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Abstract

Community health worker (CHW) performance is influenced by the way in which management arrangements are configured vis-a-vis the
community and health services. While low-/middle-income contexts are changing, the literature provides few examples of country efforts to
strategically modify management arrangements to support evolving CHW roles (e.g. chronic disease care) and operating environments (e.g.
urbanization). This paper aims to understand the performance implications of changing from community-based to health centre-based manage-
ment, on Ethiopia’s Urban Health Extension Professionals (UHEPs), and the tensions/trade-offs associated with the respective arrangements.
We conducted semi-structured interviews/focus groups to gather perspectives and preferences from those involved with the transition (13
managers/administrators, 5 facility-based health workers and 20 UHEPs). Using qualitative content analysis, we deductively coded data to
four programme elements impacted by changed management arrangements and known to affect CHW performance (work scope; community
legitimacy; supervision/oversight/ownership and facility linkages) and inductively identified tensions/trade-offs. Community-based management
was associated with wider work scope, stronger ownership/regular monitoring, weak technical support and weak health centre linkages, with
opposite patterns observed for health centre-led management. Practical trade-offs included: heavy UHEP involvement in political/administrative
activities under Kebele-based management; resistance to working with UHEPs by facility-based workers and health centre capacity constraints
in managing UHEPs. Whereas the Ministry of Health/UHEPs favoured the health centre-led management to capitalize on UHEPs' technical skills,
Kebele officials were vested in managing UHEPs and argued for community interests over UHEPSs’ professional interests; health facility man-
agers/administrators held divided opinions. Management arrangements influence the nature of CHW contributions towards the achievement of
health, development and political goals. Decisions about appropriate management arrangements should align with the nature of CHW roles and
consider implementation setting, including urbanization, political decentralization and relative capacity of managing institutions.
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Introduction outcomes in many contexts (Lehmann and Sanders, 2007; van

In many low- and middle-income countries (LMICs), includ-
ing in sub-Saharan Africa, community health workers
(CHWSs) have become integral to primary healthcare service
delivery and an important vehicle for moving towards uni-
versal health coverage in the context of significant health
workforce shortages and other health system constraints
(Frymus et al., 2013; Tulenko et al., 2013; Cometto et al.,
2018; Assefa et al., 2019; Lehmann et al., 2019; Perry
and Hodgins, 2021). CHWs are individuals with typically
less than 2 years training who deliver community-based
promotive, preventive and (limited) curative health services
on a paid or volunteer basis (Scott et al., 2018). CHWs
have shown to improve access to health services and health

Ginneken et al., 2010; Perry and Zulliger, 2012; Schneider
et al., 2016; Scott et al., 2018). Despite widespread recog-
nition that CHWs serve as an important building block
for universal health coverage in many LMICs, reviews of
large-scale programmes demonstrate that many programmes
suffer from poor conceptualization, planning and manage-
ment, with negative consequences for CHW performance
(Tulenko et al., 2013; Lehmann et al., 2019). Among key rec-
ommendations for strengthening CHW performance in large-
scale programmes is the need to focus on programme design
and the way in which it supports effective people management
and alignment with the local context (Agarwal et al., 2019;
Lehmann et al., 2019).
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Key messages

e Community health workers (CHWSs) are important inter
mediaries between communities and health services. As
CHWs take on new roles, such as members of health-
care teams for chronic disease management, and the set-
ting in which they work changes due to urbanization and
other changes in low- and middle-income countries, CHWs
may need to be managed differently in order to effectively
perform their roles.

e Community-based management of CHWs in our study was
associated with a wider scope of work, stronger ownership
and regular monitoring, weak technical support and weak
health centre linkages, with the opposite observed for the
health centre-led management.

e Decision makers should consider the characteristics of the
implementation setting in determining appropriate man-
agement arrangements, including urbanization, political
decentralization and capacity of managing institutions at the
community and facility level.

e Modifying management arrangements will require organi-
zational change management strategies to address points
of resistance and create the buy-in needed to support new
ways of working.

Managing CHWs, and the many vertical and horizon-
tal relationships that affect their performance, is complex
(Rifkin, 1996; Abimbola et al., 2014; Perry and Crigler,
2014). It involves negotiating shared responsibilities across
different levels of government (health ministry to local
government) and amongst a range of state and non-state
actors, including NGOs, community and international actors
(Schneider, 2019). CHWs need to be both embedded in com-
munity health systems and integrated in health service delivery
systems in order to effectively fulfil their roles (Scott et al.,
2018; Lehmann et al., 2019). The literature demonstrates
that CHW performance is affected not only by their interac-
tions with the health service delivery system (such as through
supportive supervision and linkages with health facilities) but
equally by their interactions with community health systems,
including local political and civic groups (Lunsford et al.,
2015; Schneider and Lehmann, 2016; Kok et al., 2017).
Furthermore, features of the implementation setting, such as
the economic and political context (e.g. administrative decen-
tralization, capacity of health facilities/local governments to
manage CHWs and historical programme legacies), influence
and constrain how roles and responsibilities for managing
CHWs are delineated between different actors, the strength
of relationships between them and their effectiveness in sup-
porting CHWSs in their roles (van Ginneken et al., 2010;
Bovbjerg et al., 2013; Perry and Crigler, 2014; Kok et al.,
2015b; Agarwal et al., 2019; Assegaai and Schneider, 2019).
Together, the ‘hardware’ features (technical design features),
‘software’ elements (relationships, norms, values, interests
and power) and the context (e.g. economic and political envi-
ronments) interact to influence CHW performance (Kok et al.,
2017). Thus, the effective management of CHW programmes
must consider technical design features (e.g. oversight mech-
anisms, supervisory systems, communication and reporting
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structures), maintenance of relationships across health ser-
vices and community systems and the interactions between
technical elements, stakeholder relationships and the imple-
menting context.

Policy guidance on large-scale CHW programmes suggests
that management arrangements may need to be adapted for
different settings within a given country and in response to
changes in society, the health system and the evolution of
CHW programmes (Perry and Crigler, 2014). Rapid urban-
ization, rising expectations of service quality, increase in non-
communicable diseases (NCDs) and formalization of CHW
roles, including through the integration of CHWs in inter-
disciplinary team models and career progression, are among
the factors that are reshaping the roles of CHWs (Franklin
et al., 2015; Rachlis et al., 2016; Do Valle Nascimento
et al., 2017; Cometto et al., 2018; Ludwick et al., 2020;
Zebre et al., 2021). These shifts have implications for the
types of management structures that are needed to support
CHWs and how deeply CHWSs need to be embedded in clini-
cal vs community structures. However, the CHW programme
design, including management arrangements, has often not
been adapted to reflect these changes (Wahl er al., 2020).
For example, in establishing new urban CHW cadres, several
countries have largely replicated management arrangements
(and other programme features) from their rural programmes
(Government of India, 2014; Wang et al., 2016). While over-
all the literature provides few examples of how countries
have strategically attempted to modify management structures
to support evolving CHW roles and changing operational
environments, countries like South Africa and Ethiopia have
begun doing so in the context of implementing new team-
based CHW models (Schneider et al., 2018; Mhlongo and
Lutge, 2019; Ludwick et al., 2021). Early studies from
South Africa and Ethiopia suggest that management chal-
lenges (related to poor leadership, weak communications,
change resistance, poor integration, underresourcing and
understaffing and centralized approaches) have had signifi-
cant negative effects on the implementation and performance
of the outreach teams (Marcus et al., 2017; Moosa et al.,
2017; Assegaai and Schneider, 2019; Nelson and Madiba,
2020; Ludwick et al., 2021). Such cases can offer valuable
lessons for informing policy decisions around tailoring man-
agement arrangements for different contexts and evolving
CHW roles.

This study uses the transition of Ethiopia’s Urban Health
Extension Professionals (UHEPs) programme into Family
Health Teams (FHTSs) as a case study to compare and contrast
two different management arrangements that were imple-
mented in the same setting. Ethiopia’s 2014-15 reform for
urban primary care involved changes both to UHEP roles (as
members of FHTs) and to the management structures respon-
sible for overseeing the urban cadre in pilot sites. Drawing
on the perspectives of UHEPs, facility-based health workers
and health and municipal administrators who were involved
with the transition to the FHTs, we aim to examine: (1)
the influence of community-based and health centre-based
management on four aspects of CHW performance (UHEP
scope of work, community legitimacy, level of supervision,
oversight and ownership and linkages with health centres);
(2) the strengths, weaknesses and trade-offs of the two man-
agement arrangements in relation to the interests of different
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stakeholders and (3) wider policy implications for determin-
ing appropriate and feasible management arrangements to
support urban CHW cadres and CHW-integrated healthcare
teams in LMICs.

