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Preface
Community health worker (CHW) programs are highly effective in saving lives, increasing access to health
services, and generating strong returns on investment to make progress towards universal health coverage
(UHC). At the same time, robust evidence is being generated and presented on technical design questions,
such as “Should practicing CHWs be paid for their work?” and “What should the duration of CHW pre-service
training be?”. However, despite strong guidance on their technical design and broad consensus on their
importance, few CHW programs have reached national integration and scale.
Successfully launching, managing, scaling, and sustaining CHW programs often requires not only strong
technical design, but also complex institutional reform and health system capabilities to exercise management
and governance over CHW service delivery and its supporting systems. The purchasing, contracting, and
governance over services and CHWs (as well as other providers) lays at the crux between policy design and
implementation. The latest literature and evidence on strategic health purchasing can help LMICs contract,
integrate, and incentivize CHWs to help achieve the goals of UHC.1–3
With support from the Bill and Melinda Gates Foundation, Last Mile Health has been working through the
Integrating Community Health (ICH) project to leverage integrated delivery as a means of advancing universal
access to high quality primary health care services and to promote evidence-based pathways to scale for
integrated, public sector community health workforce programming. The project aims to package and
disseminate evidence related to best practices in community health workforce programming; advocate for the
inclusion of integrated primary health care delivery via CHWs as a core component of global efforts to achieve
universal health coverage; and equip governments with the tools to develop national community health
workforce programs.
Also supported by the Bill & Melinda Gates Foundation, ThinkWell’s Strategic Purchasing for Primary Health
Care (SP4PHC) project aims to improve how governments purchase primary health care services. The five
SP4PHC countries—Burkina Faso, Indonesia, Kenya, the Philippines, and Uganda—like many countries around
the world, are trying to figure out how best to engage and pay healthcare providers to improve access to high
quality primary health care services while containing costs. Country-based teams are working with public
purchasers—national health ministries, sub-national health departments, and health insurers—to make more
deliberate decisions about what services to cover, which providers to contract, and the payment methods and
rates to use, with the goal of improving health outcomes.
Within these projects, Last Mile Health and ThinkWell have partnered to:
●

Develop a useful framework for purchasing in community health worker programs

●

Provide a tool to assess purchasing arrangements for community health services

●

Share insights from applying the tool in two scenarios: Bihar and Liberia

2

Executive Summary
Despite concerted efforts over the past decades, there remain critical gaps in access to affordable quality
health services and a growing shortage of healthcare workers. Robust research supports the growing
consensus that Community Health Workers (CHWs), who are adequately supported with training, supplies,
supervision, and compensation, can help lower and middle-income countries (LMICs) advance towards
universal health coverage (UHC). Purchasing services from CHWs may offer a practical way to provide
convenient and affordable essential health services, including to hard-to-reach populations.
Although there is an increasing body of literature and country experiences on strategic purchasing—including
performance-based contracting and provider payment mechanisms—there remains a gap in guidance of how
to purchase from CHWs and use purchasing as a tool to drive performance in CHW programs. Setting up
effective purchasing arrangements that incentivize desired outcomes is complex in general and even more for
CHWs requiring integration with and adequate support from the health system.
This document presents a conceptual framework—and a practical tool—to characterize and assess how a
country allocates resources to purchase community health services. It aims to help policymakers, funders, and
managers of CHW programs systematically lay out and review current purchasing arrangements with
community health providers, assess the effectiveness of the existing (or new) purchasing arrangements, and
decide where to focus efforts to optimize these arrangements. In turn, the exercise can provide guidance on
how to build on existing health system capabilities to support more sophisticated purchasing mechanisms.
Achieving the desired impact of purchasing from community health providers depends on the intervention
characteristics, to what extent they incentivize the required provider and purchaser behavioral responses, and
how particular system functionalities and the external environment enable or hinder the desired impact
pathway.
To use this document, readers interested in gaining general overview of purchasing in community health
programs are encouraged to review Section III laying out the conceptual framework, and Section IX with a
discussion of key takeaways. Other sections can be used as a resource for further reference and detail as
needed.
The tool accompanying this framework (provided in Annex C) has been initially applied to India (specifically
the state of Bihar) and Liberia, two vastly different contexts with their own arrangements to purchasing
community health services. These countries were chosen due to their different experiences, from a nationally
integrated but largely donor-funded CHW program in Liberia, to three entirely government-funded but
fragmented CHW programs in India. By doing this, we highlight the diverse ways that countries are engaging
and purchasing from their CHWs and harvest key lessons learned from each unique context.

Key Takeaways
There are several unique features and challenges to purchasing from CHWs that require special attention:
Fragmentation
●

CHWs are often organized into different CHW programs, which may not be integrated nor coordinated.
The more that CHW programs are integrated, the easier it will be to harmonize service delivery and
increase the effectiveness of purchasing arrangements.
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●

Funding allocated to purchasing community health services is often fragmented, sending mixed signals
to providers. To untangle these signals and increase accountability, country stakeholders must establish
clear institutional roles and responsibilities, including specifying who has authority for which strategic
purchasing policies and who is accountable for different aspects of their implementation. At the very
least, different actors who play a role in purchasing from community health providers should be aligned,
if full integration is not possible.

Support for CHWs
●

Purchasing from CHWs is more complex and situation-dependent compared to facility providers given
the health systems support—training, supplies, supervision, payment—that CHWs often require at the
last-mile. In this context it is critical to consider how CHWs are supported, to what extent community
health providers are able to respond to incentives and ensure that CHWs have adequate support to
deliver on specified targets.

●

External contextual conditions, including broader health system functionalities and capabilities, can
limit how sophisticated strategic purchasing mechanisms can be. Understanding these can help target
potential investment in appropriate solutions to overcome these contextual barriers.

Remuneration and Incentives
●

Experience from Bihar and Liberia revealed that CHWs can experience long delays before receiving
their salaries and incentives (up to six months), which breaks the link between their behavior and
performance incentives, potentially leading to demotivation and poor results. Investing in the system
functionalities and capacities that facilitate timely payment is critical to strengthen performance.

Community Trust
●

CHWs are the intermediary between the communities they serve and the formal health system,
elevating trusting relationships and less-tangible factors, such legitimacy, relationships, power, values,
and norms. Purchasing arrangement design should consider these softer factors as they impact CHWs’
means, motives and opportunity to provide quality services and the extent to which they can respond
to incentives.
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I. Introduction
The Objective of the Framework
This document presents a framework for purchasing community health services. The framework systematically
lays out how a single or multiple purchaser(s) can contract, set/revise benefits, and pay CHWs in order to
integrate these providers into the health system, expand access to key services, and incentivize improved
results. It aims to help policymakers, purchasers, providers, and external stakeholders like donors, consider the
main parties, their relationships, and how their health system’s functionalities may enable or limit purchasing
in their context. This in turn can provide guidance on where to focus efforts to strengthen the purchasing
arrangement and existing institutional enablers and capabilities.
A data collection and assessment tool accompanies this framework. The tool has been initially applied in Bihar,
India and Liberia, two different contexts with different arrangements to purchase from CHWs (short country
application briefs included in Annex A and Annex B). By doing this, we aim to highlight the diverse ways that
countries are engaging and purchasing from their CHWs and harvest key lessons learned from each unique
context.

Context
Despite decades of progress, half the world’s population, including a billion people in remote rural, ‘last mile’
communities, live without access to affordable, quality primary healthcare services. Compounding this crisis is
a massive shortage of healthcare workers, forecast to grow to a gap of 18 million health workers by 2030.4 If
these gaps are not addressed, more than 8.9 million people could continue to die each year from preventable
and treatable diseases.5
A compelling body of evidence demonstrates that primary healthcare teams, comprised of Community Health
Workers (CHWs) and nurses or other clinical supervisors, hold the potential to increase access to lifesaving care
by extending basic health services to the world’s poorest and hardest to reach areas. CHWs can contribute to
reducing maternal, newborn, and child mortality, improve clinical outcomes for chronic diseases, and prevent
disease outbreaks in lower and middle-income countries (LMICs).6–8
However, while evidence shows that CHWs expand access to target populations, there exists a ‘quality crisis’
in the services provided by frontline health teams. This quality crisis derives from critical bottlenecks, such as
fragmentation between CHW service delivery and the broader health system, and costly and inconsistent
mechanisms for performance management, supportive supervision, and in-service training for the health
workers delivering primary healthcare services, which prevents countries from improving health outcomes for
the hardest to reach communities.
A key contributor to fragmentation and underperformance is the government’s ability to exercise management
and governance over CHW service delivery and its supporting systems. The connection between a
government’s vision for CHW delivery and its ability to execute that vision through a myriad of donors and
third-party implementers is broken. The purchasing, contracting, and governance over services and CHWs (as
well as other providers) lays at the crux between policy design and policy implementation.
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Problem Statement
As LMICs strive for universal health coverage (UHC), often through health financing mechanisms such as
national health insurance schemes or universal entitlements, contracting CHWs to provide community services
could be a practical way to stretch that coverage to those hardest-to-reach. The latest literature and evidence
on strategic health purchasing1–3 and CHW program optimization6,9 can help LMICs contract, integrate, and
incentivize CHWs to help achieve the goals of UHC.
Although there is an increasing body of literature and country experiences on purchasing health services from
facilities (from the primary to higher levels of care), there remains a gap in guidance of how to purchase
community health services in LMICs. Setting up effective purchasing arrangements, for healthcare facilities and
even more for CHWs, is complex and requires many broader functionalities of the health system to support
these relationships. There is also currently a gap in information on what institutional capabilities and
functionalities need to be in place to effectively drive more strategic health purchasing from CHWs.

