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Summary  

Uganda’s health indicators have improved over the last two and a half decades owing to 

relative political stability which has allowed investment in health by private for profit, public, 

and private not for profit actors. The Government of Uganda, supported by international 

development partners, has implemented policies and programs aimed at improving the health 

of its citizens. One major intervention in healthcare delivery in Uganda over the last two 

decades has been the policy of a decentralized healthcare delivery system with community 

health volunteers, known as village health teams (VHTs), at community level, in an effort to 

increase the link between communities and health facilities. VHTs were institutionalized in a 

bid to increase community involvement in health interventions in the spirit of community 

participation, which was strongly advocated at the Alma Ata conference of 1978. At the 

Alma Ata conference, community health workers (CHWs) were called for in an effort to 

provide universally accessible care to families and communities through socially acceptable 

methods that reflected the full participation of communities themselves. However, in what 

was seen as a tendency for healthcare professionals to resist innovations that undermine pre-

existing power structures, many of the interventions that came through CHWs became overly 

top-down and ended up doing no more than creating just another cadre of para-professionals 

representing the health centres, not the communities as was intended. 

Drawing from the natural helper model, I show that community resources can be approached 

through existing informal networks of helping relationships which may be re-enacted to 

improve health in the communities concerned. These relationships grow through experience 

of everyday helping activities, using local resources to solve problems of day-to-day living, 

including health issues. Ethnographic fieldwork conducted between July 2012 and March 

2014 in the rural district of Luwero, Uganda, illustrates how utilizing pre-existing networks 

of helping relationships has the potential to produce community participation that reflects the 
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cultural resources already embedded within these communities, leading to health 

interventions that are responsive to local resources and health practices. 

The findings show that community-based programs such as the VHTs in Uganda have not 

harnessed informal helping networks effectively, especially due to the top-down methods 

employed in recruiting community representatives, which ended up alienating many in the 

community and maintaining pre-existing power asymmetries between powerful leaders and 

the general populace (chapter 2 and 3). They also show that in instances where members of 

VHTs were helpful in the community, irrespective of the top-down nature of their selection, 

it increased mutual support and helping relationship networks, thus creating a conducive 

environment where those specific VHT members were motivated through both material and 

symbolic rewards received from those they had helped to access healthcare (chapter 5). 

Finally, the results also show that despite the expansion of formal healthcare, community 

members continue to rely heavily on their informal helping networks for both medical and 

non-medical issues, sometimes resisting policy and enforced practice (Chapter 4).  

The embeddedness of informal helping networks which rely on an ethos of social support, 

solidarity mechanisms and reciprocity makes them an important resource that can be 

harnessed when implementing community-based health interventions. Modes of tapping this 

resource in ways that maximize the advantages of this embeddedness are not yet agreed upon 

by social scientists. Paying attention to these embedded, informal social resources is 

paramount for understanding how communities negotiate and navigate the different terrains 

of problem solving, chief of which is access to healthcare.   

Although a lot of research has been done that advocates the involvement of existing 

traditional structures, both cultural and social, in the provisioning of formal/professional 

healthcare, this study specifically concentrates on how key individuals can be identified and 
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recruited from those existing informal networks of helping relationships. Lessons are drawn 

from the natural helper model (NHM) to call for a re-imagining of community health 

interventions through key persons within medical and non-medical resources and networks 

that may be endogenous in various communities, especially in Uganda and other parts of the 

developing world where access to professional healthcare is dismal.  
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Chapter one 

Introduction 

When I was going for fieldwork after nine months of study, I was always asked what I was 

going to investigate. My answer was intriguing to some, as I came across as someone who 

did not know what I was going to investigate. Over the course of nine months, I had been 

introduced to the anthropological approach in qualitative research, which does not necessarily 

prescribe the most precise questions and objectives, while at the same time is not boundlessly 

open. Following that logic and orientation, my proposal left many questions intentionally 

broad. Inspired by the broader research project – development of sustainable community 

health resources in poor settings (CoHeRe), I went to the field with an open mind, ready to 

learn and collect as much information as possible while living in the rural area of Luwero. 

My intention was to engage in an unstructured observation of the everyday life situations of 

the members of the community. I placed emphasis, however, on activities regarding helping 

and solidarity in daily life, with the view of understanding the motivating mechanisms behind 

those acts of helping. But how would I frame it? 

In my earlier interactions with people in the rural community, I was always confronted with 

the question, ‘What are you studying?’ My answer was always modest: ‘I want to study how 

people help each other in the community!’ Yet, many people were unsatisfied with that 

answer, as I expected, and some were suspicious. Sometimes the answer would amuse people 

who would casually respond, ‘In this community people do not help’. “Everyone is ‘nasiwa 

mu kange” – literally meaning everyone is interested in their own affairs. However, 

anthropologically inclined approaches emphasize interaction in concrete situations and what 

people do rather than what they say.  I was intuitively aware, therefore, that the dismissive 

answer that people gave concerning helping had a layer of perceptions about helping that it 
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was probably a matter of conflating. I was also aware of the simple and easily ignorable 

helping interactions that characterize everyday life, because though I was a stranger to 

Luwero, I am no stranger to Ugandan life, especially in rural community livelihoods and 

interactions.  In every conversation with community members I asked about helping, and the 

answers were not very different.  

Later, when I started meeting different groups of people in the community in focus 

discussions, people started revealing more about both simple and complicated day-to-day 

helping interactions. From helping each other with news and information, sharing food items, 

taking care of each other’s children when sick or away visiting or any other reason, to helping 

their family, neighbours and friends in organizing parties or last funerals rites. In one FGD 

conducted with women, one participant explained why those mundane activities are not 

helping, saying thus:   

That kind of helping is obviously expected from anybody who is omuntu mulamu [a 

good person] in the community. Everyone helps those around him in such things 

because it is how life is lived. No one can survive in this village. No one can live 

alone; we have to depend on each other.  

The situation of missing or meagre resources on which people have to survive characterizes 

Luwero, just like other up-country communities in Uganda. As a result, daily helping is 

crucial and as such taken for granted, so that it may escape those who are not keen to observe 

it. It so easily passes as an everyday given that only keen observers will notice. Indeed, it is 

commonplace to find that social care – the help and support rendered to others, allowing them 

to lead independent lives or to improve their quality of life – is provided through circles of 

relatives, friends and neighbours. This is what Putnam (1993) described as features of social 
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capital inherent in communities. In 2013, after I had spent about five months in the field, I 

visited the lay reader of the Anglican Church, who during our discussion said:  

You are interested in helping, come with me, I show you a person, who is needy and 

she will tell you how she is helped. Maybe you will also help her.   

After walking for about 10 minutes in the village, we came to a homestead in a bushy 

environment where we met one frail old woman. Her house looked like an abandoned 

residence. Sitting down on a mat, she and the lay reader sang a song before a prayer. During 

the prayer, I felt some insects climbing onto my legs. When I checked, it was fleas. After the 

prayer she raised her voice and called her two grandchildren, with whom she lived. After they 

greeted us they went back outside. The lay reader asked her to tell me how she survives:  

I survive by the hand of God who provides for me through friends from church 

pastored by this lady. They have not abandoned me, they have planted for me a 

garden of potatoes, sometimes they have brought for me food items and my 

neighbours across the forest send me food too. I had no children of my own and these 

– pointing outside at the two boys – are sons of my brother’s son who has abandoned 

us here.  

During our conversation, I could feel the fleas all over my body. The lay reader called in the 

children to pray and we went back to her home. When the children sat down, I realized their 

feet were eaten up by fleas, with bites which had matured into blistering wounds with jiggers. 

Their toe nails were barely in. I asked them if they went to school and they shyly told me that 

they had been told not to go back because they did not have uniform, when the old lady 

interjected and said they had been chased from school because of the jiggers. When I asked 

why the children could have such jiggers when the community is watching, the lay reader 
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told me, that is why she had brought me so that I could help them buy the chemical that kills 

the flea. When I asked why they could not go to hospital, she explained saying:  

I saw this problem long ago. I asked Sarah if she could help take these children to 

hospital but she refused. Those are the people the government gave us to help us in all 

our health issues. But they do not care about the poor. They have no work they do to 

help those who are needy. They are not even interested in helping anybody, no one 

reaches them. They are the bosses of the village; they cannot come to the poor. They 

were trained but since then, we have not seen how they help people like these. 

On our way back home, she explained that Sarah is a member of the village health team 

(VHT), the first line of contact between the community and the formal healthcare system, 

trained to help the community in all health issues. The VHTs had been selected to help the 

community. As we continued to converse, I mentioned how her story reminded me of the 

community health inspectors when I was growing up in another village in south western 

Uganda in the 1980s. With a tone of resignation, she commented: 

‘Those were the glorious days of the [President] Milton Obote regime!’ Now we have 

these people the government sends to help, but do you think they are even interested 

in the poor people? Their interest is in the financial allowances that they get. They do 

not help.’ 

This kind of response surprised me and yet at the same time intrigued me. In a community 

where helping in both mundane and difficult things is taken as a given, a social system that 

sees the obligation to help each other in order to ‘survive’ in the community and the 

requirement for a person to be a muntu mulamu [a good person], how come such a needy 

family, a typical vulnerable family with an old lady and two children, is not helped by 

someone who has been selected by government to help people to access health? Why did the 
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lay reader [church leader] think about the VHTs while explaining why this poor family’s 

health problems seemed ignored? Where did the perception of the lay reader concerning the 

VHTs come from? Many more questions emerged: who are these VHTs? How were they 

drawn from the community, and how do they relate with the rest of the community besides 

this single random case? What is their responsibility and how do they fulfil their obligation to 

the community? How did the institution of VHTs in the community influence the perceptions 

of people towards helping each other regarding health issues? These questions remained on 

my mind through the next year of my stay in the community. Through this interaction with 

the family, a theme emerged concerning the relationship between informal helping and how it 

influences the framing of community health interventions in such a rural community.   

Placing informal helping relations in the frame of formal healthcare interventions   

 

Despite the impressive expansion of social services in many countries, it has been 

observed that a lot of social care – personal and practical support to help people live their 

lives independently – still occurs outside the boundaries of social services institutions (Burr, 

Choi, Mutchler, & Caro, 2005). The sphere of social care can therefore be understood within 

the understanding of formal and informal helping, which have continued to exist 

simultaneously with the expansion of the social services sector. Helping refers to an activity 

engaged in to benefit another person, group or organization freely. While studying 

volunteerism, (Wilson, 2000) defined formal helping as an activity that is engaged in to freely 

benefit a person, group or organization, a behaviour that entails more commitment than 

spontaneity and especially that which is performed on behalf an organization. He later 

clarified that view, adding that formal helping is structured within the control of an 

organizational environment where the role, specific tasks and schedules are decided and 

where the activity of helping can be dismissed (Musick & Wilson, 2007). Therefore, as 

opposed to formal helping, informal helping activities that benefit others are ‘undertaken 
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outside organizational environment’, usually spontaneously among family members, friends 

and neighbours or even strangers in the same community (Gottlieb, 1978; Lee & Brudney, 

2012). In his studies on non-facility based care for persons with mental health problems, 

(Gottlieb, 1978; Gottlieb, 1983) referred to these informal helping structures as social support 

networks and asserted that a lot of help was given through them.  

In their work on the natural helper model, Eng and Parker (Eng & Parker, 2002a) 

noted that in the second half of the 21
st
 Century, human service agencies had increasingly 

recognized the potential of partnering with the informal sector in delivering social services. 

There was concern that attempts to link formal and informal care would disrupt informal 

helping mechanisms, since the two are less compatible and less complementary than is 

usually assumed (Gottlieb, 1983; Hoch & Hemmens, 1987; Long, 2003). This is why 

(Nichter, 1984) called for deeper studies that reveal the social and cultural perspectives of 

projects and programs that affect indigenous social structures in the communities where they 

are implemented, and examine how negative effects can be mitigated in order to realize 

strong community involvement.    

The informal sector is itself amorphous, and that is partly why efforts to engage it 

have been riddled with mixed reactions. Sometimes, the informal sector is referred to as the 

healing roles, such as traditional birth attendants, herbalists, diviners, spiritual or faith healers 

and bone-setters (Hoff, 1992). However, (Kleinman, 1980) argues that the health system as a 

local cultural system is composed of three overlapping parts: the popular sector (individual 

family, social network, community beliefs, self-treatment); the folk sector (heterogeneous, 

closer to the population); and the professional sector (the organized healing professions that 

are legal, protected and controlled). In Uganda, just as in many other parts of Africa, the 

professional sector is the de jure formal healthcare provider even in communities where 

access is so limited that the folk and popular – the informal providers – are the only sources 
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of care (Hoff & Maseko, 1986). In Uganda, this informal healthcare system is closely linked 

with the kinship structure to form the basic cultural units for welfare: custodianship of culture 

and technical and spiritual knowledge that, aggregated, form a source of health for members 

in the community (Katabarwa, Richards, & Ndyomugyenyi, 2000).  

It is believed that these roles and networks of informal helping are intrinsically more 

sustainable than new roles and groups thought up and implemented from outside, because 

they have developed spontaneously out of the communities and cultures that they are a part of 

(Israel & Rounds, 1987). As a result they are more likely to have developed motivations and 

reward mechanisms (Bar-Tal, 1986). Not only can these networks be used to deliver health 

messages, but their reward and motivation systems can also be studied, adapted and 

replicated to make health interventions such as CHWs more sustainable (Lehmann, 

Friedman, & Sanders, 2004a; Martineau-t, 2003). Indeed, there is consensus among social 

scientists about the altruistic motives for helping, and obligations based on social norms or 

implicit social contracts (Arrow, 1972; Baron, 1992). Besides, classical work in human 

behaviour has proposed unwritten social contracts in human society, cemented by symbolic 

and material exchanges that permeate everyday exchanges based on the principle of 

reciprocity (Miller & Kean, 1997; Polanyi, 1944; Stoller, 1985).  

My experience in extensive fieldwork over about 1.5 years in Luwero indeed showed 

me that immense informal helping networks exist as part of daily life in the rural community. 

People have a sense of shared responsibility towards each other and are genuinely concerned 

when one of them is in danger, visited upon them by any situation from which they cannot 

come out unaided. There is a sense of common vulnerability and as such, people manage to 

pull together in the face of adversity. Buntu Bulamu, a local term that translates as ‘a good 

person’ is used daily to define acceptable behaviours towards self and others, and by that, 

everybody is judged and strives to fit into its meaning. There are communally defined 
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rewards for behaving according to the expected standard, and this provides the motivation for 

members, at least in many instances, to strive to show themselves to be behaving as Bantu 

Balamu [good people].   

Also, from my observation, this behaviour of goodness to one another as a standard is 

threatened daily by the pressures of macro socio-economic changes associated with 

modernity. Needs that are beyond the means of individuals to satisfy are slowly eating up on 

the people’s perceptions of communal ties and solidarity. In like manner, external actor 

interventions by NGOs and government agencies, planned and implemented by professional 

workers and sometimes through local community members as volunteer contact persons, 

have contributed to the emergence of community perceptions about the importance of 

voluntary solidarity behaviours and rewards. These interventions largely draw from 

standardized modes of operation with little regard for local social, political and economic 

concerns, especially if those modes have succeeded elsewhere. As a result, they increase 

conflict and acrimony among members, and modify perceptions on solidarity and volunteer 

behaviour, leading to entrenchment of new social economic orders that are more inclined 

towards individualism. Similar observations have been made on community-based programs 

(D. Singh, Negin, Otim, Orach, & Cumming, 2015; Uny, 2008; Wilson & Musick, 1997). 

While studying family support systems for persons suffering from stress, Caplan concluded 

that repetitive mediation by professionals without recognition of natural support systems such 

as family would risk weakening those support systems and undermine the importance of 

social capital in community health interventions (Caplan, 1982). This conclusion also 

resonates with (D'Augelli & Ehrlich, 1982), who argue that partnerships which utilize these 

informal structures risk advocating mere consultation with ‘informal carers’, which 

ultimately weakens these informal structures’ helping skills.  
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Despite these reservations, interest in partnership with the informal sectors in 

provision of human services has continued to increase, especially as governments have faced 

fiscal challenges during periods of macro-economic stress (Caracciolo, 2003; Herman, 2011; 

Maher, Van Gorkom, Gondrie, & Raviglione, 1999). The potential of partnerships with the 

popular and folk sectors gained currency, especially during the 1980s and 1990s, when social 

determinants of health, which were perceived to be easily controllable through less 

professional personnel, were high on the agenda of health service provisioning (Eng & 

Parker, 2002b; Heggenhougen & Shore, 1986; Linda, 1992). Furthermore, (Feierman, 1985) 

argued that the interventionist approach of commitment to externalist solutions co-opting 

informal structures would supplant local conceptions and strategies, thus disregarding local 

knowledge and local development capabilities. Indeed similar criticism has been leveled 

against interventions which are led by the belief that local situations are ill-founded or 

inappropriate, and thus seek to reshape existing social practices, leading to conflict with the 

local populations whose practices they seek to change (De Wet, 2011; Long, 2003). 

Engaging non-professional personnel in health interventions: general overview 

 

The concept of using community members as non-professional personnel to provide 

certain basic health services to their communities is over half a century old at least. The 

Chinese barefoot doctors’ program is the best known, where health auxiliaries began to 

emerge from the mid-1950s ensuring basic healthcare at the production unit (known as a 

brigade) level (Shi, 1993; Zhu, Ling, Shen, Lane, & Hu, 1989). It was in response to the 

success of the barefoot doctors, coupled with the limited coverage of conventional allopathic 

health services to deliver basic healthcare, that many countries started to experiment with the 

concept of using non-professional workers (Sanders & Carver, 1985). Various terms were 

used to describe these workers depending on the countries in which they were located, but the 

common factor among them was that they were drawn from the popular and folk sector and 
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given minimal training, corresponding with the services that they were to deliver in their 

communities (Kahssay, Taylor, & Berman, 1998). These auxiliary workers became 

healthcare providers and also community agents for social change (Werner, 1978). This view 

was reflected in the Alma Ata Declaration, which identified CHWs as one of the cornerstones 

of comprehensive primary healthcare and affirmed that health is a fundamental right that 

governments have the responsibility to provide for adequately (World Health Organization & 

Unicef, 1978). This declaration emphasized the role of local participation within health and 

development programs and further impelled partnerships with local communities in the 

provisioning and management of health services (Cueto, 2004; Rosato et al., 2008). The 

implementation of the principal of community participation has since largely followed the 

mode of drawing volunteers from the community, and training and equipping them to serve 

as community health workers (CHWs) (Herman, 2011; Nemcek & Sabatier, 2003). Global 

health actors like donors and NGOs have looked to CHWs as central in achieving the goal of 

universal access to health for all, post the era of millennium development goals (MDGs) (K. 

MAES, 2015). With this view, CHWs have become an integral part of health service 

structures (Akintola, 2008; Ministry of Health, 2007), with the dominant theory that these 

CHWs have two sets of motivations, namely: intrinsic – a set of motives said to involve the 

moral duty to community, desire for self-fulfillment  through personally valued activities that 

lead to general satisfaction and contentment; and extrinsic – emanating from rewards such as 

salary, bicycles, social status, and increased knowledge (Swartz & Colvin, 2015). This theory 

is drawn from the expectation that these volunteer CHWs would be motivated by the social 

contracts that exist in the everyday lives of people in communities, that bind people into 

structures of mutually helping friends, families and communities who share similar social 

mores, motivating informal helping (Lehmann et al., 2004a; Lehmann & Sanders, 2007a).  
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Major criticisms of the community participation paradigm have been that: 1) it is a 

western ethnocentric concept framed in a practice that is western-based and imposed onto 

non-western communities, and 2) there is no common agreement about how best to develop 

community participation in order to gain the expected benefits thereof (Rifkin, 1996). 

Perhaps this explains why some dependency theorists have characterized participation as part 

of the attempt by developed countries to entrench a world economic order that was 

favourable for the maintenance of western hegemony over development (Escobar, 1991). In 

addition, perceptions about this participation were problematic from the start because it was 

rooted in the misconception by its proponents that it was a magic bullet to solve problems 

which were rooted in health and political power (Stone, 1992a). (Rifkin, 1996) advocated a 

cautious approach in which participation would be seen as an iterative learning process that 

would allow for an eclectic approach and realistic expectations.  

Informal sector engagement: theoretical perspective from the natural helper model  

 

In analysing and discussing the findings presented in this thesis, I use the natural 

helper model to contextualize engagement of the informal sector in health interventions. The 

natural helper literature appears amorphous and confusing due to the various terms that have 

been used to describe natural helping. Literature on non-professional helping belongs to two 

separate but related bodies: ‘natural helpers’ and ‘lay’, ‘unprofessional’ or ‘informal’ helpers. 

Essentially, both bodies of literature are studying helping that takes place outside the health 

profession. I use these terms interchangeably, consistent with the authors of each study.  

The natural helper model (NHM) builds on community networks of social 

relationships (DeBate & Plescia, 2005). It is designed to improve the ability of individuals to 

help others through their own personal social networks (Tessaro et al., 2000). The model 

utilizes key persons within the community’s social network for others to turn to for support 
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(Bergstrom, 1982). These key persons are the ones referred to as natural helpers. A natural 

helper is one to whom people first turn for help in times of difficulty (Earp et al., 1997). They 

are men and women of good repute and are acclaimed for being good listeners with a 

relatively steady control of their own lives’ circumstances (Bishop, Earp, Eng, & Lynch, 

2002). Natural helpers provide a viable approach to health programs (Bergstrom, 1982), with 

both short- and long-term action in response to community health needs (DeBate & Plescia, 

2005). 

Some authors have referred to the NHM as the natural lay helper model (Bishop et al., 

2002). The natural lay helper model is utilized as a cultural and social network intervention 

strategy that builds on strengths within a community to influence social and community 

support among members facing particular health issues (Tessaro et al., 2000). For example, a 

qualitative evaluation study among women found that they had a tendency to get involved in 

a program because of specific health concerns or events involving either themselves or others 

in their personal network (Tessaro et al., 2000). One of the strategies that the natural helper 

model exploits is having representation from each network to provide support and education 

to individuals of similar backgrounds (Schulz et al., 2001; Scott, 2009). 

As it relates to public health, the natural helper model has been utilized to address a 

variety of health issues in specific populations, especially in the USA (Bishop et al., 2002; 

DeBate & Plescia, 2005; Eng, Parker, & Harlan, 1997). In a study about sharp needle 

exchanges among drug users, it was reported that because of its representation strategy, the 

NHM may help in the primary and secondary stages of prevention by promoting behaviour 

change through trusted peers and using peer influence to bring individuals into contact with 

the formal health services through natural helpers (Eng & Parker, 2002a; L. Jackson, Parker, 

Dykeman, Gahagan, & Karabanow, 2010). The goal of the NHM is to promote individual 

behaviour change, particularly of a friend, family member, or acquaintance (Bishop et al., 
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2002). The NHM provides a framework for culturally appropriate health promotions in 

particularly marginalized groups because it allows information about health to be diffused 

through general conversation and group activities among peers (Schulz et al., 2001; Tessaro 

et al., 2000). It has been argued that NHM provides a means of providing community-based 

care in a way that complements health professionals’ services, especially in populations 

underserved due to cultural norms or lifestyles (Lewin et al., 2010).   