Setting

Ethiopia is among the fastest urbanizing countries, with the
urban population expected to triple from 2012 to 2037 to
reach 42 million (Ermias et al., 2019). Following the success
of its rural-based programme, in 2009, Ethiopia launched
the UHEP programme, which now serves over 400 cities
(World Health Organization, 2017) (John Snow Inc., 2018a).
In contrast to their rural counterparts who receive only
12 months training, UHEPs hold clinical nursing diplomas
(10th grade education plus 3years of college). As salaried
workers employed by the Ministry of Health (MoH), UHEPs
provide preventative and health promotion services in their
catchments of approximately 500 households. The health
extension packages developed by the MoH that define UHEP
activities cover: hygiene and environmental health; family
health; disease prevention and control; injury prevention and
control and first aid (John Snow Inc, 2018a). Recently, these
packages were extended to include chronic diseases and men-
tal health (Hailemariam et al., 2018). UHEPs are expected to
spend 75% of their time on home visits and outreach activi-
ties (Molla et al., 2020). They also provide referrals to health
centres, which, in urban areas, provide basic outpatient and
preventative services to catchments of about 40 000 people
(World Health Organization, 2017).

For the last 30years, Ethiopia’s health sector has been
characterized by a process of decentralization (Bergen et al.,
2019). Under the 2015-20 Health Sector Transformation
Plan, district (woreda) health offices became largely respon-
sible for actualizing national priorities in healthcare (Bergen
et al., 2019). As in rural areas, UHEPs in our study
sites were based at Kebele offices (a subdivision of the
woreda/sub-cities and lowest level of municipal administra-
tion). They were assigned supervisors from the health cen-
tre to provide technical support, with Kebele officials in
charge of regular monitoring of UHEP activities. Coordi-
nation and review meetings between health centre, Kebele
management and city administration were to be organized
quarterly.

In 2014-135, the federal government began piloting FHTs
as part of a primary healthcare reform to strengthen
community-based, urban service provision for low-income
and vulnerable households, including those with chronic dis-
eases (John Snow Inc., 2018b). Chronic diseases now account
for 39% of deaths in Ethiopia (World Health Organization,
2018; WHO Africa, 2019). At the same time, the reform
was intended to respond to performance challenges faced by
UHEPs, including weak health centre linkages, lack of pro-
fessional development, low motivation and poor community
satisfaction (Fetene et al., 2016; John Snow Inc, 2018a; Molla
et al., 2020).

The reform called for three to five FHTs to be estab-
lished per health centre in six selected pilot cities and
to include: a family health doctor/health officer/Bachelor-
degree-holding nurse as lead; five or six UHEPs; a social
worker; and laboratory, pharmacy and administrative staff
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as needed. While previous policy called for UHEPs to cover
all catchment households, FHTs focused on low-income and
vulnerable households with prioritized health needs (preg-
nant women/young children; those with chronic diseases and
elderly/bedridden). Teams were to be supplied with blood
pressure monitors, glucometers, first aid kits and medicines
as needed. On alternating days, FHTs were to be assigned
either to outreach visits or to receiving FHT-referred clients in
a dedicated outpatient room (John Snow Inc, 2018b). As part
of FHT formation, the MoH recommended that the UHEPs’
duty station be moved from Kebele administrative offices to
health centres and for UHEPs to report directly to health
centre-based administrators. Figure 1 presents the programme
logic.

Methods

We used a qualitative, case study approach in which we com-
pare and contrast the performance of Ethiopia’s UHEPs under
two different management arrangements—a health centre-
based and a local government (Kebele) based one. Prior to
the implementation of the FHTs, UHEPs were based in the
community and reported directly to Kebele officials. With
the implementation of the FHTs, the UHEP duty station and
reporting lines were moved to health centres. Thus, the imple-
mentation of the FHTs presented a unique context where
stakeholders had experiences operating under both local
government and health centre-based management arrange-
ments. This context allowed us to examine performance
under each management arrangement, including the tensions
and trade-offs resulting from respective arrangements. In
their conceptualization of management roles, Shenhar and
Renier outline three key responsibilities: responsibility for
results and organizational interest; responsibility for people
(working conditions, rewards, instilling motivation and pro-
fessional development) and responsibility for relationships
(informal/formal across groups and organizations) (Shenhar
and Renier, 1996). In the context of change, managers are
also important for managing change resistance, skill gaps and
information (Tucker, 2017). With these broad roles in mind,
we examine how management arrangements in the UHEP
programme influence four key aspects of UHEP performance
(scope of work, community legitimacy, level of supervision,
oversight and ownership and linkages with health centres)
in a changing work environment. Although grouped differ-
ently, these areas correspond with the four key programme
areas outlined in the Program Assessment and Improvement
Matrix (AIM CHW Tool)—a tool intended to help pro-
gramme implementers assess programme functionality and
improve performance (Figure 2) (Crigler et al., 2013).

Using a qualitative approach to examine the perspectives
of FHT members, their managers, and other administrators,
our study investigates:

1. How did community-based vs health centre-based man-
agement influence UHEP scope of work, community
legitimacy, level of supervision, oversight and owner-
ship and health centre linkages?

2. What tensions and trade-offs are associated with the
two management arrangements?
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Figure 1: Ethiopia’s new primary health care model
+  Based onlessons from Brazil and Cuba
. Undertaken as part of Ethiopia’s preparations for entering middle-income status

Key features Main activities
Carry out household risk FHTs provide health
assessment and 5
categorize households Gl treetiment;
by i ) el and referrals
Yy Income
Objective: priority health needs
Address
NCDs and Co-locate UHEPs at
other health centres A second FHT receives
priority » » referrals at health centre
health
needs of Establish 3-5 FHTs per
low-income health centre
urban (lead: physician, health
households officer or BSc Nurse;
5-6 UHEPs
Conduct weekly FHT
Establish dedicated review meetings
outpatient rooms to
receive FHT referrals

Figure 1. Ethiopia’s new primary healthcare model.

Figure 2: AIM CHW program functionality matrix

CHW role

Human resource |Opportunity for advancement
management |Individual performance evaluation

Recruitment

Initial and continuing training

Capacity building |Supervisoin

Program performance evaluation

Equipment and supplies

Support Incentives
Community involvement
Documentation and information
Management
Links Referral

Linkages to health system
Country ownership

Figure 2. AIM CHW tool functionality matrix.

Source: Crigler L, Furth R, Bjerregaard D. 2011. Community Health Worker
Assessment and Improvement Matrix (CHW AIM): A Toolkit Improving
Community Health Worker Programs and Services. Publisher by the USAID
Health Care Improvement Project. Bethesda, MD: University Research Co.,
LLC (URC).

Study site, sampling and recruitment

In cities where the FHTs were piloted, we were able to
examine the unique situation where stakeholders had experi-
enced both community and health centre-based management
arrangements. Among the six regional cities where the FHTs
were piloted, there was little documentation regarding the
strength of FHT implementation across the implementation

sites. Thus, we selected our study site based on pre-existing
relationships in the city and interest by the respective state
health bureau in examining FHT implementation. Good
access to the implementing organization and individuals was
an important criterion for our site selection (Crowe et al.,
2011).

In our study site, the FHTSs were trialled in one health cen-
tre covering three surrounding Kebeles. Because FHTs were
piloted in sites with a pre-established UHEP programme,
nearly all UHEPs, managers and administrators who were
involved with FHT implementation in our study site had expe-
rience under both management arrangements. This allowed
our study participants to compare and reflect on the dif-
ferences between the two management arrangements. Using
administrative lists obtained from the state health bureau,
we recruited: all (21) UHEPs and six facility-based health
workers who participated in the FHTs and all five health cen-
tre managers and UHEP supervisors who had a role in FHT
implementation. We also recruited: at least one Kebele offi-
cial from each of the three Kebeles where the FHTs were
piloted (Kebele head and/or designated other) and at least
one representative from the state health bureau, MoH and
NGO implementing partners, respectively. In total, 13 man-
agers/administrators (one woman), 20 UHEPs (all women)
and five facility-based health workers (three women) involved
with the FHTs participated. Non-participants included one
facility-based health worker on long-term leave and one
UHEP no-show.

Data collection

Given the small number of facility-based health workers,
managers and administrators involved in FHT implementa-
tion and the sensitive nature of sharing information about
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a federal initiative that was poorly implemented, we con-
ducted semi-structured interviews. Among the more numer-
ous UHEPs, we selected half (10) for interviews. Interview
guides inquired about:

e roles, responsibilities and level of engagement with the
UHEP program; changes to their interactions and rela-
tionships following FHT implementation;

e the nature of UHEP activities, community receptivity,
supervision/oversight and linkages with health centres
under the two management arrangements;

e initial expectations and reactions to the FHT program;
intended/unintended outcomes for UHEPs, community
members and the health centre under the FHT program;
challenges encountered; and,

e advantages and disadvantages of the two arrangements,
personal preferences and recommendations;

The remaining 11 UHEPs (who were not selected for inter-
views) were invited to participate in one of two focus group
discussions in order to gain general information on the types
of activities performed and collective insight related to com-
munity receptivity and other elements of the programme that
were less subject to individual perspective.

We recruited local university staff as research assistants
and provided a 2-day orientation. Interview guides were
translated into Ambharic (by Ethiopian co-author ME) and
back-translated by research assistants to ensure consistency
of interpretation. As is the practice in qualitative, interview-
based research, the interview topic guides were examined and
adjusted in minor ways on an iterative basis to clarify emerg-
ing meanings and add additional topics/probes on impor-
tant themes. Research assistants conducted interviews/focus
groups in private offices or offsite locations to ensure privacy
and independence. Based on local advice, participants were
provided with honoraria (~USD $7 in mobile phone credit)
to offset time and travel costs to interview locations. Written
consent was obtained from participants. Conversations were
audio-recorded and then simultaneously translated and tran-
scribed by research assistants. Debriefing sessions were held
daily to discuss main findings and raise areas for new inquiry.