How to Read this Document
This document lays out a general framework to conceptualize how countries purchase community health
services, breaks down and provides additional detail on each component of the framework, and provides a
practical tool—with sets of questions organized by thematic area—that can be used to systematically review
and assess purchasing arrangements with CHWs.
Readers interested in gaining a general overview of purchasing in community health programs are encouraged
to focus on reviewing the conceptual framework for purchasing in CHW programs (Section III) and look at key
takeaways in the discussion section (Section IX). Then other sections can be used as a resource for further
reference and detail as needed.
The document is organized as follows:
●

Section II: Background on Purchasing and CHW Programs provides an overview on the topics of
purchasing and CHW programs as a reference.

●

Section III: Conceptual Framework for Purchasing in CHW Programs lays out the main elements of the
conceptual framework and provides a brief overview on each of these elements.

●

Sections IV to VII provide additional detail on key components of the framework:
○

Section IV: Purchasing Arrangements in Community Health Worker Programs breaks down each
element of a purchasing arrangement in CHW programs while providing insights from the
country applications in Bihar and Liberia.

○

Section V: Health System Functionalities and their Influencing Role in Purchasing describes in
more detail how broader health system functionalities can act as enablers and barriers to
implementing effective purchasing arrangements.

○

Section VI: Response to Purchasing in CHW Programs elaborates on the adjusted provider and
purchaser behaviors.

○

Section VII: Impact and Community Health Performance describes the potential results
generated by purchasing arrangements.
6

●

Section VIII: Insights from Applying this Framework and Tool in India and Liberia discusses lessons
learned from applying the tool in the two country applications.

●

Section IX: Discussion shares the key insights and takeaways from this framework.

Using the Accompanying Tool
This framework is accompanied by a practical tool that policymakers, funders, and managers of CHW
programs, can use to characterize how a country is allocating resources to purchase services from CHWs, assess
the effectiveness of the existing (or new) purchasing arrangement, and gather insights on 'where to go next'
in terms of building on existing capabilities to purchase more actively or strategically.
The 15-page tool gathers background information on the purchasing actors and CHWs present in a country
and examines eight components that stakeholders who allocate resources to CHW programs should consider
implementing effective purchasing arrangements. These components—organized around the questions what,
from whom, and how to purchase services—include: i) benefits package, ii) service delivery standards, iii)
medicines and supplies, iv) contracting, v) selective contracting, vi) performance-based contracting, vii)
provider payment, and viii) provider monitoring.
For each of the eight components, the tool provides a set of questions that examine how each element of the
purchasing arrangement is defined, how information is used, what are the bottlenecks that may be affecting
the effectiveness of the purchasing arrangement, and how those may be linked to broader health system
functionalities and capabilities.
The tool can be applied in workshops, technical working groups, or other convenings to assess how a country
can better allocate resources to CHWs and know where to focus efforts and investment to improve a
purchasing arrangement to achieve UHC goals. Use case scenarios include considering how to implement a
new purchasing arrangement in CHW programs, integrate CHWs into existing arrangements, assessing the
effectiveness of existing purchasing arrangements and the readiness to use strategic purchasing reforms to
improve the performance of a CHW program.
The complete tool is provided in Annex C and is also available as an excel-based version upon request.
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II. Background on Purchasing and CHW Programs
Overview of Purchasing
Across the different ways to conceptualize the health system, from the WHO Building Blocks to the World
Bank’s Control Knobs, health financing is essential to any health systems framework.10,11 As seen in Figure 1,
purchasing is one of three main health financing functions within the financing component.
Figure 1: Purchasing: A Health Financing Function Within the Health System

Source: ThinkWell, based on the WHO Health Systems and Financing frameworks

Purchasing refers to how institutions who control pooled i funds—like ministries of health (MOH) and health
insurance agencies—allocate these funds to providers of health services on behalf of the population.
Purchasing is strategic if decisions about the allocations of funds are based on information about provider
behavior and population health needs to maximize health system goals. Thus, making purchasing more
strategic involves purchasers, like an MOH or a national health insurance scheme (NHI), to base their
purchasing decisions on the services they cover, the type and quality of providers they contract, and how they
incentivize these providers via payment mechanisms that aim to improve the intermediate and final UHC goals
in the framework above.12
A practical example can help illustrate this point. When spending large amounts of money on something
important, we would want to gather all information about the investment before making this big decision. For
instance, when buying a home, we want to get it inspected, know about the neighborhood, and understand
the pricing in that market—and this is an issue that spans all income groups. Once we get all that information,
we can get the most value for our purchase. The same is true for purchasing health services. Governments
want to be more strategic on how they buy health care so that they can get the most value for their purchase.
The historical evolution of health purchasing offers insights into what has worked (or not worked) and how
purchasing can be made more strategic. Most low-and-middle-income countries (LMICs) in the post-colonial
Pooling is the accumulation and management of prepaid financial resources for health care. The purpose of pooling is
to spread financial risk across the population so that no individual who falls ill carries the full burden of paying for health
care.10
i
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period set up large networks of public facilities and paid for service delivery through government budget
allocations for items like salaries, commodities, operating costs; this was known as a vertically integrated
service delivery system, with little to no separation of functions between purchasing and provision of services.13
Often, these systems featured large financial barriers, from (i) individuals largely paying out-of-pocket (OOP)
at private providers, and (ii) individuals being forced to pay user fees at public facilities after they were
introduced during structural adjustment reforms in the 1980s.14 Moreover, many LMICs have been and still
often are dependent on unstable external vertical support for high priority health areas, like reproductive
health and immunizations.15 On the service delivery end, these systems are too often characterized by fragile
public sector delivery, including staff absenteeism and routine stock-outs, as well as poor quality of care.
As LMICs made plans to achieve universal health coverage (UHC), they largely focused on three interrelated
objectives: (i) mobilizing more resources for health; (ii) reducing financial barriers to access and increasing
financial protection; and (iii) using available funds optimally to achieve health system goals.10,16
Making purchasing more strategic is integral to the third objective of getting “more health for the money.” It
can serve as a lever for widening access to quality services by improving service delivery in the public sector
or using public funds to purchase services from other providers. If purchasing is made more strategic, this can
also involve aligning the purchasing signals ii sent by multiple entities (e.g. national and subnational
government, NHI, donors) to providers so these signals aren’t sending mixed or conflicting incentives. Strategic
purchasing can also incentivize referral systems among a range of providers, both between public and private
ones as well as up and down the chain from primary to higher levels of care. Finally, the efficiency gains
afforded by this type of purchasing can, in turn, help governments limit financial barriers to access by reducing
OOP payments at private providers or user fees at public providers.
Countries are increasingly opting not to invest wholly in the same fragile vertically integrated delivery systems,
but more into “UHC reforms” that pay providers based on their outputs. These reforms are often characterized
by adding, not replacing, new purchasing arrangements or payments to existing structures and separating the
purchasing and delivery functions. These reforms may include expanding national health insurance,
community-based health insurance (e.g. mutuelles in Rwanda), performance-based financing, or user fee
replacement programs (e.g. Gratuité in Burkina Faso). What is common to these purchasing arrangements is
that they are trying to link some provider payments to outputs (even as supply-side financing remains) and
reduce regressive OOP payments.15,17–19
Making purchasing more strategic is a process. The design and implementation of purchasing reforms should
be evidence-based, take context into consideration (political, social, cultural, institutional), and engage a wide
range of health system actors. Purchasing can align incentives between the government and providers to
encourage desired behaviors, but incentives should encompass more than just financial rewards. Instead,
incentives should consider the whole system of rewards and sanctions that control and influence provider
behavior. Careful consideration of the interaction of new purchasing mechanisms with existing mechanisms is
essential, and the design of purchasing mechanisms should be the result of on-going and deliberate decisionmaking processes around how to best achieve a set of specific prioritized health outcomes.
LMICs often have complex purchasing structures with multiple purchasers, providers, and payment modalities.
As seen in Figure 2, an average clinic in Burkina Faso can receive budget allocations from the government for
salaries and commodities, as well as funds from donors for vertical programs (on the left), while at the same
Purchasing signals refer to the messages that monetary or non-monetary incentives send to providers that encourage
certain behavior or response. These can be intentional or not intentional.

ii
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time receive demand-side payments via user fees and PBF payments, and claim reimbursements from the user
fee replacement Gratuité scheme and voluntary health insurance (on the right).
Figure 2: Multiple Funding Flows in Burkina Faso

Source: ThinkWell, developed from the SP4PHC project

Each of these payments broadcasts a different purchasing signal which can diffuse the incentives received by
the provider and consequently not influence their behavior in the intended way. Thus, it is imperative to first
understand the signals being sent and work to align them (and the purchasers) to build a more coherent
purchasing system with clear signals that can ultimately help to achieve those health system goals of increased
access, efficiency, and financial protection.
Moreover, the relative sophistication and range of purchasing mechanisms that can be used often depend
heavily on the capacity of both the purchaser and provider. This may include the public financing management
(PFM) capacity of the purchaser or provider, the availability (and accuracy and consistency) of data tracking
systems, or the ability for the purchaser to contract with an aggregated set of providers rather than individually
(which can lower efficiency). This is specifically relevant when trying to purchase from CHWs, which the next
sections will dive deeper into.
Ultimately, countries are often limited with the amount of money that is allocated for health. This is often even
more the case with funds allocated specifically for community health services. Thus, it is imperative that the
funds they do have for health and for CHWs are used in the most efficient way possible. That is where strategic
purchasing comes into play. Through an increasing array of purchasing strategies and tools, countries have
more at their disposal to stretch funds using these techniques. However, underlying fragmentation and limited
capacities often undermine how strategic purchasing can be, especially in the world of CHWs and the multiple
actors that often play a role in CHW programs and provision.
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Overview of Community Health Workers and Programs
Figure 3: Illustration of How CHWs Serve as a Linkage Between the Community and the Primary Healthcare System