The stipulation that natural helpers are persons of repute for helping makes a helpful 

distinction between them and other informal helpers. However, this distinction may only help 

in identifying natural helpers within communities that are relatively enclosed, making it 

relatively easy for reputations to be established. Besides, newcomers into a community may 

not have had the opportunity to help many people. These people may be as capable of being 

helpful as those who have already earned their reputations as helpers. In any case, these 

newcomers may have built the reputation as helpers in their community of origin (Stahl, 

2004) 

Another criticism of the model stems from the failure to define ways of identifying 

natural helpers. While nominations for the best helpers have been relied on from community 

members or peer groups, some writers have suggested that the best method would be through 

studying groups of individuals who, for some other reason such as career choice, are assumed 

to be naturally helpful (Patterson, Germain, Brennan, & Memmott, 1988). However, while 

nominations may prove helpful in identifying helpers in closely knit communities, it may be 

inappropriate in an environment where individuals know one another less well or in those 

where professional services are regularly accessed and people never turn to one another for 

help. Some studies have tried to identify helping ability through scores on personality 

measures, but due to methodological and theoretical problems, they have been of limited use 

(E. Jackson, 1985; Wagner, Manning, & Wheeler, 1971; Woods & Beecher, 1979). 
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In other studies, people have been assumed to be helpers due to their roles in society, 

such as neighbours and friends (Otten, Penner, & Waugh, 1988; Robbins & Tanck, 1995), 

and professionals known for interpersonal skills like priests, lawyers and bartenders (Cowen, 

1982; Nagel, Hoffman, & Hill, 1995). Although such groups are assumed to provide some 

type of helping in the course of their daily tasks, it may be difficult to ascertain whether the 

helpers are helpful as a duty and thus may not do it in their free time.  

Though the NHM has been widely used in developed countries, especially in an attempt to 

reach marginalized communities in the USA (Bird et al., 1998; Bishop et al., 2002; Meister, 

Warrick, De Zapien, & Wood, 1992; Sung et al., 1997), there is no literature showing its use 

in Africa, despite the existence of extensive informal networks in the majority of 

marginalized rural and remote areas. However, there are many interventions that without 

clearly referencing the model, tend to use the philosophy espoused while seeking to gain 

community participation in various health interventions. In this thesis, I propose that this 

model could be useful in health interventions in rural areas where informal/lay persons are 

sought as volunteers in the delivery of various basic health services.    

Engaging communities in health interventions in Uganda: context and history  

 

In this section, I intend to show how the situation in Uganda of community 

involvement in health interventions tended to follow the general philosophy outlined in the 

natural helper model, moving towards a community participatory model of health and 

development. The model is not explicitly mentioned, and clearly not utilized. The 

interventions looked progressive but fragmented and in my opinion lacked the sustainability, 

community support and success that is postulated to be inherent in natural helper 

interventions.  
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Community participation is always part of any healthcare system by the mere fact that 

the system is there to serve the community (Lehmann & Sanders, 2007a). Current efforts at 

community involvement in health were popularized after the introduction of the concept of 

primary healthcare at the Alma Ata in 1978. In Uganda, community-based health 

interventions have their roots in the 1960s, with the concept of ‘defined area’ implemented at 

Kasangati health centre. Communities in the “defined area” accessed health services at the 

health centre, while extension workers – community health workers – were in charge of 

preventive programs in the same “area”. Though initial community participation in the 

“defined area” concept was minimal, it ushered the process towards finding new linkages 

between health facilities and communities (Sekimpi, 2007). The 1970s saw many initiatives 

aimed at preventing childhood illnesses, and home improvement and sanitation competitions 

spearheaded by government health workers involving communities in health promotion. 

Though not country-wide, they reflected the general dawning of community participation in 

health promotion (Sekimpi, 2007).  Political turmoil in the late 1970s destroyed community 

mobilization gains up to that time. After 1986, stability returned, and development partners 

introduced projects which introduced cadres of community health work popularly referred to 

as Community Owned Resource Persons (CORPs) (Nabuguzi, 1995).  

Around 1992, the government of Uganda initiated a nationwide poverty situation 

study whose report in 1994 highlighted the vicious relationship between poverty and disease. 

This report partly contributed to the revitalized effort to prioritize integrated primary 

healthcare community participation in health (MOFPED, 2002). At regional level, the Abuja 

declaration stressed the need for promotion of community health (Ministry of Health, 2007). 

Uganda rolled out home-based management of fevers for children under 5 years as its first 

nationwide community initiative, using volunteer community medicine distributors (CMDs) 

elected democratically per village (Sekimpi, 2007).  Evaluation of this program showed that 
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community volunteers were a viable strategy to address community health issues, which 

emboldened community involvement programs.  

The 1999 national health policy spelt out the need for community participation and 

empowerment  strategies; enabling communities to take responsibility for their own health 

and wellbeing by participating actively in the management of their local health services 

through Village Health Teams (VHTs). The VHTs help to engender community participation 

and link communities to the formal health service delivery system (MoH., 2008). By 2005, 

the VHT strategy had been implemented in a number of districts with the target of reaching 

100% of all villages by 2010. The VHT strategy has not been fully rolled out, especially in 

districts with a lack of funds to recruit and train volunteers. Recruitment and training has 

been reliant on development partners due to limited funds in local government (MoH., 2013). 

In many communities without active NGO involvement, poor retention of VHTs has become 

the rule due to a host of challenges including poor motivation and other administrative 

bottlenecks (Ludwick, Brenner, Kyomuhangi, Wotton, & Kabakyenga, 2014). Sustainability 

of these VHTs, just like previous community-based volunteers, has remained a great 

challenge in Uganda and also in other low- and middle-income countries (Brunie et al., 

2014). Questions remain about strategies to motivate these interventions and to ensure their 

sustainability over the long-term, and this research seeks to contribute towards filling that 

knowledge gap, especially in poor communities. 

The research project and study site   

This study was part of a larger research project, Development of Sustainable 

Community Health Resources (CoHeRe), collaboration between Makerere University School 

of Social Sciences and Amsterdam Institute of Social Science Research, funded by the 

Netherlands Research Agency (NWO). The main focus of the program was on exploring the 
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potential of existing social roles, networks, groups and information flows to bring people into 

better contact with existing health services, to enhance simple health-improving behaviours 

and to enhance the dissemination of health messages. The main objective was to understand 

inherent social structures and processes in poor communities and the ways in which they 

could be used to deliver sustainable health interventions. The nature of the knowledge 

required an in-depth analysis of the local social fabric in Luwero. As such, the research 

adopted an ethnographic set of methods including: participant observation, focus group 

discussions, free-listing and pile sorting, key informant interviews, and informal 

conversations.  

Ethnography was carried out by three project researchers in six interlinked villages in 

the Luwero sub-county of Luwero district. Other senior members of the research project, both 

Uganda and Amsterdam based members of the research project, participated in data 

collection through spot checks, focus group discussions and supervision of the data collection 

process. Though Luwero is only approximately 70km from the capital of Uganda, Kampala, 

it has characteristics of typical rural and remote Ugandan communities. However, Luwero 

was of special interest to the researchers due to its peculiar characteristics as a result of its 

historical significance and geographical location in central Uganda. Luwero and the 

surroundings areas – commonly referred to as the Luwero triangle – were the launch pad for 

the guerrilla war by National Resistance Movement rebels from 1981 to 1986, which  ushered 

in the current ruling government in Uganda. The war-ravaged Luwero triangle has since 

attracted attention from both government and NGOs to help rehabilitate and reconstruct the 

area and set it on the path of development. As an indicator of its favoured position, there is a 

cabinet position for Luwero triangle in the current government. Perhaps as testament to the 

not-so-successful performance of these interventions, Luwero continues to compare, 

sometimes unfavourably, with other areas in terms of social and economic indicators. Luwero 
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is a multi-ethnic community with many tribes coming from western, northern and eastern 

Uganda, and also others from across the border in Tanzania, Rwanda and Burundi. Most of 

these ethnicities have been assimilated into the Ganda culture, which is the dominant culture 

of central Uganda.  

Being a rural community, most of the population in Luwero depends on peasant 

agriculture, which leaves most of them poor or moderately above the poverty line during 

periods of bumper harvest when they are able to sell some produce to the neighbouring 

townships of Kasana-Luwero, Bombo and Wobulenzi. The district is served by a main 

arterial highway which runs north/south, connecting the capital city, Kampala, with northern 

Uganda and South Sudan.  

Despite its history and relationship with the current regime in Uganda, Luwero is one 

of the districts that do not have a district hospital under the decentralized healthcare delivery 

system. It is served by two hospitals in the neighbouring district of Nakaseke, located about 

35km away. The main and highest level of health facility is a Health Centre IV, which does 

not handle complicated procedures, and therefore has to refer patients in its catchment area to 

far off Nakaseke and Kawoko hospitals which are better equipped. Luwero sub-county, 

where the studied villages are located, has a population of 29,904 (13,600 males, 16,304 

females) according to the 2012 national population census. Since this sub-county also lacks a 

corresponding Health Centre III, its population relies on the district’s main health facility 

(HC IV), thus enduring longer distances for access to basic facility-based care.  
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Map of Luwero, Uganda, adopted from www.ubos.org/onlinefiles/uploads 

I was personally involved in the ethnographic research with two colleagues. We spent in this 

setting a total of one and half years interacting with people, learning their ways of daily living 

and their contact with the systems around them in order to produce rich ethnographic data 

that answers the question of the broad research project (CoHeRe): Can social roles, networks 

and groups be identified in poor and vulnerable communities in Uganda that could serve 

as a source of basic health information, skills and behaviours, and link vulnerable 

community members to existing health resources? This question stems from the 

understanding that many of the existing roles, groups and networks are intrinsically more 
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sustainable than new roles and groups which are thought up and implemented from outside, 

because they have developed spontaneously out of the communities and cultures that they are 

a part of, and as a result they are more likely to have developed intrinsic motivations and 

symbolic reward mechanisms. Not only can these networks be used to deliver health 

messages, but their reward and motivation systems can also be studied, adapted and 

replicated to make health interventions such as CHWs more sustainable.  

Overview of the following chapters 

The articles collated in this thesis are the result of analysis of the social fabric of the 

community in Luwero, with the view of ascertaining how strategies for utilization of 

community social roles and networks have been recognized and utilized to improve health 

over the years.  

Chapter two 

Chapter Two provides a comprehensive critical description of the attempt to achieve 

community participation through volunteer CHWs, known as VHTs, in a rural community of 

Luwero, Uganda. However, utilizing a top-bottom approach, the process of selecting these 

volunteers from the community was devoid of meaningful community involvement, thus 

resulting in alienation of the community. Selected VHTs were seen by the rest of the 

community as apart from them, and therefore did not accord them the support that is ideal in 

community-based interventions. Poor supervision of the selection process, initiated outside 

the community, along with ambiguous guidelines, allowed local leaders to usurp the power of 

the community to determine the selection outcome. Thus, the façade of community 

involvement deflected responsibility from the community and maintained the power 

asymmetries which were responsible for ill-health in the first place.  

Chapter three 
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Drawing from the natural helper model (NHM) offers an important bottom-up framework 

that would achieve better involvement of local communities in the selection of volunteer 

VHTs through identifying ‘natural helpers’ by surveying the informal helping networks. This 

would improve the selection of representative community volunteers to VHTs, people who 

are firmly embedded in the communities’ structures of informal helping relationships. Thus, 

this model shows how to avoid the previously employed conventional, top-down, overly 

bureaucratic means of drawing representatives, in order to select meaningful participants that 

benefit from the trust and support of the communities they serve. It is an attempt to avoid the 

marginalisation of indigenous knowledge structures by drawing from a menu of alternative 

resources available, while being sensitive to local mores in the community.  

Chapter four 

Chapter four focuses on the social role of traditional birth attendants (TBAs) that is respected 

and widespread in the community following the Ganda cultural practice on reproductive 

custom and practice. In this paper, we show how TBAs become first points of help for men 

and other members in the community seeking counsel on maternal and reproductive health 

issues. Though current government policies discourage TBAs, their existence in the 

community continues to be cherished as a culturally appropriate source of information for 

men, women and youths concerning maternal and other reproductive health issues. In this 

paper, I argue that such traditional roles as TBAs can be useful in interventions that seek to 

promote male involvement in reproductive health. I show the contradiction that sometimes 

exists between policy and practice concerning utilization of community-based resources, by 

highlighting that while the government seeks to promote male involvement, at the same time 

it seeks to ban TBAs, when these actually form natural allies in the community. Though their 

activities seek to go underground, men, women and youths continue to utilize TBAs, and in 
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return the TBAS negotiate with, and sensitize men on issues that improve maternity outcomes 

in the community.  

Chapter five 

The fourth paper shows how the representative community volunteers (VHTs), if they are 

well integrated in the communities they serve, can benefit from community support that 

enhances their intrinsic and extrinsic motivation to serve. It illustrates how some members of 

VHTs appreciated non-monetary benefits from community members while serving as agents 

of social and behavioural change in a rural community of Uganda. It draws from experiences 

of VHTs where community members felt compelled to reward the VHTs using cash, material 

and symbolic mechanisms in appreciation of the help the VHTs were giving to members in 

the community. These kinds of rewards form sustainable motivation mechanisms for VHTs. 

For this to happen, however, other intervening factors mediated by the interconnected 

stakeholders must be in place, in order for the community to perceive the VHTs as helpful in 

meeting its needs and addressing the problems it faces. This paper therefore argues that the 

need for financial remuneration of volunteer CHWs can be overcome by utilizing 

community-initiated reward mechanisms, thus increasing sustainability of such interventions 

in both the short- and long-term.   

Chapter six 

Chapter six draws together the findings presented in this thesis. I address the chapters’ 

broader themes and discuss them with regard to wider research in community health 

interventional strategies and the main theoretical implications drawn from the philosophy 

postulated in the natural helper model. I also discuss recommendations for community-based 

intervention strategies, especially for rural communities in Uganda.  
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Abstract 

Introduction: With the renewed call for community participation in health interventions after 

the Alma Ata Declaration, interest has been raised in volunteer community health workers 

(CHWs) acting as representatives of local communities. The present study interrogates the 

dynamic interface between local communities and the government in the selection of CHW 

volunteers in a rural community. 

Methods: Data were collected through participant observation of community events, 35 in-

depth interviews, 20 focus groups and 15 informal conversations. A review of documents 

about Luwero district was also an important source of data. 

Results: Ambiguous national guidelines and poor supervision of the selection process 

enabled the powerful community leaders to influence the selection of village health teams 

(VHTs). Intended to achieve community involvement, the selection process produced a 

disconnect in the local community where many members saw the selected VHTs as having 

been ‘taken away’. 

Conclusions: Community involvement in the selection of VHTs took a form that, instead of 

empowering the local community, reinforced the responsibility of those in power and thus 

maintained the asymmetrical status quo. 

 

Introduction 

At the Alma Ata Conference of 1978, community participation was laid down as one of the 

key principles of primary health care (PHC) 
1. 

Soon after, developing nations accelerated 

PHC, especially among the rural and urban poor populations, in order to facilitate access to 

health and reduce endemic health inequalities 
2, 3

. Using community participation as the main 
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underlying principle, communities   were encouraged to contribute resources through 

representative volunteers commonly known as community health workers (CHWs) 
4
. These 

CHWs were largely seen   as channels through which the goal of health access for all by the 

turn of the millennium would be achieved
5
. CHWs played a key role in the functioning of 

PHC, an approach that was adopted as a rational strategy for healthcare delivery at the Alma 

Ata
6
. People from the villages were selected and trained to form a link between the 

communities and health systems. Many CHW programs were initiated and reported to have 

generated positive results in various interventions
7
. 

During the first years of implementation, it was argued that CHWs, who became the 

embodiment of PHC, offered culturally acceptable support and were therefore looked upon as 

a panacea to the health human resource problems 
8-12

. Critical studies into CHW programs 

showed that CHWs were not able to reduce mortality. Additionally, their quality of services 

was poor
13

, they offered poor-quality services, and thus were bypassed in cases of illness
14

. 

Various factors were given for this scenario including institutional factors, unrealistic 

expectations of poor volunteers, and poor initial planning 
3, 15

. It was also noted that in the 

1990s, changes in macro-economic structuring led to shifting government priorities, which 

saw dwindling interest in community-based initiatives across developing countries 
12, 16-18 

.Lack of financial remuneration for CHWs was also seen to contribute to the failure of the 

sustainability of CHW programs, although this remains a contentious issue 
19-23. 

Although 

early scepticism was raised about the representativeness of community volunteers, it was not 

a main concern in the evaluation of CHW programs 
24

.  

The halfway  point of  the millennium development goals (MDGs), which coincided with the 

30th anniversary  of the Alma Ata conference,  was  marked with  slow  progress towards  

MDGs  in the sub-Sahara  region 
25

. There was an increasing realization that attention needs 

to be directed at social interventions   that influence healthy behaviour, thus stakeholders in 
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global health reaffirmed the need to promote CHWs to implement PHC interventions in the 

communities 
26-28

.  Today, developing countries   have continued to scale up CHW programs 

with or without lessons learned from the mistakes in the past or the resolution of issues 

surrounding the concept 
29

. 

Uganda’s village health teams (VHTs) strategy was initiated in the late 1990s 
24

. Community 

health work in Uganda has its roots in the concept of 'defined  area' used in the 1960s at 

Kasangati Health Center in Uganda’s capital, Kampala, where the  health  center  provided 

medical care  while  health extension workers  carried out preventive programs in the 'defined   

area'.  Numerous   community initiatives   by the government lasted until the political turmoil 

era from the 1970s to the mid-1980s 
30

. In the 1990s, development partners rejuvenated 

CHWs, popularly known as community-owned-resource persons (CORPs) 
31

. The national 

poverty report from 1995 increased the motivation towards PHC 
32

. After the Abuja 

Declaration of 2001, which stressed the promotion of community health, Uganda rolled out 

the program for home-based management of fevers for children aged less than 5 years using 

volunteer community medicine distributors 
33

, the precursor to the 1999 national health 

policy introducing the VHT concept. To date, the VHT coverage has not achieved 80%; in 

places where this coverage has been achieved, performance leaves much to be desired 
34. 

Recruitment of VHTs countrywide is reliant on development partners under the leadership of 

the Ministry of Health, which has put in place guidelines and training manuals for VHTs 
35

. 

 

Like many developing countries, Uganda is looking for strategies to achieve effective 

performance of its community health initiative sector. Much as community members express 

appreciation for the work of CHWs, they often remain passive, which hinders the operations 

36
. In the literature on CHWs, it has been noted that there is no careful consideration of the 
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selection and recruitment processes of CHWs despite evidence that elective program success 

is dependent on the level of embeddedness and links with the community 
5, 37

. While 

community involvement, belonging, and support are mentioned as critical and key in the 

functioning of CHWs, they have not been given their due place in the analysis of barriers to 

the functioning of CHWs 
1
. 

 

Community participation through community volunteers: a conceptual perspective 

This article uses the concept of community participation as a lens for discussing PHC 

programs, a concept that has been fervently advocated for   in PHC programs,   becoming one 

of its cornerstones 
38

. Lay volunteer CHWs have largely been seen as the channels for 

achieving community participation 
18

. Although problems involving participation are widely 

recognized, the idea permeates many CHW programs because it is seen as a cost- effective 

means to achieve success in community interventions and it is morally consistent with the 

principles of equality and self- reliance that guide development thinking 
38

. No consensus, 

however, exists on what community participation should mean or how it should work. 

 

Participation can be distinguished at different levels: first and least in the form of passive 

beneficiaries, partners in activities through roles as volunteers,  managerial  responsibility,  

monitoring and evaluation; and second and most  comprehensively  as decision- makers  

about community needs  and responses  to them 
39

. Community programs need to clarify what 

level of participation they aim to achieve 
40

. Although participation has the potential to 

empower communities, it is widely appreciated that ambiguity in what is expected of 

communities can lead to trust problems, culminating in failure 
37

. Following earlier efforts to 
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scale up CHW interventions, critics argued that CHW programs would be paralyzed by 

insistence on single, one-size-fits-all guidelines that are haphazardly implemented in different   

community environments 
18, 41

. 

In this article the framework of community participation is used to critically interrogate the 

dynamic interplay between the officials and the community in the selection of community 

volunteers in a rural community in Uganda. Vaguely defined participation guidelines are 

shown to hinder community involvement and breed mistrust within the community. This 

author concurs with others that participation should imply that the community controls the 

process of selecting volunteer health workers. The results have implications for community 

participation programs in rural communities in developing countries. 

 

Setting 

The research took place at various centers in a number of villages that constitute Kagugo 

parish, Luwero sub-county, in Luwero district (Fig1). These villages constitute a multi-ethnic 

population that has assimilated to the dominant Baganda people of central Uganda. The 

majority of the population is poor, engaged in peasant agriculture and/or petty trade in 

agricultural produce along the main arterial highway that runs north–south, connecting 

Kampala with northern Uganda and the republic of South Sudan. Luwero is generally 

characterized as a rural, resource-poor community in terms of infrastructure such as health 

centers, roads, and schools, which is typical of most communities in the Ugandan 

countryside. 

Methods 

Data were collected during an extended fieldwork period over 1.5 years using ethnographic 

research techniques. Local research assistants provided note-taking and occasional language 
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assistance before mastering of the local language, which happened rather quickly. Data was 

collected through participant observation of community events, 35 in-depth interviews, 20 

focus groups, and 15 informal conversations. Initially, participants discussed problems that 

were affecting the community and how these problems had been solved. During these 

discussions, the theme of VHTs emerged and was explored further.  The review of documents 

was an important source of information, especially on the activities of African Medical 

Research Fund (AMREF) as a project in Luwero district. Primary documents were accessed 

with permission from the project offices in Luwero. 

 

Figure 1: Location of the Luwero district in Uganda. 

Data Analysis 

Data analysis was done through an iterative process of reading and re-reading the transcripts 

during fieldwork to identify themes that emerged, which were investigated further through in-
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depth interviews.  Transcripts were transferred into NVivo10 (QSR International; http: 

//www. qsrinternational.com) for qualitative data analysis using query searches for   the terms 

'Village Health Team’, ‘VHT’, 'Community health worker’, or   'AMREF'. The query 

identified the usages of these terms within 49 documents in the data set. For each of these 

documents the broad context of these search terms was researched and coded using an 

inductive coding strategy for the following coding structure: 

• Introduction and history of VHT program 

• Community expectation and knowledge about the VHTs 

• Literacy requirement for VHTs 

• Local leaders’ influence over VHT selection 

• VHT income and benefits 

• Community trust of VHTs. 

 

These codes were then analysed into a narrative structure and reviewed by other researchers 

in the CoHeRe (Developing Sustainable Community Health Resources in Poor Settings in 

Uganda) project. 

