies.
These were initially conducted in person but migrated to
telephone texts and calls during the pandemic. E-learning
was a key capacity-building component. A digital needs
assessment was initially conducted to understand capaci-
ties and needs related tusing and accessing digital devices
and platforms. It found that a very large proportion of
CHVs (96.3%) used smartphones daily, 75% knew how to
use apps, and 89% knew how to use internet browsers on
mobile phones (Table S1 and Table S2 in the Online Supple-
mentary Document). E-learning design reflected these find-
ings and 44 mini-courses comprising short videos, graphic
slides, and quizzes delivered through an app (MyBHP app)
to support asynchronous, self-paced learning on healthy di-
etary practices and physical activity.

The curriculum development was also guided by health
experts from the Ministry of Health Malaysia and the
United Kingdom National Health Service Consortium for
Global Health before deployment. The CHV capacity-build-
ing programme was delivered from January to December
2021, mainly in Malay and supported by English if needed.

DATA COLLECTION

A mixed methods approach was used to evaluate the capac-
ity-building programme. Quantitative and qualitative data
were collected from January 2021 to February 2022 and in-
cluded:

1. Knowledge assessment questionnaire: To measure
knowledge of NCDs and risk factors and self-efficacy
in sharing this with family and community members
before and after the capacity-building.

2. BHP MYS data: 9 training reports from group work-
shops, monthly informal check-in logs, and monthly
Facebook engagement analyses.
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Table 1. Definition of RE-AIM framework

Reach

The number or proportion of the intended target CHVs willing to participate or to come into
contact with the intervention

Implementation Dose The quantity or amount of each intervention component delivered or provided and the extent to
which CHVs actively engaged with the intervention
Fidelity The extent to which the intervention was delivered as planned in relation to the quality and

integrity of the intervention as conceived by the developers
The adaptations made on the implementation

Adoption

Factors for adoption or non-adoption on capacity-building among CHVs

Effectiveness

The impact of an intervention on important outcomes
The proportion and representativeness of the CHVs that adopt the intervention

Maintenance

maintenance

Due to the 9-month programme duration, the long-term maintenance cannot be assessed yet.
Recommendations on capacity-building for CHVs moving forward will be provided instead of

3. Post-programme questionnaires: To evaluate CHV
satisfaction and perceived usefulness of the capacity-
building at the end of workshops.

4. Semi-structured interviews: To understand CHV’s ca-
pacity-building experience, barriers or challenges,
and recommendations.

5. Focus Group Discussions (FGDs): To gather CHV re-
flections on their capacity-building experience.

DATA ANALYSIS

Descriptive analysis was undertaken for quantitative data
collected from questionnaires and programme data. Cate-
gorical variables were analysed using Microsoft Excel. All
qualitative data from monthly informal check-ins, semi-
structured interviews and FGDs were recorded, transcribed,
and translated into English. Data were inductively coded,
mapped and categorised after reviewing all information.
Triangulation and synthesis of results were conducted
across multiple data sources to achieve reliability and va-
lidity. The RE-AIM implementation research (Reach, Effec-
tiveness, Adoption, Implementation, Maintenance) frame-
work was used to structure the analysis of process and
outcomes (Table 1).

RESULTS
REACH

Thirty CHVs from three different intervention sites in Kuala
Lumpur were recruited and retained between October 2020
and December 2021. The majority were of Malay ethnicity,
had completed secondary school education, the average age
was 50 years, and average monthly household income was
RM3000-RM4999 (USD 700-1100) (Table 2). The cohort
comprised 43% men and 57% women. Most were home-
makers, retirees, and non-government employees. Women
generally participated in more programme activities than
males.

“Usually, more women participate in such activities. Out
of all participants, 90% were women. Younger men are
very hard to engage, but if you can get one young man
who can be an influencer and are very interested in the

programme, they can really expand the programme. But
<name redacted> was not interested in BHP because he
was very busy with work commitments.”—CHVs, PPR
Pekan Kepong

Approximately half of CHVs had previously volunteered
in health promotion activities, especially those from PA Sri
Kota and PA Seri Negeri Sembilan. They had established a
strong volunteer group identity and were well-networked
into multiple community volunteer associations.