Source/image credit: Exemplars in Global Health20

Community Health Workers (CHWs) are healthcare workers that are increasingly recognized as a key
component of achieving UHC by extending the reach of Primary Health Care (PHC) services to under-served,
marginalized, and/or hard-to-reach communities. CHWs often come from and live in the same communities
where they work, providing them with a nuanced understanding of their local context, including barriers and
enablers to accessing timely and appropriate care. This allows them to function effectively as the link between
individuals, the community, and the formal health system. CHWs similarly need to be connected to the primary
healthcare system for support to be effective (namely supervision, supplies, and data reporting). CHWs are
part of community health systems—defined as a “set of local actors, relationships, and processes engaged in
producing, advocating for, and supporting health in communities and households”,21–23 and often operate
within CHW programs.
CHW programs are the architecture—formal or informal,
explicit or implicit—describing how CHWs organize within Definition of Community Health Worker
a given context to deliver health services to communities. The WHO guideline to optimize CHW programs,
There are as many CHW program design and defines CHWs as “health workers based in
implementation models as there are health systems. CHW communities (i.e. conducting outreach beyond
programs can be led by national or subnational primary health care facilities or based at peripheral
governments, such as the Health Extension Program in health posts that are not staffed by doctors or nurses),
who are either paid or volunteer, who are not
Ethiopia, or they can be stand-alone projects
professionals, and who have fewer than two years
implemented by NGOs and donors. They can originate as training but at least some training, if only for a few
pilot projects or temporary initiatives to address specific hours”6
health needs that later scale up, such as the Community
Health Agents and Family Health Strategy in Brazil or can be born as national programs incorporated into
public policies and guidelines, such as the National Community Health Assistant Program in Liberia.
Implementation can be purely done by public health providers and authorities, or through public-private
partnerships involving communities, civil society organizations, NGOs, or other private actors, such as the
11

community health programming in Bangladesh. In practice, CHW programs are rarely static, and their design
and implementation arrangements evolve over time in response to local contexts and needs.
CHW program design varies in the package of services that CHWs provide, the catchment area or target
population that they serve, and how they deliver services. Different programs have different standards and
processes for selecting, training, supervising, and compensating CHWs. Many countries have not one, but
multiple CHW programs or cadres. Some programs are set up with multiple tiers of CHWs, for instance with a
larger, volunteer-based cadre that provides more basic services with less training and a smaller, more
professionalized cadre that provides additional curative services.
The following program design components can vary by country, program and CHW cadre. They can include,
but are not limited to:
●

Service package: Typically tailored to the country’s disease burden, the types of services a CHW
provides can range from health education, preventive, diagnosis, through to curative services. They
often promote health-seeking behavior, increase demand for health services and can offer simple
services related to maternal and child health, sexual and reproductive health, disease surveillance, and
Non-Communicable Diseases, among others.

●

Catchment area: The ratio of CHW to population is highly context specific and dependent on
characteristics such as the CHW background and skills, the roles and responsibilities of CHWs, and
geography in which CHWs work. In Sub-Saharan Africa, the average CHW to population coverage ratio
is 1:680 and varied widely from ~200–2,400 people per CHW.24

●

Place of service: In the patient’s home, in a community setting or the CHW’s home, at a rural health
post, or a mixed approach.

●

Selection: Male/female ratio, education background/literacy, process for selection.

●

Training: Can range from a few weeks to years, mix of classroom based and practical training, frequency
of refresher trainings.

●

Supervision: Conducted by clinicians like nurses, sometimes as full-time supervisors or sometimes they
have this responsibility in addition to facility-based responsibilities; alternatively, can be experienced
or high-performing peers.

●

Remuneration: Can range from the salary of an entry-level government employee to volunteer-based,
with in-kind incentives or training per diems. Can also include a performance-based component.

●

Supplies: Can be through the health facility supply chain, provided directly to CHWs through a
supervisor or program administrator.

The WHO Guidelines on Health Policy and System Support to Optimize Community Health Worker
Programmes6 outlines evidence-based recommendations on best practices for the design and implementation
of effective community health programs. The updated version of the Community Health Worker Assessment
and Improvement Matrix (CHW AIM)9 provides a complementary program functionality matrix for optimizing
community health programs and pragmatic recommendations on CHW roles, selection, training and
certification, equipment and supplies, management and supervision, incentives, career advancement,
community embeddedness and linkages to the health system. However, with the wide variety across programs,
it is important to state there is no one-size-fits-all approach to community health; programs need to be tailored
to the local context.
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While there are many components characterizing CHW programs, this framework will focus on and emphasize
how the service package, remuneration, and supplies are defined, as these are critical components to
purchasing from CHWs.

Contracting with Community Health Workers
Like CHW program design and implementation, contracting arrangements to purchase from CHWs can come
in many shapes and sizes that are largely determined by the structure of the CHW program (or CHW programs)
and health system functionalities (described in more detail in Section V of this document) present within a given
context. CHWs can engage with purchasers in a variety of ways; they may be contracted by a single national
or subnational purchaser, such as a Ministry of Health or District Health Office, to deliver a set of services.
CHWs may also engage with multiple purchasers through being contracted in different government—or donor
led—programs, or by participating in a single program that engages multiple purchasers. For example, in
Bangladesh, three main cadres of government CHWs provide services from community clinics as part of the
flagship Community Based Healthcare Program. But each of these cadres—with different origins and evolution
over time—primarily contracts with a different national government authority. In Brazil, the national cadre of
CHWs—Community Health Assistants—are a critical component of the national Family Health Strategy, but
are contracted by local health authorities at the subnational level under different contracting arrangements
across the country.
CHWs rarely operate in isolation. CHWs operate within CHW programs, are part of community health systems,
and are connected to and supported by primary healthcare systems. This implies that, while CHWs may have
individual contracts (or other formal or informal arrangements) with purchasers to deliver services, the full
extent of the contracting arrangement (or arrangements) that needs to be in place for CHWs to be able to
operate is complex. To effectively support service delivery by CHWs, purchasers may need to contract with
overarching organizations that provide programmatic support to CHWs—such as training, supervision, and
supplies—or explicitly consider and incorporate their role into the contracting arrangement with CHWs.
In this framework, we will refer to purchasing and contracting ‘in CHW programs’ to capture the nuance of
having to consider how CHWs operate within programs and how overarching organizations provide
programmatic support when contracting with CHWs.

Frequent Challenges in CHW Programs
There are several challenges that CHW programs frequently face.
Government leaders combine highly fragmented funding structures for CHW programs, often patching
together funding from different sources including taxes, premiums, and different donors. A large proportion
of funding for CHW programs in LMICs comes from donor funds (60%). A Financing Alliance for Health study
found that 12 Sub-Saharan African countries found 86% from vertical disease programs (focused on HIV/AIDs,
malaria, reproductive, maternal and newborn health interventions, TB and immunizations).25 The main cost
drivers for CHW programs include salaries and incentives and commodities often accounting for more than
50%, equipment, training, followed by overhead, supervision, and capital costs.26
Relying on external funding for CHW programs also raises questions on the sustainability of these programs
that don’t often have sufficient domestic investment to cover the recurrent cost, the largest of which is CHW
salaries. This means that funding sources for purchasing in CHW programs—which can flow ‘on-budget’
through government systems, or directly fund CHW program components—often come with their own set of
restrictions and incentives for purchasing. For example, donors can have specific rules directing how their
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grants may be spent, such as restrictions on not paying salaries for other country civil servants. In this example,
this means that donor funding cannot purchase health services from public CHWs under the Ministry of Health.
However, donors contributing funds to a large government pool can also contribute to the desired outcome,
as seen in Rwanda’s Mutuelle de Santé (Mutual Health Insurance Scheme) now named Community-Based
Health Insurance (CBHI), a national compulsory scheme. This scheme is pooled with other social health
insurance, tax-based financing, and substantial donor support. This risk-pooling mechanism, that covers 81.6%
of the population,27 has contributed to increased use of primary health services, including facilitating access
for the poor by subsidizing their premiums.
A second challenge is the lack of integration into formal health systems. Many CHW programs, particularly in
rural environments, are provided by private and/or informal actors. This can include traditional individual
practitioners or local faith-based organizations, or non-profit organizations that have varying relationships with
the formal public health sector (if at all). Integration into the public health systems has implications for guiding
policy adherence, funding, contracting, payment systems, and data flow.
There are also challenges around quality and incentivizing performance. There have been some examples of
applying purchasing to the community health level in an effort to improve quality and incentivize particular
behaviors. Performance-based financing (PBF), when providers receive fee for service payments for meeting
pre-established targets for care delivery and quality, has been applied in various contexts. For example,
Rwanda’s community PBF scheme issues reward payments to community health workers and traditional birth
attendants who bring women to deliver in health centers. In India and Bangladesh, community health workers
receive an incentive payment for following up on tuberculosis patients.28 CHWs can help providers meet
targets, especially by helping patients access and engage in care, coordinating care and care transitions, and
supporting healthy lifestyle choices. Providers in turn can invest in CHWs and use these incentive payments to
strengthen and sustain the CHW program.29