Ethical Considerations 

Pseudonyms are used in this manuscript.  Because of the intrusive nature of ethnographic 

methods, descriptions of respondents were minimized to ensure the anonymity of 

respondents. Respondent consent was obtained before audio- recording conversations.  All 

records have been kept under password-protected files. The Institutional Review Board of 
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Makerere University College of Health Sciences and the Uganda National Council of Science 

and Technology (SS3404) approved this study. 

Results  

Introduction and supervision of VHTs program in Luwero  

 

The VHTs were promoted as community volunteers to link communities to health centers. 

These teams were selected under national guidelines issued by the Ministry of Health, 

although implementation was managed at the local government level. In Luwero district, the 

VHT strategy was not   implemented until the African Medical Research Foundation 

(AMREF) introduced the Malaria, HIV/AIDS, and TB project (MAT). Through this project 

they offered to partner with governments to facilitate the recruitment and training of VHTs. 

As clarified by one AMREF official: 

 

Our MAT project needed community resource persons in the project area. This 

created an opportunity to fit within the district’s plan to recruit VHTs who would 

serve in our project and remain in the community afterwards. We facilitated the local 

governments to do the recruiting using the Ministry of Health guidelines. We had to 

tailor our project needs to those of the local government. 

 

When asked if they trained these VHTs, the respondent replied: 

 

No, we facilitated the local government to recruit the VHTs but we ensured that 

during the training, our concerns about the link between malaria, TB, and HIV were 
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included. The government issued a training manual, which was followed by the 

trainers. The mobilization of communities to select the persons to be trained as VHT 

volunteers was conducted by the local government but with financial support from 

AMREF. 

 

The NGO partnership enabled the local government to implement a national strategy. The 

VHTs were popularized as an attempt to utilize volunteers from local communities, who were 

supervised by the local government. 

The interview with the health assistant based at Luwero sub- County revealed how the 

process of selection was delegated to village leaders (LCs): 

 

Practically, we asked the local council leaders [LCs] at the village level to mobilize 

and sensitize their respective communities about the idea of VHTs. We managed to 

supervision this process in some villages, but in most the LCs did that work without 

any supervision. We made sure they knew what the Ministry of Health guidelines 

were. Through community  meetings LCs introduced  the  idea  and  led  the selection 

of 5 persons per village  who would work as volunteers to  link  the  community to  

the  health  center, give health  related  information,  and   mobilize  communities  for 

other health related activities. 

 

The responsibility to supervise the VHT selection process was delegated to LCs who were 

political leaders at the village level. At that point, recruitment became politicized. Without 

supervision, LCs would steer and influence the VHT selection process according to their own 
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expectations. There was no oversight from the upper local government to ensure that 

guidelines were followed or to give leadership where guidelines had to be modified. 

 

Authority, reward, and benefit expectations: motivation for volunteer recruits? 

Because of the involvement of AMREF in facilitating the implementation of the VHT 

strategy, many people, especially the local council leaders, expected financial benefits in the 

form of salaries or allowances for the VHTs. As persons who would be charged with linking 

the community to the health centers, VHTs were expected to wield a lot of authority. These 

expectations influenced the recruitment process as LCs saw it as a way to wield more power 

in the community. It was not coincidental that most LCs, who were charged with leading the 

selection process, were selected to the VHTs. The financial provisions provided by AMREF 

for organizing the selection process amplified these expectations, and motivated the LCs to 

influence the process to their benefit, veering them further from the perception of volunteers. 

Commonly, to volunteer is usually related to the term nakyewa, a term that is more related to 

the type of help offered during periods of distress and communal responsibility. However, 

VHTs’ expectations for financial benefits and the initial allowances for mobilizing 

community selection eroded that perception among many in the community, including among 

LCs. In a focus group, discussion of VHT selection revealed how such motivations were 

predominant in the selection process: 

 

They [LCs] chose themselves but I think they struggled for nothing. Everybody 

wanted the opportunity to on a VHT. They fought each other. Those with power are 

the ones who struggle for these things. 
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The power struggle mentioned above accompanied the perception that VHTs were going to 

be important in the community as ‘local doctors’. It was not surprising that LC chairpersons 

made sure they were selected and made sure that their friends out-maneuvered those who 

struggled to be on the VHTs. 

During a focus group discussion with a VHT, participants expressed their expectations when 

they offered to volunteer: 

 

We  knew  that we  were  to  work  as  volunteers  but  we  still expected some money 

from the AMREF. And they did initially give us some money for transport refunds 

and lunch allowances during training and monthly meetings. (R5) 

 

Of course we expected some money, if we are required to spend our time, why 

wouldn’t they give us a little token of appreciation? (R4) 

 

This expectation to receive personal benefits in the form of allowances motivated many who 

struggled to be part of the VHTs.  This struggle would most likely be won by the LCs since 

they controlled the selection process. 

 

Politics of patronage: influence of local council leaders in the selection of VHTs 
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While providing LCs with the authority to lead the VHT selection, LCs became privy to 

information not open to the public and that they could use to their advantage. Since local 

leaders are politicians elected through adult suffrage, it was unsurprising that they, motivated 

by their own expectations, ignored the guidelines and influenced the process. As stated 

earlier, this was also facilitated by limited supervision from the local government, which 

delegated the roles to them. 

One evening, while at a local bar, local community members were engaged in a conversation. 

The author’s presence there prompted them to discuss the issue of VHTs since a number of 

them knew the author was interested in the subject. One elderly man, sounding frustrated, 

said: 

 

The LCs always have their circles of friends with whom they always share whatever 

is meant for the community. Those projects [referring to AMREF] with the intention 

to help us come and give all the money to the chairman and his friends, and they think 

they are helping us. 

 

When the author interjected and asked whether they inferred that all the VHT members in the 

community were friends of LCs and were receiving money, another man responded: 

 

Those [the VHT members] were taken away from us and given money. The chairman 

and his friends, who wield the power in the community, have impoverished this 

community. They take everything meant for this community in the name of helping 

us. 
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Similarly, in an informal conversation, Mukasa, a male member of the VHT, told me how he 

has two bicycles, one as a volunteer National Agricultural  Advisory Services peer educator 

and another as a VHT. He seemed to boast of how, because he is useful to the community, he 

is popular and volunteers for many agencies working in the community. One lady, Sophia, 

who operates a nearby food stall, was eavesdropping and quickly interjected: 

 

That man is part of the group that eats everything meant for this village. Everything 

that comes, they take it. They know that something is coming and grab it before it 

reaches us. They take them and give them money, bicycles; we do not know how they 

help us. 

 

In these quotes, one can sense the frustration about these interventions and how the LCs 

hijack the interventions to benefit themselves and circles of their friends. The previous two 

quotes refer to the perception that the chairman has a 'circle' of friends with the power to take 

advantage of community resources from outside agencies. The author felt that the people who 

spoke against this circle of power were taking the opportunity to report them to a foreigner 

who they perceived to be interested in hearing their frustration and who could reach the 

higher offices. 

 

In an informal conversation one LC leader confided that he did not convene community 

meetings   to select   VHT members partly because people did not show up when he tried to, 

and because the local government wanted the names urgently. The LCs had to select those 

whom they trusted and felt could work effectively. Ironically, all LC chairpersons are 



 

84 
 

members of the VHTs which is against the Ministry of Health guidelines, which state that 

VHTs must be selected by the community itself and not imposed by political structures. They 

should be five members per team per village; one per 25-30 households. Their selection 

should be through popular vote and gender sensitive. Political leaders should not be eligible 

for purposes of ensuring checks and balances 
42

. 

 

The local leaders’ decision to select themselves and their friends was partly influenced by the 

perceived benefits and lack of supervision from those above them in the local government 

structures. They overlooked the rules in order to influence the VHT selection process. 

 

Literacy requirement: facilitating influences by the powerful? 

 

In addition to other guidelines, one of the criteria for persons to be elected to the VHTs was 

the ability to read and write, preferably in English, the official language of Uganda, or at least 

in the local language. Typical of most rural and remote communities, where the majority of 

the illiterate populations live, the few who are literate are also the local leaders and power-

holders in the community. They occupy gatekeeping positions in the community in many 

ways that facilitates elite capture, especially when external partners wish to collaborate with 

such communities. In an interview with the chairman of VHTs in Kagugo parish, his response 

revealed how the literacy requirement impacted the selection of VHTs: 
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They [district officials] said VHTs should be able to read and write. The selection 

process became easier because there are not so many in such villages. I can tell you 

the people that are literate from memory. Indeed the training and the work we were 

doing needed someone who was literate. I can show you the  books and  the  things 

wrote, you  cannot  give it to  the illiterate  person … 

 

Aida –  a 44-year-old VHT member and primary school teacher – when asked about how she 

heard about the VHT strategy, revealed how literacy played an important factor in her 

selection when she said: 

 

I am lucky to always be selected. The chairman here is my friend; we have a good 

relationship. He always approaches me when there is a new program in the 

community that requires people to do some work, especially programs that require 

one to know some English. There were programs that trained us, and we were 

distributing mosquito nets, another [program] for the distribution of anti-malarial 

drugs for children. 

 

Both quotes show how literacy requirement may have reinforced the LCs’ choice of VHTs. 

Furthermore, if the community wished to have someone else, who was illiterate, they could 

not have sent him/her for training. This meant that, due to the guideline, the VHT selection 

process was already rigged, especially considering that in some communities literate people 

are limited. It is not coincidental that Aida (in the quote above) says that she is ‘always’ 

selected. The problem this leaves is whether this requirement helps in selecting volunteers 
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who are motivated to do the work, or who have the community support.  It was not surprising 

that once VHTs lost the allowances from AMREF, many gave up the work while others clung 

to the position in anticipation of future benefits. 

 

Kibazo, a middle-aged primary school teacher, was selected as a VHT. When the author had 

a focus group discussion with VHTs, he did not come. His colleagues mentioned that they did 

not expect him to come. When the author met Kibazo, said that as a teacher with a small 

salary, he has to do private business that brings him money rather than going ‘around the 

community’ teaching people about toilet use. He was clearly not motivated to volunteer but 

may have been selected because of the literacy requirement. Informally, people in the village 

kept saying that VHT work was for the educated. 

 

Ironically, the guidelines required that people with leadership and previous community work 

experience, like teachers, church readers, drug distributors, and traditional birth attendants, 

should have priority. This gives advantages to elites in the community, which in rural 

communities often includes LCs and other powerful members in positions of social 

responsibility due to similar qualification criteria. 

 

The district health officer was rather indifferent about the literacy requirement in the 

selection of VHTs since he felt that basic literacy was not sufficient for the work VHTs were 

meant to do, such as health data collection and record- keeping. He was pessimistic that mere 

training could facilitate VHTs to take on such tasks. 
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Discussion 

It is widely acknowledged that the biggest challenge in CHW programs is attrition. Many 

scholars have argued that in order to improve the sustainability of CHW volunteers, the need 

for community support cannot be ignored 
5, 11

. This therefore takes us back to the principle of 

community participation, which was the pivotal principle for PHC interventions at the Alma 

Ata. The community as a united entity may not exist in every community since communities 

are made up of actors with different aspirations, interests, power structures, and dynamics 
4
. 

The stakeholders in community interventions need to pay close attention to economic, social, 

and cultural factors that are inherent in all communities, especially in the process of selecting 

community representatives 
43

.  In this article, the argument is that 40 years after the Alma Ata 

the principle of community   participation   has continued to be used   rhetorically in   PHC 

interventions    across   many communities. 

 

First, the findings presented reaffirm the need for transparency in determining responsibility 

for the selection of CHWs from the community, as has been asserted 
11

. The roles of the 

government and NGOs should be to provide oversight and ensure that CHWs reflect the will 

of the community without obstruction from community power-holders. Absence of this 

oversight permits the influence peddling of power-brokers within the dynamic community 

structures and thus may marginalize the population they ought to serve. Such obstructionism 

has been reported in studies evaluating CHW programs where researchers argue that without 

evidence of systematic inclusion of various community sections, the assumption that the 

selected CHWs represent the community from which they are drawn may be erroneous 
24

. 

Influence peddling by LCs in this case, motivated by expectations of authority, reward, and 

other benefits,  supports what has been called ‘distortion of information’ to facilitate elite 

capture 
44

. The misconception that a rural community is a homogeneous entity with persons 
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of shared interests oriented towards mutual cooperation has long been debunked 
45, 46

. Such a 

realization ought to have inspired   pragmatic awakening in 21st-century PHC interventions. 

 

Second, and surprisingly, the findings exemplify the issue of intransigent national guidelines 

that are deliberated in a top- down fashion from   the national level to fit   all rural 

communities in the selection of VHTs. Such guidelines ignore the transient nature of 

communities and heterogeneity within communities over space and time. The national 

guidelines became both a facilitator for the manipulation of local communities and elite 

capture by the community’s local power-brokers. Powerful community members, namely 

LCs, used both laxity and strictness in following national guidelines to influence the VHT 

selection process.  Such machinations have been variously acknowledged in other 

development change initiatives in development literature 
47

. The fact that certain members of 

the community were privy to some information regarding the VHC project gave them an 

upper hand to flex others out, especially where high expectations of reward and benefit 

abound. It is not new that those who access information try to utilize it to gain undue 

advantage over their colleagues in such initiatives, as has been reported in some studies 
44

. 

Strong supervision of the selection process at all levels is not just necessary but is an 

important safeguard against influence peddling by powerful leaders who may use the 

guidelines to benefit themselves and gain more power. 

 

Timely engagement of all community members prevents haphazard implementation of the 

program and thus reduces the chances for alienating some community members. This 

corroborates Bishop and others 
48

, who said that selection should take cognizance of the 

unique socio-political and cultural aspects that permeate the existing informal support 
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networks. Such considerations ensure that volunteers who are motivated to volunteer and are 

seen as helpful to the community are selected.  Since the value of the CHW is related to the 

embeddedness of the health worker in the community, consideration   of the understanding of 

community dynamisms   and structures   cannot be over- emphasized. 

 

Conclusions 

This study re-highlights the importance of understanding the various social, economic, and 

cultural dynamics that underlie community dynamism in the implementation of PHC 

interventions in rural and remote communities. Community participation that is dictated by 

top-down, inflexible guidelines may be double-edged. While it may be phrased in such a way 

that calls for the empowerment of the rural poor, such an intervention may be too easily 

manipulated to deflect responsibility from powerful actors representing local governments, 

NGOs, and powerful elites, thus promoting further alienation and increased inequality. 

 

When CHW programs are built on a screening and selection process designed from without 

the community and uniform criteria are applied in all communities across the country, there is 

the danger that peculiar situations in particular communities will not be considered. 

Flexibility in implementation of the criteria for selection and recruitment is necessary so that 

specific characteristics of various communities are taken into consideration. Communities are 

heterogeneous both internally and externally; applying standardized criteria may not work to 

the best interests of the communities that are targeted to benefit from such interventions. In a 

nutshell, there is need for progressive and constant community engagement that understands 

community participation as an iterative process. Forty years after the Alma Ata Declaration, 
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which called for the participation of local communities in interventions for the improvement 

of their health, the failure of such CHW programs to learn these lessons underscores the 

sustainability challenges that continue to plague community health interventions in the 

developing world. 

 

Although this study is limited in geographical coverage, it is rich in details about the interface 

between local leaders and community members in the selection of VHTs in a specific village 

of Luwero. The findings may not be extrapolated to other communities.  However, this 

limitation does not disavow the fact that the findings are important. The findings in this study 

may be insightful in strengthening such CHW interventions where volunteers are selected 

from communities with similar characteristics, especially in Uganda and sub-Saharan Africa. 

 

Acknowledgement 

This work is part of   the research program CoHeRe (Developing Sustainable Community 

Health Resources in Poor Settings   in Uganda), which is financed by the Netherlands 

Organization for Scientific Research. 

 

References  

 

1. World Health Organization. Increasing access to health workers in remote and rural areas 

through improved retention: global policy recommendations. Geneva: WHO, 2010. 

 

2. Cueto M. The origins of primary health care and selective primary health care. American 

Journal of Public Health 2004; 94(11): 1864-1874. 

 



 

91 
 

3. Standing H, Chowdhury AMR.  Producing effective knowledge agents in a pluralistic 

environment:  what future for community health workers?  Social Science and Medicine 

2008; 66(10): 2096-2107. 

 

4. Rifkin SB.  Paradigms lost:  toward a new understanding of community participation in 

health programmes. Acta Tropica 1996; 61(2): 79-92. 

 

5. van Ginneken N, Lewin S, Berridge V.  The emergence of community health worker 

programmes in the late apartheid era in South Africa: an historical analysis. Social Science 

and Medicine 2010; 71(6): 1110-1118. 

 

6.  WHO, UNICEF.  Primary health care: report on the International Conference on Primary 

Health Care, Alma Ata, USSR. WHO: Geneva, 1978. 

 

7. Maru RM. The community health volunteer scheme in India: an evaluation. Social Science 

and Medicine 1983; 17(19): 1477-1483. 

 

8. Berman PA, Gwatkin DR, Burger SE. Community-based health workers: head start or 

false start towards health for all? Social Science and Medicine 1987; 25(5): 443-459. 

 

9. Cherrington A, Ayala GX, Elder JP, Arredondo EM, Fouad M, Scarinci  I.  Recognizing 

the diverse roles of community health workers in the elimination of health disparities: from 

paid staff to volunteers. Ethnicity and Disease 2010; 20(2): 189-194. 

 

10. Flax VL, Earp JL.  Counselled women’s perspectives on their interactions with lay health 

advisors:  a feasibility study.  Health Education Research 1999; 14(1): 15-24. 

 

11. Glenton C, Lewin S, Scheel IB.  Still too little qualitative research to shed light on results 

from reviews of effectiveness trials: a case study of a Cochrane review on the use of lay 

health workers. Implementation Science 2011; 6(1): 53. 

 

12. Walt G, Pereira M, Heggenhougen K. Are large-scale volunteer community health worker 

programmes feasible?  The case of Sri Lanka. Social Science and Medicine 1989; 29(5): 599-

608. 



 

92 
 

13. Menon A. Utilization of village health workers within a primary health care programme 

in The Gambia. American Journal of Tropical Medicine and Hygiene 1991; 94(4): 268-271. 

 

14. Sauerborn R, Nougtara A, Diesfeld H.  Low utilization of community health workers:  

results from a household interview survey in Burkina Faso.  Social Science and Medicine 

1989; 29(10): 1163-1174. 

 

15. Kahssay HM, Taylor ME, Berman PA. Community health workers the way forward. 

Geneva: World Health Organization, 1998. 

 

16. Akintola O. What motivates people to volunteer? The case of volunteer AIDS caregivers 

in faith-based organizations in KwaZulu- Natal, South Africa. Health Policy and Planning 

2010; 26(1): 53-62. 

 

17. Mburu F. Whither community health workers in the age of structural adjustment? Social 

Science and Medicine 1994; 39(7): 883-885. 

 

18. Rifkin SB.  Lessons from community participation in health programmes:  a review of the 

post Alma-Ata experience. International Health 2009; 1(1): 31-36. 

 

19. Akintola O. Perceptions of rewards among volunteer caregivers of people living with 

AIDS working in faith-based organizations in South Africa: a qualitative study. Journal of the 

International   AIDS Society 2010; 13(1): 22. 

 

20. Bloom G, Standing H. Pluralism and marketization in the health sector: meeting health 

needs in context of social change in low and middle income countries.  Working paper 136.  

Brighton, UK: Institute of Development Studies, 2001. 

 

21. Maes KC, Kohrt BA, Closser S. Culture, status and context in community health worker 

pay: pitfalls and opportunities for policy research. A commentary on Glenton et al. (2010). 

Social Science and Medicine 2010; 71(8): 1375-1378. 

 

22. Schneider H, Hlophe H, van Rensburg D. Community health workers and the response to 

HIV/AIDS in South Africa: tensions and prospects. Health Policy Plan 2008; 23(3): 179-187 



 

93 
 

23. Watt P, Brikci N, Brearley L, Rawe K. No child out of reach: time to end the health 

worker crisis. London: Save the Children, 2011. 

 

24. Bhutta ZA, Lassi ZS, Pariyo G, Huicho L.  Global experience of community health 

workers for delivery of health related millennium development goals: a systematic review, 

country case studies, and recommendations for integration   into national   health   systems. 

Geneva: Global Health Workforce Alliance, World Health Organization, 

2010. 

 

25. Liu A, Sullivan S, Khan M, Sachs S, Singh P. Community health workers in global 

health: scale and scalability. Mount Sinai Journal of Medicine 2011; 78(3): 419-435. 

 

26. Davidson PL, Andersen RM, Wyn R, Brown ER. A framework for evaluating safety-net 

and other community-level factors on access for low-income populations. Inquiry 2004; 

41(1): 21-38. 

 

27. Lawn JE, Rohde J, Rifkin S,  Were M, Paul VK,  Chopra M. Alma-Ata   30  years  on:  

revolutionary, relevant, and  time  to revitalise. Lancet 2008; 372(9642): 917-927. 

 

28. Rosato  M, Laverack  G, Grabman LH,  Tripathy P, Nair N, Mwansambo   C,  et  al.  

Community participation: lessons   for maternal, newborn, and child health. Lancet 2008; 

372(9642): 962-971. 

 

29. Singh P, Sachs JD. 1 million community health workers in sub- Saharan Africa by 2015. 

Lancet 2013; 382(9889): 363-365. 

 

30. Gilroy K, Winch P. Management   of sick children   by community health workers. 

Intervention   models and programme examples. Geneva: World Health 

Organization/UNICEF, 2006. 

 

31. Nabuguzi E. Popular initiatives in service provision in Uganda. In:  J Semboja (Ed). 

Service provision   under   stress in East Africa. London: Heinemann, 1995; 192-208. 

 



 

94 
 

32. Ministry of Finance Planning and Economic Development. Challenges and prospects for   

poverty   reduction   in northern   Uganda. Discussion paper 5. Kampala:  Ministry of 

Finance, Planning and Economic Development, 2002. 

 

33. Sekimpi KD. Report on study of community health workers in Uganda (with focus on 

village health team strategy – VHT). Kampala: Ministry of Health, 2007. 

 

34. Ministry of Health. Mid-term analytical review of performance of the Health Sector 

Strategic and Investment Plan 2010/11–2014/15. Kampala: Ministry of Health, 2013. 

 

35. Ministry of Health. The annual health sector performance report for 

2012/13 financial year. Kampala: Ministry of Health, 2014. 

 

36. Lehmann U, Sanders D. Community health   workers: what do we know about them? 

Geneva: WHO, 2007. 

 

37. Prasad B, Muraleedharan V. Community health workers: a review of concepts, practice 

and   policy concerns.  Geneva: International Consortium for Research on Equitable Health 

Systems (CREHS), 2007. 

 

38. Rifkin SB. Community participation in maternal and child health/family planning 

programs. An analysis based on case study material. Geneva: WHO, 1990. 

 

39. Zakus JDL. Resource dependency and community participation in primary health care. 

Social Science and Medicine 1998; 46(4): 475-494. 

 

40. Linda S.  Cultural influences in community participation in health. Social Science and 

Medicine 1992; 35(4): 409-417. 

 

41. Nichter M.  Global   health: why cultural   perceptions, social representations, and bio 

politics matter. Tucson, AZ: University of Arizona Press, 2008. 