Ethical approval was obtained from the SNNPR State
Health Bureau’s Health Research Ethical Clearance (refer-
ence: £-6-19/37453) in Ethiopia and from the University
of Melbourne (reference: 1954330). Data were collected
between July and October 2019. The authors and data collec-
tion team were not involved with UHEP programme or FHT
implementation.

Analysis

We used a manifest analysis approach to qualitative content
analysis (Hsieh and Shannon, 2005). We deductively coded
data to four features of CHW programming (scope of work;
community legitimacy; level of supervision, oversight and
ownership and health facility linkages) that were impacted by
the changed management arrangements and that are known to
affect CHW performance. We compared perspectives within
and between participant groups (UHEPs, facility-based health
workers, health centre-based administrators, Kebele-based
administrators and other programme administrators). This
enabled us to triangulate perspectives on performance from
different groups (Yin, 2009). Within these four categories,
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we inductively identified tensions and trade-offs related to
the two management arrangements. We did so by coding
text as positive or negative statements in order to under-
stand participant perspectives and opinions regarding how
performance outcomes were affected by the two respective
management arrangements and preferences for ideal arrange-
ments. This allowed us to see where preferences aligned or
diverged between participant groups and to elicit tensions and
trade-offs of the two management arrangements regarding
feasibility and the way in which the respective arrangements
served the interests of the different participant groups. The
primary author coded the data in NVivo 11 and conducted
the analysis. Interpretation was validated by an Ethiopian
co-author (Teralynn Ludwick) who reviewed all transcripts.

Results

In the following sections, we present the perspectives, ten-
sions and trade-offs of the two management arrangements
(Kebele-based vs. health centre-based) on four programme
elements affecting UHEP performance: (1) scope of work; (2)
community legitimacy; (3) level of supervision, oversight and
ownership and (4) health centre linkages. Excerpts and quo-
tations illustrating stakeholder perspectives are presented in
accompanying Tables 1-4.

1. Changes to location and management arrangements influ-
ence UHEP scope of work

1a. Influence of Kebele-based management on UHEP scope
of work

Under the original configuration, Kebele officials had the most
direct role in assigning UHEP tasks and priorities. Kebele
officials assigned UHEPs wide-ranging tasks related to local
government priorities and initiatives that spanned health,
community development, and political and administrative
agendas (see Box 1). These assignments went beyond the 15
health extension packages developed by the MoH (related
to hygiene and environmental health; family health; disease
prevention and control; injury prevention and control and
first aid), which define the scope of UHEP activities (Table 1,
Quote 1.1). Household visits were completed by UHEPs in
an ad hoc manner in between assisting with other Kebele
priorities (Table 1, Quote 1.2).

1b. Influence of health centre-led management on UHEP
scope of work

The new FHT arrangement, which based UHEPs at the health
centre under the direction of health centre administrators, was
put in place by the MoH to better align UHEP tasks with
MoH priorities. As such, UHEPs expected that Kebele officials
would subsequently have limited authority to assign them
tasks (Table 1, Quote 1.3). UHEPs were enthusiastic about
expanding their scope of work to include treatment services
and clinical follow-up within the FHT programme (Table 1,
Quote 1.4).

lc. Tensions and trade-offs of the two wmanagement
arrangements

Under Kebele management, the wide-ranging assignments
generated dissatisfaction from UHEPs and the MoH and dis-
cord with Kebele officials regarding what were appropriate
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Table 1. Influence of location and management arrangements on UHEP scope of work
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Key findings

Quote
number

Illustrative, supporting excerpts

1a. Influence of
Kebele-based

management

1b. Influence
of health
centre-led
management

1c. Tensions and
trade-offs

e UHEPs assigned a wide range of
health, community and administrative
tasks, which are determined by local
administration priorities

e Time and focus for the health extension
package (developed by the MoH)
squeezed out

o UHEP tasks determined according to
MoH priorities

e Opportunity to support curative services
as part of FHTs

e Discord regarding appropriate roles for
UHEPs (community agents vs health
professionals)

e Co-option into political tasks

e Strongly appealed to UHEPs, but unclear
expectations for UHEP roles in FHTs vs
other health prevention and community
activities

Box 1

1.1

1.2

1.3

1.4

1.5

1.6

1.7

1.8

1.9

1.11

See Box 1 for list of indicative tasks

We are almost in all activities [laughing]; I can say, we are
multisectoral (UHEP-FGD1)

As most of our activities were not organized, if there is urgent
work from the Kebele side, we will spend most of our time
on it (UHEP-1)

We will be expected to only do activities that are ordered by
the health center head (UHEP-9)

As part of the FHT, we can provide additional services, not
just health information. For example, giving pharmaceuti-
cal advice is not part of health extension program. But as
part of the FHT visit, the pharmacist prescribed medication
for a bypertensive patient. Then we began counselling the
patient to take the medication appropriately and advised
him of possible side effects. We are now following-up with
the patient based on the information provided by the phar-
macist and we will report to him if there are any serious
issues that need bhis attention (UHEP-6).

Since UHEPs are part of the Kebele administrative body, they
are responsible for contributing to all Kebele activities and
agendas, including income generating activities, good gov-
ernance, education, health, and security issues... They don’t
just work on health issues (Administrator-10).

UHEPs’ involvement with Kebele political agendas described
as ‘co-option’ and associated with ‘underutilization’ of
UHEPs (Administrator-9, Administrator-7)

We prefer to do health-related tasks as we are health
professionals (UHEP-8).

Because we are based at the Kebele office, we feel far from
our profession and are not able to exercise our professional
skills (UHEP-3).

The Kebele officials pressure us to prioritize political activi-
ties. As we are based at the Kebele, they take our attendance
and control our movement. In this way, they pressure us to
work on non-health activities. They force us to take part in
most of Kebele and political meetings. I have to do what
they order me to do, because I can’t offend them, otherwise
there would be negative consequences for me (UHEP-1).

The rural health extension worker training and tasks are
well-aligned. In contrast, UHEPs are trained in clinical
practice duties. At the same time, the need for a public
health worker is high; This creates a mismatch in train-
ing and expectations, resulting in UHEP dissatisfaction
(Administrator-7).

Most UHEPs saw ‘no advantage’ in being based at the
Kebele.

The disadvantage of being based at the health centres is that
it is difficult to do community-level preventive activities
as the health center is more focused on providing curative
services for patients coming to the health facility (UHEP-6).

(continued)
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Table 1. (Continued)
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Key findings

Quote

number

Illustrative, supporting excerpts

1.13

The FHT governance structure recommends that UHEPs
should be based at the health center. But, UHEPs have files
and previous work that they have been doing at the Kebele
office. They still have tasks to do at the Kebele based on the
previous disease prevention approach and tasks to do at
the health facility based on the new FHT approach at the
same time. They couldn’t completely stop carrying out their
previous tasks at the Kebele and focus only on the FHT
tasks. If the FHT visits were the only tasks the UHEPs were
expected to perform, they should be based at the health cen-
ter. But, we couldn’t separate the two approaches because
they have responsibilities both at the Kebele as UHEP and
at the health center as FHT members (Administrator-1).

Because they have returned to the Kebele, they are no longer
focusing exclusively on the FHT activities; they are also per-
forming additional political activities. This mixed approach
is impeding implementation of the FHTs (Administrator-5).

Table 2. Influence of location and management arrangements on UHEP legitimacy in the community

Key findings

Quote
number

Illustrative, supporting excerpts

2a. Influence of
Kebele-based
management

e UHEPs able to build longstanding
relationships with community members

e Kebele officials support UHEPs in getting
compliance from households

o UHEPs used as political agents

2b. Influence
of health
centre-led
management

e Increased acceptance of UHEPs by
the community due to affiliation
with facility-based staff and focus on
providing treatment

2c. Tensions and
trade-offs

e Community less receptive to UHEP
work due to their affiliation with Kebele
administration

2.1

2.2

2.3

2.4

2.5

2.6

2.7

2.8

We have been working in the Kebele for nine years and have
known many children since their birth. That makes us like
a close family member of that household. Because of this
long relationship, they tell us if they have any bealth-related
problems (UHEP-FGD2).

When we want to encourage proper liquid waste management,
most households will not pay attention to us. But, when we
go with Kebele officials, they will accept our recommenda-
tion. If they are not implementing health extension packages,
the Kebele will withhold other Kebele services (UHEP-5).

The Kebele forces us do these political and administrative
activities because we have better acceptability in the com-
munity than the Kebele authorities. So, they are using us in
order to access the community and reduce the probability of
a community member rejecting their request (UHEP-4).

Households telling FHTs ‘Please come again’ (Administrator-6)

During FHT visits, households started asking if we can provide
treatment services and questioned us, ‘so why have you been
doing only sanitation related activities so far!’ They really
appreciated us then (UHEP-8).