CHW Programs in Bihar, India And Liberia
As seen above, CHW programs can come in many different shapes and sizes. From heavily integrated into
government systems to heavily reliant on external support and functioning outside and parallel to government
systems. An example of the first model can be seen with CHW programs in Bihar, India. There are three cadres
of public sector CHWs in Bihar. Two are based at the village level—Accredited Social Health Activists (ASHAs)
whose primary focus is health, and Anganwadi Workers (AWWs) whose primary focus is nutrition and early
childhood care and development. Overseeing a cluster of villages is an Auxiliary Nurse Midwife (ANM), based
at health sub-centers, who provide services including antenatal care, immunizations, and home deliveries.
These CHW services in Bihar are entirely funded by the government, through central government schemes,
with the money flowing through state governments. ASHAs are technically volunteers, entirely funded in Bihar
through performance-based incentives via the central National Health Mission (NHM). ANMs are also funded
through the NHM, although they are salaried government employees. AWWs are salaried through the central
government Integrated Child Development Services (ICDS) scheme. For more information on the CHW
programs in Bihar, please see Annex A.
In Liberia, there are currently two main cadres of public sector CHWs providing services to rural communities
as part of the National Community Health Program. Community Health Assistants (CHAs) deliver an integrated
and standardized package of primary healthcare services—including preventive, curative, promotive,
rehabilitative, palliative services, and epidemic surveillance—within rural communities located more than 5 km
away from the nearest health facility. CHAs are recruited and selected from communities and receive a
standard training before being deployed. They are supervised by a cadre of Community Health Service
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Supervisors (CHSS) based at catchment primary healthcare clinics. Both CHAs and CHSSs receive fixed monthly
incentive payments for their services. Although the community health program is run by the national
government, it is almost entirely donor funded. The program is implemented by County Health Teams,
supported by implementing partners (primarily NGOs). For more information about the community health
program in Liberia, please see Annex B.
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III. Conceptual Framework for Purchasing in CHW Programs
Setting up effective purchasing arrangements can be complicated at any level of health care. This is particularly
true when doing so for CHWs or in CHW programs, as there are a multitude of these providers with a range
of capacities, often run via fragmented funding, and with varying degrees of integration with the formal health
sector. Strategic purchasing is still less common with CHWs compared to other levels of healthcare providers.
A systematic review of pay-for-performance schemes designed for LMICs found that only 2% of these schemes
were for CHWs compared to 76% with primary health facilities and 12% hospitals.30
This section articulates a conceptual framework for purchasing in CHW programs. Building from Liu’s
Framework for evaluating Primary Health Care “Contracting-out” initiatives,31 Agarwal’s Community health
workforce performance measurement framework,21 and Cashin’s Strategic health purchasing progress: a
framework for policymakers and practitioners, 32 we present a conceptual framework that lays out how
purchasing from community health providers can influence the performance of CHW programs and lead to the
intended impacts (see Figure 4). The framework includes relevant factors that policymakers, purchasers, CHW
program managers, and other stakeholders should consider when designing and assessing arrangements to
purchase community health services in their particular context, as well as the various components that should
be considered to optimize these arrangements.
In this section, we start by providing a brief overview of the conceptual framework and its main elements.
Subsequent sections will dive deeper into three key components of the framework: purchasing arrangements,
health system functionalities, and response and impact of purchasing in CHW programs.

Conceptual Framework: How Purchasing Affects Performance
The premise of the conceptual framework is that there is an intervention ‘Purchasing community health
services’ that aims to bring a response from community health providers and purchasers, to obtain a desired
community health performance or impact.31
In the intervention (left box, Figure 4), purchasers and community health providers agree on a purchasing
arrangement which defines what to purchase, from whom to purchase, and how to purchase community health
services. The characteristics of the purchasing agreement include performance targets and terms to incentivize
a behavioral response (middle box, Figure 4) to increase the provider’s effort to achieve these targets. Within
the purchasing scheme, community health providers respond by managing inputs and generating outputs in
an effort to achieve performance targets within the defined resources and time. In turn, there is a resulting
impact (right box, Figure 4) on equitable access to quality services that are delivered in a more efficient way.
As community health is the bridge between communities and the formal health system, external influences can
be a significant accelerator or barrier to achieving the desired outcomes. CHW programs are varied, contextspecific, and connected (whether formally or informally) to the larger health system. Therefore, enablers and
barriers beyond the purchasing intervention itself, namely “health system functionalities” (defined below) and
the external environment, have a significant effect on each component of the purchasing-impact pathway.
Thus, these should be considered and addressed as they can either enable or hinder performance.
Mapping out the purchasing actors and factors influencing the purchasing arrangement and its impact can
provide insights on the readiness to implement strategic purchasing reforms or guide where to focus efforts
to improve purchasing arrangements in CHW programs.
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Figure 4: Conceptual Framework for Purchasing Community Health Services

Intervention: Purchasing Community Health Services
The first component of the framework is the “Intervention” box which clarifies the purchasing arrangements
between one or more purchasers and community health providers. The term “Intervention” is used to connote
how health system actors like national or subnational governments, insurance schemes, or donors purchase
services from community health providers, while the “Response” box represents the effect of these
arrangements on purchaser and provider behavior. There can be multiple interventions at a given time, in
which case it is important to consider how they may interact, affecting the signals and influences of each other.
Community Health Purchaser(s)
A purchaser is the health system actor who allocates pooled funds, in exchange for health services, on behalf
of a population (either targeted groups or an entire population). Therefore, in CHW programs, a purchaser is
the actor who allocates funds to CHWs for health services they provide to their communities. There is a wide
range of possible purchasers of community health services in LMICs, including Ministries of Health at the
national or subnational levels, insurance schemes, central or independent procurement agencies, central or
local government agencies (such as the Ministry of Finance), and/or donors. In practice, there are often multiple
purchasers, who may or may not compete with each other. For example, within a Ministry of Health, there can
be several purchasing units or departments with assigned responsibility for allocating resources to providers
(imagine health financing, performance-based financing, and external aid units all making allocations defined
by several vertical programming areas). Or Ministries of Health can de-facto share responsibilities with donors
or agencies directly allocating resources to providers.
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Across purchasing arrangements, effective purchasers have common characteristics including: ability to select
among CHWs and other health providers, coherent and coordinated decision-making, flexibility to allocate
funds, strong managerial and technical capacity, accountability for performance through effective supervision
and legal mandate, reliable, timely information and transparency, and stakeholder participation.1,2 An oversight
body can reinforce effective purchasing, however in many LMIC countries, the oversight body of the purchasing
agency is frail and puts insufficient focus on the actual performance by the purchaser.33
Community Health Provider(s)
In this framework, “Providers” refers to the health system actors who are delivering the agreed-upon health
services to the community in exchange for a specified compensation. Health services can be purchased from
public, private-for-profit, or private not-for-profit providers, such as international NGOs, and faith-based
organizations. These providers can include individual CHWs or overarching organizations—like community
structures, networks of CHWs, clinics, local health teams, or NGOs—providing support to CHWs. In many
LMICs, health systems support to CHWs is often provided through overarching organizations, who provide
clinical, administrative, and logistical support to CHWs to deliver health services and meet the terms of the
purchasing arrangement. Many community health providers simultaneously manage several interventions with
separate funding flows and data management systems.
Purchasing Arrangement
The relationship between community health providers and purchasers is defined through the characteristics of
the purchasing arrangement (described in detail in Section IV). Purchasing arrangements are characterized by
three main decisions that purchasers make: what services to buy, from whom, and how. The elements of a
purchasing arrangement in CHW programs include: i) benefits package, ii) service delivery standards, iii)
medicines and supplies, iv) contracting, v) selective contracting, vi) performance-based contracting, vii)
provider payment, and viii) provider monitoring.

Enablers and Barriers to Purchasing in CHW Programs
Health System Functionalities
In the context of this framework, we refer to “Health system functionalities” as broader health system
contextual factors influencing the setup, design, implementation, and effectiveness of a purchasing
arrangement. These are related to the health system’s institutional arrangements and capacities in place, and
are defined across six domains (described in detail in Section V):
1. Definition of roles, responsibilities, and coordination mechanisms
2. Integration of community health worker programs
3. Harmonization and integration of funding sources and flows
4. Public financial management regulations and capacity
5. Operational systems and technical capacities
6. Robust information systems and data management
Health system functionalities often determine how active (vs passive) and how “sophisticated” a purchasing
arrangement can be. Thus, by analyzing how health system functionalities impact the purchasing arrangement,
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countries are able to gather insights on where to focus efforts to strengthen existing health system
functionalities and arrangements.
External Environment Factors
External environment factors refer to how the policy, regulatory, and operational environment that extends
beyond the health sector affect the implementation of health purchasing policies and interact with other health
system functionalities.3 Community health contextual factors, such as cultural and gender norms and
community engagement can impact the performance of CHWs.34 Other contextual factors such as political
economy, the macroeconomic and fiscal environment, as well as demand-side factors like sociodemographic
and disease burden trends are all external environment factors that can enable or hinder how active and
effective purchasing policies can be in that context.

Response and Impact of Purchasing in CHW Programs
Response: Provider and Purchaser Behaviors
CHWs and/or overarching organizations respond to the incentives set within the purchasing scheme by
managing inputs and producing outputs to achieve performance targets and ultimately obtain a desired impact
(described in detail in Section VI). In passive purchasing arrangements, purchasing actors such as Ministries of
Health often manage inputs as well (e.g. medical supplies). But as purchasing arrangements become more
strategic, input management can be shifted to providers with that capacity.
Input management includes human resources, equipment and supplies, medicines, logistical infrastructure,
among others that may be needed to produce desired outputs in a CHW program. Outputs characterizing
community health systems’ performance are defined across four categories at the CHW and community levels:
CHW competency, CHW well-being, community access, and community centered care.21 Purchasers can use
performance metrics defined across these four output domains to assess community health performance and
make decisions based on this information, such as adjusting elements of the purchasing arrangement to
increase its effectiveness. In more sophisticated purchasing arrangements, some of these metrics may be linked
to payments.
Outside the purchasing scheme, purchasing also has an effect on the provider market and population
dynamics. For example, purchasing can crowd-in additional health providers (e.g. private) to remote
geographic areas, or can have unintended consequences on health seeking behaviors such as over incentivizing
the provision of a specific service. Thus, purchasers should also be aware of these responses outside the
arrangement.
Impact: Community Health Performance
The impact of community health programs, measured across health access, quality, equity, and/or efficiency,
is often realized over longer periods of time. The overall goal of a purchasing arrangement is to achieve a
desired impact. Thus, a permanent task of the purchaser will be to consistently assess health outcomes and
use data to adjust the purchasing arrangement to see if progress is being made on goals that align with
evolving population needs.