 

42.  Ministry of Health. Village health teams: strategy and operational guidelines. Kampala: 

Ministry of Health, 2010. 



 

95 
 

43. Lehmann U, Friedman I, Sanders D. Review of the utilisation and effectiveness of 

community-based health workers in Africa. Joint Learning Initiative   on Human Resources 

for Health and Development working paper. Cape Town: Global Health Trust, Joint Learning 

Initiative on Human Resources for Health and Development, 2004. 

 

44. Platteau J, Somville V, Wahhaj Z. Elite capture through information distortion:  a 

theoretical essay. Journal of Development Economics 2014; 106: 250-263. 

 

45. Meleis    AI. Community participation and involvement: Theoretical and empirical issues. 

Health Service Management Research 1992; 5(1): 5-16. 

 

46. Madan T.  Community involvement in health policy; socio- structural and dynamic 

aspects of health beliefs. Social Science and Medicine 1987; 25(6): 615-620. 

 

47. Alatas  V, Banerjee  A, Hanna R, Olken BA, Purnamasari R, Wai-Poi M. Does elite 

capture matter?  Local elites and targeted welfare programs in Indonesia. National Bureau of 

Economic Research working paper series. Cambridge, MA: NBER, 2013. 

 

48. Bishop C, Earp JA, Eng E, Lynch KS. Implementing a natural helper lay health advisor 

program: lessons learned from unplanned events. Health Promotion Practice 2002; 3(2): 233-

244. 

 



 

96 
 

Chapter three 

Selection and performance of village health teams (VHTs) in Uganda: lessons from the 

natural helper model of health promotion. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Published as: 

Turinawe, Emmanueil B., Jude T. Rwemisisi, Laban K. Musinguzi, Marije de Groot, Denis 

Muhangi, Daniel H. de Vries, David K. Mafigiri, and Robert Pool. "Selection and 

performance of village health teams (VHTs) in Uganda: lessons from the natural helper 

model of health promotion." Human resources for health 13, no. 1 (2015): 73. 



 

97 
 

 

Abstract 

Background: Community health worker (CHW) programs have received much 

attention since the 1978 Declaration of Alma-Ata, with many initiatives established in 

developing countries. However, CHW programs often suffer high attrition once the initial 

enthusiasm of volunteers wanes. In 2002, Uganda began implementing a national CHW 

program called the village health teams (VHTs), but their performance has been poor in many 

communities. It is argued that poor community involvement in the selection of the CHWs 

affects their embeddedness in communities and success. The question of how selection can be 

implemented creatively to sustain CHW programs has not been sufficiently explored. In this 

paper, our aim was to examine the processes of the introduction of the VHT strategy in the 

community including the selection of VHT members and how these processes may have 

influenced their work in juxtaposition to the ideals of the natural helper model of health 

promotion.  

Methods: As part of a broader research project, an ethnographic study was carried out in 

Luwero district. Data collection involved participant observation, 12 focus group discussions 

(FGDs), 14 in-depth interviews with community members and members of the VHTs and 

four key informant interviews. Interviews and FGD were recorded, transcribed and coded in 

NVivo. Emerging themes were further explored and developed using text query searches. 

Interpretations were confirmed by comparison with findings of other team members. 

Results: The VHT selection process created distrust, damaging the programme’s legitimacy. 

While the Luwero community initially had high expectations of the programme, local leaders 

selected VHTs in a way that side-lined the majority of the community’s members. 

Community members questioned the credentials of those who were selected, not seeing the 

VHTs as those to whom they would go to for help and support. Resentment grew, and as a 
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result, the ways in which the VHTs operated alienated them further from the community. 

Without the support of the community, the VHTs soon lost morale and stopped their work.   

Conclusion: As the natural helper model recommends, in order for CHW programmes to 

gain and maintain community support, it is necessary to utilize naturally existing informal 

helping networks by drawing on volunteers already trusted by the people being served. That 

way, the community will be more inclined to trust the advice of volunteers and offer them 

support in return, increasing the likelihood of the sustainability of their service in the 

community. 

Key Words: Community health workers, Village health teams, Natural helpers  

 

Introduction 

In 1978, world leaders created the Declaration of Alma- Ata, which reaffirmed access 

to health as a fundamental human right and identified primary health care as the key to the 

attainment of the goal of health for all. The 30th anniversary of Alma-Ata coincided with the 

halfway mark of the United Nations’ Millennium  Development Goals, stimulating discussion 

about the role of primary health care in facilitating the achievement of those goals and led to 

revitalized calls for use of community health workers (CHWs) as a form of community 

participation [1]. CHWs help individuals and groups in their own communities access health 

and social services and educate them about various health issues [2]. Many studies have 

documented the advantages of CHW programmes [3-7], including that such programmes can 

enhance community participation [8, 9]. 

Initially, international health actors promoted CHWs as a means to achieve the World 

Health Organization’s goal of health access for all by the year 2000 through social 

interventions for behaviour change [10, 11]. Optimism about the potential of CHWs led to the 
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increased desirability of community-based health interventions [12]. As early as 2000, 

however, the optimism about CHW programmes began to fade, as there was little progress 

towards the achievement of health goals for the poor, and CHW programmes showed 

heterogeneous outcomes [2, 13]. Further, CHW programmes have been characterized by high 

levels of attrition through resignations, terminations and relocations [14, 15]. 

Financial compensation for CHWs has been, and re- mains, a contentious issue, 

especially in poor countries where a large number of CHWs are needed [16, 17]. While 

CHWs are ideally volunteers, in practice, many programmes have financially rewarded 

CHWs, even hiring them as salaried assistants [18, 19]. It has been argued that financial 

incentives reduce volunteers’ willingness to work without pay [7] and that such incentives are 

likely to be insufficient, leading to high attrition [20,21]. Despite these issues, both 

international and national stakeholders have continued to reaffirm the importance of CHWs, 

and many countries have implemented CHW programmes at the national level, some with 

remuneration [22-24]. The calls by local and international stakeholders for expanding the use 

of CHWs by 2015 have led to questions about relying on volunteers to deliver services in 

poor communities, with some arguing for greater creativity in the selection, recruitment and 

retention of CHWs [25-28]. 

Though there is consensus that local communities should be involved in the selection 

of CHWs, questions have remained on how that selection should be structured. A review of 

studies on CHW programmes noted that authors state that CHW were “selected by the com- 

munity” without showing how this was done [29, 30].  

This is problematic if large-scale programmes involving volunteer CHWs are to be 

sustained in communities [29]. The question that needs to be constantly asked is what is the 

best way to draw volunteers from a community, without relying on financial incentives? 
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The Natural Helper Model: improving the selection of community health workers  

The natural helper model (NHM) is based on a simple premise: within every 

community, an informal helping network already exists. People with problems naturally seek 

out other people they trust, and interactions are often spontaneous [31]. The NHM taps into 

and uses this already existing network to disseminate accurate information on health and 

other social services to the community;  since many people are linked to different helping 

networks simultaneously [32], the dissemination of health messages can be reinforced. 

According to the NHM, in order to recruit the most suitable candidates for volunteering in the 

community, all community members’ networks of informal social support should be studied.  

In this way, the most trusted and motivated helpers, referred to as “natural helpers”, can be 

identified [33-35]. Natural helpers are then trained to help others more effectively, with the 

aim of ensuring that a trained natural helper can act as a representative for each of the 

networks within a community. 

Studies conducted between 1945 and 1959 among ethnic communities in South Africa 

uncovered the structure and function of community helping systems and drew attention to the 

significance of social networks in community health education [36]. The NHM originated out 

of these insights and was designed to enhance the ability of individuals to help others through 

their own existing personal social networks [37, 38]. The NHM promotes the utilization of 

“key persons” within social networks, individuals to whom others “naturally turn for advice 

emotional support and tangible aid” [39, 40]. These persons are respected and trusted, and 

have a reputation for being good listeners, responsive to the needs of others, and in control of 

their own life circumstances [41, 42]. Utilizing existing community structures increases both 

the short- and long-term viability of health programmes and their ability to address 

community needs [38]. While the NHM has been critiqued for its long and rigorous  process 

in identifying natural helpers, others have argued that, for programmes where sustainability is 
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a priority, the trade-off in time and resources  during  the identification process  for natural 

helpers becomes worthwhile [38,41]. 

In some instances, natural helpers have been referred to as “lay health advisers”, 

especially in programmes in the United States focused on minority communities [5]. While 

lay health advisers are paid workers, natural helpers are not working for any agency but 

contribute to the community through their own social networks. The two therefore lie at 

opposite ends of the same continuum [43] of lay community workers. While natural helpers 

operate within their own social networks, lay health advisers provide support to individuals 

who may be strangers [44]. 

 

The history and context of village health teams in Uganda 

Since the Alma-Ata declaration, successive Ugandan governments have 

acknowledged the relationship is- tween health and poverty, but unfortunately, political 

turmoil made interventions impossible until the 1990s, when fragmented community-based 

interventions by development partners began to be implemented [45]. The 1999 national 

health policy included community empowerment and mobilization for health as key elements 

of the national minimum health care package. A programme designed to improve the home-

based management of fevers, implemented after the Abuja Declaration of 2000, demonstrated 

the benefits of community based interventions and opened up the way for a strategy based on 

village health teams (VHTs) [46,47]. 

The selection of VHTs followed a process of building consensus in the community. 

First, during face-to-face sensitization sessions, community members were educated about 

the programme and its need for volunteers. The meeting’s facilitator, often a technical person 

from the district’s health team or the nearest health centre, described the kind of people best 

suited for selection as VHTs. After sensitization and consensus building among all 
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stakeholders and all households in the village have occurred, a popular vote is held. 

According to Uganda’s Ministry of Health guidelines, to be selected as a VHT member, a 

person must meet several criteria: he or she must be above 18 years of age, a village resident, 

able to read and write in the local language, a good community mobilizer and communicator, 

a dependable and trust- worthy person, someone interested in health and development and 

someone willing to work for the community. Preference is given to people already serving as 

CHWs especially if they have served well [48]. 

Nationally, VHTs are expected to carry out general tasks in all PHC core areas which 

include home visiting, mobilization of communities for utilization of health services, health 

promotion and education, management of common illnesses, follow-up of pregnant mothers 

and newborns, follow-up of discharged patients and those on long-term treatment and 

community information management [49]. This necessitated generalist training on a range of 

subjects including interpersonal communication, community mobilization and empowerment, 

child growth and development, control of communicable diseases, sexual and reproductive 

health, environmental health, mental health and monitoring record keeping [50]. The target 

was for all villages to have trained VHTs by 2010, but only 77% of all the districts had 

achieved this by 2009 [49]. Due to the financial constraints at various districts, recruitment 

and training of VHTs has been supported by international development partners [51, 52]. In 

Luwero, the implementation of the VHT strategy was supported by the African Medical 

Research Foundation (AMREF), under its malaria, HIVAIDS, and TB projects.  In  VHT  

training,  these  three  diseases received  extra  emphasis  to  reflect  the  interests  of AMREF 

[53]. By June 2011, Luwero district had a functional VHT structure, and the activities of the 

VHTs were facilitated directly by AMREF. In 2012, however, the project under which the 

VHTs were supported ended, which left the local government in charge of facilitating the 

VHTs [54]. 
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By the time fieldwork for this study commenced in August 2012, the activities of the 

VHTs had ground to a halt following the termination of the AMREF project. Early on, our 

research team found that motivation had declined  among  the  VHTs  due  to  the  departure 

of AMREF, even though they had been recruited as volunteers  and  should  have  been  able  

to  work  without AMREF. We thus developed an interest in the processes of VHT strategy 

implementation in Luwero.  In this paper, our aim is to examine the introduction of the VHT 

strategy in the community and the selection and recruitment of VHT members and how this 

process may have influenced their work in relation to the ideals of the natural helper model of 

health promotion. 

 

Setting and methods 

Luwero is an ethnically mixed district in central Uganda. Luwero sub-county’s major 

ethnic group is the Baganda and the dominant language is Luganda. Typical of many rural 

communities in central Uganda, the main sources of livelihood are peasant agriculture and 

petty trade in agricultural and household items, sold in food stalls and shops spread around 

the villages and along the arterial highway connecting Kampala with northern Uganda [55]. 

Luwero sub-county has a population of 29 904 [56] and is served by a government health 

centre situated in Kasana town. Like most rural communities in Uganda, the population of 

Luwero is poor and has limited access to basic health care. 

Fieldwork was carried out as part of a broader project called “Developing Sustaining 

Community Health Resources” (CoHeRe) between July 2012 and April 2014. Data were 

collected through participant observation, focus group discussions (FGDs) and in-depth 

interviews. Participant observation provided a point of entry into the community through 

joining in the activities of daily life, such as community meetings, prayers, weddings and 

burials. Spontaneous interactions yielded insights into the lives of community members thus 
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facilitating recruitment for other techniques of data collection. Field notes were taken on a 

daily basis to keep track with common activities. In addition, 18 in-depth interviews were 

carried out with community members, members of VHTs and other key informants in the 

local government and leaders of AMREF. Each interview took about 1 h. Twelve FGDs were 

conducted with community members from different population categories in order to observe 

convergence of ideas on issues related to the topic of VHTs. These were organized in well-

secluded areas to avoid noise.  Each group consisted of 6–10 members and lasted an average 

of 1.5 h. All interviews participants were purposively selected, targeting those willing and 

with greater understanding of the issues relating to VHTs. 

Ethics considerations  

Tape-recording was done after seeking and obtaining permission from the 

participants. All audio recordings were transcribed into English and stored on password- 

protected files accessed only by the research group. Pseudonyms are used in the writing of 

this paper in order to hide the identity of respondents. This study was approved by the 

University of Amsterdam, Social Science Ethical Advisory Board. In Uganda, ethical 

clearance was granted by the Institutional Review Board of Makerere University College of 

Health Sciences and the National Council of Science and Technology.  

Data Analysis 

Inductive data analysis Inductive data analysis was guided by three broad tasks: data 

reduction, data display and conclusion drawing or verification [57]. All interviews and FGDs 

were con- ducted in Luganda, recorded and transcribed in English. The transcription was 

carried out through an iterative process of back and forth reflections on the data to gain 

“immersion in the details and specifics of the data” and discover “important patterns, themes, 

and interrelation- ships” which were then followed up in subsequent inter- views [58]. All 

transcripts were imported into Nvivo10 software for coding and analysis.  In addition, text 
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searches were carried out for relevant key words and new emerging themes.  The sources 

were re-read and coded until saturation of themes was achieved. After comparisons with 

findings from other team members, interpretations were confirmed in the following structure: 

(a) introduction of and reactions to the VHT programme, (b) VHT selection, (c) community 

disappointment with and resentment of the VHTs, (d) VHT adaptation in response to 

community resentment and (e) VHT display of authority and its impact on community trust. 

 

Findings 

Introduction of VHTs: Misinformation, hope, and excitement 

The introduction of the VHT strategy in Luwero was welcomed with hope and 

excitement in the community. Many people gladly anticipated having a group of “doctors” 

(abasawo) in their village to whom they could turn when illness struck them. At first, 

information about the VHTs was spread through rumor, and the community was ignorant 

about who these doctors were going to be and how they would be chosen. The process of 

informing the community about the VHT strategy was poorly managed in terms of clarifying 

who informs the community, what they tell the community and in how. Community members 

seemed to have received unclear information about the VHTs and what to expect from them 

as the information was generally spread informally. Through informal conversations, we 

learned that some expected that the training of VHTs meant that health services would be 

closer to their villages. This expectation not only brought high hopes but also some strife and 

competition among those who wanted to become the “village doctors”. George, a 30-year-old 

man, expressed this hope in an interview: 

 

The rumors were that we are going to have village doctors. We thought that they are 

going to have medicine and treat us when we fall sick. We heard that they would be trained to 
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treat diseases, so that we do not need to go to Kasana Health Center every time that we fall 

sick. 

Sunday, a man aged about 40, explained why community members were excited when 

the idea of VHTs was introduced: 

We were told and everybody heard that the selected persons would be the equivalent 

of medical doctors, where we could go if we fell sick. They were going to be trained to treat 

malaria and other small illnesses and also be given bicycles to transport the sick to the health 

center. Everybody was happy that finally the journey to Kasana [where the health center is 

located] is going to be reduced. The health centers are far and malaria medicines are 

expensive. That is why everybody was excited that at last the government had remembered to 

bring services closer to the people at the village level. 

It is common that people living in rural areas of developing countries like Uganda 

have challenges in accessing health services, and sometimes, even when they manage to 

access the health centre, they find that drugs are out of stock. The promise that VHTs, fellow 

residents in the community, were to be equipped with essential drugs led to hope and 

excitement.  

 

Selection of VHTs: Sidelining the community 

Membership of a VHT was perceived as influential in the community and so attracted 

a lot of interest. The guidelines established by the Ministry of Health provided that VHT 

members must be selected by the community through popular vote. Each VHT was to be 

composed of about five people, depending on the size of the village, with each team 

responsible for about 30 households. Political leaders such as village council committee 

members were not eligible for membership in order to ensure checks and balances. 
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Despite these guidelines, village council leaders influenced the process and appointed 

themselves to the VHTs. In all of the villages in the area studied, chair- persons of local 

councils were members of the VHTs, after being required by the sub-county governments to 

mobilize and sensitize their respective communities for VHT selection. Local council chairs 

also selected other members. Concerning her selection as a member of a VHT, Sharon, a 58-

year-old woman, said: 

 

It is the local council chairman who knows the way we were selected. They were 

assigned with the task of looking for people who can read and write. When the chairmen sent 

the names of the persons they had selected, they informed us when the time for training had 

arrived. After the training we were allocated homesteads to oversee concerning issues of 

health. 

 

Nakimuli, a 62-year-old female VHT member, similarly told us: 

 

I was told by the chairman that I was selected to be trained to take care of our 

community and guide people in health issues. He told me I was selected because I was a 

friend and a trusted person in the community. 

 

It appeared that the local leaders had usurped the community’s power to vote and 

select people to the VHTs. This was further  confirmed  when one evening, while walking 

through a trading centre past a bar, one member of our research team overheard people asking 

each other about him, which compelled him to join the conversation.  In the discussion that 

ensued, a person who had participated in an FGD conducted earlier told the group that the 
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researcher was studying the VHTs. They were all eager to find out what the VHTs were 

doing. One man, about 50 years old, said: 

We cannot be sure what they [VHTs] are doing, because the district people came here 

and gave them money to help the community. As far as we can tell, they are not doing 

anything. … The chairman selected the names of the people he wanted and sent their names 

to the district—we heard that they had been called and then we only heard that they are 

getting money. The chairman and his deputy are the ones who always know what is 

happening. … These days the money must be finished because they are doing nothing and 

you do not hear them talking about being VHTs. 

 

From this comment and others like it, we learned that many people in the community 

thought the VHTs were paid. They did not seem to believe that the VHTs were supposed to 

work as unpaid volunteers to help fellow community members. The manner in which the 

local leaders handled the selection seemed to have fueled the suspicions of many in the 

community who though that VHTs were profiting in the name of helping the com- munity. In 

another village, a member of our research team was having an informal conversation with 

Scovia, a 42-year-old woman, who talked about her community’s leaders: 

 

I told you that these people always do things among their own cliques. They will 

make sure that the rest of the community will not have their way. When Annet [a member of 

the VHT] left, she was replaced by Sarah. Can anyone honestly say that they are surprised the 

chairman chose her? Don’t you see that she is in the same group of acquaintances with the 

chairman? Of course, I cannot say for sure whether that is the reason, but let me also ask you: 

Why didn’t they choose another one? Those people will be the ones doing everything. I do 
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not think they are bad, but they reflect one side. Why was she chosen to become a VHT for 

people of the other side, [who] even do not know how she was chosen? 

 

Annet’s replacement, Sarah, also served as the vice chairperson of the village council. 

During a conversation with the Kagugo parish chairman of the VHTs, we talked about the 

role of local council leaders deciding the membership of the VHTs instead of the community 

voting to select those they were comfortable with. He said: 

 

People in our communities are very stubborn and they do not respect authorities 

anymore. Democracy has blocked their ears from listening. … People are not seeing us as 

friends and they think we are a burden. When we go to them, they say, “Here they are again, 

now what do they want?” Before we know it they have turned hostile. They do not want to 

respect the fact that we have something good for them. If we are to follow what the 

community wants, we would stop everything and choose new VHTs. If you call them for a 

meeting they will not come, but will complain if we choose for them. Even if they choose 

their very best friends, they will not listen to them. The people are lazy on issues of sanitation 

and hygiene—that’s why they hate us. 

 

This leader dismissed the community’s concern as a non-issue and seemed to place 

himself and other VHTs apart from the community, which is indeed, we found, a significant 

problem. 

  

Literacy requirement: Excuse for sidelining community in selection of VHTs? 

One of the Ministry of Health-mandated qualifications for those selected to serve on 

the VHTs was the ability to read and write, at least in a local language. In an interview with 
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the local council leader of Sakabusolo, we were told that this mandate made it easy for him to 

choose those he knew to be literate. Asked whether that requirement could have influenced 

his community’s perception of the VHTs, he said: 

 

Local council leaders were invited to the sub-county where they told us that the 

people to become VHTs should be able to read and write, especially in Luganda. Even then, 

many of the documents were in English. So, when we came to the community and told them 

that not everybody was qualified, some people did not believe us. There are not so many 

people who can read and write in this community. The choice for me was then easy, as I 

could count them on my finger. 

 

In another conversation with the chairwoman of Kagugo village, we were told how 

the literacy requirement turned out to work against some of those who could have been 

VHTs: 

 

In my village there are very few people who know how to write their names. At the 

sub-county, before they trained us, we had to write our names and parish on a piece of paper. 

I did not want my parish to be ashamed by sending people who cannot write their name. If 

someone cannot write their name, but is loved by everyone, you cannot send their name. It 

was hard to get five literate people to send to the sub-county who were willing to volunteer in 

this village because they work in other places. 

  

These statements reveal that local leaders found it convenient to make their own 

choices using the literacy requirement as an excuse. The requirement seemed to constrain the 

community’s choice of who could serve them as a helper. Informally, some of the community 
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members remained skeptical and suspicious, wondering if local leaders might have invented 

the requirement in order to influence the selection. 

Interestingly, the district health officer for Luwero doubted the capacity of VHTs with 

basic literacy to manage childhood illnesses collection of health data. In the evaluation report 

for AMREF’s project, he stated that he preferred that VHTs meet higher educational 

qualifications, if they were intended to competently manage those roles. 

  

 

Community distrust toward selected VHTs: “Those are not the ones who help us!” 

There was a sense of distrust and resentment of VHTs because many members of the 

community felt that the way in which VHTs were selected ignored their preferences. They 

reasoned that since VHTs were supposed to be community helpers, the community should 

have had a greater say in their selection than the local council leaders. They became 

frustrated and suspicious of the government’s and AMREF’s stated intentions to offer help. 

