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some instances, the entire village sometimes visits patients in
the hospital to express solidarity. This is probably why the
CHW did not mention this virtue.

Conclusion

CHWs encounter several ethical issues in their practice. They
negotiate and handle these situations through their years of
experience in the field. Documentation of their experiences
will lead to building collective knowledge and wisdom and
should be done. A systematic research study documenting
these experiences from many more CHWs would give a rich
wealth of information on the relevant standards of ethics and
professionalism in the local context. This can inform the
development of a code of ethics and professionalism for
community health workers.
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The Accredited Social Health Activist (ASHA) programme in India
is the world's largest all-female Community Health Workers
(CHWs) programme. ASHAs are supposed to bridge the gap
between community and health services by functioning as
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healthcare catalysts, service providers, and community-level
health activists. This paper discusses the ethical challenges
posed by using the same template for capacity building of
ASHASs in rural and urban contexts, without accounting for the
differences. Urban heterogeneity and rapidly growing
urbanisation demand special attention for crucial programme
activities like the capacity-building of ASHAs. When the
relevant literature like policy and programme documents,
training modules, and implementation guidelines were
analysed, it was evident that the simple transplantation of rural
models to urban contexts would not be a useful strategy. The
recommended areas for improvement are the urban-specific
customisation of the roles of ASHAs, the consideration of urban
heterogeneity in the training content and pedagogy, utilising
the advantages of the urban set-up, ensuring supportive
supervision mechanisms for ASHASs, strengthening overall inter-
sectoral convergence and community processes in urban
areas.
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Tailoring programmes to address the urban-rural dichotomy can
be a positive step towards preserving the core values expected to
be the basis of public health, like human rights, liberty, equality,
and social and environmental justice. In a broader sense, the
recommended evidence-informed practice would encourage
integration of the ideals and standards of ethics within the
structure of professional activity in public health.

Keywords: ASHA, Community Health Workers, Gujarat, public
health ethics, urban, rural

ASHA (which means hope in Hindi) are more than 1 million
female volunteers in India honoured for the crucial role in
linking the community with the health system, to ensure those
living in rural poverty can access primary healthcare services,
as shown throughout the Covid-19 pandemic — a release
from the World Health Organization (WHO) while
honouring the Global Health Leaders Award-2022 to the
ASHA (Accredited Social Health Activist) workers from India
[11.

Introduction

India is rapidly urbanising following a worldwide trend, with
31.1% of the population found living in cities [2]. A United
Nations survey indicates that 40.9% of the country's
population will reside in urban areas by 2030 [3]. The drivers of
urbanisation are rural to urban migration, reclassification of
towns, and expansion of existing urban boundaries and
natural growth of the urban population. Urban settings have
their advantages as well as drawbacks.

In urban India, community health work is carried out by the
ASHA workers — the largest all-female Community Health
Workers (CHWSs) programme in the world [4]. As per current
estimates, approximately 9,00,000 ASHAs in rural, and over
64,000 ASHAs in urban areas work under the National Health
Mission (NHM) of India [5]. ASHAs within the health system of
India are viewed as key to fast-tracking universal health
coverage, achieving an adequate quality of service during
delivery, and ensuring comprehensive and accessible primary
healthcare. The ASHA cadre includes females with variable
levels of formal training. They often belong to local
communities and are expected to work within their own
communities.

An ASHA, as a community health functionary, is expected to
take the responsibility of a change agent in health. Villages,
being a more homogeneous community compared to urban
locals, provide scope for the rural ASHA, enabling her in
carrying out the expected functions like creating awareness of
health and its social determinants, mobilising the community
towards local health planning and increased utilisation and
accountability in the existing health services. The programme
has been used for nearly two decades, to boost access to
health services in rural settings. It is comparatively recent in
urban settings where the National Urban Health Mission
(NUHM) was launched in 2013-14. There are similarities and
distinctions in the design, scope, and implementation of the
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ASHA programme in rural and urban contexts.

The present paper studies the adaptability of the ASHA
cadre-based health services by focusing attention on the
different realities of urban and rural settings. This argument
is in alignment with the recent call by the WHO and United
Nations Children’s Fund (UNICEF) for access to primary and
secondary health services in urban settings to achieve
universal health coverage and health-related Sustainable
Development Goals (SDQG) [6].