“We knew each other even before the programme. We
joined many other programmes before this one and are
committee members of other associations. We are close to
each other.”

—CHVs, PA Sri Kota

IMPLEMENTATION
DOSE

The capacity-building programme was developed as an in-
teractive, gender-responsive and actionable programme,
with the unifying principles of making CHVs’ lived experi-
ence central and including game-based learning tailored to
CHVs’ context. Between January and December 2021, the
CHV capacity-building programme was delivered via three
in-person and two virtual workshops, 80 face-to-face and
informal virtual check-ins, and 44 e-learning courses. Gen-
der, social roles and community norms were considered
throughout the programme’s implementation, for example,
conducting training and informal check-ins during hours
and periods that accommodated the CHVs’ gender and so-
cial roles and responsibilities. While all CHVs attended at
least one workshop and one check-in, the frequency and in-
tensity of CHV participation differed within the group de-
pending on CHVs’ work and life commitments, digital pres-
ence, and responsiveness.

FIDELITY

In response to national COVID-19 measures, the original
BHP MYS plans, including the CHV capacity-building pro-
gramme, were adapted, and almost all activities were re-
designed for virtual delivery. For CHVs, this translated their
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Table 2. Sociodemographic characteristics among
community health volunteers (CHVs)

Intervention Sites Total
n=30 (%)
Gender
Men 13(43.3%)
Women 17 (56.7%)
Ethnicity
Malay 28(93.3%)
Indian 2(6.7%)
Age group, years
<30 4(13.3%)
31-50 7 (23.3%)
>50 19(63.4%)
Education
Lower secondary 3(10.0%)
Higher secondary 23(76.7%)
Higher education level 4(13.3%)
Occupation
Government employee 2(6.7%)
Non-government employee 8(26.7%)
Self-employed 2(6.7%)
Homemaker 7 (23.3%)
Retired/Pensioner/Unemployed 11(36.7%)
Monthly household income
RM 1000-RM 2999 11(36.6%)
RM 3000-RM 4999 15 (50.0%)
RM 5000-RM 9999 2(6.7%)
Refused to answer 2(6.7%)
Health volunteers before?
Yes 12 (40.0%)
No 18 (60.0%)

role into acting as social influencers on digital platforms,
sharing their NCD learning and healthy lifestyle practices
with their social networks, and encouraging their network
to join the journey towards better health outcomes via the
BHP MYS MYJomSihat Facebook group. BHP MYS delivery
pivoted to build capacity and provide support to help CHVs
undertake these roles. Table 3 compares the original ca-
pacity-building plan with actual delivery during the second
year of the COVID-19 pandemic. As well as modifying the
mode and pattern of delivery, the capacity-building mod-
ules and activities were also expanded to include
COVID-19-related strategies for diet, exercise, and mental
health, and a Facebook Live session included medical ex-
pert advice and CHVs sharing their communities’ pandemic
experiences.

ADOPTION

The majority of CHV participants remained committed
throughout the programme, although the extent and type
of participation varied within the cohort. On average, CHVs
participated in at least three in-person or virtual workshops
and one individual check-in as part of the programme. The
individual motivation was essential for sustained participa-
tion. Other facilitating factors were family and peer sup-
port, a concern for personal health and wellbeing, and per-
sonal satisfaction from becoming community role models.

“I do it because of family support. I like to cook and post
[online] because of my grandchildren. I once taught him
about Quarter-Quarter-Half (portion sizes of a quarter
protein, quarter carbohydrates and half plate of fruits and
vegetables), but he is the one who consistently asks for it
at meals.”

(CHV, woman, PA Sri Kota)

“I feel very satisfied and very proud of the work that I
did in implementing the programme. I also feel very proud
that I was able to share this information and the pro-
gramme to the communities here.”

(CHV, woman, PPR Pekan Kepong)

“Iwant to be healthy. I am afraid of getting [chronic] dis-
eases, so I have diligently done all my medical check-ups
and practised a healthy lifestyle. I want to be a role model
for the community members since I am the one who con-
ducts health screening for the community.”