19

IV. Purchasing Arrangements in Community Health Worker
Programs

Every purchaser faces three main decisions: 1) What to purchase, 2) From whom to purchase, and 3) How to
purchase. This section outlines what are the key elements that purchasers need to consider when making each
of these decisions in CHW programs, and how those elements affect the design and implementation of a
purchasing arrangement.
To do so, we introduce a practical tool, with sets of questions divided by thematic area, that stakeholders can
use to systematically review and assess purchasing arrangements with CHWs. The tool examines how each
element of a purchasing arrangement is defined, how information is used, and what are the bottlenecks that
may be affecting the effectiveness of the purchasing arrangement. In turn, the exercise provides insights on
how to improve the purchasing arrangement and strengthen health system functionalities influencing the
design and effectiveness of the purchasing arrangement.
This section is organized as follows: For each subsection and thematic area, we provide an overview of the key
elements to be considered in a purchasing arrangement with CHWs, followed by examples from Bihar and
Liberia, and relevant sets of questions from the tool to assess the purchasing arrangement. In the next section
(Section V), we elaborate on how bottlenecks to effective purchasing relate to broader health system
functionalities, and how. The complete tool can be found in Annex C.
Figure 5 provides a summary of the key elements to consider in a purchasing arrangement, main questions to
answer, and how health system functionalities affect different purchasing arrangement pieces.
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Figure 5: Key Elements of a Purchasing Arrangement in CHW Programs

From whom to purchase

What to purchase
• Integra�on of
CHW
programs
• Clear roles,
responsibili�es
& coordina�on
mechanisms

• Opera�onal
systems and
technical
capaci�es
• Informa�on
systems & data
management

Beneﬁts package
What services are covered by CHWs (vs
other providers)?
▪ How is the service package determined
(criteria, target popula�ons, inputs,
revisions)?
▪ How do people access these services
from CHWs (e.g., card, free, costsharing)?
▪

• Harmoniza�on
of funding
sources &
ﬂows
• Clear roles,
responsibili�es
& coordina�on
mechanisms

Service delivery standards
Do purchasers deﬁne service delivery
standards for CHWs (e.g., Gatekeeping/
referral guidelines)?
▪ How are these guidelines reinforced
(e.g., supervision, incen�ves)?
▪ What frequency and type of supervision
do CHWs receive?
▪

• Opera�onal
systems and
technical
capaci�es
• Public
Financial
Management

Commodi�es

• Clear roles,
responsibili�es
& coordina�on
mechanisms
• Opera�onal
systems and
technical
capaci�es

Is a medicines list used for purchasing?
Which agency deﬁnes the list and how is
it deﬁned?
▪ What is the procedure for CHWs to
receive supplies (where, what
frequency, from whom)?
▪ What happens when the CHW has a
stock out?
▪ What other logis�cs are provided
(transporta�on, communica�on,
weather protec�on)?
▪
▪

• Informa�on
systems &
data
management
• Opera�onal
systems and
technical
capaci�es
• Public
Financial
Management

Contrac�ng

Is there an explicit contrac�ng process
with individual CHWs (of each type) or an
overarching organiza�on (e.g., CHW
associa�ons, NGOs)?
▪ Who contracts with CHWs? What is the
nego�a�on process?
▪ What are the rela�onships and
expecta�ons between the diﬀerent
par�es included in the contract?
▪

How to purchase
• Harmoniza�on
of funding
sources &
ﬂows
• Public Financial
Management
• Opera�onal
systems and
technical
capaci�es

▪
▪
▪
▪

▪

Selec�ve contrac�ng

Are there minimum requirements that
the CHW must meet in order to be
contracted? (e.g. selec�on criteria,
training, standard accredita�on)
▪ What is the process (and frequency) to
assess that requirements are met?
▪ How is it ensured that CHWs have
appropriate background, skills, and
competencies, and support?

Provider payment mechanism

▪

Provider monitoring
• Informa�on
systems & data
management
• Integra�on of
CHW programs

▪
▪
▪

Performance-based contrac�ng

▪

Are there any performance-related
provisions (e.g., ﬁnancial and non
ﬁnancial incen�ves) in the contract?
▪ How are provisions related to suppor�ng
CHWs included in the contract (e.g.,
training, supplies, etc.)?

▪

▪

How are CHWs paid for services covered
in the package?
How are payment mechanisms & rates
determined?
Are payment mechanisms harmonized
or conﬂicted?
What is the division and ﬂow of
payments between the diﬀerent
contract par�es?
How does the claims process work
(submission, veriﬁca�on, payment)?

How is CHW performance monitored
(u�liza�on, quality)?
How is the performance of other actors
suppor�ng CHWs monitored?
How is this data analyzed and used (e.g.,
for purchasing, feedback, adjus�ng
beneﬁt package)?
What are the tracking systems for
claims and supplies (paper or digital)?
How does the informa�on ﬂow
(unidirec�onal, feedback loop to
CHWs)?

Main health system func�onali�es that
impact that purchasing arrangement
element(illustra�ve, non-exhaus�ve)
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What to Purchase?
Benefits Package
It is critical for purchasers, providers, and patients to be clear about what services are covered in a purchasing
arrangement. Lack of clarity about what services patients in communities are entitled to can lead to confusion
when they are accessing services and potentially lead to under-utilization if the population either doesn’t know
what they are entitled to or have to pay for services that they thought were free or subsidized. Purchasers
often do this by developing, with relevant health system stakeholders, an explicit benefits package. In more
passive systems, purchasers do not define an explicit benefits package nor have a clearly defined and routine
way to revise what is included in the package. In these systems, a more static benefits package can often not
keep up with the changing disease burden, cost implications, and capacity or feasibility challenges, especially
among CHWs. More active or strategic purchasers confer and agree with providers (including CHWs or
overarching organizations) on an explicit set of services with clear criteria for inclusion/exclusion, reflective of
the unique context in the health system, and include CHW representation on how to consistently update the
covered services they provide to the community.16,32
This type of routine, inclusive process to determine and adjust a purchaser’s benefits package often reflects
how CHW programs are set up in that country, the coordination mechanisms of the health system, as well as
underlying operational and technical capacities to collect and use data that can inform adjustments in the
benefits package. Often, CHW programs are fragmented and set up by specific health service areas, such as
maternal and newborn health or immunizations. Thus, the “benefits” are whatever the program has been set
up to provide and may not be revised periodically nor be consistent across CHWs or populations. This
inconsistency in the benefits package can potentially create areas of overlap or gaps in the effective coverage
of basic healthcare services while duplicating resources or using them ineffectively. Conversely, the integration
of CHW programs within a country can facilitate the definition of an explicit benefits package that is revised
periodically by health sector coordination mechanisms.
This section of the tool details whether each purchaser in the system has an explicit benefits package, whether
it is unique to CHWs or general to all primary healthcare providers, how benefits in the package are
determined, and how often they are revised. On the demand-side, this section also asks whether patients are
aware of the benefits they are entitled to receive, specifically from CHWs, and whether there is any targeting
where patients need to show identification to receive covered benefits. For instance, in some countries, the
poor are entitled to a wider set of services for free, but they often need to show some proof that they meet
the criteria. They can either show some ID that proves they are enrolled in the poverty program or a proxy
means test could be applied to prove that they meet the criteria to receive that set of services.
In Bihar, none of the three sets of CHWs (ASHAs, AWWs, and ANMs), have an explicit, codified benefits
package for the population they serve in Bihar state in India. Instead, the list of services they provide are shared
through orders and guidelines of the central and state government, the purchaser of CHW services. As a result,
the list of tasks of an ASHA is often implicit, based on these guidelines and the associated incentives. Services
are expected to be universally provided to the population. ASHAs are expected to be the main communicator
to citizens about their service entitlements through their mobiliser role.
In Liberia, CHAs provide an integrated and standardized package of primary healthcare services, including
preventive, curative, promotive, rehabilitative, and palliative care, and epidemic surveillance within
communities. The CHA benefits package is a subset of Liberia’s Essential Package of Health Services, and it is
explicitly defined by Liberia’s Ministry of Health (MOH), the purchaser of community health services, in the
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National Community Health Services Policy. The national policy and benefits package are revised periodically
with inputs from various health sector stakeholders, including several units and divisions of the MOH,
implementing partners, and donors. This provides clarity and consistency of the benefits package provided by
CHAs across the country. The benefits package is used to define the scope of work, training curriculum, and
job aids for CHAs. CHAs are assigned to specific communities, where services are provided universally. While
CHAs are the main communicator to community members about their entitlements, CHSSs and community
health committees (volunteer, community structures composed by local leaders and community members) also
communicate benefits to the community, ensuring patients are empowered to use services.
Table 1: Key Questions to Define and Assess the Benefits Package

Describe the services covered for all providers vs CHWs only (answer for CHW type or
cadre of interest)
Is there an explicit benefits package for all providers that also pertains to CHWs? Or is
there a separate CHW benefits package (or list of services)?
If yes:

How is this benefits package determined and by whom?
What criteria are used to determine this benefits package? (including scope
of services and target population)
Is the benefits package translated into a specific scope of services for CHWs?
Is there a process in place to revise the benefits package? How often?
Are channels in place to inform citizens about their entitlements and
obligations at CHWs under the benefits package?
Do population members have to show a card to get services from CHWs or is
there universal entitlement?

If not:

How is it ensured that CHWs know what services to deliver and to whom?