There is a need for ethical analysis of the public health
practice of using similar training processes for rural and
urban ASHAs. In India, urban areas are rapidly changing, and
obtaining information about these changes is not easy. The
Public Health Code of Ethics requires that personnel have
the skills to evaluate possible solutions, keeping the process
open to revision. Therefore, in this context, public health
ethics calls for careful reflection on the changing ground
realities and adapting decisions to suit them [7].

The field of public health must address communal and
systemic factors, to realise values like human rights, liberty,
equality, and social and environmental justice [7,8].
Customising programmes addressing the urban-rural
dichotomy can be a step towards that. For instance,
professionalism and trust in public health would necessarily
include evidence-informed practice based on urban-rural
differentiation. The customised approach would prevent,
minimise, and mitigate the health harms experienced by
excluded urban communities. This approach would help to
achieve justice and equity in health for marginalised sections
and strengthen the core value of engaging with diverse
communities.

There has been a demand for more empirical research in
public health ethics to examine specific areas of public
health policy and practice, and to bring the findings of such
research to the attention of public health practitioners [7].
The argument presented in this paper could be useful to
address the fundamental question of how ethical norms can
be integrated into the structures of professional activity in
public health.

Methods

Under the Indian Constitution, health is a state subject and in
terms of implementation of programmes, contexts matter to
a large extent. To illustrate this, this paper demonstrates an
analysis of urban Gujarat — the state being one of the most
rapidly urbanising in India [9]. The objective was to examine
the rural and urban contexts and healthcare needs, to match
them with capacity-building measures involved in the
programme provisioning by ASHA workers across these two
contexts. The identified policy and programmatic documents
including training modules and programme implementation
guidelines were analysed thematically to identify the
requirements and gaps in the training of ASHAs across rural
and urban areas.
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Figure 1.Urban rural differentials and the role of ASHA workers
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An analysis of urban Gujarat from secondary data revealed
that in-migration and high population density [10], coupled
with poor environmental conditions like lack of access to safe
drinking water, waste-water management and toilets [11]
make urban areas potential hotspots for the rapid spread of
emerging infectious diseases. A negatively skewed sex ratio
[12], lower labour force participation of women, and rare
female ownership of houses [10] in urban areas further
indicated a gendered impact on health. In the period from
2015-16 to 2020-21, urban indicators like antenatal care visits,
consumption of iron and folic acid, institutional deliveries, the
infant mortality rate, under-5 mortality rate and malnutrition
among children did not show progress in urban Gujarat, even
though its urban performance is relatively better than the
rural [12,13]. Indicators like preference for private facilities for
vaccination, the rising trend of non-communicable diseases
(NCDs), ever-married women aged 18-49 years who have
experienced physical violence during any pregnancy, are also
noteworthy in urban contexts [12]. The popular perception
that “cities are better than villages” is true to some extent. But
inequality and exclusion are also prominent characteristics of
urban areas and are termed “urban penalty” [14]. The role of
CHWs is crucial in addressing urban/rural differences in
community health work. A CHW is supposed to bridge the gap
between community and health services by functioning as a
healthcare catalyst, a service provider, and a health activist at
the community level [15].
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Critical need for urban adaptation of capacity building
models for ASHAs

Within the health systems framework, ASHAs constitute the
“human resource” block. Capacity building of this group of
CHWs will have an impact on the performance of the health
system as a whole. This ethics-based analysis proposes to
examine the approaches to capacity building for urban
ASHAs. The need for examining such approaches falls within
the ambit of “permissibility” in the eight-point framework of
ethical analysis of public health interventions as provided by
the American Public Health Association’s Public Health Code
of Ethics [7]. The other seven considerations of this
framework are: respect, reciprocity, effectiveness, responsible
use of scarce resources, proportionality, accountability, and
public participation.

The ASHAs’ demands for fixed salaries, being brought within
the purview of existing labour laws, their struggles with their
allotted Covid duties have already been documented [16-
18]. However, their specific needs when working in urban
areas have yet to be identified [19].

Figure 1 depicts the divergence in urban and rural contexts,
the demand for a more flexible design of ASHA programme
model and community health service delivery in general,
and subsequently the capacity building efforts of ASHAs
that must differ with differing urban-rural contexts. The
existing models for capacity building for rural and urban
ASHA workers were analysed — using the national level and
Gujarat state specific protocols [20-23] — to explain the
ethical imperative for variation in training.