While we were working together with the health center staff
in the FH'T, we had more acceptance because the community
knows that the team members are from the bealth center.

So, if we were at the health center, people will consider that
we are doing only health-related tasks. When we work in
the FHT with other health professionals, the community’s
acceptance is higher (UHEP-9).

Everyone considers us to be a Kebele worker rather than a
health worker; whenever we inform them about something,
they perceive it to be a political task; they don’t even respect
us and say that they are not willing to obey what we say,
assuming that it is some political matter and they are not a
supporter of the leading political party (UHEP-8).

If we are based in the Kebele, the community will give less
attention to the health extension program—ijust as they do
with other Kebele activities (UHEP-1).

(continued)
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Table 2. (Continued)
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Key findings

Quote
number

Illustrative, supporting excerpts

o UHEP:s feel delegitimized and devalued
as health professionals due to political
interference in their work

e Decreased embeddedness of UHEPs in
community

e Lack of consensus on how to manage
UHEDP relationships with community

2.9

2.10

2.11

2.12

2.13

2.14

Because we are located at the Kebele office, the community
doesn’t even consider us to be health professionals; they don’t
give us equal value compared to people who come from the
bealth centre (UHEP-S5).

In general, it is difficult to do the work from the health centre.
They can’t serve the community well; they won’t know the
community health problems properly and won’t be able to
solve them (Administrator-13).

If a mother has a history of sexual abuse, she can freely tell
the UHEP the problem at her home rather than going to the
health center. Working in the health center may be good for
the health extension workers, but for the community it is
better if they stay in the Kebele (Administrator-12).

If we are working at the facility, the community will give value
to the [extension] program as a health program. I see no spe-
cial benefit in working at Kebele offices. The only thing that
they are doing to support us is mobilizing the community
members, which is their normal duty (UHEP-1).

There is a need for clear and strong links between the UHEPs
and the bealth centre. I believe UHEP offices should be
physically moved from the Kebele office to the health center
(Administrator-9).

UHEPs are health professionals but they are assigned to
address political issues...UHEPs should be stationed in the
Kebele but the accountability should rest with the health
center. This allows UHEPs good access to the Kebele but
gets them away from the political tasks of the Kebele officials
(Administrator-12).

Table 3. Influence of location and management arrangements on the level of supervision, oversight and ownership of UHEPs

Key findings

Quote
number

Illustrative, supporting excerpts

3a. Influence of
Kebele-based
management

e Strong sense of ownership of UHEPs by
Kebele administration, characterized by
regular monitoring

e Weak, irregular oversight by health
centre management and limited
supportive supervision

e Limited capacity of Kebele officials to
provide technical support

3.1

3.2

3.3

3.4

3.5

3.6

3.7

3.8

Since the health extension workers’ job is based in the Kebele,
it’s primarily monitored by the Kebele (Administrator-13).

[the Kebele administration] monitors our activities every
15 days as part of Kebele activities. The Kebele is mon-
itoring our work actively, better than any of the others
(UHEP-6).

To check their actual performance, we are evaluating UHEP
work as part of the Kebele administration work. We are
doing so by considering them part of the Kebele admin-
istrative body. Since the government has invested a lot in
the program and the community should benefit from their
work, monitoring of health extension workers should be
considered a priority task (Administrator-11).

As the UHEPs were based at the Kebele office and have been
reporting to them, the health centres were not supporting
and following their activities properly (Administrator-1).

The health centre provides supervision according to their
own schedule...Previously the supervision from Kebele and
health centre was just about reporting our activities (UHEP-
7).

There is a big gap regarding the supervision. If they [health
centre leadership| were coming every month, there will not
be such [supervisory] gaps; they could address any issues
and we could move hand in hand with them (UHEP-3).

It would be good if the UHEP work was evaluated by some-
one who has good knowledge about the health extension
program (Administrator-10).

The Kebele can only monitor health extension workers
(Administrator-11).

(continued)
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Table 3. (Continued)

177

Key findings

Quote
number

Illustrative, supporting excerpts

3b. Influence
of health
centre-led man-
agement on
UHEP roles

o (Temporary) improvement in supportive
supervision and feedback

e UHEP dissatisfaction with Kebele
officials as ‘bosses’

3c. Tensions and
trade-offs

e Competing directions from Kebele offices
and health centres

e Work evasion by UHEPs

e Lack of health centre capacity to support
UHEP

3.9

3.10

3.12

3.13

3.14

3.15

3.16

3.17

3.18

3.19

Previously the supervision from Kebele and health centre
only amounted to reporting our activities. But recently there
has been an improvement, and we feel that they are sup-
porting us. The health centre supervision team routinely
discusses our achievements and designs strategies to address
performance issues (UHEP-7).

At the FHT meetings, we were all responsible for raising
ideas and sharing the challenges we faced [regarding the
households we met] (HW1).

Initially we held review sessions every Friday with the health
centre officials. Soon, however, the level of supervision
and commitment from the health centre became greatly
reduced. After that, we began only reporting and left; this
really creates lack of motivation (UHEP-S5).

When we are placed at the Kebele office, the Kebele adminis-
trator or head of the sub-city administration office becomes
our immediate boss; but, the head of the health centre
should have been the one giving us orders. We prefer to
do health-related tasks as we are bhealth professionals. The
health centre bead should be our immediate boss because
we will not be evaluated for the non-bealth related activities
we do (UHEP-8).

I prefer to be supported by the health centre supervisor as he
has better knowledge of our work. We will be successful if
we are supported by someone who is knowledgeable about
the health extension program. Kebeles don’t understand the
health activities we are doing (UHEP-S5).

The Kebele chairperson is technically in charge of UHEPs as
in rural areas;, however, the UHEPs dislike this administra-
tive structure because they are bealth professionals, yet end
up being overseen by a Kebele representative who is often a
lay person (Administrator-8).

The challenge is that the Kebele assigns us to carryout its own
agenda, while at the same time, the health centre assigns us
separate activities. Some of the orders clash with each other,
but the Kebele forces us to do only their activities. We get
confused in the middle, as both are monitoring our job. This
usually results in us having disagreements with both the
Kebele and health centre (UHEP-7).

It is really disadvantageous to be located at the Kebele. We
are not discharging our duties properly; we can easily
skip from our daily routine tasks that we were expected
to perform. If they can’t find us at the Kebele office,
they will blindly consider that we shifted to work in the
community. This creates space for us to abuse the job
(UHEP-8).

This move [to bealth centres| should also help with UHEP
accountability, as previously UHEPs were often absent
(Administrator-13).

Currently there are a lot of false reports by health extension
workers (Administrator-11).

The site selection was inappropriate. It would have been bet-
ter if it was implemented in another health centre where it
can be easily implemented and managed. Every Friday we
meet at the health centre for review meetings and prepare a
plan for the next week. Unfortunately, the meeting room is
also used by others and there were times we had to cancel
our meeting because other facility staff had already occupied
the room. Another challenge was shortage of manpower
(Administrator-6).

(continued)
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Table 3. (Continued)
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Key findings

Quote
number

Illustrative, supporting excerpts

e Lack of commitment to dedicating
limited health centre resources for UHEP
outreach activities

o Resistance by Kebele officials in
devolving oversight responsibility to
health centres

3.20

3.21

3.22

3.23

3.24

3.25

3.26

During the implementation in Addis Ababa, there was a
budget for the transportation service and airtime [mobile
credit] for FHT members to communicate during the pro-
cess of referring clients from home to the health centre. But
here, there was not this type of support. Insufficient budget
was the main reason we did not provide similar support in
[city](Administrator-1)

The health centre can’t solve the challenges related with
infrastructure and room shortages (the health centre has
no capacity to construct new rooms)(Administrator-3).

Despite the shortage of rooms in the health centre, they
should attempt to efficiently share them. They should also
invest their internal financial resources from service charges
and consider this program like other activities managed by
the centre (Administrator-10).

We also have some disagreement about the logic of provid-
ing services to someone at home without even properly
serving our clients who are coming to the health centre
(Administrator-5).

There was disagreement among the different stakeholders
about where UHEPs should be stationed. In Addis Ababa,
UHEPs were already stationed at the health centre, so there
was no change. But in [City] they were originally stationed
in the Kebele and there was no consensus around moving
them to the health centre (Administrator-7).

We have tried both ways now. It’s difficult for the health
centre to monitor the UHEPs’ daily work. When the
UHEPs work from the health centre, they did not visit
households appropriately. We couldn’t find them in their
workplace. When bealth extension workers are not doing
their job appropriately, its better managed by the Kebele
(Administrator-11).

I think it will be good to include a supervisor with a health
background within the Kebele administration to support
the UHEPs and he can provide technical support to them
(Administrator-10).

Table 4. Influence of location and management arrangements on UHEP linkages with health centre staff and services

Key findings

Quote
number

Illustrative, supporting excerpts

4a. Influence of
Kebele-based
management

e Low intensity but ongoing linkages

4b. Influence
of health
centre-led
management

e Health facility workers more responsive
to UHEP work and community health
issues, supporting improved UHEP job
satisfaction

4.1

4.2

4.3

4.4

4.5

We don’t have strong acquaintance; but sometimes one
midwife or a nurse will be assigned to assist us. We only
get them once in a while as this one person is expected
to go round to all nine UHEPs across the whole Kebele.
These individuals were coming to assist us even before the
establishment of the FHT and they continue to do so now
(UHEP-9).