This frustration was evident when one woman, aged about 40, while in a conversation with 

other com- munity members, said: 

 

These people [from AMREF] who come to this community pretending to help us 

should stop lying to us. They are also working for their other goals. … If they want to help 

us, how could they agree to work with people they know clearly were not chosen by the 

community? If they come and ally with the chairman and his friends, are they helping us? If 

they wanted to help us, they should have asked us, because we know the people that can help 

us. Have they ever seen anybody going to the chairman for help? Only Kyambadde, among 

the VHTs, helps people, but I think that the rest of them are interested in stealing whatever is 

sent to the community. 
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When this respondent articulated both her distrust of the VHTs’ intentions and her 

suspicion that they were stealing, others listening nodded their heads in agreement. The 

reputation of the VHTs was clearly tarnished. Lydia, a woman aged about 45, told me of her 

experience with the VHTs: 

 

The VHT reported me to the sub-county that I did not have a toilet. But since I am not 

a man and this home is not mine, they were supposed to go to my husband, who had 

abandoned me. On the VHT, it was Kyambadde who understood my problems since my 

husband left me with children. She came to my home and we talked and she went to inform 

the sub-county officials to look for him. She is a very kind woman. She does not hate people 

and she does not judge without listening to you. 

 

Even when people distrusted and suspected many members of the VHT, they were 

able to identify others whom they perceived to be good. They appreciated that someone could 

listen and talk to them and understand their problems. 

In an interview, the health assistant responsible for supervising all VHTs in Luwero 

sub-county stated that she was aware that local council leaders were VHT members in many 

villages, contrary to the Ministry’s guidelines.  However, she seemed to have gone along with 

the selection of VHTs, saying: 

 

Community members are stubborn and hard to manage. When they are called for 

meetings, they do not come but show up to complain when you decide for them. AMREF 

gave us money for sensitization meetings but when community meetings did not happen in 

the stipulated time, they became impatient. Concerning the issue that some people in the 
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community take all the opportunities,—sometimes it is due to stringent requirements like the 

ability to co-fund [to contribute some resources]. In most cases it is the leaders who are able. 

 

The assistant appeared reluctant to ensure that the com- munity had their say in the 

selection of VHTs. She easily sided with the leaders’ version without listening to the other 

community members. Since she supervised the se- lection and did not take a keen interest in 

ensuring that the guidelines were followed, she became an accomplice in elite capture. While 

the relationship between the VHTs and the community lacked trust and was instead filled 

with suspicion and misunderstanding, an AMREF report was largely silent on this dynamics 

save for the re- commendation that authorities and their development partners should look for 

appropriate methods to select motivated volunteers. 

 

VHT adaptations as a result of resentment from the community 

Initially, each VHT member was to be allocated about 25 households, all of which 

would have participated in selecting him/her. However, we found that in Luwero VHTs 

instead began working in groups, visiting homes together. Among their first assignments was 

sensitizing the community on hygiene and sanitation, but many people resisted these efforts 

and did not welcome or listen to the VHTs. During an FGD with VHTs in Kyetume, one said: 

 

Some of them were very stubborn and not willing to cooperate with us. They would 

even ask us who made us their boss. They claimed that the government had given us money 

to construct toilets but instead we were asking the households to do it themselves! 

 

A similar scenario was mentioned in an FGD with VHTs in Sakabusolo, when another 

VHT member described their challenges: 
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We went somewhere and then a man wanted to cut us with machete. He was arguing 

that he was poor and we [had] come to tell him useless things. He said that if we want 

them to have a toilet, we should build it. He claimed that we are being paid a lot of 

money. One day I tried to explain that we volunteer but no one believed [me]. They 

demanded that we share the money with them. 

 

In an interview, Tito, a VHT member, said that VHTs believed that they might have 

more success in groups because community members might know at least one member of the 

VHT: 

 

We decided to go in groups to avoid those questions from the community. They will 

surely not say “who are you?” when she comes with other VHTs whom they know. 

 

When asked if it would not be simpler to do a one- on-one visit between a VHT and 

someone from each of the households, as that would be much friendlier than a group of five 

people coming in at once, Tito replied: 

 

People in this community are hard and they do not want to be advised. It is when 

things are too hard for them that they become humble. So we decided to go in groups 

to make it hard for them to attack us as they did when people tried to go as 

individuals. 

 

The VHTs began working as groups because they did not get a friendly reception. The 

adaptation meant they had to walk longer distances as a group, to cover all the homesteads, 
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rather than each walking only to the home- steads allocated to him/her. This later played a 

role in their loss of morale for their work. 

 

VHT adaptations as a result of resentment from the community 

Initially, each VHT member was to be allocated about 25 households, all of which 

would have participated in selecting him/her. However, we found that in Luwero VHTs 

instead began working in groups, visiting homes together. Among their first assignments was 

sensitizing the community on hygiene and sanitation, but many people resisted these efforts 

and did not welcome or listen to the VHTs. During an FGD with VHTs in Kyetume, one said:  

 

Some of them were very stubborn and not willing to cooperate with us. They would 

even ask us who made us their boss. They claimed that the government had given us 

money to construct toilets but instead we were asking the households to do it 

themselves! 

 

A similar scenario was mentioned in an FGD with VHTs in Sakabusolo, when another VHT 

member described their challenges: 

 

We went somewhere and then a man wanted to cut us with machete. He was arguing 

that he was poor and we [had] come to tell him useless things. He said that if we want 

them to have a toilet, we should build it. He claimed that we are being paid a lot of 

money. One day I tried to explain that we volunteer but no one believed [me]. They 

demanded that we share the money with them.  
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In an interview, Tito, a VHT member, said that VHTs believed that they might have more 

success in groups because community members might know at least one of member of the 

VHT: 

 

We decided to go in groups to avoid those questions from the community. They will 

surely not say “who are you?” when she comes with other VHTs whom they know. 

 

When asked if it would not be simpler to do a one-on-one visit between a VHT and someone 

from each of the households, as that would be much friendlier than a group of five people 

coming in at once, Tito replied:  

 

People in this community are hard and they do not want to be advised. It is when 

things are too hard for them that they become humble. So we decided to go in groups 

to make it hard for them to attack us as they did when people tried to go as 

individuals. 

 

The VHTs began working as groups because they did not get a friendly reception. The 

adaptation meant they had to walk longer distances as a group, to cover all the homesteads, 

rather than each walking only to the homesteads allocated to him/her. This later played a role 

in their loss of morale for their work.  

 

VHTs as friendly visitors or as sanitation inspectors: The dilemma 
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There is one time I did not go to the field—my colleagues told me that some people in 

Bukuma village ran away when they saw the team approaching their homes because 

they did not have latrines.  

 

The above quote from Sajjabi, a 58-year-old woman and VHT member, illustrates the 

problematic relation- ship between the VHTs and some members of the com- munity. The 

friendly team of helpers sometimes created fear among the community members due to the 

power and authority they used to enforce their work. In an FGD, exchanges between VHTs 

and other community members illustrated the how the work of the VHTs proceeded from 

providing sanitation advice to a campaign of sanitation inspections: 

 

VHT-1: It was not easy to convince someone that the toilet is in their own interest. 

Sometimes the people became harsh though some later accepted our advice. But 

sometimes we could be forced to arrest those who don’t see what we were telling 

them to be useful. 

 

Interviewer: How did you arrest them without the police? 

VHT-1: We could take the report to the sub-county, of all those people who refused to 

have toilets. Then the sub-county offices would send soldiers to arrest them and we 

would give clear directions to the homesteads.  

R4: But in your method of work, I don’t think you just go abruptly and arrest him. 

You first go to him, warn him and educate him about the benefits of having a 

latrine/toilet. You only arrest him when he refuses.  

VHT-2: But if he fails to listen to me and I report him, they begin complaining that 

we are harsh. For example at Bwaziba, VHTs there invited us to arrest some family without 
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toilets because they feared to arrest them and then be hated in their own village. So we went 

and did the work for them. 

The VHTs found themselves in a dilemma: they were working as inspectors and using 

a force that did not portray them as helpers. As they did not like to be viewed like that in their 

own communities, they opted to swap villages with their colleagues from neighbouring 

villages. The chairman of the VHTs in the parish told me: 

 

People need an iron hand because they do not listen. But the last time we inspected 

homesteads, some people were harsh, which intimidated many of our colleagues and we 

became demoralized. Sometimes the language that the people will hear is that the one that 

scares them. 

  

The use of the words “arrest”, “hate” and “iron hand” in these conversations show 

that the relationship between VHTs and the community had deteriorated. The VHTs found 

themselves having to issue threats of arrest for non-compliance with sanitation rules. This 

kind of relationship demoralized the VHTs themselves who did not want to create grievances 

with community members. 

 

Discussion 

Though the use of volunteer community health workers has become popular as a 

means of achieving health goals in communities in the developing world, there is little 

consensus on how to address the challenges of attrition that have plagued many CHW 

programmes [59-61]. The need for creativity in finding ways of sustaining CHWs remains 

urgent [25]. Communities are heterogeneous and require tailored approaches and flexibility to 

strengthen CHW programmes. The natural helper model was developed to provide this kind 
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of flexibility. Its main assumption is that in any community there exist persons to whom 

others turn for help as a result of the mutual trust and reciprocal support mechanisms inherent 

to that society. It is therefore suggested that community programmes seeking to use volunteer 

lay health advisers would benefit by identifying these natural helpers and recruiting them to 

serve more formally in their own com- munities [39]. 

As early as 1996, it was concluded that the effective- ness of volunteer CHW projects 

depends to a large degree on the people involved. Evaluations of CHW programmes, 

however, have not shown how they measure the extent to which CHWs are representative of 

the communities they are selected from. Thus, it has always been assumed that CHWs 

represent the community since they reside there [25]. This case of VHTs in Luwero 

demonstrates that this assumption may not always be correct. 

Ethnographic research can provide insights into community-level processes that are 

usually missed by surveys and other methodologies. Our findings show what may happen 

when the natural helper model is not used in the selection of CHW volunteers. Firstly, stating 

that the community would choose the members of the VHTs may have created false 

expectations.  As it happened in this case, the community was manipulated through 

misinformation and half-truths in a systematic process that saw the power of the community 

to select their own representatives usurped by their local leaders. This power grab may have 

been an unintentional result of a badly executed process, especially since the supervisors did 

not ensure that local village leaders followed the guidelines.  Though local leaders are chosen 

by the people and therefore may have a mandate, it should be noted that the manner of 

selecting village leaders in a political process draws upon different interests than the process 

of selecting community volunteers. It has been argued that different constellations of interests 

make up the political landscape of a community [62, 63]. In this paper, we see how those who 

took charge of selecting members of the VHTs ignored the concerns raised by community 
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members. The local government and AMREF staff, who were supposed to supervise the 

whole process, did not interest themselves in how the selection of VHTs was carried out on 

the ground to ensure that the guidelines were followed by the local authorities, thus ignoring 

the evidence, documented in the community development literature, that local leaders act as 

“gate keepers” to their community and may usurp the power of the local communities as 

shown in typical cases of elite capture [64, 65]. 

Secondly, guidelines set by the national government without input from the local 

community will not reflect local realities. Lack of flexibility in the guidelines to suit each 

community opens up the way for manipulation that even proper supervision may not help. 

For instance, setting literacy requirements for VHTs played into the hands of powerful local 

leaders who are usually among the few literate people in a typical rural community. Not 

enforcing the prohibition on local leaders serving on VHTs also allowed the local leaders to 

usurp power. Both laxity and strict adherence to the guidelines served the interests of those 

already in powerful positions in the community. 

Thirdly, our findings show that the majority of the members of the community did not 

consider the selected VHTs to possess the characteristics of helpers. This means that 

communities have their own expectations about who is best positioned to help. Indeed, many 

people in the community were frustrated that they were not consulted; as they felt they had 

better knowledge of the people they trust to help them. This means that in initiating the 

concept of VHTs, the government may not have fully understood that communities have their 

own helping structures that they trust and support. 

Lastly, because the majority in the community did not trust the helping credentials of 

those selected to help them with health-related issues, they resented them and denied them 

the expected community support. This is what happens when communities are sidelined in 

issues that pertain to them, when they feel they ought to be consulted and their opinions taken 
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seriously [65]. To adapt to this resentment, the VHTs altered their working methods in ways 

that sought to use authority and power that was not derived from the community mandate and 

thus alienated them further. Because many on the VHTs were local leaders, once they lost 

community support, they resorted to relying on the authority of their leader- ship positions. 

This is perhaps why the Ministry’s guidelines explicitly barred local leaders from being 

members of the VHTs. The VHTs, who were supposed to be trusted and friendly helpers, 

soon turned into a force that was feared and resented by those whom they were meant to help. 

In the absence of financial incentives, the resulting scenario was ripe for a decline in 

motivation among VHTs and their eventual resignation. 

The natural helper model advises that identifying the “right persons” from informal 

helping networks should precede the determination of training and work requirements; such 

requirements should fit those selected [39, 41]. Accordingly, the chosen individuals in that 

group would be highly respected, trusted in the community and more likely to be motivated 

to volunteer. The NHM offers a participatory process that locates the selection of community 

volunteers at the grass-root level in communities and may avoid the setbacks resulting from 

elite capture, as documented by the findings described in this paper. The natural helper model 

offers a framework through which the community would be more engaged in order to select 

VHT members that are trusted and supported by the community members and lead to better 

outcomes in CHW programmes. 

Limitations of the study 

This qualitative study was carried out in one rural com- munity in central Uganda, and 

while the results provide important insights into the factors that play a role in the functioning 

of village health teams and contribute to the understanding of processes of volunteering, 

recruitment and motivation more generally, they remain limited in their generalizability. 

Having said that, the study community is fairly typical of many rural communities in Africa, 
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and consequently, results are likely to be transferable to other similar settings in Uganda and 

perhaps beyond. 

 

Conclusion 

 The NHM process better identifies the people who will freely and informally interact 

with the target community without appearing confrontational or exhibiting un- necessary 

power and authority. As has been noted, the value of the community health worker is in 

his/her embeddedness in the community [11]. The NHM offers a framework for identifying 

those natural helpers already embedded in the community by surveying the informal helping 

networks. The actual process of identifying these informal networks and discovering the 

various “natural helpers” to whom nodes of community members are linked may be a time-

consuming process. However, for long-term national programmes for which sustainability is 

key, the trade-offs between time spent and quick recruitment is worth it. If tried with due 

diligence and given  the  time and resources necessary for initial exploration, the NHM thus 

may offer a framework for the selection of volunteers who have the trust and sup- port of 

community members,  thereby allowing health and other social service information to be 

disseminated. 
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Abstract 

Background: Since the 1994 International Conference on Population and Development, male 

involvement in reproductive health issues has been advocated as a means to improve 

maternal and child health outcomes, but to date, health providers have failed to achieve 

successful male involvement in pregnancy care especially in rural and remote areas where 

majority of the underserved populations live. In an effort to enhance community participation 

in maternity care, TBAs were trained and equipped to ensure better care and quick referral. In 

1997, after the advent of the World Health Organization’s Safe Motherhood initiative, the 

enthusiasm turned away from traditional birth attendants (TBAs). However, in many 

developing countries, and especially in rural areas, TBAs continue to play a significant role. 

This study explored the interaction between men and TBAs in shaping maternal healthcare in 

a rural Ugandan context. 

Methods: This study employed ethnographic methods including participant observation, 

which took place in the process of everyday life activities of the respondents within the 

community; 12 focus group discussions, and 12 in-depth interviews with community 

members and key informants. Participants in this study were purposively selected to include 

TBAs, men, opinion leaders like village chairmen, and other key informants who had 

knowledge about the configuration of maternity services in the community. Data analysis was 

done inductively through an iterative process in which transcribed data was read to identify 

themes and codes were assigned to those themes. 

Results: Contrary to the thinking that TBA services are utilized by women only, we found 

that men actively seek the services of TBAs and utilize them for their wives’ healthcare 

within the community. TBAs in turn sensitize men using both cultural and biomedical health 

knowledge, and become allies with women in influencing men to provide resources needed 

for maternity care. 
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Conclusion: In this study area, men trust and have confidence in TBAs; closer collaboration 

with TBAs may provide a suitable platform through which communities can be sensitized 

and men actively brought on board in promoting maternal health services for women in rural 

communities.   

Keywords: Traditional birth attendants, Male involvement, maternal healthcare, Uganda  

Introduction 

Maternal mortality remains a significant public health problem in developing countries, 

especially in sub-Saharan Africa, where 87 % of global maternal mortality occurs [1]. These 

high rates are attributed to insufficient and poor-quality care during pregnancy and childbirth 

[2]. Though the number of deliveries taking place in health facilities has increased globally, 

about 40 million women still deliver without skilled care every year, about a third of whom 

are assisted by a TBA [3]. The World Health Organization (WHO) recommends one midwife 

for every 175 pregnant women but this standard is far from being achieved; in Uganda, where 

1.5 million women give birth every year, there are approximately 15,000 well-trained 

midwives to assist in the childbirth process [4]. Services provided by some TBAs may be 

limited to social support, while others provide full ante- natal, intrapartum and postnatal care 

mediated by their indigenous cultural knowledge, medicines and skills, usually acquired 

through apprenticeship to other TBAs [5]. Studies find that TBAs are valued because they are 

accessible at all hours, are affordable and are culturally acceptable since they usually share 

similar cultures and may or may not be relatives, or neighbors with their client communities 

[6–8]. 

It has been argued that women utilize TBAs’ services due to their powerlessness in 

relation to men and older women in most traditional gendered contexts [9–13]. Especially in 

rural communities of developing countries, pregnancy and childbirth continue to be seen as a 

women’s issue, yet men control the resources that facilitate decisions concerning sexual 
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relations, family size and access to healthcare [14]. Until the 1990s, many state and NGO 

interventions in maternal health targeted only women,  especially promoting women’s visits 

to health facilities for maternal and child health (MCH) services, ignoring that men’s 

behavior equally contributes to poor health outcomes for women and children [15]. However, 

recognition that male involvement is critical for improving MCH has since increased [16, 

17]. A number of studies have shown that men play important roles in family planning and 

other maternal health issues [18–23]. This recognition shaped the recommendations made at 

the 1994 International Conference on Population and Development, which urged 

interventions that take account of men’s shared responsibility in improving MCH [24]. 

Though male involvement in reproductive health issues has gained more visibility, especially 

due to efforts to prevent mother-to-child transmission of HIV, gendered beliefs still define 

roles and influence how maternal health issues are approached in many parts of the 

developing world [25–27]. 

As early as the 1950s, there was recognition that cultural beliefs, norms and practices 

concerning pregnancy situate men and TBAs as powerful actors in maternal health issues 

across the developing world [21, 24]. Thus, international agencies led by the WHO had 

accepted that TBAs, through their indigenous knowledge practices, were part of the problem 

of maternal ill-health, and concluded that training them could be part of the solution. By the 

early 1960s, the WHO was actively encouraging developing countries to train TBAs and by 

the 1990s, 85 % of the developing countries had some sort of collaboration with trained 

TBAs [28]. Training and activities of TBAs, as well as their legal status, varied across 

regions, countries and over time [28, 29]. 

By 1997, enthusiasm for training  TBAs started  to wane due to a lack of evidence that 

such training demonstrably  reduced maternal mortality, and  the finding  that  TBAs  were  

contributing  to  delays  in seeking care since they could not respond to obstetric emergencies 
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[30, 31]. Attention shifted to the promotion of ‘skilled birth attendants’—health workers with 

midwifery skills—including the ability to respond to obstetric emergencies; this however did 

not define other skills that TBAs might also have. Thus  some writers  argued  that  exclusion  

of the  trained  TBAs from the definition  of a skilled birth  attendant was based on biased 

evidence [6]. It was also argued that ways of measuring maternal mortality had changed over 

time, and therefore the trends that indicated persistently high rates of maternal mortality did 

not reflect the contributory effects of those TBAs who had been trained [3, 6, 7, 32–35]. 

In Uganda, the policy towards TBAs shifted according to the recommendation of the 

WHO and the Safe Motherhood initiative. Promotion of skilled birth attendants—whose 

definition excluded TBAs—became the official policy, leading to the suspension of 

previously existing partnerships between the government and TBAs across the country. The 

Ugandan government recommended terminating collaborations between NGOs and TBAs as 

well. It held that the trained TBAs would be included in the newly formed village health 

teams (VHTs) if their respective communities selected them [34, 36]. As part of this shift, the 

government stopped training, support and supervision of TBAs, and enforced a ban on their 

involvement with deliveries. TBA services continue to be vaguely regarded as a type of 

informal support; there is no clear guidance on how they should be incorporated into the 

VHTs or on any legal implications for practice. VHTs are supposed to be elected by popular 

vote by local communities, but many TBAs have not been elected [37]. Despite such policies 

that hinder or ban the utilization of TBAs, it is reported that TBAs re- main a popular source 

of care, attending to approximately 47–52 % of all deliveries in some remote districts of 

Uganda [38], due in part to the inability of government to enforce the ban, but also due to 

embeddedness of TBAs in community cultural practice. It has been argued that the generally 

poor functionality of the health system means that TBAs will continue to remain a source of 

care for many especially in rural areas of Uganda [16, 39–42]. 
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It is widely acknowledged that cultural beliefs and norms position both men and 

TBAs as powerful actors in maternal health in many communities [43, 44]. In this paper, we 

argue that promoting men’s involvement while discouraging TBAs’ is a contradiction and 

does not recognize the various communities’ cultural beliefs and health resource practices. 

Since both men and TBAs are powerful actors in most communities and thus are potential 

allies in increasing birth preparedness [45, 46], policies that target one and not the other 

underestimate the power of informal, community-level networks that can be harnessed to 

promote positive health outcomes. We conclude that in especially gendered patriarchal 

communities, TBAs and men occupy powerful positions and are strong actors who influence 

their communities regarding all aspects of life, and thus their interaction should not escape 

the analysis of maternal health at the community level [47]. 

The question that emerges is how the interaction is- tween men and TBAs shape the 

provision of maternal healthcare in such rural contexts. Using ethnographic fieldwork we 

explored this interaction in Uganda’s rural district of Luwero. We conclude that this 

interaction between men and TBAs is beneficial as it increases the involvement of men in 

maternal health services, and thus has implications for policies regarding maternal health in 

Uganda and similar communities in Africa and beyond. 

Methods 

Setting 

The study was carried out in Luwero, a sub-county in central Uganda with an estimated 

population of 29,904 [38]. Luwero is an ethnically mixed district, with the Baganda 

constituting about 76 % of the district population followed by Baluli and Nubians at 3% each. 

The minority ethnic groups have assimilated to the Ganda culture, and especially language. 

The predominant religious group is the Anglicans at 37 % followed by Catholics at 32 % and 

Moslems at 22 % the other being Pentecostal sects and Orthodox Church [38]. Though 
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Christian and Islamic religion has become the main stream worship, African traditional 

beliefs and practices are still prevalent among most communities. Both systems of beliefs 

inform practice of rituals concerning, birth, death, marriage, and funeral rites. People belong 

to cultural units called clans, which form cultural organizations to which every member of 

community must belong. Many people have settled along clan and family units and therefore, 

many live in proximate distances with people with whom they share blood relationship. 