2>

The following themes were identified to posit the argument.
Urban-specific customisation of the role of ASHA workers

According to the official norms for ASHA selection [15], one
ASHA per 1000 population is appointed in a village. In cities
where the population is 50,000 or more, one ASHA is selected
for every 2000-2500 population. National Health Mission
(Gujarat) data (August 2021) indicated that there were 43,314
ASHAs working in the state, in both rural and urban areas,
against the sanctioned 45,345 [15].

The substantial shortage of health workers can be observed
as a challenge to the public health system, whether it is urban
or rural Gujarat. However, the gap in provisioning can more
clearly be observed only in urban areas, where 4,549 ASHAs
are available, against the desired number of 10,298 as per the
norm of one ASHA for 2500 urban population [15].

Activities of urban or rural ASHAs are home visits, maintaining
records, attending Village or Urban Health and Nutrition Days
(VHND or UHND), holding Village Health Sanitation Nutrition
Committee (VHSNC) or Mahila Arogya Samiti (Women’s Health
Committees —MAS) meetings, and visits to the health facility.
These are elaborated in a customised manner for urban and
rural areas in the induction training module for ASHAs [20,21].
However, there is further scope for urban-specific
modifications in the role of ASHAs. Even in a state like
Chhattisgarh, known for the key role played by Mitanins
(CHWSs) in community-level care, the urban Mitanins did not
demonstrate the same degree of social access to the
marginalised as compared to rural CHWs [24]. Some areas for
strengthening the role of urban ASHAs are listed below.

Population density an advantage in accessing clients

Physical access to clients, say, the household distance from
health centres is not a barrier for urban areas, unlike the rural
scenario. Hence, ASHAs in urban areas have the additional
benefit of being able to visit more clients. Keeping this in
mind, urban ASHAs can be oriented towards leveraging these
“urban” advantages. Equipping urban ASHAs with training to
focus on the health needs of marginalised groups has already
been advised by the Technical Resource Group for NUHM to
increase population coverage [24].

Potential to use media resources for health education

In the urban context, it is possible to explore varied media to
supplement health education along with the direct contact.
For example, ASHA help desks at the primary health centre
have been suggested to educate people on beneficial actions
like the use of publicly financed insurance for the poor [24].
ASHAs in many cities have demonstrated the effective use of
social media-based communication during the pandemic and
related lockdowns. These skills can be extended to form social
media support groups and utilise the accessible urban mobile
networks.

[275]

Indian J Med Ethics Vol VII (Cumulative Vol XXX) No 4 Oct-Dec 2022

Redundancy of specific roles of ASHAs

Due to greater diversity and availability of healthcare
providers in urban settings, some of the roles played by
ASHAs may be redundant or irrelevant there, eg commodity
distribution or service provision. For instance, a study with
urban health workers in Burkina Faso revealed low uptake of
community-based treatment of malaria due to the presence
of other healthcare providers [25]. ASHAs often perform
different roles under various programmes. These include
providing care, mobilising the community and facilitating
the scheduled campaigns. In the urban scenario, considering
the high population density, these roles of ASHAs can be
merged wherever appropriate to save time. Urban ASHAs
can be assigned a greater role in the control of non-
communicable diseases, a major emerging urban health
challenge [24]. The prevalence of local healers and
unregistered healthcare providers in urban areas can be
acknowledged, and the verified resources can be integrated
into the health system in meaningful ways, with ASHAs
serving as a connecting link.

Consideration of urban heterogeneity

A rural ASHA is expected to cater to the entire village and to
focus specifically on marginalised and vulnerable sections.
The geographical scope is often uniform. However, for an
urban ASHA, the geography can vary in slum, slum-like, and
non-slum areas. In settlements of the urban poor, there are
fewer organic communities — ie communities bound by a
common culture — than one finds in villages [24]. Urban
heterogeneity is multi-dimensional and includes migrant
community pockets. Such migrant sub-groups can have
additional needs for cultural competence like language
compatibility, in addition to physical access. For instance, the
local language (Gujarati) version of this induction training
module is available [15]. Training modules for ASHAs,
however need to be available in multiple languages relevant
for the respective urban setting. Additionally, there can be
construction sites, homeless populations, colonies of
commercial sex workers, resettled colonies for economically
weaker sections, all rendering the geographical scope
heterogeneous. There can be greater clarity regarding
geographical scope for an urban ASHA, so that she can
target her services in a focused manner. Assessment of
training modules also revealed the ambiguity of whether an
urban ASHA is supposed to act at the slum or ward levels.
Further, many urban communities are dynamic in nature.
There is a continuous inflow and outflow of people. This
might interrupt and prevent efficient delivery of community
health work. This should also be addressed through
appropriate training.