Once in a while we go out to support the UHEP, but because
we have a high workoad we can’t make these support visits
regularly (HW-2).

My attitude towards UHEPs changed after I took the FHT
training and starting to work with them. I came to appreciate
their role in the community (HW-2).

It belped us to be empathetic to those who were in need (HW-
1).

We were all responsible for attending the FHT meetings, rais-
ing ideas and sharing the challenges we faced. For instance,
we discussed a diabetic child whom we found was facing dis-
crimination from his friends at the school due to his physical
weakness; then we agreed to communicate this issue to the
school head and were able to address it (HW-1).

(continued)
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Table 4. (Continued)
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Key findings

Quote
number

Illustrative, supporting excerpts

e Improved service coordination between
UHEPs and health centre workers

4c. Tensions and
trade-offs

o Facility-based workers do not
consider UHEPs as clinically competent,
professional colleagues, negatively
affecting UHEP motivation

e Disengagement in FHTs by facility-based
health workers and administrators due
to staffing, capacity constraints and lack
of incentives

o Ineffectiveness of FHTs discourages
participation

4.6

4.7

4.8

4.9

4.10

4.11

4.12

4.13

4.14

4.15

4.16

4.17

4.18

4.19

The UHEPs began to feel good because they have been consid-
ering themselves as the health centre staff (Administrator-4).
We were also able to reduce the very long process at the health
centre for referring bedridden patients. There was a high level

of cooperation between the health centre and the FHT; we
could call to tell the health centre team that we are sending a
case and as a result there wasn’t a long process to accept or
provide the service (UHEP-9).

Referred mothers can now easily receive ready-to-use thera-
peutic foods from the health centre to take home. Previously,
this was very difficult, as they used to only give the clients
we referred one to two sachets, suspecting that they will sim-
ply sell the sachets. When we work as a team, everyone takes
responsibility and those at the health centre can easily witness
the situation (UHEP-8).

As a result of the cooperation in the FHT, I can also easily help
the UHEPs to access medicines from our pharmacy without
them having to go through a lot of bureaucracy (HW-2).

Although we fall under the [Name] health centre, we are not
even considered as staff in the health centre. They considered
us only as community workers. They don’t even properly
manage the people we are referring. They don’t consider us as
professionals. And this doesn’t motivate us and is obstacle for
our work (UHEP-FGD1).

Some [facility-based workers] don’t even know us. They say
to us ‘are you working here?” We only meet them in trainings
(UHEP-FGDI1).

We have diplomas and some even have bachelor-level nursing
degrees...but when we refer a person with cough and night
sweats for a TB test, the facility-based providers reject our
referral and say to the client ‘who told you this?” (UHEP-
FGDI).

I did not have any personal acquaintance with them [UHEPs].
I only saw them when they came here to the health centre to
get some equipment or medicines (HW-2).

The challenge is that the FHTs requires a massive amount of
professional manpower. We don’t have that here. We have to
take double shifts even to cover the work in the bealth centre.
There are six FHTs that require individual pharmacists. But
despite that we try to go in shifts to belp the FHT when there
is a requirement for us to do so (HW-2).

As we were used to working only at the bealth facility, it was
tiresome to go to the community and provide services without
transportation being provided. Also we had a large workload
as we bad to attend the home-to-home visits in the morning
and then work at the bealth centre in the afternoon. The FHT
is extra work, but we get nothing beyond our regular salary
(HW-1).

The health professionals...are not happy. They expect addi-
tional incentives when they do home-to-home visits. They are
complaining about this (Administrator-5).

I think it will not be possible to implement the FHTs in
all 12 Kebeles. If they are doing FHT visits across all the
Kebeles, there won’t be any health workers available at
the health centre. At present, we tried it in only 3 Kebeles
(Administrator-5).

Now we are just making the FHT visits barehanded; and
for this, the [skills of the] UHEPs are sufficient; they are
already sending client referrals in this manner. But if we
could be provided with equipment [blood pressure equip-
ment, glucometersjwhen making the visits, it would be good
(HW-5).

There is an issue of time management. So much time is wasted
simply waiting for team members to show up to make the
visits (HW-3).

(continued)
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Table 4. (Continued)
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Key findings Quote

Illustrative, supporting excerpts

number

e Divergent opinions among facility-based ~ 4.20
health professionals regarding their
appropriate role in outreach work and
vis-a-vis UHEPs
4.21

4.22

4.23

4.24

In my opinion, I don’t think the FHTs provide any benefit to
the health centre [HW-1].

When the FHTs began, what the UHEPs did was introduce the
household to the facility team and then they would refrain
from doing anything else. Previously the UHEPs used to do
everything by themselves; but when the facility team accom-
panied them, the UHEPs just left everything to become the
burden of the facility team (HW-3).

The FHTs provided a very good bridge between the UHEPs
and the other health workers and helped the UHEPs to be
seen as members of the bealth centre; that being said, there is
still a clear divide between the health centre workers and the
UHEPs (Administrator-8).

We have to consider community work as part of the health
centre task (HW-4).

I would like to stress that it would be better if the FHT
program could be continued. I think the program was inter-
rupted due to shortage of resources and supplies. In addition,
no one was taking the program as their own responsibility
(HW-1).

activities for UHEPs. Kebele officials considered UHEPs as
part and parcel of the Kebele administration and thus should
be key agents in implementing the Kebele’s community agenda
(Table 1, Quote 1.5). In contrast, health administrators saw
UHEP involvement in Kebele agendas, particularly politi-
cal and administrative ones, as ‘inappropriate’ [participant’s
term] (Table 1, Quote 1.6). UHEPs were equally dismayed as
they considered themselves to be trained health profession-
als (Table 1, Quotes 1.7 and 1.8). UHEPs felt controlled by
Kebele officials and disempowered to resist the assignment of
political tasks by their ‘bosses’ [UHEP term] (Table 1, Quote
1.9). An administrator further noted that the clinical training
provided to UHEPs creates expectations for their roles, which
are mismatched with the public health services they provide in
practice (Table 1, Quote 1.10). While there was no agreement
on which community and administrative tasks UHEPs con-
sidered to be appropriate tasks for their position, generally,
UHEPs believed that these activities should be limited with
the bulk of their time focused on delivering the MoH health
extension packages.

UHEPs strongly supported relocation and reporting to
the health centre, with many stating there was ‘no advan-
tage’ in being based at the Kebele (Table 1, Quote 1.11).
Most believed they could still effectively carry out their
community-based work while being stationed at the health
centre, although one UHEP acknowledged that their focus on
health prevention activities in the community may diminish
(Table 1, Quote 1.12). However, the legacy of the old man-
agement arrangements significantly hampered transition to
the new UHEP role. Under the new arrangement, it proved
hard to silo their new role in the FHTs from their previous
work as there was little policy guidance about the extent to
which UHEPs were supposed to continue to perform their
other community roles, and Kebele officials continued to
exert control over UHEPs (Table 1, Quote 1.13). Despite
the MoH’s objective to focus UHEP tasks on FHT visits

Box 1. Indicative health, community, administrative and
political tasks conducted by UHEPs

As reported by UHEPs and administrators, UHEPs were
involved with:

Health-specific tasks: providing health education (e.g. monthly
pregnant mothers' conference), follow-up of priority individu-
als (e.g. pregnant women and infants, TB and HIV patients
and those with NCDs), supporting health campaigns (e.g. vita-
min A supplementation, deworming and child immunizations),
health centre referrals, environmental sanitation campaigns
(e.g. cleaning neighbourhood ditches, constructing toilets,
preparing liquid waste disposal sites) and healthcare insurance
enrolment and fee collection

Community development tasks: supporting the ‘women’s
development army’ (model households), agriculture-related
activities and identifying and enrolling low-income community
members in the safety net program

Administrative and political tasks: registration (e.g. vital
event registration, documenting those with (un)registered trade
licenses, issuance of Kebele ID cards and inventory of pharma-
cies and clinics in catchment); political activities (e.g. mobilizing
the community to pay taxes, attending and enlisting community
members to attend Kebele meetings and supporting election
campaigns); supporting research activities

for prioritized households and health conditions, the FHT
programme was weakly implemented (reasons outlined in
subsequent sections), with UHEPs conducting only a hand-
ful of FHT visits. Both UHEPs and health administrators
noted that once UHEPs returned to the Kebele offices, UHEP
roles reverted to their original ones, with little focus on FHTs
(Table 1, Quote 1.14).
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Key comparisons

e Scope of work: Kebele-based management led to a wider
scope of community-based activities for UHEPs (e.g. com-
munity development, administrative and political activ-
ities), whereas health centre-based management led to
a more technical focus that included opportunities for
UHEDPs to support curative services as part of FHTs.

e Tensions/trade-offs: While Kebele-directed activities con-
tributed to UHEP work dissatisfaction, role politicization
and discord with the MoH, UHEP roles as part of FHTs
were short lived; the FHT roles created tensions with
expectations for UHEPs to support other community-
based health activities.