(CHV, woman, PA Sri Negeri Sembilan)

Workshop attendance differed due to circumstances,
such as COVID-19 illness or restrictions, work, and family
commitments. To mitigate knowledge gaps due to any
missed sessions, learning points were shared from the
workshops during informal check-ins and subsequent com-
munications with relevant individuals.

CHVs expressed the highest satisfaction with in-person
group workshops, with 92% and 7.9% indicating that they
were “very satisfied” and “satisfied” (Table 4). This was fol-
lowed by virtual workshops (67% very satisfied and 21% sat-
isfied) and informal check-ins (67% very satisfied and 29%
satisfied). Although e-learning was less popular in compar-
ison to the more familiar mode of face-to-face sessions,
three-quarters of CHVs still reported being very satisfied or
satisfied with virtual sessions. A few CHVs were less posi-
tive about virtual sessions - with 8.3% neutral and 4.2% dis-
satisfied.

This reinforced verbal feedback about a general CHV
preference for in-person workshops. Reasons included per-
ceived programme value, the sense of community built
across KRTs, and the social connection of face-to-face
groups. CHVs perceived that the usefulness and applicabil-
ity of the health information received was the primary ben-
efit across all delivery modes, in addition to their enjoy-
ment of the active learning methods, such as games and
roleplay. In-person workshops also enabled the maximum
application of active methods, which contributed to the
popularity of these workshops.
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Table 3. Capacity-building - Comparison of original plan versus adapted COVID-19 delivery

Component Delivery (Dose) Original Plan COVID-19 Period Adapted
Delivery
Capacity- Three in-person, Whole group in-person CHV workshops Small group CHV workshops,
building small-group All workshops planned for in-person settings according to KRT
workshops workshops for January, April, and July 2021 Workshops delivered in January,
April, and December 2021
Workshop 1:
January 2021
Workshop 2: April
2021
Workshop 4:
December 2021
Two virtual Not part of the initial programme planning Three sessions were delivered via
workshops Zoom in February and September
Workshop 1 2021
(virtual): February
2021
Workshop 3:
September 2021
Informal In-person individual All sessions planned for in-person one-on- Only 19 informal check-ins in-
check-ins sessions one conversations conducted monthly on person
location

Virtual individual Not part of the initial programme planning 61 informal check-ins conducted
sessions through via text and calls
text or call

e-Learning 44 courses released Weekly course releases until August 2021 Bi-weekly course releases until
until December December 2021
2021

Table 4. Comparison of satisfaction related to capacity-building components

(CHV, woman, PA Sri Kota)

“I feel like I am in a family with all the participants of the
programme, although some come from Pekan Kepong and

(CHV, woman, PA Sri Kota)

Statement Response
How satisfied are you with the Very Satisfied Neutral Dissatisfied Very Not
following capacity-building satisfied (21%) (4.2%) (0%) dissatisfied applicable
components? (67%) (0%) (N/A)
a. Virtual workshops (8.3%)
b. In-person group workshops Very Satisfied Neutral Dissatisfied Very N/A
satisfied (7.9%) (0%) (0%) dissatisfied (0%)
(92%) (0%)
c. Informal check-ins Very Satisfied Neutral Dissatisfied Very N/A
satisfied (29%) (0%) (0%) dissatisfied (4.2%)
(67%) (0%)
d. e-Learning on the MyBHP app Very Satisfied Neutral Dissatisfied Very N/A
satisfied (29%) (8.3%) (4.2%) dissatisfied (8.3%)
(50%) (0%)
“The first workshop in the hotel was the most memorable EFFECTIVENESS
moment for me because it was fun. We competed in the
MasterChef game and exercised together. I learned about The knowledge assessment survey indicated that CHVs sub-
quarter-quarter-half and began changing the way I ate.” stantially increased their knowledge of NCDs and risk fac-

tors. The proportion of CHVs who achieved full marks after
the capacity-building programme (85.2%) doubled com-
pared to the pre-assessment (43.3%) (Table 5). Following

PA Negeri Sembilan. I can see how they are running their the programme, the entire CHV cohort (100%) could answer
activities which are similar to ours. I feel supported by my 12 of 14 NCD questions correctly — an 85.7% accuracy rate,
own family as well as the friends around me.” suggesting that the whole group had benefited from the ca-

pacity-building programme.