Urban specific training and supportive supervision

Capacity building of ASHAs is considered a continuous
process. According to the norms, each ASHA, whether rural or
urban, receives induction training for eight days within three
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months of joining. Then, she is trained in modules 6 and 7 for
twenty days in four rounds, and every year she receives a
refresher training of five days [15].

While the induction training module has been designed for
urban ASHAs by NHM, it is derived from the module for rural
ASHAs. However, the lack of other specifically urban modules,
both in the modular training series and in the refresher
training modules persists. The literature has also endorsed
such a need; for instance, a study conducted in Dhaka,
Bangladesh, comments on the importance of the role of
refresher training associated with longer retention of
community health volunteers in urban settings [26].

The modules introduce vulnerable groups among the urban
poor like beggars, street children, construction workers,
porters, rickshaw pullers, sex workers, street vendors, and
migrant workers. However, training for urban ASHA workers in
the skills required to enable participation from such a
heterogeneous group was found missing. Living and working
conditions of urban population groups need to be considered
in-depth while chalking  out the urban ASHA's role; for
example, the daily routine of urban and rural populations is
varied and will probably affect the work schedule of ASHAs.
These factors could ultimately affect health service utilisation
and outcome indicators.This also resonates with the values set
out in the Alma-Ata Declaration, which reinforces effective
primary healthcare as reliant “at local and referral levels, on
health workers, including ... community workers ... suitably
trained socially and technically to work as a health team and to
respond to the expressed health needs of the
community.” [27]

Urban areas have the pivotal presence of private actors like
medical practitioners, schools, NGOs, etc; however, urban
ASHAs are not oriented to considering the role of private
actors in the health management of community members.The
current modules do mention collaboration with different
sectors like the Health Department, Education Department,
Urban Local Bodies, Women and Child Development, and Local
NGOs. However, it is beyond the capacity of ASHAs or MAS
alone to initiate these collaborations. There may be already
existing formal collaborations at practice level between the
health sector and other sectors of urban local bodies (ULB), the
health administration and elected representatives, as well as
the health sector and private actors including NGOs. This
existing convergence would create a conducive environment
for ASHAs to function. Technical Resource Group
recommendations on NUHM have endorsed the role of such
collaborations [24].

In capacity building, skills play an important role apart from
knowledge.The ethical dialogue on the standard of care in the
training of health workers considers the lack of skill-building of
health workers as a waste of resources and an unethical policy
[28]. Skill-building must be done in the context of urban-
specific scenarios; however, the skill-building section of
induction modules includes the same examples, whether it is
rural or urban. For instance, counselling skills on malnutrition
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give the very same example in a rural module [20: pg 84] and
in an urban module [21: pg 96]. Scholars have argued for
innovative approaches to support the evolution of urban
CHW roles that are oriented towards the kinds of urban
challenges and opportunities [29]. The role of context-
specific skill building and preparation of health workers has
been highlighted previously. For example, a review study on
Auxiliary Nurse Midwives (ANMs) revealed the absence of
the training and skills to provide delivery care results in
ANMs underprepared for work in rural areas. This gap can be
overcome by measures like good pre-service training,
supportive supervision, recognition and rewards, and a
functioning health system for backup support [30].

The urban module for ASHAs covers an account of additional
urban-specific conditions like dengue, chikungunya, and
non-communicable diseases. This focus is important,
however, there is a need to further expand the spectrum,
covering issues of road traffic accidents, injuries, violence,
overnutrition, urban specific climate change disasters and
associated health problems, mental health, etc, which are
typically urban health challenges. Further, the conditions
included in both urban and rural induction modules, like HIV,
malaria, diarrhoea, etc, have different underlying socio-
cultural causes in urban and rural settings.

Different formats and case studies included in the module
must cover urban ground realities in pedagogy. There is a
differential vulnerability assessment tool for the urban
setting. It is a welcome step but needs to be updated and
revised from city to city.

ASHA facilitators have been selected to support and guide
ASHAs in the implementation of various health programmes
and health-related schemes in the community. ASHA
facilitators are present in both rural and urban areas and that
is a beneficial aspect of the model.