2. Changes to location and management arrangements influ-
ence UHEP legitimacy in the community

2a. Influence of the Kebele-based management on UHEP
legitimacy in the community

UHEDPs recognized the positive effect of their longstanding
presence in the community as important for building the trust
of community members to confide in them about health issues
(Table 2, Quote 2.1). They also acknowledged the assistance
(power) of Kebele officials in getting community members
to cooperate, particularly on addressing sanitation issues
(Table 2, Quote 2.2), although it is unclear how this force-
ful approach affected rapport and trust in the community.
On the other hand, under Kebele management, UHEPs com-
plained that Kebele officials used UHEPs and their longstand-
ing relationship in the community to accomplish political ends

(Table 2, Quote 2.3).

2b. Influence of the health centre-led management on UHEP
legitimacy in the community

Under the FHT structure, UHEPs felt that they were better
accepted and more valued by community members. Health
centre administrators made similar observations, conveying
that households were telling the teams ‘Please come again’
after receiving FHT services (Table 2, Quote 2.4). UHEPs and
health centre administrators associated improved receptivity
with focusing exclusively on health services, the expanded
range of services offered (beyond prevention) and their con-
nection to the facility-based health staff (Table 2, Quotes 2.5
and 2.6).

2c. Tensions and trade-offs of the two management
arrangements

On balance, UHEPs strongly believed that their association
with the Kebele administration and their forced participation
in carrying out the (political) activities of the administration
negatively affected their credibility in the community. Accord-
ing to UHEPs, community members perceived their work
to be politically motivated and were consequently less will-
ing to engage with the health extension programme activities
(Table 2, Quotes 2.7 and 2.8). Under Kebele management,
UHEDP:s felt that the community did not respect or value them
as health professionals and differentiated them from facility-
based health workers (Table 2, Quote 2.9). All UHEPs, except
one, believed that UHEPs should not be based at or man-
aged by Kebele offices due to their negative influence on UHEP
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receptivity in the community. The remaining individuals wor-
ried that UHEPs might lose focus on preventative activities if
based at the health centre.

While all sides acknowledged issues of poor community
receptivity, there were contested views as to whether station-
ing and managing UHEPs from health centres was the right
response. Despite the perceived gains in community accept-
ability when UHEP activities were managed as part of FHTs,
Kebele officials asserted that UHEPs are less accessible to com-
munity members when based at the health centre (Table 2,
Quote 2.10). They contended that community members are
more comfortable sharing health issues in the familiarity of
their homes, including sensitive issues, and that UHEPs would
have insufficient connection to the issues facing their com-
munities (Table 2, Quotes 2.10 and 2.11). Kebele officials
observed that what is best for communities may be in tension
with what UHEPs want (Table 2, Quote 2.11). In contrast,
UHEPs consistently asserted that there were zero or minimal
advantages in being located at the Kebele. UHEPs contended
that the main contribution of Kebele officials with regards
to the health extension programme is in mobilizing commu-
nity and that this duty should remain even if UHEPs are
relocated to health centres (Table 2, Quote 2.12). Health
administrators held mixed views. Some strongly supported
the MoH recommendation for UHEPs to be based at health
centres in order to prevent UHEPs from being deployed for
‘political purposes’ and to integrate them as ‘health profes-
sionals’ (Table 2, Quote 2.13). In contrast, others believed
it was important for UHEPs to remain embedded in the
community but recommended strengthening supervision and
accountability to the health centre to prevent them from being
pulled into the political tasks of the Kebele officials (Table 2,
Quote 2.14).

Key comparisons

e UHEDP legitimacy in the community: Kebele-based man-
agement was useful for supporting compliance but also led
to community members rejecting UHEP health promotion
efforts due to their association with the political admin-
istration; conversely, health centre-based management
increased community receptivity by associating UHEPs
with health centre staff and services

e Tensions/trade-offs: Stationing UHEPs in the community
enabled UHEPs to build longstanding relationships but
contributed to the politicization of UHEP activities and
poor receptivity; moving UHEPs to the health centre led
to disagreement as to whether community needs could be
well served under this arrangement

3. Changes to location and management arrangements influ-
ence level of supervision, oversight and ownership of UHEPs

3a. Influence of Kebele-based management on supervision,
oversight and ownership

Oversight of UHEPs was intended to be a shared responsi-
bility, with health centres responsible for providing techni-
cal supervision and Kebele officials responsible for regular
monitoring of activities. Through joint committees, both
stakeholders were to provide leadership of the programme
direction.
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Kebele officials considered UHEPs as part of the Kebele
administration and, by extension, their duty to oversee UHEP
activities (Table 3, Quote 3.1). To this end, UHEPs reported
that Kebele officials did provide regular monitoring (Table 3,
Quote 3.2). Kebele administrators indicated that they were
trying to strengthen oversight in order to better capitalize on
the UHEP workforce (Table 3, Quote 3.3). With monitoring
predominantly managed by Kebele officials, respondents per-
ceived that health centre administrators were shirking their
responsibility to provide technical support and leadership
(Table 3, Quote 3.4). UHEPs reinforced this perspective,
indicating that engagement by health centre leadership was
infrequent, deprioritized and largely amount to the ‘evalua-
tion’ of their activity reports (Table 3, Quote 3.5). UHEPs
reported that monthly meetings between Kebele and health
centre management were usually deferred to quarterly, creat-
ing gaps in setting UHEP work priorities and solving issues
(Table 3, Quote 3.6). Other administrators acknowledged
the limited technical capacity of the Kebele administration
to go beyond monitoring and provide supportive supervision
(Table 3, Quotes 3.7 and 3.8).

3b. Influence of health centre-led management on the level of
supervision, oversight and ownership of UHEPs

Initially  health centre-led management seemed to
strengthen the supportive supervision of UHEPs, shifting
from simple reporting of activities to developing strategies
to address challenges faced by UHEPs (Table 3, Quote 3.9).
Facility-based health workers (albeit very few) who attended
the FHT team debriefing meetings were jointly engaged in
finding solutions to challenges faced by particular households
(Table 3, Quote 3.10). However, due to numerous imple-
mentation challenges (particularly resourcing and staffing
constraints), the FHT programme lasted only briefly. FHT
workspaces were repurposed and UHEPs returned to their
Kebele stations. With their return to the Kebele, the recently
enhanced health centre-led supervision soon faded as well
(Table 3, Quote 3.11). Patterns of oversight reverted to their
original format.

3c. Tensions and trade-offs of the two management
arrangements

UHEDPs disagreed with the Kebele’s authority to set UHEP pri-
orities while monitoring their performance against metrics set
by the MoH (Table 3, Quote 3.12). Overall, UHEPs believed
that they should be primarily accountable to health cen-
tres. As health professionals, UHEPs were displeased about
being overseen by ‘lay people’ at the Kebele Office who had
limited technical knowledge of health extension work and
did not understand UHEP roles (Table 3, Quotes 3.13 and
3.14). However, in practice, Kebele officials served as their
‘immediate boss’. In the context of active management of
UHEP activities by Kebele officials and lack of clear com-
munication between health centres and Kebele offices over
UHERP activities to be prioritized, UHEPs felt caught between
meeting expectations of Kebele leaders and carrying out activ-
ities mandated by the MoH (Table 3, Quote 3.15). These
issues contributed to UHEP dissatisfaction and work evasion
(Table 3, Quote 3.16) with administrators acknowledging
false reporting and absenteeism (Table 3, Quotes 3.17 and
3.18).

Health Policy and Planning, 2022, Vol. 37, No. 2

Implementing the FHTs imposed new demands on the
health centre’s infrastructure and resources. Several adminis-
trators suggested it was a ‘mistake’ to initiate the FHTs at the
health facility due to insufficient space to house a large UHEP
cadre, staffing constraints (further outlined in the section on
health centre linkages) and other resource issues (Table 3,
Quotes 3.19 and 3.20). Administrators noted that while the
MoH was driving the FHT programme, health centres and
supervisors did not feel they were in a position to solve the
capacity issues around facility space, staffing and resourc-
ing (Table 3, Quote 3.21). Other administrators contended
that despite the capacity constraints, the health centre did not
invest its available internal resources as they do with other
programmes, suggesting a lack of commitment by the health
centre (Table 3, Quote 3.22). Others expressed doubts that it
was better to provide doorstep clinical services when health
centre services are already constrained (Table 3, Quote 3.23).
Thus, these constraints appeared to have contributed to low
health centre commitment to oversee and house the UHEPs
who soon returned to Kebele.

In contrast, Kebele administrators, who had always dis-
agreed with transferring UHEP management to health centres,
welcomed the return of UHEPs under their direction (Table 3,
Quote 3.24). According to Kebele officials, the experimental
transition demonstrated that the Kebele was able to manage
the UHEPs better than the health centre (Table 3, Quote 3.25).
Rather than moving UHEPs to health centres, Kebele offi-
cials suggested it would be better to bring a health supervisor
into the Kebele administration in order to provide stronger
technical support to UHEPs (Table 3, Quote 3.26).