Service Delivery Standards
As part of the process where the purchaser, CHWs, overarching organizations, and other health system
stakeholders come to terms on the purchasing arrangement, the actors should agree on a set of standards to
ensure a certain level of quality to the patient and integration into the larger health system. Setting clear service
delivery standards is also important in the context of purchasing and establishing output-based payment
mechanisms. The standards specified in a contract or arrangement will often complement these payment
mechanisms to achieve a certain level of quality in outputs. For example, payment mechanisms focusing on
increasing service utilization or coverage rates need to be complemented with explicit standards (e.g. correct
treatment rates, timely delivery of supplies) that community health providers can adhere to in the services they
provide.
Larger health system functionalities, outside of the immediate purchasing arrangement, often play a significant
role in how service delivery standards are set and managed in a country. The design and implementation
arrangements of existing CHW programs will often set training and quality standards, as well as reinforcement
via supervision and continued training opportunities. Supervision of CHWs in particular plays a key role in
ensuring that service delivery standards are met and has been shown to improve CHW motivation and service
quality.35,36 The ability to measure service delivery standards is also a critical capability for purchasing
strategically. The monitoring and evaluation systems around quality and accountability play a substantial role
in how developed and explicit service delivery standards can be in a purchasing relationship with CHWs.
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This section of the tool asks whether the purchaser, or any other actor, defines any quality standards as part of
their purchasing arrangement, what is included in these standards, and how they are reinforced. It also seeks
to better understand how CHWs are supervised, how this reinforces the contract between CHW (or overarching
organization) and purchaser, and aims to understand the CHW perspective in how this supervision is received;
in other words, is it supportive or more punitive?
Service delivery standards for all three types of CHWs in Bihar are set through local government guidelines.
Incentives largely focus on quantity, which can undermine quality. There is limited supervision of ASHAs, ANMs,
and AWWs as district and block authorities often have limited ability to oversee outreach work as well as
manage facility services. For the limited supervision that does occur, it is largely audit focused, checking that
the appropriate quantity of services have been delivered and that the associated documentation is complete.
There is limited supportive supervision or focus on quality. For example, very few ANMs join ASHA home visits
to sick newborns, given their other commitments.
In Liberia, service delivery standards for CHAs are set by the National Community Health Program at the
Ministry of Health, through Liberia’s National Community Health Services Policy and associated strategies and
guidelines. A dedicated cadre of trained community health service supervisors (CHSS) with clinical
backgrounds visit CHAs in their communities twice a month to provide supportive supervision, restock supplies,
deliver payments, and collect data from routine forms. CHSS use standardized supervisory checklists based on
the delivery standards and submit monthly service reports with data from CHA activities. CHSS are based at
health facilities but spend four days a week visiting CHAs in their catchment area (ratio is one CHSS per 10
CHAs).
The CHSS model is supportive and right for CHAs, ensuring standards are met and that systems support reach
the last mile. However, in some health facilities, CHSS may be stretched covering more than 10 CHAs and
supporting additional activities at the health facility. This limits CHSS ability to visit CHAs twice a month,
creating variation in the program’s quality across the country. While nearly 70% of CHAs received two
supervision visits during the first quarter of 2021, there is great variability across counties (with some counties
reaching rates of nearly 100%, and others reaching rates below 50%).37 Furthermore, current ability to measure
more sophisticated service delivery standards (such as correct treatment rates of childhood illness) are limited
by the ability and capacity in place to measure these standards. This is mostly determined by the capacity of
each implementing partner (NGOs) at the county level. Some partners conduct additional surveys to assess
quality of care across several domains, but this is not standard nor regular across counties.
Table 2: Key Questions to Define and Assess the Service Delivery Standards

Does the purchaser use or further define existing service delivery/quality standards for
CHWs as part of purchasing/ contracting decisions?
Gatekeeping and referral guidelines
Clinical guidelines for CHWs
If yes:

How are clinical guidelines reinforced (supervision, incentives)?

What is the role of supervisors in supporting and ensuring service delivery / quality
standards are met?
Does supervision happen regularly?
Does supervision focus more on accountability or coaching? In other words, how do
CHWs perceive the quality and purpose of the supervision they receive?
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Commodities
While it is fairly obvious that CHWs need essential medicines and supplies to be able to adequately provide
services covered by the purchaser, this continues to be a serious, routine challenge for CHWs.38,39 How
purchasing arrangements between the purchaser and CHW are set up can often help mitigate this common
problem by explicitly noting how CHWs will get their medical supplies. This can either be set as a critical input
to be provided by the purchaser or other agency different to the provider (e.g. when supply chain-systems are
largely managed by the government or national procurement agencies) or can be included as part of the
contracting arrangement stipulating that supplies should be procured by the provider.
Broader health system functionalities around the country’s supply chain system, from procurement and storage
to distribution and feedback systems, play a substantial role in whether CHWs face challenges in consistently
having the medicines and equipment they need. Other capabilities and contextual factors such as the ability
of community health providers to procure their own medical supplies in their specific markets can influence
what is feasible to include or not to include in a contracting arrangement. For example, remote health facilities
in rural areas will rarely be able to individually procure medical supplies to distribute in to CHWs in their
catchment area, limiting the possibility to include this as a provision in the contracting arrangement.
This section of the tool seeks to understand whether the purchaser defines a medicine list, the processes used
to determine this list, and whether this is explicitly defined for CHWs. It then assesses the systems set up for
CHWs to consistently obtain the medicines and supplies they need and the processes in place if there is a
stockout. For instance, digital health tools are increasingly being used to address some of these issues at the
CHW level, though these tools are often smaller scale and short-term.40
In India, the drug kit for ASHA workers is determined through national and state government guidelines. It is
mainly procured by the state and district government, and distributed down when items are in stock, leading
to frequent stock-outs. Village Health, Nutrition and Sanitation Committees (VHSNCs), sub-center and PHC
untied funds can be used to procure out-of-stock medicines locally. ASHA Facilitators are meant to resolve
issues with drug stock outs. Having drugs available is a major drive of active community engagement with
ASHAs. Frequent stock outs undermine legitimacy and trust. A study from 2017 found limited availability of
most of the constituents in the drug kit.41 Only 18% of the surveyed kits contained Oral Rehydration Solution
(ORS) packets, and only 15% had paracetamol tablets. Incidentally, qualitative data reports that ORS sachets
and paracetamol are the fastest moving item within the drug kits. Similar issues have been found regarding
the availability of equipment (such as digital watches) and Behavior Change Communication material.
Similarly, in Liberia, the list of essential medical supplies is determined by national guidelines and it is mainly
procured and distributed by the national government, although some commodities are procured in-kind by
donors. At the county level, county health teams distribute commodities to health facilities, where CHSSs
restock to bring medical supplies to CHAs. However, stock-outs at the health facility level are common,
disrupting delivery of supplies to communities. Only 23% of CHAs reported having all essential commodities
in stock during the first quarter of 2021.37 Sometimes implementing partners end up procuring supplies and
supporting distribution to health facilities to ensure continuity of services. This impacts performance across the
country (heterogeneous quality across counties depending on NGO and county capacities) and efficiency in
the use of resources. Stock-outs also have been seen to limit the CHAs’ means and motivation: if they
repeatedly see patients with particular ailments but do not have the medicines to offer the appropriate care,
this can impact the patient’s trust in the CHW and the CHW’s motivation to continue doing patient visits.
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Table 3: Key Questions to Define and Assess the Delivery of Commodities

Is there a medicines list used for purchasing (in general)?
If yes:

Which agency defines the medicines list and how is it defined?
Is there a generics-only policy for purchasing?

Is there a specific medicines list for CHWs?
What is the process for CHWs to get supplies/medicines and any conditions for
accessing supplies (where, frequency, from whom, etc.)
What systems are in place and/or required to support that CHWs get
supplies? (e.g. logistics management information systems, local supply-chain)
What happens when the CHW has a stockout? Is there an accountability
process?
Do CHWs regularly experience stockouts of key supplies or medicines?
If yes:

Try to characterize how often this happens and why it occurs
If available, characterize the usual practice in the event of stock-out in terms
of service provision (e.g. do CHWs refer patients to health facilities? stop
doing house visits until they are restocked? etc.)

Do CHWs have digital health tools or apps that aid them in tracking/requesting
supplies?
What other equipment and logistics support are provided and how is it determined?
(e.g. transportation, communication, weather protection, job aids, storage)
Who provides additional equipment and logistics support?

From Whom to Purchase?
Contracting
Purchasers need to decide how to contract with CHWs to deliver the services included in the benefits package.
This includes defining whether to contract directly with individual CHWs or with overarching organizations that
may sub-contract with CHWs (e.g. community structures, clinics, CHW networks, NGOs) and provide support.
Contracting arrangements should also define the responsibilities of each contracting party, including how
health systems support will be provided to CHWs.
There is no single way or silver bullet when defining the contracting arrangements between purchasers and
CHWs. These will be affected and determined by the specific country context and health system functionalities
within. The community health system structure and degree of integration of CHW programs may affect how
these contracts work: whether CHWs are bundled into overarching organizations that can negotiate on behalf
of CHWs, if existing funding sources and flows pre-determine contracting arrangements, or whether CHWs
have the operational or public financial management (PFM) capacity to directly contract with the purchaser.
For example, when funding for CHW programs is highly fragmented and dependent on external donor sources,
the ability of a government purchaser to determine specific details of a contracting arrangement may be limited
by the donors’ own rules for allocating resources and their PFM systems.
Contracting directly with individual CHWs can be administratively and logistically challenging. For example, in
marginalized or hard-to-reach geographic locations, it is generally less feasible for individual providers to
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independently procure commodities. Furthermore, CHWs require strong systems support to deliver services.
For this reason, contracting and health systems support to CHWs is often provided through overarching
organizations, who provide clinical, administrative, and logistical support to the CHWs to deliver health services
and meet the terms of the arrangement.
This section of the tool seeks to understand the contracting arrangement with CHWs, whether there is an
explicit contracting process with individual CHWs or other parties such as an overarching organization, and
what responsibilities contracting parties hold to provide health systems support to CHWs. The tool also asks if
there is a negotiation process as part of the contracting arrangement.
In Bihar, ASHAs are contracted by the government (specifically, the district health society), AWWs are
contracted by the state government, and ANMs are contracted by the District Health Society (for those on
contracts funded under NHM) and the state government (for those who are permanent staff). Contractual staff
face annual renewals. More information on how they are selected in the next section.
In Liberia, the national Ministry of Health contracts directly with CHAs. At the subnational level, county health
teams are responsible for implementing the national policies, including providing health systems support to
CHAs. In most counties, donor-funded implementing partners (primarily NGOs) provide technical and financial
assistance to county health teams to implement the National CHA program. This includes recruitment, training,
supervision, and payment of CHAs, and other program management and logistics support. Implementing
partners cover specific geographic areas according to criteria established between donors and the national
ministry of health. Typically, they sign a Memorandum of Understanding with county health teams outlining
roles of each party and the scope of the agreement.
Table 4: Key Questions to Define and Assess the Contracting Arrangement(s)