Urban support structures and community processes for
ASHAs

For rural ASHAs, the specific role of Village Health, Sanitation,
and Nutrition Committees (VHSNC) in field support and
mentoring of ASHAs are defined. An ASHA works as a
member or member secretary of the VHSNC. In fact, if an
ASHA wants to resign from her duties, she is expected to
submit her resignation to the VHSNC. The VHSNC is
considered as the platform for taking “local level community
action” for monitoring health status and undertaking local
level health planning. The VHSNC includes the panchayat
representatives, the anganwadi workers, the ANM, and other
community members, particularly women, and the
marginalised. The ASHA and VHSNC are expected to function
in a coordinated manner to ensure the achievement of
positive health outcomes at the community level, like
developing a comprehensive village health plan [22].

Such a structure for supporting ASHAs in an urban setting is
formed in terms of Mahila Arogya Samitis (MAS). However,
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the structure has the following limitations compared to its
rural counterpart.

Limited representation of stakeholders within MAS

MAS, in its inherent structure, is women-specific and does not
highlight the role of men in community health action. It also
lacks the defined role and accountability of elected
representatives, unlike the VHSNC. Without the involvement of
elected representatives, there might be limited scope for
leveraging any health action plans advocated by MAS. One of
the mechanisms suggested in policy discourse to overcome
this gap is of creating Jan Kalyan Samitis at the ward level [24],
a step also advocated by the recent “Health and Wellness
Centre” programme guidelines (2018) [31].

Challenges faced in galvanising community actions

In urban areas, the absence of social cohesion weakens the
bonds among residents of a community. This poses challenges
in organising the community activities [24]. There are parallel
structures to VHSNC like "ward committees” in the urban areas
involving the role of elected representatives, but the role of
such committees in health concerns or in support of ASHAs is
not exclusively addressed in ASHA training material or MAS
guidelines. Addressing the complex social determinants of
health like mobilising the community for action against
gender-based violence requires collective action and
adequate support to ASHAs. This support can be availed of
through organised VHSNCs by rural ASHAs and by
encouraging the men’s participation, but this might not be
possible for their urban counterparts unless MAS are
empowered. Considering community empowerment to be a
legitimate goal of health interventions, such structures are
necessary. VHSNC can possibly have a better hold on
improvement in sectors like drinking water or village
cleanliness which impact health outcomes. This role is part of
the VHSNC design; however, such a critical role is not outlined
explicitly for MAS and urban ASHAs. Further, there are
challenges in inter-sectoral coordination as mentioned in the
earlier section. Lessons learned from NUHM from different
states have endorsed the necessity of such structures in urban
areas.[32]

Need for incorporating field lessons

Guidelines for community processes (VHSNC and ASHAs) were
designed by the National Rural Health Mission in its first phase
(2006) in consultation with the states and they were revised in
the second phase (2013). Such guidelines for MAS are available
(2015) but are relatively basic and require incorporation of
grassroots lessons from the field. Some efforts are being made
to execute this [23].

Further, the selection of rural ASHAs is done by a resolution of
the gram panchayat (village council) in the gram sabha (local
body of all registered voters in a village)2. A central principle
undergirding the ASHA programme is community
participation [22]. The ASHA policy is based on local residency
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and community-based selection. The women are selected
from and are accountable to the village in which they reside.
There are clearly defined roles and responsibilities of the
panchayati raj institutions, and gram sabha in the selection
of rural ASHAs. In urban settings, structures like the village
panchayat and gram sabha which facilitate the selection of
ASHAs are replaced with ward committees and ward sabhas.
NUHM has recommended ASHA selection committees at the
city level and protocols have been set up for this. [33].
However, the tremendous fragmentation of urban
communities might require substantial effort to strengthen
this selection process.

Conclusion and the way forward

Growing urbanisation demands viable approaches for
increasing access to health services in urban settings. This
becomes even more crucial when the global and national
policymakers deliberate on approaches to achieve health-
related SDGs.

ASHAs are the critical connecting links between service
providers and community members. Their importance is
widely recognised. However, urban and rural contexts are
distinct in terms of socio-demographic, economic, and
environmental  factors. This difference has been
demonstrated in this paper with an analysis of the rapidly
urbanising state of Gujarat.