Key comparisons

e Level of supervision, oversight and ownership: Under the
Kebele-based arrangement, Kebele officials provided reg-
ular monitoring, but technical support was limited; in the
context of limited engagement by the health centre lead-
ership, the Kebele largely directed UHEP activities and
UHEPs engaged in work evasion tactics; changing to the
health centre-based arrangement improved the quality of
supportive supervision in the short-run.

e Tensions/trade-offs:  Kebele  offices  demonstrated
increased investment and commitment to overseeing
UHEPs; while UHEPs favoured health centre-led super-
vision, the health centre management could not sustain
primary responsibility for UHEP oversight.

4. Changes to location and management arrangements influ-
ence UHEP linkages with health centre staff and services

4a. Influence of Kebele-based management on UHEP linkages
with bealth centre staff and services

UHEPs noted that the Kebele-based management arrange-
ments provided some designated mechanisms for connect-
ing UHEP community-based work with clinical staff and
services. Connections revolved mainly around client refer-
rals, occasional supportive supervision by nurses/midwives
during household visits and periodic participation of
nurses/midwives in the pregnant women’s forum. In general,
UHEDPs and facility-based health workers characterized their
linkages as weak but ongoing (Table 4, Quotes 4.1 and 4.2).
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4b. Influence of health centre-led management on UHEPs’
linkages with health centre staff and services

Facility-based health workers indicated that they came to
appreciate the UHEPS” work through the FHT training and
became more responsive to community needs (Table 4, Quotes
4.3 and 4.4). Engaging in the weekly FHT review meetings,
which were managed by the health centre, contributed to
joint effort and responsibility for addressing community needs
(Table 4, Quote 4.5). Working together in the FHTs also
helped improve the coordination of services. FHT members
gave examples of expedited processes for referring bedridden
patients (Table 4, Quote 4.7) and improving ease of access
to medicines and therapeutic goods (Table 4, Quotes 4.8 and
4.9). This shift in engagement helped UHEPs feel that they
were part of health centre staff (Table 4, Quote 4.6). How-
ever, this shift in dynamics was short lived as facility-based
health workers chose not to regularly participate in the FHTs
or attend FHT meetings (reasons elaborated in the following
section). Health centre management did not appear to pro-
vide any repercussions for non-participation. Once UHEPs
returned to Kebele offices, linkages with the health centre
became minimal.

4c. Tensions and trade-offs of the two wmanagement
arrangements

Separate management of UHEPs by Kebele officials was
associated with limited personal connections with and poor
recognition of UHEP clinical skills by facility-based staff,
which negatively affected UHEP motivation. According to
UHEDPs, facility-based workers considered UHEPs as ‘com-
munity workers’ rather than ‘health professionals’, which
UHEPs attributed to being based in the Kebele and man-
aged as part of the Kebele workforce (Table 4, Quote 4.10).
UHEPs indicated that many facility-based workers did not
know who they were, despite the fact that UHEPs ‘fall under
the health centre’ (Table 4, Quotes 4.10 and 4.11). Despite
their training as diploma-level nurses, UHEPs felt that facility-
based staff (who held bachelor-level nursing degrees) did not
acknowledge them as equals or even consider them capable
of making accurate clinical diagnoses of referred community
members (Table 4, Quote 4.12). Facility-based health work-
ers confirmed that prior to the establishment of the FHTs,
they had weak personal relationships with UHEPs and limited
understanding of their roles (Table 4, Quote 4.13).

All participating facility-based health workers complained
vocally about staff shortages and the burden of being assigned
both clinical and outreach shifts without transportation or
incentives (Table 4, Quotes 4.14 and 4.15). These complaints
were well known to the health centre management (Table 4,
Quote 4.15). The burden on individuals was also increased
by the heath centre’s decision to assign only six staff (among
dozens) to the FHTs. Furthermore, early efforts to set aside
meeting space for the UHEPs/FHTs and establish a dedicated
patient referral room for the FHTs were not sustained due
to insufficient space and competing demands (as outlined
earlier).

Beyond capacity constraints, some facility-based health
workers perceived that the FHTs offered little benefit to
the health centre and felt they should focus on their ‘for-
mal jobs’ (Table 4, Quote 4.20). They felt that the FHTs
were not appropriately resourced (Table 4, Quote 4.18)
and were poorly organized, resulting in a waste of time
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(Table 4, Quote 4.19). Furthermore, as the division of roles
within the FHT was unclear, one facility-based health worker
expressed resentment about UHEPs passing on their work
to facility-based workers (Table 4, Quote 4.21). While FHT
engagement helped reshape relationships between UHEPs
and other health centre workers to some extent, over-
all, the implementation was too weak to fundamentally
change the hierarchical nature of the relationship (Table 4,
Quote 4.22). UHEPs noted how their position at ‘the bot-
tom of the team’ and the continued ‘poor attitude towards
UHEP work’ presented challenges to working at the health
centre.

Facility-based workers held contrasting views about the
continuation of the FHTs. One individual recommended
equipping Kebele offices as ‘small clinics’ where UHEPs could
be based and readily provide services to community mem-
bers. In contrast, others indicated the need for a mentality
shift to consider community work as part and parcel of health
centre services (Table 4, Quotes 4.23 and 4.24). As such,
they indicated that they would be happy to continue with
the FHTs if resourcing and staffing issues were addressed
(Table 4, Quote 4.23). From the viewpoint of administrators,
some did not think it was feasible to implement widely given
the staffing issues (Table 4, Quote 4.17).

Key comparisons

e Health facility linkages: Under Kebele-based manage-
ment, UHEPs had weak linkages with health facility staff
and were not perceived as health professionals, which
negatively affected UHEP motivation; referrals, service
coordination and responsiveness of facility-based work-
ers to UHEPs and the community improved with health
centre-led management.

e Tensions/trade-offs: Health centre administrators and
facility-based staff perceived the team outreach vis-
its as burdensome and irregularly participated due to
resource/staffing constraints and unsupportive attitudes.

Discussion

Our study examines a strategic effort by a national CHW pro-
gramme to reconfigure how an urban CHW cadre is managed
by local government and health facilities in order to respond
to changing health priorities and operational challenges. In
doing so, our paper illustrates important interactions between
programme design, local context and management arrange-
ments and their influence on CHW performance; it adds to
the limited number of empirical studies that examine strate-
gic changes to CHW management arrangements in the context
of evolving CHW roles and is one of the few to focus on
the urban setting specifically. By comparing and contrasting
two management arrangements (community-based and health
facility-based) that were implemented in the same setting, we
observed four general performance trade-offs: the Kebele-led
model was associated with wider scope of UHEP work, higher
ownership and regular monitoring, weak technical support
and weak health centre linkages, with the opposite patterns
observed for the health centre-led management. Our findings
raise important considerations for determining appropriate
management configurations for different contexts and the
achievement of different aims.
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All management configurations have trade-offs

The two management arrangements in our study context pro-
duced different tensions and trade-offs with regards to the
scope of CHW roles, legitimacy in the community, level of
supervision, oversight and ownership and strength of linkages
with health centre staff and services—factors that are known
to affect performance (Kok et al., 2015a; 2017). We found
that Kebele-led management was advantageous for fostering
strong local ownership and UHEP involvement in a diverse
range of health and community development initiatives and
providing regular monitoring of activities. However, direct
Kebele management led to considerable time spent executing
local political and administrative tasks, which had negative
impacts on UHEP motivation and legitimacy in the commu-
nity as shown in other Ethiopian studies (Kok et al., 2015c).
Political interference in CHW activities is known to under-
mine their legitimacy (Schaaf et al., 2020). In contrast, under
health centre-led management, UHEPs felt validated as health
professionals, worked with FHTs to improve care coordi-
nation and provision of services, which were more highly
valued by the community, and benefited from supportive
supervision and team approaches to problem solving—factors
associated with CHW motivation globally (Ludwick et al.,
2018; Vallieres et al., 2018). However, in the context of lim-
ited clinic resources and push back from facility-based health
workers, this management arrangement was soon abandoned.
Similar challenges with leadership, supervision, team com-
position and resource constraints have been documented in
the ward-based CHW outreach teams in South Africa, with
managers recommending teams to be located external to clin-
ics (Austin-Evelyn et al., 2017; Marcus et al., 2017; Moosa
et al., 2017). Thus, both of the management arrangements
presented different challenges and opportunities.

In applying Shenhar and Renier’s conceptualization of
management responsibilities, we can see that the changed
UHEP management arrangements had an overall impact on
(1) results achieved and advancement of organizational inter-
ests (e.g. limited number of FHT visits and UHEP involvement
in administrative/political tasks); (2) on UHEP working con-
ditions (e.g. work evasion, motivation and skill development
through FHTs) and (3) on the strength of formal and infor-
mal relationships between different stakeholders (e.g. UHEP
role accepted by facility-based workers and tensions with
Kebele officials). While intended as a resource to help man-
agers understand the different aspects of their roles and assess
their own strengths and weaknesses, we found Shenhar and
Renier’s conceptualization useful for illuminating the inter-
relationships between the three core areas of management
responsibilities (results, working conditions and relation-
ships) and the performance-related tensions and trade-offs
that surface.