CHVs’ self-perceived knowledge and confidence accu-
rately mirrored their knowledge gain and demonstrated a
shift towards greater confidence throughout the pro-
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Table 5. Pre- and post-programme comparison of knowledge of NCDs and their risk factors

Variable Pre- Post-
programme programme (%)
(%)
Total (N = 30) Total (N=27)
CHVs who answered correctly for all risk factor questions* 13(43.3) 23(85.2)
Question statements
1. Engaging in regular physical activity reduces the risk of developing non- 27 (90.0) 27 (100)
communicable/chronic diseases
2. Lack of physical activity can contribute to high blood cholesterol 27 (90.0) 27 (100)
3. Drinking sugary drinks can lead to being overweight 28(93.3) 26(96.3)
4. Eating a lot of sugar can contribute to obesity 29(96.7) 27 (100)
5. Low intake of vegetables can contribute to obesity 22(73.3) 27 (100)
6. When people watch TV or phones while eating, they are less thoughtful about what 27 (90.0) 27 (100)
and how much they eat
7.Soy sauce increases the salt content in food 27 (90.0) 27 (100)
8. Eating a lot of salt can contribute to heart problems 24 (80.0) 27 (100)
9. Eating a lot of fried food can contribute to high blood cholesterol 29(96.7) 27 (100)
10. Gaining weight increases risk of heart problems 27 (90.0) 27 (100)
11. Obesity increases the risk of developing hypertension 28(93.3) 26(96.3)
12. Smoking can contribute to heart disease 29(96.7) 27 (100)
13. Obesity increases the risk of developing diabetes 29(96.7) 27 (100)
14. High blood pressure increases the risk of developing diabetes 25(83.3) 27 (100)
15. Eating jamu (traditional herbs) can control diabetes 13(43.3) 26(96.3)

*NCD risk factors questions refer to question 1-14.

Table 6. CHVs’ self-assessment of confidence in knowledge pre- and post-programme

Statement Pre-programme Post-programme
Total (N = 30) Total (N=27)
| am confident that | have enough knowledge on NCDs and their risk factors
Not at all confident 0 0
Not confident 3(10.0) 0
Not sure 6(20.0) 0
Confident 16 (53.3) 15 (55.6)
Very confident 5(16.7) 12 (44.4)

gramme. All CHVs (100%) reported being either very confi-
dent or confident about having enough NCD and risk factor
knowledge compared to 70% before the programme (Table
6).

After capacity-building completion all CHVs (100%) re-
ported that they had made some degree of practical
changes to their dietary and physical activity practices such
as reducing sugar consumption, increasing water intake,
and engaging in regular exercise (Table 7), with 41.6%
making changes in both lifestyle aspects.

“Before joining the training, and even until the April
workshop, I hadn’t really eaten many vegetables. I usually
cook for my family, but sometimes when you cook you just
make do with whatever is in the kitchen. What I learned
from the workshop about eating in balance made me more

conscious about what I'm cooking. For example, when I
cook omelettes now, I add vegetables inside it. I also add
vegetables in my turmeric fried beef (daging masak kun-
yit). I make sure I buy more vegetables now also. Actually,
eating healthy is quite doable if you do it in small steps.
I think my family and I are quite changed now.” (CHV,
woman, PA Sri Kota)

Despite the strong preference for in-person workshops,
virtual workshops also achieved impact. For example, fol-
lowing a virtual workshop on creating digital content in-
tended to support the CHV role as social influencers, posts
in the MYJomSihat Facebook group related to exercise and
physical activity increased, image and post quality im-
proved, and more CHVs engaged with Facebook. Total en-
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Table 7. CHVs’ self-reports of behaviour change post-programme

Statement Response

Have you made any changes in your practices since your involvement in the capacity- Yes(100%) 100%

building programme? No 0%

What kinds of changes did you make? Dietary practices 38.0%
Physical activity 20.8%
Both 41.6%

How frequently do you practice these changes? Every day 41.6%
At least once a week 50.0%
At least once a month 8.3%
Rarely 4.2%

gagement, measured by comments and reactions, doubled
in the month from 1871 to 3697 following this workshop.