Marriage among people of the same clan is culturally prohibited, and therefore, many are 

related through marriage to the members of the surrounding clans. Being mainly rural, the 

population is mainly, engaged in peas- ant agriculture and roadside petty trade in agricultural 

and household items. The district  is served by three main  towns,  Kasana-Luwero,  Bombo  

and  Wobulenzi, with a number of small trading centers along the main arterial  highway  that  

connects  the  capital  with  the northern region  and  South  Sudan.  According  to the tiered 

national health delivery system of Uganda [37], a district is supposed to have a general 

hospital, followed by health centre IV at county level, health centre IIIs at sub-county,  health 

centre II at parish level and village health teams (VHTs) working as a health centre I at the 

bottom majorly for referral purposes. This hierarchy reflects the level of equipment and 

services that are accessed. Full maternity services apart from emergency obstetric care are 

available at health centre III. Luwero district does not have a district general hospital but 

rather a health centre IV, and Luwero sub-county where the ethnography was done does not 

have a health centre III and II. Residents  access treatment at the nearest health  centre  IV 

which doubles  as the main  district health facility, about 4 miles away from most of the 

catchment villages with transport costs averaging about 3000 Shillings (1$) by motorcycle 

taxis which are the most available  modes  of  public  transportation.  The only general 

district hospital that is equipped to provide full services including emergency obstetric care is 
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approximately 20 miles from the community. In 2012, only 52 % of deliveries were attended 

by a skilled birth attendant [48]. 

Study design 

This study was carried out as part of a broader study entitled Development of Sustainable 

Community Health Resources (CoHeRe) in resource-poor communities of Uganda under a 

partnership between Makerere University and University of Amsterdam. It involved extended 

ethnographic fieldwork between February 2013 and March 2014. Three authors (EBT, LKM 

and JTR) lived in the area for an extended period and collected the ethnographic data. The 

rest participated in other data collection and analysis activities including, field notes during 

spot checks, member checks, FGDs, dissemination and feedback activities, and supervision 

of data collection. Initially, purposive sampling was employed, targeting people and events 

that would give the re- searchers as much insight as possible. We observed daily life in the 

community and special events like community-wide meetings, weddings, burials and funeral 

rites. While observing such activities, data was collected through random and spontaneous 

conversations that were then analysed to identify recurrent issues and concepts; these 

comprised themes for further investigation. When the theme of TBAs as helpers in the event 

of pregnancy and childbirth emerged, we investigated it further through other ethnographic 

data collection methods. Twelve focus group discussions were held in the community: 6 with 

women, 3 with men and 2 with male VHT members. Twelve in-depth interviews were 

conducted: 5 with TBAs, 3 with VHT members, 2 with men, and 2 with district health 

officials. These were complemented with field notes taken during observational activities in 

the community on everyday life activities, and also with field notes taken by the researchers 

during visits to the antenatal clinic. All respondents were purposively selected to represent 

certain segments of the population—namely, men, women, youths, community leaders, TBAs 

and members of the village health teams. 
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Ethical Considerations 

All interviews were tape-recorded after seeking and gaining permission of the respondents. 

The researchers were explicitly introduced as such to all community members at the 

beginning of the fieldwork period so that all people understood that the community was being 

studied for academic purposes. The social situations observed did not expose the studied 

community to any adverse effects. All collected data was secured under password-protected 

files that were accessible only to the research group. Pseudonyms have been used in reporting 

on this study in order to ensure confidentiality. Study approval was obtained from the ethical 

advisory board at the University of Amsterdam and Makerere University School of School of 

Public Health Higher Degrees, Research and Ethics Committee and registered by the Uganda 

National Council for Science and Technology [protocol number SS3420]. 

Data analysis 

Data analysis Data analysis was done concurrently with data collection in order to identify 

and rectify errors during interviews and focus group discussions. Detailed field notes were 

discussed by the research team in order to identified points to subject to member checks with 

the respondents.  Researchers carried out the member checks through interviews with 

respondents in order to ensure narrative accuracy and interpretive validity. In addition, 

dissemination workshop by the research team was organized at the end of fieldwork where 

preliminary analysis was shared and respondents gave feedback. After field work, all taped 

data were transcribed into English and together with field notes were entered into Nvivo10 

software for analysis. Of these raw data consisting of 42 sources, a query was conducted 

using the search terms “TBA”, “TBAs”, “Mulerwa”. This query led to a total of identified 

usages of any of these terms within 12 focus group discussions, 12 in depth interviews, 10 

field notes. For each of these 34 documents the broad context of these search terms were 

researched and coded using an inductive coding strategy.  Coding trees were created roughly 
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falling with the following coding structure: a) TBAs appreciation of biomedical superiority in 

their practice, b) TBAs ban and stealth practice c) myths about TBA practice and pregnancy, 

d) TBA negotiation for women’s access to pregnancy services, e) TBA sensitization of men 

on pregnancy related services, f) Men’s trust of TBAs, g) TBAs roles in men’s birth 

preparedness. These codes were then analyzed to create the narrative structure of the case 

study which the research team discussed and came to agreement in cognizance of the 

respondents’ feedback and the experience of the re- searchers in the field. Data included 

direct quotes from participants; these were edited for grammar without altering original 

meanings. 

 

Findings 

TBAs’ stealthy practice and appreciation of their limitations  

Locally, locally, a TBA is called a Mulerwa (Bamulerwa, plural), the word for an indigenous 

specialist in pregnancy and childbirth-related conditions. Their skills are learnt from their 

mothers or other older women in the village; the present-day biomedical health structure 

largely considers them inferior. Because they are not licensed to practice by the government, 

they are wary about talking about their work with strangers.  In our first meeting with Juliet, a 

female TBA of about 60 years, she expressed uneasiness about talking to strangers: 

 

I hope you are not a spy. You know, we don’t have [formal] qualifications like 

midwives. We were trained in handling pregnant women and managing deliveries. 

After the training, they used to give us gloves, safety blades, boots, lamps, polythene 

papers. The government has since stopped giving us those things, because we do not 

have the standards of hospitals. We are hiding in our homes [because the government 
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stopped recognizing us as legitimate]. [But] people know our value and they find us 

here. 

TBAs know that the government does not allow them to practice so they tend to keep their 

work underground. Because they know some conditions are beyond their capacity to manage, 

they tend to refer their clients to biomedical health facilities for antenatal care. For example, 

Juliet, a 60-year-old TBA said: 

When the women come to me, I ask if they have attended antenatal care. Sometimes, 

men tell their wives to come to me instead of the health centre. But, here, I don’t have 

tetanus injections and I cannot test for HIV. I tell the women to go with their 

husbands and test for HIV before they come here. I cannot expose myself to the risk 

of HIV infection and besides, if she develops some complications that need [attention 

at the] hospital, they [medical staff] will demand proof of antenatal care. 

 

TBAs encourage women to go to health facilities because there they can get services that 

TBAs cannot give. They try to get men to consider biomedical services that are related to safe 

pregnancy and childbirth. Similarly, Namulinde, a 68-year-old TBA, noted that when dealing 

with cases she suspects she cannot manage, she advises women to go to biomedical health 

care providers: 

There is a young woman who came—it was her first pregnancy. She had gone to the 

health centre and they had confirmed the pregnancy. They had not told her though 

that she had twins, but when I checked her pregnancy I knew she had twins and asked 

her to make sure she delivers at the hospital [since it was her first time]. Another time 

I was called to deliver a girl who was very young. She was very fearful and I thought, 



 

140 
 

‘She is not well mentored; the baby might die during delivery’. I told them to proceed 

to the health centre, and from there, they were sent to a bigger hospital for an 

operation. I do not want be blamed if something goes wrong, so if I see that I cannot 

manage, I refuse the responsibility. 

Both TBAs reported that they refer women to the medical centre if they encounter conditions 

that are difficult to manage. The knowledge about unmanageable cases may have been 

acquired from the training TBAs received in the late 1980s and early 1990s when they 

collaborated with biomedical workers. These expressions about their own practice reveal that 

TBAs learn a lot while working with formal health structures and though they operate almost 

underground, they do make referrals when they fear a woman’s condition may be beyond 

their expertise. 

 

TBAs ally with women to negotiate domestic power relations over maternity care 

In our fieldwork, in our fieldwork, we learnt that sometimes women sought TBA services due 

to their husbands’ refusal or failure to provide permission and resources to enable them to 

access formal healthcare. However, TBAs, usually older women, ally with these women to 

negotiate domestic power relations, thus helping their clients to secure resources to access 

both formal and traditional healthcare. One TBA, Nanteza, narrated how she helped a young 

woman in the community, Sarah, to get money for a visit to the antenatal clinic from her 

husband: 

 

Sarah’s husband works on a farm in Kiboga [60 km away]. He does not trust her and 

therefore does not want her to leave home. Before he left for his work, he asked me to 
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help Sarah with all her pregnancy needs so that she would not have to go for antenatal 

care. He actually did not leave her with any money for antenatal care. When Sarah 

came to me, I advised her as usual to first go to the health centre for antenatal care, 

but she insisted she could not go because her husband did not permit her to travel and, 

besides, he did not leave her with any money for antenatal care. We had to work out a 

way together. I told the husband [on the phone] that he had to send his wife for 

antenatal care before I could start giving her local herbs. I asked him to send me 

17,000 Uganda Shillings (5 US dollars) for the local herbs. I needed only 7000 for the 

local concoctions and the remainder was used by the wife for antenatal care. The 

husband returned after she had already visited the health centre. 

 

This scenario illustrates how the TBA, recognizing the powerlessness of the younger woman, 

used her power as a respected and perhaps trusted woman to enable the younger woman to 

access the antenatal clinic. 

In another interview, Nakanjako, a TBA of about 62 years, revealed how she navigates the 

power relations between men and women to secure maternal care for pregnant women, 

especially younger ones: 

 

Some men are childish: the wife tells him about going to the health centre, he refuses. 

Sometimes they tell their wives to go to a Mulerwa instead of the health centre. For 

me, I demand ekikuba nsiko [compensation usually charged in form of cash but can 

be in-kind]. Some women tell me to intervene because their husbands do not 

understand. Some men try to avoid me, but I look for them and insist that they pay for 
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the services I give their wives. I also advise them to find time to have blood tests for 

HIV. Some men I confront end up changing their behaviour. I know what pregnancy 

means; I understand what the young women go through. I know the young husbands 

need counselling too. 

 

TBAs use their power to help younger women navigate domestic power relations in accessing 

resources for pregnancy care. They become allies, and because of the biomedical training 

they have received, they pass on biomedical information in the process. Of course, their 

personal relationships with clients may play a motivating role, but then that is the nature of 

relationships in a small community. Neighbours may be related to one another by marriage or 

blood. For young women who rely on decisions by men to access pregnancy care, having 

older, respected allies is paramount.  

TBAs’ influence on men concerning maternity issues 

TBAs actively sensitize men about both traditional and biomedical maternal issues when they 

interact in the process of giving care to women. When Nanteza told us how she helped Sarah 

get money from her husband, we inquired what the husband did when he learnt of the 

collusion between his wife and her. Nanteza told us:  

He started to quarrel but I explained to him that the local herbs I give are not a 

replacement for other services from the health centre, for example, an HIV test. He 

was angry, reasoning that if his wife needed an HIV test, then she must be cheating on 

him. I calmed him down and showed him that she was doing the right thing because if 

she had HIV they can stop her from infecting the baby. He seemed unsure about what 

I told him, but he accepted it. 
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The TBA did not discredit the cultural local prescriptions, but sought to sensitize the man 

about the importance of an HIV test by relating it to the health of the unborn baby. In the 

same interview, she mentioned similar situations in which she has sensitized men:  

Some men in this village still don’t understand why women should go for antenatal 

care. They think it is a way to avoid locally prescribed medicines that are part of the 

local culture. Some think lazy women go to the antenatal clinic to avoid work at 

home. If the woman has had a safe delivery before and next time there is a 

complication that leads to a stillbirth, she is blamed. I tell them that sometimes the 

body [uterus] of a woman is tired and not strong enough to hold another child. That is 

why Bazungu [Europeans] promote family planning. Some men want to blame these 

fatalities on their wives, accusing them of not taking local prescriptions. I tell such 

men to ensure enough spacing between children to allow the bodies of their women 

some rest. When I tell them, they go shaking their heads as if they didn’t know! 

Though the biomedical essence of family planning is not to ‘give rest’ to the body, the TBA 

uses it metaphorically to sensitize men about the need for family planning and child spacing, 

a message that has been long left to biomedical staff, and have largely been unable to reach 

these same men in local communities. Another TBA, Nakati, about 62 years old, when asked 

how she relates to men, replied:  

When I talk to them, especially those who come with their wives, I tell them to go and 

have an HIV test first. Some start by telling me that they do not have it but I insist, 

telling them, ‘If you do not have it, it doesn’t mean that your wife does not have it’. I 

tell them the advantage of the test, especially that if they have it, the unborn child can 

be kept safe. For some, I later learn from their wives that they did not go, but I make 
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sure that the women have gotten tested because they are the ones whose bodies I 

touch [during childbirth].  

 

As local, indigenous experts on maternity issues, TBAs are actively involved in passing on 

new information concerning family planning and prevention of mother-to-child transmission 

of HIV, knowledge that they have acquired from their interaction with the biomedical system. 

In their conversations with men, they counsel with practical information. It is evident that 

they do not only talk to men about their indigenous knowledge but also biomedical 

information. In rural settings where power asymmetries hinder women from introducing such 

talk in conversations with men, TBAs talking to men about HIV has a great deal of influence.   

Men trust TBAs’ advice and are willing to comply  

 

Our ethnographic data show that men feel free to inter- act with TBAs concerning their 

wives’ maternal health issues especially during pregnancy and at childbirth. They trust and 

have confidence in the TBAs. In making decisions about the care of their wives and other 

women during pregnancy, men show a willingness to try and follow what TBAs tell them. 

Nanteza told me that men send their wives to her: 

 

You find that women tell their men, ‘It is time to go to the clinic’. But the men insist 

and tell them, ‘Why don’t you go to Nanteza? Didn’t our mothers deliver us from 

Nanteza’s place? Did they have to go to the clinics?’ 
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The  men  play  an  active  role  in  encouraging  the women  under  their  influence  to seek 

the services of TBAs in the community. In a focus group held with married/partnered men 

who had interacted with TBAs concerning maternity care, the discussion about a local TBA 

testified to this confidence and trust: 

 

Man 1: Even if your wife has never produced [given birth], the TBA can tell you if 

she is able to help her or not. 

 

Man 2: When you take your wife to her, she can check her pregnancy and give her our 

local medicines, which make her strong, and she can even induce birth pains when it 

is time. If that medicine fails to work within the estimated time, she can decide to 

send her to the health centre before the situation becomes worse.   

Man 3: She first checks, especially for the first timers. If she finds that some 

complications may occur, she sends her away, but for older women, she always tries 

her best. 

 

These quotations show the confidence men have in TBAs and the trust they have in TBAs’ 

ability to assess the situation and determine when they cannot manage. In the quote above, 

men use active language when they refer to taking their wives to the TBA, but when it 

involves the woman to the health centre, they use passive language that the women ‘is sent’. 

This implies their level of involvement when care is accessed from the different sources. 
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Similarly, during another focus group men demonstrated the confidence they have in the 

TBA [Nakati] in their community: 

 

Man 4: This woman is better than the midwives. If you take your wife to the health 

centre, the nurses don’t give her any care. They just touch the stomach and thereafter 

they send her back with instructions to come back maybe after three months. Nakati 

gives the women local medicine—some for drinking and others for bathing. She can 

even detect the exact stage of the pregnancy and, besides, she will attend to her any 

time she goes there. 

Man 3: Nakati is twice as good as they [nurses] are. The only reason why we have to 

go to the health centre is to get the antenatal visit card so that in case of emergency 

complications they can help. 

 

The men also showed some appreciation for antenatal care because the TBAs have been 

emphasizing it. The men seem to understand how TBAs work and believe that women should 

follow TBAs’ recommendations, as evidenced in the response from a focus group participant 

in Kyetume, who said: 

 

It is important to go to her [the TBA] because she gives medicine to the pregnant woman to 

prepare her for delivery. For example, when the pregnancy is around seven months, she gives 

them herbs that kumenya amagumba (widen the pelvic bones). Sometimes the herbs can be 

mixed in Emumbwa [concoction dried in clay soil]. She does not help a pregnant woman who 
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goes here for the delivery because she cannot be sure she took the right precautions to make 

the delivery safe. 

 

Men have come to know what TBAs do in order to prepare women for safe delivery and they 

appreciate it. That is why men encourage women to visit TBAs, and especially so that women 

will be able to deliver under TBAs’ care later. TBAs seem to know the trust the men put in 

them and they use that to negotiate with men and to encourage them to participate in birth 

preparedness. 

One man, Kitadda, about 36 years old, mentioned during a focus group that his wife had 

delivered twins with the assistance of a TBA. After the focus group, we approached him 

individually to get his comments on the experience. In the conversation, he revealed how the 

TBA involved him in preparing for the birth of the twins: 

 

The TBA warned me to set aside money for transportation for my wife and other 

things in case of emergency. I gave my pregnant wife 22,000 Ugandan shillings [6 US 

dollars] which she kept. I gave her extra money to buy clothes and a polythene bag to 

use during delivery. The TBA warned me not to travel far or drink a lot of alcohol just 

in case she needed me. She warned that if I did not cooperate she would not help my 

wife. She gave me advice about saving food and also to make sure my wife did not 

get pregnant again soon after having twins. She also told me how to feed my wife so 

that she can produce enough breast milk for the twins. I knew she did not want to 

have trouble in case I was not there to make decisions in case of any emergency 
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during the delivery process. She insisted I had to be there when my wife was 

delivering. I am the one she sent for some herbs to quicken labor pains. 

 

The man prepared for the birth of the babies as demanded by the TBA. The TBA also 

counselled them on the different preparations he needed to undertake to care for the infants 

and the mother postpartum. This kind of relationship between men and TBAs illustrates the 

trust that exists between them. 

TBAs and men: the views of village health teams in the community 

At the time of our fieldwork, village health teams (VHTs) were newly introduced community 

structures that had been created as a link between communities and formal healthcare. We 

sought the VHT members’ views on the relationship between TBAs and men. In a focus 

group, VHT members emphasized that they discourage the use of TBAs due to complications 

that the TBAs are not equipped to handle. One VHT member weighed in to explain why 

TBAs continue, however, to be popular:  

We encourage all women to go to the health centre. And some trained TBAs send 

women with complications to the hospital. But if a woman goes to hospital, even if 

she delivers in the compound unattended, the husband comes and pays hospital fees. 

That is why the men tell the women, ‘Remain here and deliver from home’. Then next 

time he will take her to the TBA. But it is a risk. 

In this quote, the VHT member infers that husbands are not present with wives when they 

deliver at the health centre. Interestingly, when referring to the TBA, he inferred that men 

take their wives. To this, he responded:  
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A TBA is known in the village … [she] can be a friend, or even a relative. The men 

go to her and negotiate for help when the wife is pregnant. Sometimes the men seek 

advice from the TBAs concerning the timing of the delivery. If it is about time, the 

TBA will ask for the necessary things. But at hospital, the nurses shout, ‘Where is the 

husband of this woman? Go and bring this, and that, do this, and the men feel 

vulnerable’.  

The men are familiar with the environment in which TBAs work, and they do not feel 

vulnerable due to any power asymmetry between them and the practitioners. TBAs do not 

guarantee that there will be no complications but they sensitize all parties involved to take 

necessary precautionary measures.  

Discussion 

As maternal mortality As maternal mortality and morbidity remain a big challenge for 

low- and middle-income countries, there is a general agreement that increasing men’s 

involvement in maternal health issues will have a positive outcome on the health of women 

and children [17]. The majority of the factors that hinder male involvement in maternal health 

issues stems from sociocultural norms, beliefs and practices concerning reproduction [49]. 

Therefore, increasing male involvement may require a holistic approach, one that focuses on 

the community that shapes and is shaped by the actions of its members through their 

everyday life activities and local customs [50]. TBAs, in communities where they exist, 

occupy a social position which strategically positions them to become awareness creators and 

agents of behaviour change concerning maternity including bringing men on board. 

  

In this paper, we have shown how the traditional role of a TBA is respected and is 

used to navigate maternity care issues. We observed that from previous collaboration 
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between TBAs and the formal healthcare system, TBAs were able to appreciate modern 

medical practices and the superiority of modern medicine in managing challenges like HIV 

and other complications that may arise during pregnancy and childbirth. This knowledge that 

TBAs gained from training has continued to influence their informal practice and is the basis 

of their sensitization of men, even where there is no collaboration with formal healthcare to 

motivate their practice. This corroborates earlier studies that showed that training had 

increased TBAs’ knowledge and changed their practice [15]. It has been asserted that the 

TBAs’ willing- ness to attend training was motivated by their desire to gain more knowledge 

and improve their status in the community [51]. TBAs’ ability to provide advice on is- sues 

related to maternity care like antenatal visits, HIV testing and child spacing earned them 

more authority in this community and thus brought them more respect and trust, especially 

from men. 

One of the barriers to timely access to maternal healthcare is the delay or refusal by 

men to commit re- sources [16]. Surprisingly, our findings show that be- cause TBAs both 

command respect and understand the needs and challenges of women, they can be powerful 

al- lies for women in navigating domestic power relations and negotiating resources to access 

healthcare that may minimize the risk of complications.  Indeed, the United Nations advised 

that achieving the Millennium Development Goals what needed to be done was as much 

social as it is medical, and thus recommends greater levels of men’s involvement in sexual 

and reproductive health is- sues at the community level [52]. Interestingly, we found that 

TBAs counselled men about maternal health issues. Men showed trust in and respect to TBAs 

when the latter engaged them especially on issues of HIV, family planning and child care 

during their interaction. These interactions are of great importance in rural communities 

where poor communication between men and women adversely affects women’s 

reproductive health and the health of infants, as men engage in risky behaviours out of 
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ignorance [53]. It should therefore be encouraging to those who advocate greater male 

involvement to know that TBAs already voluntarily sensitize men on issues that health 

workers should, but fail to access them since many men do not visit health facilities. 

Notably, TBAs work to involve men in birth preparedness and complication 

readiness. It has been argued that birth preparedness is key in saving women’s lives during 

childbirth yet it is very low in many rural areas of Uganda [16, 54]. As a condition for 

offering their services to women in the community, TBAs usually demand that husbands are 

prepared in case of emergencies that are too difficult to manage locally. Men usually comply 

by being on standby with the necessary resources in case the wife needs evacuation. TBAs 

thus have made men more conscious of childbirth emergencies, and involved them in 

planning for them. It has already been noted that trained TBAs are skilled in preparing their 

clients for birth by sensitizing them about emergencies [13, 51]. What is new here is our 

finding that the level of involvement by men is high through their cooperation with TBAs. 

Such birth preparedness, with men involved, increases the chances of a better health outcome 

for mothers through reduction of the delay in access to health facilities [17, 27, and 49]. 