Is there an explicit contracting process with individual CHWs (of each type) or an
overarching organization (e.g., CHW associations, NGOs)?
If yes:

Who contracts with CHWs? Is it the purchaser, the overarching organization,
or another party?
Please describe the contracting arrangement
What responsibilities does the overarching organization for CHWs hold, if
applicable? (e.g. management, training, supplies and equipment, incentives,
other systems support)
Describe the negotiation process (and how often)

Selective Contracting
Selective contracting is critical to purchasing because it allows the purchaser to use certain criteria as a
threshold to choose from which providers to purchase services, or ‘who it will pay or not pay’. In other words,
the purchaser can control the quality of the provider by essentially saying, “we will not purchase services from
you unless the quality of services you provide is above a certain level.” This means that CHWs and overarching
organizations must meet certain minimum requirements to be and remain contracted with the purchaser. This
will often be influenced by the availability, background, and skills of human resources for health in a particular
context, as well as the technical and operational capabilities of overarching organizations present. For example,
CHW selection criteria is highly determined by the population demographics in communities. And overarching
organizations are often NGOs, faith-based, or community organizations already present in specific geographic
areas.
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This section of the tool asks if there are minimum requirements that CHWs must meet in order to be contracted
and whether the requirements clearly delineate recruitment, selection, training, and in-service performance
standards. It also seeks to understand what the process is to ensure that requirements are met and if contracts
are ever terminated.
In India, ASHAs are selected by the community through an opaque process involving community groups,
Anganwadi Workers, village governance institutions, the ANM and block staff. ASHAs must be a woman
resident of the village, and, reflecting the fact that women tend to move to their marital home, either married,
widowed, or divorced, and preferably aged25-45. In theory she should be literate and have 10th standard
education, but that condition is to be relaxed in areas where there are no suitable candidates. AWWs are
selected by a committee of district- and block-level officials, including elected members of the local villagelevel government, called the Gram Panchayat. ANMs must have completed ANM training and are recruited
and deployed directly by the government. To undertake ANM training, they must have finished 12 years of
school, be female, and between 17 and 35 years of age.
In Liberia, CHA candidates must be selected from their communities and meet basic literacy and numeracy
skills (assessed through a test) to be eligible. Then they must undertake four in-person training modules
combined with practical training in the community. After each training module, CHAs must take and
successfully complete an assessment test before moving on to the next module. When their training is
completed, CHAs are deployed and sign one-year contracts, renewable every year.
Table 5: Key Questions to Define and Assess the Use of Selective Contracting

Are there minimum requirements that the CHW must meet in order to be contracted?
If yes:

Do the requirements clearly delineate:
Pre-service training standards/requirements
In-service training standards/requirements
Recruitment standards - attitudes, expertise, and availability deemed
essential for the job? (e.g. member of the community, gender, literacy
and numeracy skills)
Role of community in the recruitment process (e.g. screening
candidates, consulted on final selection)
In-service performance (e.g. meeting expectations in terms of hours
worked, maintaining patient confidentiality, correct treatment rate /
correctly following protocols)
Please note any other ways that requirements are determined

If yes:

What is the process to assess that requirements are met? (e.g. competency
demonstrations such as literacy tests, proof of standard accreditation or
certification, pre and post training tests)
What is the frequency of assessment?
If pre and/or in-service training are required, what is the process for training
CHWs and how is it ensured that training aligns with their responsibilities?
Are any CHWs ever denied a contract or have their contracts terminated? If
yes, please explain further
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If no:

How is it ensured that CHWs have appropriate background, necessary skills,
and competency to provide safe and quality services?

Are there other considerations to be accounted for based on relationship with other
CHW cadres and/or to the other system providers or agencies (e.g., contract status,
supplies, transportation)?

Performance-based Contracting
Performance-based contracting is a type of contracting arrangement that specifically links provisions in the
contract—whether rewards, consequences, or payment—to the performance of the community health
provider. The effectiveness of a performance-based arrangement is determined by the ability of individual
CHWs and overarching organizations to provide services, which is in turn influenced by several health system
functionalities such as the structure of the community health system, funding flows, information systems and
data management, and other technical and operational capabilities. Purchasers seeking to introduce
performance-based provisions in a contract need to closely examine to what extent CHWs and overarching
organizations will have capacities in place to respond to incentives.
This section of the tool asks whether the contracting arrangement incorporates any performance-related
provisions, such as financial incentives related to specific tasks or other non-financial incentives or
consequences linked to performance. It also seeks to understand how the readiness of CHWs to provide
services and respond to performance-based incentives is taken into consideration and incorporated into the
contract.
In Bihar, ASHAs are fully remunerated through pay-for-performance (PFP) and are eligible for 52 different
incentives, although there have been recent moves to provide a minimum amount if a few key targets are met.
As ASHAs are not government employees, they do not receive other benefits such as a provident fund.
Incentives cover a mixture of input (e.g. TA for training), process (e.g. making due lists), output (e.g.
accompanying women for institutional delivery), and outcome (couples adopting permanent limiting methods
after two children) indicators. AWWs are expected to work for up to six hours per day, six days a week, for a
monthly honorarium of Rs 4500 per month (as per central government guidelines) with a top up of Rs 750 by
the state government. AWWs were allowed an incentive payment of Rs 500 per month for the use of the new
mobile phone based ICDS-CAS system but this is currently on hold. There are no formal incentive payments
to ANMs. Contractual ANMs face the threat of non-renewal of contracts in the face of poor performance.
In Liberia, the community health policy states that CHWs may receive performance-based financing (PBF)
incentives, but this is not currently implemented. PBF incentives have been considered from time to time, but
there have not been broader assessments on how a PBF scheme would interact with current contracting
arrangements for CHWs, align with program goals, and ensure capacities are in place.
Table 6: Key Questions to Define and Assess the Use of Performance-based Contracting

Are there any performance-related provisions in the contract between the purchaser
and the CHWs or overarching organization?
If yes:

Are there financial incentives within the contract (related to specific tasks,
number of users, referrals)? Describe
Are there non-financial incentives within the contract (e.g. further training or
employment opportunities, supplies, formal recognition)? Describe
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How are provisions related to the readiness of CHWs to provide services and respond
to incentives incorporated into the contract? (e.g. the contract specifies who provides
the training or supplies, if these are prerequisites or part of the contract and what
happens if these are not provided)

How to Purchase?
Provider Payment Mechanisms
Once the purchasers, CHWs/overarching organizations, and other health system actors have agreed to work
together and on a set of services to deliver, purchasers then need to determine how to pay for these services.
There is a wide range of provider payment mechanisms (PPMs), from paying fee-for-service or by case to
paying per person via capitation (more detail on these is covered in Annex D). While the literature on PPMs
largely focuses on how to purchase from health facilities, not all of these PPM choices are appropriate for
purchasing from CHWs. Most commonly, government or donor purchasers provide salaries and/or in-kind
benefits, pay monthly honoraria, provide performance-based payments, or sometimes, provide no payment at
all (for voluntary CHWs).
The capacity and feasibility of implementation on both the purchaser and CHW side often limits the types of
mechanisms purchasers can use to pay them. CHWs often are individual providers working in rural areas with
limited capacity to manage and process claims and budgeting and financial systems. Moreover, purchasers
naturally prefer to contract and pay aggregated sets of providers (e.g. through a provider association or
overarching organization) rather than individually, which can be administratively difficult for processes like
claims management and M&E. These issues are further covered in the ‘Health Systems Functionalities’ section
on public financial management (PFM), including how it can enable or restrict the types of purchasing
arrangements that can be designed and implemented in a health system.
Each of the PPMs that purchasers can use sends its own signal to CHWs. These can incentivize CHWs to deliver
certain types of services (e.g. antenatal care, immunizations) or provide at a certain level of quality. However,
in reality, these signals do not always come through clearly. Often in health systems, there are multiple
purchasers (e.g. national and local government, and health insurance schemes) who each send their own
signals. These multiple PPMs can diffuse the signal being received by the provider and ultimately, not
incentivize the provider as intended. This is covered in more detail in the ‘Health Systems Functionalities’
section on funding flows. Moreover, whether or not CHWs accept (formally or informally) out-of-pocket (OOP)
payments from their patients also provides a strong financial incentive, which has been seen to impact whether
they contract and receive payments from a large-scale purchaser.42,43
In Bihar, the three types of CHWs are paid in three completely different ways. ASHAs receive 52 different
incentives, which are set by the national and state government. As a result, there are a myriad of different
processes for different incentives—different registers and forms, run through different functionaries, with
different verification processes at different levels. This has led to widespread confusion amongst ASHAs as to
what payments they receive for what services, undermining the incentive nature of the payments. Money is
received into their account, but it is not easy to ascertain what payment is related to what claim.
The complicated payment systems are also well beyond the low levels of state capability in Bihar, leading to
long delays in payment verification and processing (over three months on average). This is also a result of lags
in transfers of the National Health Mission (NHM) funds from the center to states and then down to districts,
with most funds coming in the second half of the financial year. Informally, block and district officials often
delay processing incentives as a means of performance accountability or to extract bribes. Inconsistent
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supervisory and verification mechanisms mean that there is a low correlation between the amount genuinely
due to ASHAs based on the number of services they provide, and the amount they receive.
On the other hand, AWWs are paid monthly honoraria. These are often extremely delayed (up to six months),
which has been shown to contribute to small scale corruption (such as the personal use of food rations intended
for beneficiaries). Finally, ANMs are paid monthly salaries, which are also often delayed by several months.
In Liberia, both CHAs and CHSS receive fixed monthly payments. CHAs receive a fixed monthly incentive of
70 USD for 20 hours of work/week. CHSSs receive salaries between 269 USD – 313 USD a month, with the
highest payment rates for the most remote counties in the country. The public financial management (PFM)
and operational capacities of CHTs are low, and human resource information systems are not sufficiently
robust. In NGO supported counties, NGO partners partially address this gap by using their own systems and
capacities to process the CHW payroll and deliver payments. However, NGO support and capacities are
uneven across counties, and there have been delays in paying CHWs in some counties. Only 21% of CHAs
reported receiving correct, on time payment during the first quarter of 2021.37 Although fixed incentives have
worked well to motivate CHWs to deliver an integrated package to communities, ongoing systems support
challenges in some counties—such as payment delays and stock-outs of medical supplies—threaten to break
the linkage between payment and results.
Table 7: Key Questions to Define and Assess the Provider Payment Mechanisms