DISCUSSION

The BHP MYS capacity-building programme increased CHV
NCD health literacy, developed CHV social influencing ca-
pacities, and produced some initial evidence of this trans-
lating into CHVs’ lifestyle behaviours. The programme
reached CHVs of varying demographics, and a large pro-
portion sustained involvement until the programme ended.
Positive change was reported across the entire cohort in
NCD prevention knowledge and confidence and personal
behaviour changes in diet and physical activity, although
the behaviour changes were self-reported and may have dif-
fered in degree and duration/ sustainability.

Previous CHV NCD-related programmes have primarily
focused on clinical or disease knowledge delivery.14-16 The
BHP MYS CHV capacity-building curriculum differed in its
focus on health promotion, emphasising the CHV’s role in
encouraging, informing, and supporting the community to
take achievable actions to reduce NCD risks and achieve
better health. It also differed from the theory-based peda-
gogic approach that dominated past CHV NCD training,!”
instead of working with CHVs to consider practical and per-
sonal changes based on community context and lived ex-
perience, using game-based learning strategies. The evalu-
ation findings suggest that the BHP MYS capacity-building
programme increased CHV capacities to undertake NCD-re-
lated health promotion within their respective communi-
ties and to reduce their NCD risk.

BHP MYS operated a hybrid model of facilitated work-
shops and check-ins alongside the e-learning modules
completed individually online. The evaluation found that
CHVs were most satisfied with group workshops mainly due
to the sense of community and level of engagement with
others. This suggests a successful cohort model, as it in-
cluded a “strong emphasis on the group experience, the
ability for students to rely on peer support mechanisms as
well as the facilitating and building of peer relationships di-
rectly within the learning environment”.18 This aligns with
previous studies that report that cohort-based learning can
facilitate greater ownership and a sense of community.18:19
The BHP MYS capacity-building design also emphasised
active learning approaches, such as roleplay and simula-
tions.20 The evaluation findings indicate that these played

an important role in making training engaging and attrac-
tive for CHVs, and helped build CHV skills and confidence
to perform their roles.2! This is similar to the findings from
medical education settings suggesting that learners tend to
be more engaged and retain more information in real-life
settings.12,22

The BHP MYS’ blended in-person - digital approach
proved particularly valuable in the circumstances of the
COVID-19 pandemic. The programme’s digital aspect pro-
vided a new, positive dimension regarding the potential for
social networking for health promotion among CHVs and
out in the community. CHVs started to undertake a social
influencer role by sharing information and their dietary and
physical activity practices online with their social networks
and demonstrated increased knowledge, skill, and confi-
dence in this over time. This is aligned with previous re-
search,23 suggesting that influencer posts can impact food
choices and that influencers appearing in physically ideal
conditions were deemed more credible. However, there
were a number of CHVs whose satisfaction with e-learning
was lower than for facilitated group and one-to-one ses-
sions. This indicated that CHVs preferred interaction in
synchronous learning sessions. The findings also indicated
the high-value CHVs placed upon ongoing support from
the BHP MYS team for their capacity-building. However,
it should be noted that the hybrid in-person and virtual
approach was supported intensive owing to a lack of fa-
miliarity with technology and the cultural component of
consistent relationship building to ensure sustained CHV
engagement.

As stated earlier, the hybrid delivery approach empha-
sises in-person engagement rather than virtual. Given fluc-
tuating national-level COVID-19 preventative measures,
the programme moved to encompass more virtual modal-
ities. A further indication of the benefit of blended ap-
proaches was the request from CHVs for traditionally for-
matted tools or ‘job aids’ to help them convey messages
to or provide activities for their communities. Job aids are
commonly used and valued by CHVs and may combine sim-
ple text and illustrations to convey critical messages,24 and
BHP MYS CHVs suggested that these would help them
reach older community members with greater trust in
printed materials. These were seen as complementary to
the recognised value of digital engagement, which can be
shared across various social media platforms. Therefore, a
blended digital and analogue approach to materials would
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be recommended to reach populations with limited digital
literacy.