We have shown that TBAs are increasing male involvement in rural communities and 

offering relevant biomedical information even without officially collaborating with the 

formal health system [51]. Harnessing traditional institutions to offer new services is not a 

completely novel idea. In Uganda, a study identified the role of the senga (paternal aunt), 

who traditionally instructs adolescent girls about marriage and sex [55]. In that study, sengas 

were trained to provide advice on sexual and reproductive health, distribute condoms and link 

girls to the formal health sector where necessary. In their modified roles, the sengas became 

popular, attracting new clients including adult women and men. Similarly, the findings in this 

study lead us to believe that TBAs’ role in the community concerning male involvement in 

birth preparedness can be that of attracting men to maternity  healthcare  and increasing their 
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awareness on the same issues since they are well trusted and share similar social space and 

position. As a previous study recommended, in order improving pregnancy outcomes, 

families and communities need to be mobilized through effective community-based strategies 

[56].  TBAs as trusted community resource persons can be brought on board in the quest for a 

culturally sensitive approach to maternity care services in the especially in rural areas. This 

would be a stop-gap measure in the short and medium terms as poor staff attitudes, long 

distances, transport and delivery costs, are addressed to improve formal health coverage in 

the long run.  

Study limitation 

The study  covered  one  rural  community in  central Uganda and thus, while the results will 

provide important insights into the interaction between men and TBAs in ensuring  women’s 

access  to  pregnancy  and  child delivery services, they remain limited in their 

generalizability. Also, because of the government policy that banned collaborations with 

TBAs, and since they knew that they were being studied, the respondents could have 

provided socially desirable answers. It should be noted however, that triangulation of data 

sources from different community members to verify single cases using different methods 

may validity of data. Also, long period which the researchers immersed in the everyday lives 

of the community provided sufficient time to build rapport with the respondents and may help 

to obtain honest and open responses due to reduced performativity from respondents. The 

studied community is fairly typical of many rural communities in Africa, and consequently, 

results are likely to be transferable to other similar settings in Uganda and other sub-Saharan 

communities. 

Conclusion  

TBAs enjoy the community’s trust, which is conferred upon them by virtue of the culturally 

respected role they hold in society. This trust gives them authority in relation to their clients, 
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including the women’s husbands. Due to TBAs’ earlier contact with the formal healthcare 

system during which they received training, they are able to sensitize their clients, including 

men, with biomedical information concerning maternal and child health. This information 

positively influences decisions for women’s and infants’ health. The shift of maternal 

healthcare policies away from collaboration with TBAs was informed by global 

recommendations [57], without taking into ac- count local peculiarities in the communities 

served by TBAs. For many rural areas, TBAs are the only help accessible in the immediate 

neighbourhood [6, 28, and 51]. Since TBAs acknowledge their shortcomings and are trusted 

in their communities by both men and women [8], their position is a culturally acceptable 

platform from which discuss and transform community norms concerning sexual and 

reproductive health [47, 58]. 

It has been claimed that one of the important maternal health issues that has not received 

adequate  attention from donors and researchers is the role of unrecognized providers, among 

which TBAs are key, especially in rural areas today [59]. We hold that policy bans on the 

operation of TBAs is counterproductive; such policies are overly medicalised, and they fail to 

address the under- lying reasons for TBAs’ existence. Such policy draws, in a top-down way, 

from a global menu of policy prescriptions that are insensitive to local context and thus tend 

to reproduce the inequities in health access that they seek to address. Trying to dissuade 

people from using TBA services while at the same pursuing policies that encourage male 

involvement is contradictory since it fails to recognize the sociocultural milieu within which 

the two interact in a symbiotic manner. Formal collaboration with TBAs could provide them 

with more training and equip them with bio medically approved skills, knowledge and health 

commodities that they would then disseminate to their clients in the communities. The 

examples provided in this article on the interaction between TBAs and communities, and 
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especially men, concerning pregnancy-related services is evidence that this recommendation 

is viable. 

The same may apply for other trusted, respected traditional roles that are embedded in 

communities where biomedical health professionals are in short supply. In such communities 

collaborations with people holding such roles may create culturally appropriate platforms for 

interventions that sensitize men and other community members about sexual and 

reproductive health. 
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Abstract 

In the debate regarding volunteer Community Health Workers (CHWs) some argue that lack 

of remuneration is exploitation while others caution that any promise to pay volunteers will 

decrease the volunteer spirit. In this paper we discuss the possibility of community rewards 

for CHWs. Ethnographic fieldwork that lasted 18 months utilised methods including 

participant observation, FGDs, in-depth interviews and key informant interviews to gain 

insight into the dynamic relationship between volunteer CHWs known as Village Health 

Teams (VHTs) and the community. Contextual transcription was done and data was 

thematically analysed. Findings show that community members are willing to reward 

volunteer CHWs with cash, material and symbolic rewards in appreciation for their help. 

Factors crucial for this gesture included: care and recognition of the VHTs’ work by medical 

staff, fulfilment of the promises made to the community by government and exemplary 

behaviour by CHWs. Therefore, effort should be made to facilitate volunteer CHWs to be 

seen as helpful to their communities. Especially, there needs to be a smooth operation at the 

intersection between the VHTs, local government and medical structures. Community 

rewards could be a more sustainable way of motivating CHWs while a solution to health 

personnel shortage is sought.  

Keywords 

Community rewards, village health teams, Uganda  

 

Introduction 

Over the last 50 years, the use of community health workers to provide certain basic health 

services has been identified as one strategy to address the growing shortage of health 

workers, particularly in low-income countries (Brenner et al., 2011). Throughout the world, 
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there have been innumerable experiences with CHW programmes ranging from large-scale 

national programmes to small-scale community-based initiatives (Lehmann & Sanders, 

2007a). The term “community health worker” embraces a variety of selected community 

based health aids, who are given basic short-term training to work in their communities 

(Lewin et al., 2010). It is widely acknowledged that CHWs must respond to local societal and 

cultural norms and customs to safeguard community acceptance and ownership of them 

(Lehmann & Sanders, 2007a). CHWs have been assigned diverse roles and activities 

throughout their history, both within and across countries, targeting a wide range of 

preventive, curative and/or developmental interventions (Gilmore & McAuliffe, 2013). 

CHWs are seen as pivotal in increasing accessibility to Primary Healthcare (PHC) services 

(Osawa, Kodama, & Kundishora, 2010).  

The CHW enterprise was thought to be affordable since external donors would pay the start-

up costs, while national governments would bear their maintenance costs financed through 

expected savings from reduced medical care costs and communities’ cash and in-kind 

contributions (Lehmann, Friedman, & Sanders, 2004). By the 1990s, CHW programmes had 

declined due to perceived problems including poor management, policy shifts that saw 

economic restructuring and evidence of ineffectiveness (Mburu, 1994). The UN 2010 report 

on the progress of achieving the Millennium Development Goals (MDGs) highlighted the 

need for social interventions and thus reinvigorated the necessity for CHWs (World Health 

Organization, 2010).  

Subsequently, many sub-Saharan countries have scaled-up CHW interventions especially in 

rural and remote areas (Maes & Kalofonos, 2013). The Ugandan government began 

implementing its CHW strategy in 2001 through Village Health Teams (VHTs)—a group of 

volunteers at the village level trained to become the “vehicle” through which interventions 

would reach local communities. The VHT strategy was part of the 1999 Decentralized Act 
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which made VHTs the lowest but a quintessential aspect of the health system structure 

(Ministry of Health, 2010). With the goal of maximizing community ownership and 

community support (Sekimpi, 2006); VHTs are selected by their communities through 

popular vote following guidelines that emphasize gender balance (Ministry of Health, 2010).  

Though initially CHWs showed the potential to eliminate health disparities between rural and 

urban areas, most currently present mixed results (Cherrington et al., 2010). On one hand, 

many studies show that CHW programmes perform dismally due to numerous problems 

including: shortage of supplies, poor selection, limited supervision and poor remuneration 

among others (Gilmore & McAuliffe, 2013; Lehmann, Friedman, & Sanders, 2004b; 

Stekelenburg, Kyanamina, & Wolffers, 2003). On the other hand, some studies show that if 

well planned and executed, CHW interventions can be effective and affordable especially in 

PHC activities (Komakech, 2007; Tumwebaze, 2011).  

Most CHW programmes seldom produce sustainable interventions owing to large populations 

covered and the introduction of many services that exceed their management and financial 

capacity (Rohde & Wyon, 2002). Also, initial success is often undermined by problems 

related to donor fatigue, leading to the suggestion that to achieve sustainability, CHW 

programmes should utilize approaches that promote community support (Komakech, 2007; 

Perry, Zulliger, & Rogers, 2014).  

Indeed, one of the critical issues in sustaining CHWs is remuneration (Maes, 2010; Watt, 

Brikci, Brearley, & Rawe, 2011). While it was initially expected that CHW programmes 

would appeal to mass voluntarism, in practice many programmes have financially rewarded 

CHWs, even hiring them as salaried assistants (Bloom & Standing, 2001; Hongoro & 

McPake, 2004). However, such financial incentives lead to high attrition (Kironde & 

Klaasen, 2002; van Ginneken, Lewin, & Berridge, 2010), especially since they often consist 

of small token allowances (Eng & Parker, 2002; Hadi, 2003). Although no sustainable form 
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of remunerating CHWs has been found, many scholars still argue that relying on voluntarism 

is a form of exploitation that perpetuates marginalization (Lehmann et al., 2004a). Thus, 

while the usefulness of CHWs cannot be over-emphasized (Fritzen, 2007), what remains to 

be seen is how the volunteer CHWs can be rewarded satisfactorily and sustainably especially 

in poor countries like Uganda (UNICEF, 2009).  

Contributing to this knowledge, this study asks, what are VHTs’ experiences of getting 

rewards and appreciation during their service to the community? Exploring VHTs’ 

experiences of rewards, we contribute to the quest for sustainable ways of motivating 

volunteer CHWs especially in rural Ugandan communities.  

 

2. Methods 

2.1 Study Setting 

The study was carried out in Luwero, a sub-county in central Uganda with an ethnically 

mixed population though most small ethnic minorities have assimilated to the Ganda culture. 

Being a rural population, the main source of livelihood is peasant agriculture, complimented 

by petty trade in agricultural and other household items. The Uganda’s decentralized health 

system requires each district to be served by a general hospital with Health Centre IV, III, II 

and I at the County, sub-county, parish and village levels of administration respectively 

(Government of Uganda, 2005). Luwero district lacks a general hospital and Luwero sub-

county lacks a HC III which means that people have to travel approximately four miles to be 

served at the Health Centre IV which doubles as the main district health facility. With such a 

deficient health structure, typical of many rural communities, CHW volunteers, such as 

VHTs, are a valuable resource.  

2.2 Data Collection 
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The data collected for this study was part of a larger project, which explored how to develop 

sustainable community health resources in rural poor communities (CoHeRe). Between July 

2013 and March 2014 three researchers carried out ethnographic fieldwork in the villages of 

Luwero sub-county to gain in-depth understanding of everyday community processes. Ten 

FGDs were conducted with the VHT members and four with other community members in 

which they discussed the work and rewards for VHTs. In-depth interviews were conducted 

with 13 VHT members, and three other key informants including two local government 

officials and an African Medical Research and Education Fund (AMREF) official; The 

AMREF funded the initiation of the VHT strategy in Luwero district.   

2.3 Data Analysis 

Data collection and analysis was done concurrently in the field to identify and rectify errors 

during interviews and FGDs. Field notes were shared weekly among the research team to 

identify verification needs. Member checks were carried out to ensure narrative accuracy and 

interpretive validity. Tape-recorded data were contextually transcribed into English and 

together with field notes entered into Nvivo 10 software. A query was conducted using the 

search terms “VHTs”, “VHT”, and “Reward”. This query led to the identification of 107 

usages of these terms in 10 FGDs, 13 in-depth interviews and 6 field notes. For each of these 

29 documents the broad context of these search terms were analysed and coded using an 

inductive coding strategy. Coding trees were created forming the following structure: a) 

VHTs expectations and financial benefits, b) Cash and in-kind benefits, c) Community 

appreciation of VHTs, d) Working relationship between VHTs and other health staff, e) 

Promises unfulfilled through VHTs and its influence on their reputation. These codes provide 

the main narrative and argument for this manuscript. 

2.4 Ethical Considerations 
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The University of Amsterdam’s ethical advisory board provided ethical clearance for the 

study. Local approval was obtained from the institutional review board of Makerere 

University School of Public Health Higher Degrees, Research and Ethics Committee and the 

Uganda National Council for Science and Technology registered the study [number SS3420]. 

All data are saved in password-protected files only accessible by members of the research 

team. Pseudonyms are used in the manuscript to maintain the respondents’ anonymity.  

 

3. Findings 

3.1 VHTs’ Expectations: Financial and non-Financial Benefits 

The VHTs in Luwero were recruited as volunteers but they still expected some incentives. 

Initially, AMREF, the non-governmental organization that initiated the VHT strategy in 

Luwero, provided allowances. However, at the time of our fieldwork, AMREF’s project had 

ended and the VHTs lost the allowances since the local government had no budgetary 

allocations for them. A lot of disappointment resonated around the termination of allowances, 

as Kasozi, a male VHT member, age 45, said:  

Initially AMREF gave us some allowance every quarter to facilitate our lunch, transport. We 

spared some [of these allowances] to buy some household items like soap. We knew we were 

volunteers, and we had no problem with that, except, in our work, we incur food and 

transport expenses. Each time we visited homes, we spent 1000 Uganda shillings (0.3 USD) 

for lunch. When we raised this issue with the sub-county officials, they promised to allocate 

some funds for VHTs but never followed through.   

Likewise, another male VHT member, age 60, reflected on the “good times” when they used 

to get allowances: 

When AMREF used to give us some allowances, we worked with enthusiasm around the 

villages on foot. When AMREF left… don’t you think it demoralized us? If the government 
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was to continue giving some allowance, I can only imagine what we would have 

accomplished. We cannot continue spending our money to do volunteer work.  

VHTs had to spend their own resources with the hope of negotiating some remuneration from 

the government. Their patience run out when they realized that the government was not going 

to offer any financial support and their motivation diminished.  

Ironically, despite the loss of financial allowance, VHTs still expressed appreciation for other 

benefits they received. Kitale, a male VHT member said:  

Through the training and work, we gained skills and knowledge, which we can use to 

improve our lives. Besides, we formed a group of VHTs, through which we received training 

by the National Agricultural Advisory Services. Those who could afford it were given a 

variety of improved banana crops. I managed to plant about 100 stems of bananas. Exposure 

through village visits is itself a learning experience.   

Being VHT members also provided opportunities to access services that were otherwise not 

accessible. As VHTs they were a ready grouped structure that complied with the 

requirements to receive agricultural supplies from another state agency. They were able to tap 

into that, but only those who could afford the required contributions.  

Another male VHT member, John, aged 45, expressed gratitude for the opportunities he 

acquired from his VHT position:  

Once in a while, other government and NGO projects give us mobilization assignments with 

some allowances. Besides, I received a bicycle as a VHT drug distributor which I use for my 

private business. Even without financial benefits, becoming a VHT member makes one 

responsible and respectable in the community, especially if you behave well.  

This relates to what, Rehema, a female VHT member, 59-years-old, said:   

I learnt a lot about interpersonal relationships with community members. The responsibility 

of being a VHT member compels me to behave responsibly and avoid behaviours like 
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quarrelling. In addition, I was trained in how to give first aid, treat malaria, keep my home 

clean, and eat healthy foods. I may fail to fulfil all I learnt, but at least I know…  

Discontinuation of monetary allowances may have reduced their morale, but evidently, it did 

not demotivate them completely. They still appreciated the non-monetary benefits that they 

received. Things like bicycles, feeling responsible, learning interpersonal skills, feeling 

respected and acquiring knowledge became a source of pride.  

3.2 Direct Cash and in-Kind rewards from Community Members    

Besides the benefits from agencies, some helped community members rewarded them with 

both cash and in-kind. As John, a 45-year-old male VHT member narrated:   

After training, I thought of a man whose health had deteriorated. I visited and counselled him 

about HIV/AIDS. He went with me to the health centre and was found positive. He was put 

on treatment and improved greatly. Later, one day he gave me a gift of a hen. He said, 

‘because of you I am here today’. We have become friends, and our families rely on each 

other. I have helped many other people in this way and they continue to appreciate me in 

various ways; maybe with a 1000 Uganda shillings (0.3 USD) note or they allow me to buy 

from their shop with credit. 

This exemplifies how VHTs benefited from good will and appreciative rewards from those 

they helped. In an FGD in Dekabusa village, when we relayed this scenario to discussants, 

one female participant validated this phenomenon alluding to Universalist values: 

All people know that if you do good things, even if you are not called upon to do it, there is a 

way in which you are rewarded afterwards. 

Another female member of the VHT seemed to validate this when she said:  

Today, our work has largely dissipated but once in a while we counsel some members in the 

community and influence them to seek some services such as TB screening, HIV testing, 

antenatal care and others that many people would not usually go for. After they have received 
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help from those services, they appreciate us and behave well towards us. You cannot borrow 

sugar or salt from such a person and they refuse. It keeps our relationships with community 

members good.   

Though the above statement may be essentialist, it at least points to a well-understood social 

norm that permeates communities where solidary exchanges are an everyday survival 

strategy. 

 

3.3 Frosty Relationship between VHTs and Medical Staff 

As described in the introduction, VHTs are intended to link the communities to the health 

facilities. Unfortunately, we learned that the VHTs felt that the medical staff had a 

condescending attitude towards them and by extension the community members they 

referred. This tended to prevent VHTs from doing their work arguing that they were treated 

as system outsiders. As Sarah, a 60-year-old female VHT member noted:  

We encourage people to go to the health centre only for them to be insulted. It makes us lose 

face. The people think that you plotted with the medical workers to insult them. The nurses 

do not recognized the effort we make to send people. 

Similarly, in an FGD with women, one participant’s response illustrates the attitude that 

indirectly shapes the relationship between VHTs and medical staff:  

VHTs are supposed to refer us to the health centres. However, when we reach there and 

report that the VHT has referred us, the nurses look at us as if they don’t know what we are 

talking about. At the community, the VHTs send us to the health centre, but no one knows 

them there! Who trained them?  

The helpfulness of VHTs can only be realized if they work well with medical staff. Without a 

good working relationship and mutual recognition, the VHTs work morale and reputation 

among their community peers is greatly hurt.   
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The above quote further speaks to the ambiguous position that VHTs occupy between the 

community and health facilities. As two male VHTs in an informal conversation explained:    

R1:  I do not know whether the government knows that we [VHTs] are part of the health 

structure. We have been completely forgotten.  

R2:  “Where do we belong?” We are definitely under the local government… but clearly, 

they have forgotten us since we cannot even refer patients to them! 

The VHTs felt frustrated and unrecognized by the system they served. This invariably makes 

it difficult for the VHTs to help their community and hurts their reputation among peers 

whom they refer.   

3.4 Unfulfilled Promises and VHTs’ Failure to be Exemplary: The Dilemma  

VHTs are helpful if what was promised to the community is delivered through them. One 

such promise was that VHTs would distribute medicines for treatment of minor illnesses, 

especially malaria. The failure to deliver this particular promise impacted the decorum of 

VHTs and tarnished their reputation. In an FGD with men, their disappointment was 

apparent:     

R3:  Nobody knows when and what they [VHTs] are doing.  

R2:  What do you expect of them when they are not paid? 

R3:  They are paid! They have T-shirts and bicycles. They used to receive money. It is 

only medicine they do not bring.  

R1:  They [VHTs] would have been useful if they had the medicine that we were 

promised. The health facility nearest to our parish is 8km away. They gave us a lot of hope by 

promising medicine. And all the VHTs did was telling people to build toilets! 

Failure to fulfil promises left the communities disappointed and uninterested in VHT 

projects. Talking about this failed promise, one VHT member said:  
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The government failed to fulfil the most important promise that had brought a lot of 

excitement to the community. We were trained to treat minor cases of malaria which excited 

the people. Had we achieved this, people would have listened to us when we sensitized them 

about sanitation and hygiene. 

However, damage to VHTs’ reputation was partly due to their own failure as examples in 

their community. In an FGD with VHTs, one participant could not mince words to express 

her disappointment:  

We were walking around the villages teaching about sanitation… but some of us, who are 

supposed to be good examples, are completely the opposite. Some don’t even have clean 

clothes! We need to evaluate ourselves.   

The failure of some selected VHTs to be exemplary models became more evident when 

another participant in the FGD said:    

We made it hard for people to respect us or even value the information we were giving them 

because we do not practice what we preach. One of us does not even have a latrine at home! 

It is a shame that we were supposed to guide others yet some of us do not even have toilets.   

Clearly, some of the VHT members failed to live up to their teachings. Though this may be a 

structural problem given the prevalence of poverty, their failure denigrated their potential as 

role models and compromised their reputation.   

 

4. Discussion 

Though CHWs are widely believed to be useful in delivering basic health services (Watt et 

al., 2011), questions remain concerning their remuneration (Lehmann & Sanders, 2007a). 

Though there is an overwhelming consensus among scholars about the need for incentives for 

CHWs, innovative ways are needed to incentivize and realize CHWs sustainably (Bigirwa, 

2009; Singh, Negin, Otim, Orach, & Cumming, 2015). Initially, protagonists of CHW 
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programmes expected that local communities would incentivize volunteers but this has 

materialized (Lehmann & Sanders, 2007a). In this paper, we use the experiences of rural 

VHTs to argue that community rewards can indeed be feasible and a good strategy to 

motivate volunteer CHWs. We illustrated how various factors reinforced each other to 

influence the respect accorded to the VHTs in the community and ultimately affected how the 

VHTs were rewarded in appreciation. The interrelated issues that affected the reputation, and 

thus the work of VHTs are discussed below:   

Firstly, though it has been argued that to strengthen CHWs, financial remuneration in a 

predictable fashion should be considered (Maes, 2010), it is equally recognized that other 

non-monetary benefits can play a big role in motivating CHWs (Brunie et al., 2014). Indeed, 

VHTs showed great appreciation for the symbolic rewards they received for being volunteers 

such as social respect and other interpersonal relationships. Noteworthy, is also that 

community members can actually give gifts in terms of cash and other valuable materials. 

Such rewarding gestures are inevitably tied to the ways in which the VHTs had offered help 

or were perceived as an important community resource. Therefore, the need to ensure that 

VHTs are able to refer community members to the health facilities cannot be over 

emphasized. Besides it being for access to health, it ultimately affects how VHTs are viewed 

in the community and thus whether they deserve any rewards as had been previously 

anticipated when CHW volunteers were being promoted (Lehmann & Sanders, 2007a). The 

willingness of the community to reward cannot be divorced from the reputation of the VHTs 

in their communities and this reputation heavily relies on them being seen as helpful. The 

promises made through the VHTs must therefore be fulfilled, guaranteeing that VHTs can 

respond to community needs. 