The challenge of shortage of urban health workers must be
addressed first. The role of urban ASHAs in programme
design itself can be customised as per specifically urban
conditions  like high  population density, greater
heterogeneity and variation in community processes. Some
existing training modules like the induction module cover
urban-specific concerns; however, simple transplantation of
rural models to urban contexts would not be a useful
strategy. Skills like facilitating of community participation
and collaboration between different stakeholders must be
addressed differently using urban-specific training content
and pedagogic tools like urban case studies. Urban support
structures for ASHAs, like MAS, have inherent limitations
when compared to rural counterparts like VHSNCs.

NUHM is in the process of developing separate guidelines for
support structures. Examples of this include guidelines and
tools for vulnerability mapping and assessment for urban
health [34], a guidebook for enhancing the performance of
ANMs in urban areas [35], etc. This is a welcome step and will
eventually support urban ASHAs. There are some state-
specific urban ASHA capacity-building efforts too, which
have been piloted by different international and national
funding agencies, for example, “The Challenge Initiative” in
Uttar Pradesh, keeping family planning as a goal. This model
supported urban ASHAs with job-aids, supervision by area
ANMs, mapping and listing tools for the most vulnerable
populations, follow-up strategies, convergence model with
NGOs and health partners, a new payments system, monthly
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activity, etc [36]. There is scope to derive lessons from such
state-specific efforts for further improvement in a general
urban ASHA model.

Addressing the challenges faced by urban ASHAs would help
to fulfil the general ethical considerations in public health like
avoiding, preventing, and removing harms possibly
experienced by the urban population, producing the maximal
balance of benefits over harms, and distributing benefits and
burdens fairly where urban and rural populations are
concerned.
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aNote

In the villages of India, the gram panchayat (village council)
constitutes the basic level of local government institutions.
Gram panchayat has several administrative, judicial and social-
economic functions. It is supposed to implement
development programmes under the overarching mandate,
supervision and monitoring of the gram sabha. The villagers
are expected to use the forum of the gram sabha to discuss
local governance and development and make need- based
plans for the village.
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Factors influencing the sustainability of a community health volunteer

programme — A scoping review
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Abstract

Background: Sustainability of any Community health worker
programme is determined by several internal and external
factors and is highly context and region specific. We aimed to
identify factors that influence the sustainability of a community
health volunteer programme across the globe.

Methods: We conducted a scoping review using the Arksey and
O'Malley framework. From four major databases, we extracted
qualitative and quantitative peer-reviewed studies published in
the English language, from January 2000 to March 2022, that
reported on factors influencing sustainability of a community
volunteer programme. We adopted a narrative synthesis form to
report our findings.

Author: Sathish Rajaa, (corresponding author — psrajaa2410@gmail.com),
Assistant Professor, ESIC Medical college & PGIMSR, Chennai - 600 078,
INDIA; Balasubramaniam Palanisamy (researchbalu@gmail.com), Social
Scientist, Executive Director of Rural Women's Social Education Centre,
INDIA.

To cite: Rajaa S, Palanisamy B. Factors influencing the sustainability of a
community health volunteer programme — A scoping review. Indian J Med
Ethics. 2022 Oct-Dec; 7(4) NS: 279-286.DOI: 10.20529/1JME.2022.079

Manuscript Editors:Vijayaprasad Gopichandran
Peer Reviewers: Pragati Hebbar and one anonymous reviewer
Copyright and license

© Indian Journal of Medical Ethics 2022: Open Access and Distributed under
the Creative Commons license (CC BY-NC-ND 4.0), which permits only non-
commercial and non-modified sharing in any medium, provided the
original author(s) and source are credited.

[279]

Results: Our search strategy yielded 1086 citations, of which 35
articles were finally included for the review after screening for
eligibility. The studies included in our review reported an
attrition rate ranging from 9 to 53%. The crucial factors that
played a decisive role in sustainability included
sociodemographic and sociocultural factors, trust, incentives,
identity and recognition, sense of belonging, family support and
other programme-related factors.

Conclusion: Our study found that several complex personal and
social factors affect the community health volunteers’
performance, thereby impacting the scaling up of a community
volunteer programme. Efforts to address these factors would
aid policy makers to successfully sustain a volunteership
programme in resource-poor settings.

Keywords: community health volunteer, volunteerism,
sustainability, scoping review, scale up

Introduction

Community participation is one of the important

components of primary healthcare, as per the Alma Ata
declaration, 1978 [1]. In recent years, many countries have
expanded their health systems by training community
health volunteers on a large scale [2,3]. The World Health
Organization has defined community health volunteers
(CHVs) as healthcare providers who serve the community in
which they live, and receive lower levels of formal training