The BHP MYS capacity-building evaluation indicated a
preference for face-to-face methods and high ratings also
for virtual sessions and engagement. The virtual approach
was essential to be able to continue implementation during
the pandemic. However, feedback indicated that many
CHVs also saw the benefits. This aligns with some previous
research that suggests that stand-alone e-learning out-
comes for health worker training may be less favourable
compared to traditional (analogue) approaches,?2 and also
indicates that strong supervisory/advisory support for
CHVs is crucial.2® Thus, future programmes may consider
adopting blended learning to maximise reach and effi-
ciency.

Demographic characteristics influenced the extent of
CHV engagement with capacity-building. The CHV profile
reflects that seen in previous Malaysian research that found
that most health volunteers were women aged over 45
years.26 As in previous research, their motivation was bet-
ter health and to become a community role model. To a cer-
tain extent, women in Malaysian households still shoulder
the bulk of domestic tasks such as cooking and childcare.2”
Therefore, the content of various capacity-building mod-
ules was aligned to their social roles, thus sustaining par-
ticipation. While it was possible for the training programme
to reach younger adults more generally, CHVs with young
families or work commitments found consistent commit-
ment more challenging.2¢ In addition, some younger CHVs
who attended training once or dropped out later on per-
ceived health promotion as only relevant for elderly people
or chronic disease patients. A similar pattern is seen in re-
search that shows a significant association between health
screening participation and increasing age.2628-30 Higher
satisfaction with their health among younger CHVs in BHP
MYS may also have contributed to the lower number and
frequency of self-reported lifestyle changes.

The programme shows promising outcomes in building
community capacity to address NCDs. However, CHVs high-
lighted the need to invest further time and effort to build
relationships and trust with community members and lead-
ers to achieve sustainable community engagement and
NCD action. This should be included at the planning stage
of future programmes to create the right conditions for
successful initiatives such as the CHV capacity-building to
sustain community benefits over the medium and long
term.8,9,31

LIMITATIONS

Due to the 9-month programme duration, we could not as-
sess long-term maintenance of CHVs’ changes in practice,
there is some anecdotal indication of various CHVs con-
tinuing to practice healthy eating through their Facebook
group posts. The study was not randomised and did not in-
clude a control group. Small sample sizes also did not al-
low for meaningful statistical tests. Nonetheless, the trian-
gulation of data collected via multiple methods and the use
of objective programme data, for example, pre-post knowl-

edge tests, provides a robust basis to support the evalua-
tion findings. Health literacy and behaviour changes were
assessed by self-report, which may be open to bias. Fu-
ture research might consider additional methods of verify-
ing self-reports, such as the use of activity trackers or in-
terviews with family members. It should be noted that most
CHVs in this cohort were Malay, and the programme con-
tent was developed primarily for a Malay-speaking audi-
ence. A small number of CHVs of other ethnicities partic-
ipated, however, the uptake, acceptability, and impact of
the programme with wider groups merit further research.
Lastly, evaluation findings reflect the greater emphasis on
digital methods resulting from the COVID-19 pandemic. It
is possible that greater in-person engagement and less re-
stricted circumstances may produce differing findings.

CONCLUSIONS

The BHP MYS programme achieved its objective of increas-
ing the capacities of Community Health Volunteers to ad-
dress NCDs in their own lives and communities — improving
NCD health literacy and confidence, developing social in-
fluencing capacities, and encouraging NCD-related behav-
iour change efforts among CHVs. The programme was ac-
ceptable and perceived as beneficial among CHVs, and
findings indicate the value of blended in-person and digital
approaches and the need for ongoing support and guidance.
Finding ways to build upon capacity-building, sustain in-
volvement, and encourage applying knowledge and skills
after programme completion, are key considerations for
this cohort and any wider implementation with CHVs in
Malaysia and elsewhere.
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