Secondly, we can infer that there is a need to strike a balance between important and urgent 

services while planning the implementation of VHT interventions. As has been observed, for 
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most rural populations, curative services are a matter of more urgent need than preventive 

ones (Stone, 1992). In our findings, VHTs’ promise to treat minor illnesses among children 

and women created much anticipation commensurate with the resultant disappointment when 

this promise later failed to materialize. It was unsurprising that these failed promises were 

linked to bad response to the VHT led sensitization campaign. It is logical that VHTs’ 

delivery on urgent needs might increase their social prestige and augment their reputation, 

better positioning them to deliver, equally important but less urgent, preventive health 

messages (Swidler & Watkins, 2009). The dichotomy of preventive and curative 

interventions may be easily seen as an oversimplification but they undoubtedly shape 

community’s appreciation of any interventions and certainly those through their peers—the 

volunteer CHWs (Biehl, 2011). The overwhelming need for curative services may discount 

the community’s urge to respond to preventive interventions. 

Thirdly, we elucidate the challenge of expectation management in CHW programmes. By 

partnering with NGOs, (in this case AMREF), the selection, recruitment and initial 

implementation of VHT activities in Luwero raised expectations by providing financial 

allowances that could not be sustained. When the AMREF project ended, the VHTs became 

demoralized and interpreted the government’s failure to continue the financial allowances as 

disregard for their work. This greatly influenced their performance and their relationship with 

the community (Turinawe et al., 2015). Well-intentioned partnerships may undermine the 

sustainability of the structures they introduce by initiating incentives which cannot be 

sustained beyond the lifespan of the NGO projects.    

Fourthly, VHTs are positioned in a highly complex socio-political environment that places 

them precariously and ambiguously at the intersection between health professionals, 

government, NGOs and the local communities. VHTs have to negotiate the differing contours 

determined by the various players in order to serve the community. Each of the actors 
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presents peculiar challenges regarding financing, respect and relevance of VHTs in the 

community. Though interlinked, the cooperation of these actors is uncoordinated: while 

attitudes of medical staff towards CHWs are wanting, (Fleming, 1994), governments could 

not support VHTs due to funding shortfalls (Ministry of Health, 2010); communities have 

difficulties trusting the actors in the healthcare assemblage (Amooti-Kaguna & Nuwaha, 

2000; Lehmann & Sanders, 2007b; Ministry of Health, 2010; Perry et al., 2014). There is 

need to clarify the position of VHTs to reduce this ambiguity and put them in control of the 

factors they have to navigate, factors that influence their respectability and appreciation in the 

community.   

 

5. Conclusion 

Interest in CHWs, especially in an environment dictated by poverty, means that the 

sustainability question must be urgently and innovatively answered. Discussions of the 

sustainability of CHW programmes, like the VHTs in Uganda, have dwelt on challenges, of 

which remuneration is key. Evidence presented here shows that though various incentivizing 

strategies are available, communities are able and willing to reward helpful VHTs. This 

should be key in informing policy on VHTs and other CHW programmes as far as incentives 

are concerned. NGO nor government funding may not be sustainable to fund volunteer 

CHWs’ regular remuneration. We suggest that local and international actors supporting CHW 

programmes should ensure that the volunteers respond to the needs of the community. To do 

this, the intersections between medical staff, government, including NGOs, and the 

community should be managed to facilitate the role of VHTs as a link to necessary 

healthcare, and thus improve their reputation in the community. When communities 

appreciate VHTs through symbolic and material rewards they may be able to sustain these 

volunteers, providing a way to sustain VHTs in the short and medium term until governments 
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are able to deploy sufficient medical personnel in all communities. The management of the 

intersections between medical structures, the local administration and NGOs should place the 

needs and aspirations of volunteers at the centre. It is at this intersection that the resilience of 

VHTs can be sustained by empowering them to better serve their communities and attract 

community support and appreciation. Financial remuneration by the government is currently 

unsustainable (Biehl, 2011). We contend that emphasis should be put on facilitating the 

interaction between medical workers, local governments and VHTs in order to create an 

environment in which communities see VHTs as valued helpers deserving of support and 

respect. Ensuring this may go a long way in ensuring the sustainability of VHTs in rural 

Ugandan communities.    

 

6. Limitations  

This study is carried out in a specific geographical area in Uganda; when extrapolating the 

findings of this study to other areas the role of different actors and the organization of the 

health system should be taken into account. Although this study was carried out in one area, 

this area is comparable to many rural areas in different African countries and the findings are 

derived from a detailed and rich study with a long and intense fieldwork period. Detailed 

qualitative studies of CHW programmes are necessary and prove insightful in informing 

efforts aimed at strengthening such interventions (Glenton, Lewin, & Scheel, 2011).  
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Chapter six  

Discussion and Conclusion 

In this chapter, I will discuss some general implications drawn from the articles 

contained in this thesis and make practical recommendations based on the findings of this 

research.  

Though there is wide recognition that effective community interventions aimed at 

reducing urgent health problems are those that fully espouse the participation of local 

beneficiaries, there is scant agreement on strategies that can lead to the desired community 

involvement. As a result, in many interventions there has remained inadequate contact 

between the interventions and the client populations (Haines et al., 2007; Travis et al., 2004). 

This unfortunate reality has continued to bog down both national and international 

interventions; for example, (Davidson et al., 2004) argued that it was not surprising that the 

recently expired MDG targets were not met in many communities, largely because of the 

failure to get available interventions to reach the intended beneficiaries and enlist the 

participation of the most vulnerable. When communities are displaced from the centre, 

interventions either fall apart or become dysfunctional, the envisaged end results become 

untenable and any meagre achievements dissipate. It is unsurprising, therefore, that there is a 

need for consistent and sustainable resources in the community as well as the empowerment 

of the poorest and most vulnerable to access and utilise services which are already available 

(Davidson et al., 2004; Walley et al., 2008).  

The World Health Organization has called for increased attention to social 

interventions in order to improve the health of the majority of vulnerable populations. This 

call led to revitalised interest in PHC and renewed interest in the strengthening of CHWs to 

improve the link between communities and health facility services, as well as to promote 
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healthy behaviours at the grassroots (Cherrington et al., 2010; World Health Organization, 

2010a). CHWs are close to local communities and therefore ideally placed to spread health 

information that promotes healthy lifestyle behaviours, and to link vulnerable populations to 

available resources (Gilmore & McAuliffe, 2013). However, as shown in the introduction of 

this thesis, this advantage does not happen automatically through CHWs. There are practical 

challenges to CHW programs, such as financing, high attrition rate, and poor supervision, 

which affect their stability (De Zoysa & Cole-King, 1983; Lawn et al., 2008a).  

Largely, however, one of the more critical questions concerns the representativeness 

and resonance of those who are recruited as volunteer CHWs. As (Perry et al., 2014) have 

shown, this has a direct bearing on their willingness to help, and their sustainability in the 

long-run, which is one of the major challenges affecting the operation of CHW programs in 

low income countries. Paradoxically, this weakness of CHWs transpires in communities 

highly rich with widespread norms and social mores of helping interactions crucial to the 

livelihoods of most people in those communities. Such helping interactions are so embedded 

in the everyday lives of people that they usually pass unnoticed by community members 

themselves, save for kin observers, usually outsider researchers. Indeed, such communities 

are rich in social capital, which (Putnam, 1995) described as ‘norms and obligations, trust and 

social networks, especially voluntary associations’. These communal characteristics are 

deemed as inherent in many communities, and are the cement that ties people together in 

social care – the help and support that is rendered to others, allowing them to lead 

independent lives or improving their quality of life, provided through circles of relatives, 

friends and neighbours. Those volunteer interventions therefore fail to benefit sufficiently 

from these structures in order to ensure sustainability was an issue that the findings in this 

study address. 
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The findings in this thesis show that administrative bottlenecks and selection 

strategies that ignore the social dynamic of the beneficiary communities can pose a big 

challenge to the sustainability of CHW programs. For instance, the process of selection of 

these representative VHTs missed the context of local communities and instead emphasized 

national, formulated, standardized guidelines. This led to the selection of community 

representatives that adhered to interest groups in the community that were interested in the 

maintenance of power and the sustenance of the status quo. Rather than espouse community 

support as would have been expected, many in the local beneficiary population felt 

marginalized and disempowered. Predictably, literacy requirements ensured that the majority 

of the local population did not qualify as local volunteers, irrespective of their other 

credentials in society and support from their peers, who would have wished to have them 

selected to represent the community. Though community participation has been championed 

to ensure community ownership and support in issues that affect local populations, we 

suggest that more attention needs to be paid to the social dynamics and fabric of communities 

in determining how this can be achieved. This is why (Rifkin, 1996) argued that, in everyday 

life, communities are not homogeneous but have varying groups with different interests that 

work sometimes in competition with each other, wielding varying amounts of power. As 

such, interventions from outside these communities ought to navigate these differences and 

seek to utilize them without being seen to support one side against the other. Besides, though 

there is a tendency for the health indicators of a community to be aggregated, in real life 

different sections of the population are faced with different challenges, or are influenced by 

the same challenges differently. It is noteworthy, therefore, that when devising interventions 

against these challenges, different approaches may be necessary. In the case of community 

involvement, different categories may need to be represented, which may not be achieved 

through national standardised guidelines implemented across all communities. For example, 
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one older male member of the VHT responding to how he distributed condoms to promote 

safe sex did not hide his sentiments, responding, ‘ …the youths are careless. If we give them 

condoms they will not use them and the next day we shall find them littered all over in the 

community. Those who need them and are responsible should come to me and ask’. 

Moralizing condom use by a community health volunteer, though it may reflect prevailing 

majority perceptions about sex, is detrimental to a service meant for youths, who are also 

members of the community, and ought to benefit equally and be represented. Another elderly 

female VHT member said, ‘I cannot start giving my grandchildren condoms. It is as if I am 

sending them to commit fornication. I will be giving them approval yet they should wait to 

marry and then have sex where they will not need these condoms’. These opinions could not 

be farther from the reality of the challenges and sexual needs of the youths. This corroborates 

the findings of earlier studies which challenged the misconception that representatives of 

communities reflect the various groups that make up those represented communities (E. J. 

Jackson & Parks, 1997). 

Moreover, my findings further show that for many members of VHTs, their 

motivation was far from community service, since they were attracted by the perceived 

opportunity to acquire power and financial benefit. Not to mention that the etic view of what 

it is to be a volunteer grossly diverged from the emic understanding, since the local 

population’s view was influenced by local experiences and expectations (Turinawe et al., 

2015). In our chapter two, we show how varying expectations brewed conflict between the 

community and the selected VHTs, and affected their performance and longevity in service. 

Much of the conflict emanated from the contradiction between the selected volunteer VHTs 

as helpers and the existing helping networks within the community. This resonates with the 

postulation in the NHM that to choose representatives, informal helping networks should first 
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be studied to arrive at representatives who are trusted, accessible and acceptable to their 

peers, thus appealing to the community.  

One key recommendation can be drawn from these findings: due to complex 

heterogeneity in community groups, unobtrusive ethnographic research is important in 

understanding the social fabric of communities in order to uncover the informal structures 

through which people engage in helping interactions based on norms of trust. Through these 

structures, trusted and motivated volunteers may be identified.  

In chapter four, the cultural role of the TBA is shown to influence men in maternity 

preparedness. Though they are mainly custodians of local customs and practices concerning 

pregnancy and child birth services, they retain knowledge from previous collaborations with 

biomedical workers, which they use to sensitize men and other members of the community. 

Because the TBAs are culturally embedded in the social and cultural lives of community 

members, they are able to interact with various members informally, and provide counselling 

that has eluded the modern health workers, who practice allopathy based at health facilities.  

A key recommendation from this is the idea of identifying existing roles that are 

already embedded in communities and building strategies to develop them as sustainable 

sources of knowledge and advice on simple health-related behavioural issues such as condom 

use, exclusive breast feeding, infant nutrition, HIV testing, ANC attendance, routine 

immunization and vaccinations, and also to act as facilitators of contact with the formal 

health system at crucial junctures within the structures of everyday living in communities.  

Chapter five draws from ethnographic findings to illustrate how efforts to remunerate, 

and by extension, motivate volunteer health workers can benefit from communities’ own 

local rewards and other motivation schemes. From studying the experiences of VHTs in a 

rural community, our findings show that community members are willing to reward volunteer 
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CHWs with cash, and other material and symbolic rewards as an appreciation for the help 

they render. This seems to depend, however, on one crucial factor, namely the perception by 

the community of VHTs as helpful. To ensure this, other factors that facilitate the reputation 

of VHTs include: recognition of the VHTs by medical staff, fulfilment of promises on service 

delivery through VHTs and exemplary behaviour from VHTs.  

One key recommendation can be drawn from this: the debate on remuneration should 

take into account the benefits of playing a central role in the community. The efforts of other 

actors should be focused on facilitating the VHTs, and allowing them to serve the 

community, which will in turn show its appreciation with locally valued materials and other 

symbolic rewards. Community rewards could well be a better and more sustainable way of 

motivating CHW volunteers in the short and medium term, while more permanent solutions 

to health inequity are sought for rural and remote communities.  

Theoretical implications for developing Community Health Resources 

 

Interventions seeking entry into, and diagnosis of, community problems have long 

used the gate-keepers approach to identify opinion leaders and key informants (Israel, 1985), 

a standard approach in community work. However, various problems have been highlighted 

in such approaches, including elite capture, misrepresentation, and failure to gain community 

support (Aridi, Chapman, Wagah, & Negin, 2014; Olang’o et al., 2010; Perry et al., 2014; 

Platteau et al., 2014; Turinawe et al., 2015).  

The NHM provides a framework for selecting community representatives that already freely 

and informally interact with the target community without appearing confrontational or 

exhibiting unnecessary power and authority. This is especially crucial for those interventions 

which value the embeddedness of volunteers in the community which they serve. By offering 
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a framework for identifying those individuals referred to as natural helpers in informal 

helping networks, the model puts communities’ dynamic processes and informal structures at 

the centre of community interventions. However, by using the term ‘natural’ to refer to key 

persons at the centre of nodes in informal helping frameworks, the model seems to suggest 

innate individual traits that are not motivated by community. In this thesis we suggest that the 

term natural helpers should be clarified to refer to those specific individuals that help their 

friends, relatives and neighbours within naturally existing local support structures, not 

necessarily a super-imposed structure constructed externally for the benefit of a particular 

third party or the community, which doesn’t originate from indigenous structures.  

As was earlier noted, such a process must devote to understanding the important networks of 

such structures that already exist in the community for in them are people, roles and positions 

which wield great influence of the daily running of community affairs albeit covertly (Israel, 

1985). This understanding is worthwhile in adopting different kinds of interventions and the 

particular persons in the community whose leverage can influence the success of such 

interventions. This is what has been referred to as the network information map, which ought 

to show how different networks of relationships overlap and operate (Eng & Parker, 2002b). 

After all, it has been long understood that in community interventions, activities bring 

together networks of different people in the some community that are always overlapping in 

other activities elsewhere as they go about daily problem solving (Israel, 1985). In addition, 

they share similar sociability characteristics such as reciprocity, social support, social identity 

and social contacts within their community. The use of the NHM framework therefore means 

that there is a need to delineate communities to identify the social linkages among members, 

and a need to introduce interventions that take advantage of resource exchanges among the 

networks in communities. The focus in applying such a framework would therefore be on 

identifying the resources that exist in the community, irrespective of whether those resources 
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are medical, social or economic in nature. The purpose would be to strengthen existing 

networks by drawing volunteers from them and relying on their locally-grown capacities to 

achieve the goals of interventions. Because the ‘natural’ helpers are untrained in formal 

skills, providing informal, spontaneous assistance as a part of everyday life, their training 

needs should evaluated after they have been identified from the community as natural 

helpers, as opposed to selecting them and training them to become lay helpers. That way, 

interventions may be able to benefit from a great pool of resources that reflect the social 

norms and interlinked networks of helping that can be referred to as community health 

resources.  

Ethics approval 

Though the broader research project, Developing Community Health Resources in Poor 

Settings in Uganda (CoHeRe) obtained approval from the institutional review board (IRB) 

and ethics committees in Uganda, this sub-study had to obtain independent ethics approval. 

The ethics committee of Amsterdam Institute of Social Science Research (AISSR) granted 

approval. However, the process of getting local ethics approval in Uganda proved hard and 

lengthy because the only relevant IRB committee was at the College of Health Sciences of 

Makerere University which is largely accustomed to biomedical research. Due to the 

anthropological methodology of this study, I could not provide the pre-determined sample 

sizes and specific questionnaire-type questions which the committee demanded. It was hard 

to satisfy the committee about the ethics of studying human subjects in their natural setting 

without being clearly specific about what was being studied or what information was being 

collected. After a long time and several presentations to the committee, I was able to 

convince them that the broad questions touched upon topics which were designed to 

accommodate new themes as they emerged during the iterative process of data collection and 

analysis. The hurdles I met during this ethics approval process corroborate the documented 
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debate about the appropriateness of requiring ethics review committees accustomed to 

clinical research on human subjects, to review qualitative social science research (Bosk & De 

Vries, 2004; Marshall, 2003; Plattner, 2003; Shea, 2000). 

Conclusion 

The articles compiled in this thesis are the result of in-depth, bottom-up analysis of the local 

social fabric in a single village in Luwero. They are also the product of a rare effort of three 

researchers carrying out ethnography for extended periods in order to gain breadth and depth 

of data on the local context in the community. This methodology and approach gave this 

research an advantage because it utilizes the strengths of the traditional model of 

anthropology in an innovative way by concentrating three researchers in a single site.  

The findings discussed above illustrate that extensive informal helping networks and 

indigenous roles exist as part of daily life and that motivations are grounded in the ethos that 

dictate goodness and acceptable behaviour in the community. The findings make a case for 

interventions especially, that aim to gain from the strengths of community involvement in 

rural communities of Uganda. We show cause for the harnessing of local resources by 

employing approaches espoused in the natural helper model which help to identify partners in 

the form of local resources and systems that benefit from the advantages of communal ties 

and solidarity behaviour. In many rural communities, extensive systems of informal social 

support still exist and are largely seen as a potential resource for the improvement of the 

health of community members. Approaches to engaging these have lacked intelligence in 

building robust and sustainable partnerships for social change from the grass roots.  
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Samenvatting 

In de afgelopen vijfentwintig jaar zijn de gezondheidsindicatoren in Oeganda sterk verbeterd, 

onder andere als gevolg van de relatieve politieke stabiliteit waardoor zowel private actoren, 

publieke actoren als private actoren zonder winstoogmerk konden investeren in de 

gezondheidszorg. De Oegandese regering, ondersteund door internationale 

ontwikkelingspartners, heeft beleid en interventies ontwikkeld gericht op het verbeteren van 

de gezondheid van haar burgers. Een belangrijke interventie in de afgelopen twintig jaar was 

het inzetten van vrijwilligers in de gemeenschap, bekend als village health teams (VHTs), om 

een decentraal zorgstelsel te ontwikkelen en zo de afstand tussen een gemeenschap en 

zorgfaciliteit te verkleinen. Het concept van VHTs is geïnitieerd nadat op de Alma Ata 

Conferentie van 1978 gepleit werd voor het vergroten van de lokale betrokkenheid in 

gezondheidsinterventies. Op deze conferentie betoogden deelnemers dat de inzet van 

community health workers (CHWs; lokale gezondheidswerkers in een gemeenschap) een 

sociaal geaccepteerde methoden zou zijn als poging om universeel toegankelijke zorg te 

leveren aan families en gemeenschappen die tot dusver weinig in beeld waren. Het bleek 

echter dat veel interventies met CHWs opnieuw top-down werden georganiseerd en 

uiteindelijk niets meer deden dan het creëren van een nieuw kader van paramedici die de 

zorgcentra representeerden, in plaats van het representeren van de gemeenschap zelf, hetgeen 

de bedoeling was.  

Gebaseerd op het het natural helper model, laat ik in dit onderzoek zien dat bestaande 

informele netwerken van hulpbieden kunnen worden ingezet om gezondheid in 

gemeenschappen te bevorderen. Deze netwerken van hulpbieden ontstaan door dagelijkse 

ervaringen met het bieden van hulp, waarbij gebruik wordt gemaakt van lokale bronnen om 

(gezondheids-)problemen op te lossen. Gebaseerd op het etnografisch veldwerk dat ik heb 

uitgevoerd van juli 2012 tot maart 2014 in Luwero, Oeganda, laten de resultaten van dit 

onderzoek zien hoe door gebruik te maken van reeds bestaande netwerken van hulpbieden, 

participatie binnen een gemeenschap wordt gecreëerd waarbij de rijkdom van sociale en 

culturele bronnen ingebed in een gemeenschap zichtbaar is.  

De bevindingen van dit onderzoek laten zien dat informele netwerken van hulpbieden niet 

effectief zijn ingezet in programma’s zoals de VHTs in Oeganda. Met name de top-down 

wervingsmethode van vertegenwoordigers van een gemeenschap leidde ertoe dat andere 

leden van een gemeenschap werden uitgesloten en bestaande machtsverhoudingen binnen een 

gemeenschap overeind bleven (hoofdstuk 2 en 3). Daarnaast toont dit onderzoek aan dat 

ondanks de uitbreiding van de formele gezondheidszorg, leden van de gemeenschap een 

beroep blijven doen op hun informele netwerken voor zowel medische en niet-medische 

problemen en daarmee soms ingaan tegen beleid en advies van de overheid (hoofdstuk 4). 

Tot slot laten de resultaten zien dat wanneer de vrijwilligers als waardevol worden gezien in 

een gemeenschap er een grotere kans is op wederzijdse steun en helpende relaties, waardoor 

ook een gunstig klimaat ontstaat voor de VHTs, omdat zij profiteren van materiele en 

symbolische beloningen die zij krijgen van de mensen die zij helpen (hoofdstuk 5).  
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De inbedding van informele netwerken van hulpbieden, die berusten op een ethos van sociale 

steun, solidariteit en wederkerigheid, is een belangrijke bron die kan worden ingezet bij de 

uitvoering van community-based gezondheidsinterventies. Manieren waarop deze bronnen 

maximaal ingezet kunnen worden, zijn nog niet bekend bij sociaal wetenschappers. Het is 

van groot belang dat er aandacht wordt besteed aan deze ingebedde informele sociale 

bronnen, om te begrijpen hoe mensen binnen een gemeenschappen onderhandelen en 

navigeren bij het oplossen van problemen en vooral wanneer het gaat om problemen met de 

toegang tot gezondheidszorg. 

Hoewel er veel onderzoek is gedaan dat pleit voor de betrokkenheid van de bestaande 

traditionele structuren bij het leveren van professionele gezondheidszorg, zowel op cultureel 

en sociaal niveau, richt dit onderzoek zich specifiek op hoe belangrijke personen kunnen 

worden geïdentificeerd en gerekruteerd uit de bestaande informele netwerken binnen een 

gemeenschap. De lessen worden getrokken uit het natural helper model en roepen op tot het 

overdenken van community health interventions door gebruik te maken van de belangrijkste 

personen in een gemeenschap, zowel medisch en niet-medisch, en hun netwerken binnen 

verschillende gemeenschappen. Dit geldt zeker in Oeganda en andere ontwikkelingslanden 

waar de toegang tot professionele gezondheidszorg niet optimaal is. 

 

 

 

 

 

 

 

 

 

 

 

 