In light of Ethiopia’s implementation challenges, our find-
ings highlight the importance of aligning management struc-
tures with: local health priorities and the types of roles to be
performed by CHWs; the broader context (in our case, urban
setting and decentralized political arrangements) and health
centre and local government capacity. We discuss these issues
below.

Management arrangements should align with the
nature of the roles assigned to CHWs

Our study shows that management arrangements ascribe
power and control over CHWs and task assignment. As such,
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management arrangements should align with the type of roles
that are prioritized in a given context. In contexts where
CHWs are to play a more technical role aligned with par-
ticular health priorities of the MoH, co-location and more
direct reporting to health centres may be more appropriate.
In contrast, day-to-day oversight by local government offices
(or NGOs and community-based health posts, as done in
Tshwane district, South Africa) may be more appropriate
for CHW engagement in local health and development pri-
orities (Kinkel ez al., 2013). In our study context, Ethiopia
intentionally modified the management arrangements in order
to direct the work of UHEPs towards particular MoH pri-
orities, namely FHT visits for low-income households with
NCDs and prioritized health conditions. Ethiopia’s shift cor-
responds with growing global interest in including CHWs
as part of interdisciplinary teams and ‘networks of care’ to
improve continuity of care from clinic to community, par-
ticularly related to NCDs management and maternal care
(Franklin et al., 2015; Carmone et al., 2020; Ludwick et al.,
2021); establishing such teams will require enhanced com-
munication and reporting between CHWs and clinic-based
staff and, by extension, at least some level of direct over-
sight by facility administration. Beyond clinical supervision,
successful US models suggest that maintaining a non-clinical
supervisor who understands community work (e.g. social
worker or NGO administrator) has been key to effectively
supporting CHWs within interdisciplinary teams (Gunderson
et al., 2018; Garfield and Kangovi, 2019). Further research
is needed to understand effective management configurations
for CHW-integrated healthcare teams in LMIC settings and
how to promote effective care coordination with healthcare
teams without fully medicalizing CHW work (Garfield and
Kangovi, 2019).

Effective management arrangements should
consider institutional structures and capacity

While our study highlights the importance of aligning man-
agement arrangements with the nature of CHW roles, the
literature suggests that what is possible, appropriate and
effective also needs to consider how responsibility for health
service delivery is divided between different levels of govern-
ment, as well as the respective capacity of local governments
and health facilities (Gopinathan et al., 2014). Over the last
decades, a process of decentralization in Ethiopia transferred
increasing responsibility for health service delivery to dis-
tricts (woredas), including day-to-day management of UHEPs
(Bergen et al., 2019). The high level of ownership of UHEPs
by Kebele officials observed in our study may reflect obser-
vations by others—that implementation may be easier when
CHW programme governance aligns closely with political sys-
tem goals, such as service decentralization (Perry and Crigler,
2014). It also parallels calls by managers of CHW-integrated
outreach teams in South Africa to decentralize the implemen-
tation process (Kinkel ez al., 2013; Marcus et al., 2017). At the
same time, thicker lines of accountability to local government
relative to the MoH created tensions regarding the extent to
which UHEPs should focus on MoH priorities (which trained
and remunerated UHEPs) relative to Kebele priorities. The
literature suggests that CHWs find it favourable to formally
associate with technical health departments; they wish to be
seen as health professionals and to enhance their status and
legitimacy within communities (Kane ef al., 2010; Druetz
et al., 2015). It is therefore unsurprising that shifting the
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management of UHEPs from Kebele officials to health centre
administrators was viewed favourably by the UHEPs while
creating resistance among Kebele officials. This policy shift
ran counter to expectations of decentralized authority and
divested Kebele officials of their control over UHEP activities.
In contexts where NGOs have a significant role in CHW pro-
gramming, the establishment of teams can similarly produce
tensions related to changes in NGO autonomy and power
over CHW activities (Kinkel ez al., 2013; Angwenyi et al.,
2018).

Efforts to modify management arrangements will also need
to carefully consider health centre capacity. The literature
indicates that shifting the management of community health
services to health facilities requires appropriate planning,
resourcing and staff engagement to ensure that health centre
staff have the capacity to absorb additional functions (Perry
and Crigler, 2014; Assegaai and Schneider, 2019). Otherwise,
assigning new supervisory and administrative responsibilities
can overburden the already overstretched health facility staff
(Jobson et al., 2020), as seen in our study and other exam-
ples of newly implemented team models in Malawi and South
Africa (Austin-Evelyn et al., 2017; Angwenyi et al., 2018).
While Brazil has mandated that clinic-based nurses and physi-
cians supervise CHWs, with nurses often reserving up to 50%
of their time, such arrangements have proven challenging
for staff with large patient loads and would not be feasible
in countries with massive health worker shortages (Svitone
et al., 2000; Perry and Crigler, 2014). Our study shows
important trade-offs between quality and regularity of super-
vision provided in the two management arrangements. Assess-
ment criteria for determining appropriate ratios of CHWs to
health centre staff and supervisors may be helpful for guiding
Ethiopia and other LMICs in making determinations about
health centre capacity to manage CHWs.

Changes in the broader implementation
environment and implications for modifying
management arrangements

Changes in the operating environment, such as urbanization,
rising expectations of service quality and CHWSs’ demands
for professional development, are influencing what CHWs do
and what community members expect from them, with impli-
cations for management arrangements (Elsey et al., 2019;
Ludwick et al., 2020). These changes may place greater
emphasis on stronger connections with and management by
health services. As diploma-level nurses, the UHEP cadre in
Ethiopia was more highly trained than their rural counter-
parts, contributing to perspectives by UHEPs and the MoH
that their skills as diploma-level nurses were being underuti-
lized and their activities would be better directed by health
facilities. In urban areas where CHWSs compete against read-
ily available informal and formal providers and community
members may have higher levels of education, stronger affil-
iation with health facilities and recognition as a professional
health provider may help improve their legitimacy and moti-
vation. While association with the privileged medical system is
known to be empowering to CHWs (Kane et al., 2016), the lit-
erature (and our study) suggest that historical legacies related
to programme design, existing CHW scope of work and resis-
tance by other professional cadres may present constraints to
more medicalized roles for CHWs, active engagement by clin-
ical staff and health facility-led management (Doherty and
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Coetzee, 2005; Perry and Crigler, 2014; Strodel and Perry,
2019).

It is also clear from our findings that managers from
the health centre and from the Kebele acted in ways to
preserve their organizational interests by placing emphasis
on clinical activities and on the role of UHEPs as mem-
bers of the local government administrative, respectively.
As management arrangements influence who has power and
control over CHW cadres, changing management arrange-
ments can threaten organizational interests. Recent lessons
from South Africa and other countries that have established
CHW-integrated healthcare teams suggest that intentional
organizational change management strategies are needed to
create incentives at multiple levels (budgetary, political, pro-
fessional) to build buy-in and ownership needed to support
such changes—both among those likely to lose control and
those expected to take on additional responsibility (Moosa
et al., 2017; O'Reilly et al., 2017; Ludwick et al., 2021).
In order to modify management arrangements, policy makers
will need to target points of resistance related to administra-
tive burdens (e.g. resourcing, administrative and supervisory
responsibilities), issues of professional territoriality and orga-
nizational jurisdiction (Clements et al., 2007; Mickan et al.,
2010). It will be important for future studies to investigate
effective management configurations for supporting CHWs
within interdisciplinary teams and change management strate-
gies needed to support transitions to team-based healthcare
models.

Limitations

By examining the transition from community-based to health
centre-based management, our study provides a unique com-
parison of two arrangements implemented in the same setting.
While our findings are from a single study site in which
the new management arrangement was poorly implemented
and short lived, our findings, nevertheless, offer impor-
tant insights into the tensions and trade-offs of different
management configurations, their impacts on CHW perfor-
mance and challenges in managing such transitions. Given
the weak FHT implementation in our study site and the
limited time UHEPs were situated at the health centre, our
results may understate (or overstate) the potential impact
of the health centre management if fully implemented and
sustained over time. It is hard to say whether interactions
with the community would continue to improve and whether
tensions with facility-based workers may resolve or further
deteriorate over time. On the other hand, the poor sustain-
ability observed reveals important tensions with regards to
political dynamics, decentralization and the clinical orien-
tation of health facilities and their implications for CHW
performance. We also acknowledge that reliance on quali-
tative data only (in the absence of any reliable performance
reports) and issues around social desirability bias, which is
strong in Ethiopia (Dstebo et al., 2018), may have resulted
in other dynamics and performance-related issues being
obscured.

Conclusion

Who manages CHWSs has important implications for the types
of roles CHWSs carryout and their performance. Our analy-
sis of different trade-offs and tensions suggest that there is
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no ideal management configuration, but that decision mak-
ers should carefully consider the alignment of management
arrangements with the types of roles CHWs are to perform
and the implementation setting, including urbanization, polit-
ical decentralization and relative capacity of managing insti-
tutions. Modifying management arrangements to respond to
evolving CHW roles and contexts will require organizational
change management strategies to address points of resis-
tance and create the buy-in needed to support new ways of
working.
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