Describe the provider payment system(s) used to pay this type of CHW (note any
differences for each service type)?
What are the payment mechanisms for the types of services the CHW is
supposed to deliver? For instance, are they paid fee-for-service, paid via inkind contributions, stipend, per diem, etc.?
Is there a single entity or multiple entities that pay CHWs?
What is the division and flow of payments between the different contract
parties?
If >1:

Are they harmonized or conflicted?
Describe the consequences for provider incentives of multiple payment
systems

Describe the provider payment system(s) used to connect CHWs with other levels of
care (PHC, referral facilities)
How are CHW payment rates and mechanisms determined?
Which agency has the authority to set the type of mechanism and the rates?
What information/data is used?
Is there any negotiation with individual CHW or CHW networks?
Is the process different for public, private, or volunteer CHWs?
Describe the process of the purchaser requesting and processing payment (claims,
billing, etc.)?
Do CHWs submit claims?
If yes:

Do CHWs submit directly to the purchaser or through an intermediate
agency (local facility, network association, overarching organization, etc.)?
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How long does it usually take from the time payment is requested until it is
received? If they are delays, try to characterize how often this happens and
why
Do CHWs have access to systems to track their claim and understand why
partial or denied payments are made?
What is the Public Financial Management (PFM) capacity of the CHW and other parties
(e.g. overarching organization, nearby facility) in the contract (budget
planning/adjustment/execution, infrastructure)
What’s the PFM capacity of each CHW-relevant purchaser? How does it affect the
relationship with providers like CHWs what types of provider payments they can make?
Do CHWs or their overarching organizations have any autonomy over decision-making
and resource allocation to respond to provider payment incentives? If so, describe
Describe any challenges in operational systems, technical capacities, or PFM systems
among CHWs or purchasers that limit the opportunity for output-based provider
payment systems to be introduced or be effective
Does the CHW take out-of-pocket (OOP payments)?
If yes:

Approximately how much of their income is comprised of OOP payments?
What services do they usually take OOP payments for?
How often do they take OOP payments? Any difference by type of client?

Provider Monitoring
If strategic purchasing is defined by the allocation of pooled funds to providers based on information, then
monitoring the behavior and output of the provider is essential. Many LMICs have routine monitoring systems,
such as District Health Information Software 2 (DHIS-2), set up to track utilization of key services, as well as a
Health Management Information System (HMIS) to track the distribution of medical commodities and supplies.
Routine data collection in these information systems is often supplemented with specific activities such as
surveys or site visits made by the provider, purchaser or a neutral third party. In many LMICs, there are also
often parallel monitoring systems that donors set up to track their projects and investments. More active
purchasers will try to purchase health services based on the information elicited across some of these various
monitoring systems.
The robustness of information systems and data management in any given context is a critical health system
functionality that determines how the performance of community health providers is monitored, and what
information is feasible to use in more active purchasing arrangements. For example, the availability of service
delivery data at the community level may limit the purchasers’ ability to make specific resource allocations
based on community-level performance indicators. If these indicators are included in a purchasing arrangement
while information is not regularly available to the purchaser, then the arrangement is likely to be ineffective.
This section of the tool examines how CHW performance and provision is measured and how purchasers may
adjust their payments to CHWs based on this information, if at all. Even if this information is not used specifically
for payments, this section of the tool aims to understand whether there are any non-financial incentives tied to
CHW performance. Beyond short-term data to monitor the purchasing intervention, longer-term data is also
being collected and analyzed to inform programmatic decisions including future purchasing arrangements.
Finally, CHWs can already be overloaded with administrative tasks. Having multiple systems, they must report
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to (i.e. government, donors) can be taxing, time-consuming, and ultimately detrimental to the communities
they serve (i.e. closing early to fill out reporting forms).
In Bihar, ASHAs, who have the most complex way of getting paid among the three CHW types, keep records
and registers which are tightly monitored and audited. They fill out specific claim forms for different incentives.
Research has shown that district and block officials—to avoid punitive action on the district from the state—
collaborate with ASHAs and ANMs to inflate data to show that targets have been met (Das et al forthcoming).
A large amount of time is spent by ASHAs and higher functionaries in completing and managing claim forms
and associated documentation.
In Liberia, CHAs collect routine service delivery data through several paper-based forms. CHSS aggregate data
collected by CHAs into monthly service reports for their health facility catchment area. The monthly reports
are then digitized by county data entry clerks and entered into a national Community Based Information System
(CBIS), which is integrated with national health information systems (DHIS-2). In addition to routine service
delivery data collected through the CBIS, community and facility level surveys are conducted monthly to assess
systems support and how close the program implementation aligns with the national policy. These surveys
cover issues like supervision, availability of supplies, CHW competency, and financial audits.
All performance data from the CBIS and surveys is reviewed periodically by Liberia’s MOH, CHTs, and
implementing partners in national and subnational Quarterly Review Meetings (QRMs). QRMs help to identify
and address gaps in program performance and keep different stakeholders accountable. However, QRMs fall
short when issues fall outside the scope that can be directly addressed by its participants (like stock-outs in
health facilities).
Table 8: Key Questions to Define and Assess the Provider Monitoring

How is CHW performance defined and measured?
How do CHWs collect and submit service monitoring information (e.g. patient data for
payment)? Describe the process and what tools they use (e.g., digital or paper-based)
How does monitoring or performance information flow across the system and back into
the community health system?
What are the current levers for CHW performance improvement (e.g., supervision,
training, community feedback, other)?
Where is the performance data being reviewed?
How is the performance of other actors supporting CHWs (or included in the contract)
monitored?
Is performance information linked to payment or other purchasing decisions?
If yes:

Describe how performance information is used in purchasing and payment
How is the payment adjusted (e.g. via top-up, cash awards, etc.)?
Are there any non-financial incentives tied to performance data that is
collected?
Has there been evidence of cheating (e.g. CHWs adjusting the data to receive
rewards)?

Describe any other routine analyses carried out by the purchaser to make purchasing
decisions
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Throughout this section, we have laid out what are the key elements that need to be considered in a purchasing
arrangement with CHWs and how information can be used in its design and implementation. We also provided
insights on how the purchasing arrangement could be optimized and how key purchasing elements interact
with broader health system functionalities that often affect how a purchasing arrangement is set up, and how
effective it is.
In the following section, we will describe health system functionalities with greater detail, and we will examine
more deeply how each system functionality impacts the purchasing arrangement, including how active (vs
passive), how sophisticated, and how effective it can be. The aim is that, by analyzing how health system
functionalities impact the purchasing arrangement, countries are able to gather insights on where to focus
efforts to strengthen existing health system functionalities and arrangements.
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V. Health System Functionalities and Their Influencing Role in

Purchasing

Purchasing in CHW programs can be framed within system-wide functions that contribute to shifting from
passive to active or strategic purchasing of health care. Purchasing is rarely fully passive or strategic. Rather,
countries at all income levels have a mix of passive and active purchasing, in part determined by the existing
capacity and functionality of different aspects of that country’s health system.
In the context of this framework, health system functionalities can be defined across six domains:
1. Clear definition of roles, responsibilities, and coordination mechanisms
2. Integration of community health worker programs
3. Harmonization and integration of funding sources and flows
4. Public financial management regulations and capacity
5. Operational systems and technical capacities
6. Robust information systems and data management

1. Clear Definition of Roles, Responsibilities, and Coordination Mechanisms
A key functionality that enables effective purchasing is having institutional arrangements that clearly define the
roles, responsibilities, and coordination mechanisms between different health system actors—including
national and subnational governments, different ministries and authorities, donors, regulators, NGOs and
implementing partners, as well as health insurance schemes, both public and private.
Clear definition and assignment of roles and responsibilities involves defining where the purchasing and
delivery functions lie within the health system. In other words, defining which actors are (or can be) purchasers
and providers of community health services and how they relate to one another. This is especially relevant in
vertically integrated delivery systems with an absence of an institutional split between the purchasing and
service delivery functions.
Sometimes, the purchasing function can be fragmented across different actors in the same purchasing scheme
or arrangement. For example, a Ministry of Health may define the benefits package and service delivery
standards, while a Ministry of Finance or national insurance scheme may manage the budget allocations and
determine the payment rates for providers. Or donors may be responsible for allocating and managing funds.
Similarly, countries rarely have a single purchaser. Instead, there are usually multiple purchasers, each with its
own way of doing things, from how they contract providers to how they pay and monitor them. For example,
a Ministry of Health or a District Health office may make routine budgetary allocations to public sector
providers for salaries and operational costs, while a national health insurance scheme may contract with both
public and private providers and pay them using a variety of output-based mechanisms.
Decentralization can also play an important role in how well defined the purchasing and providing functions
are. Depending on the decentralization or devolution context, subnational health authorities can play varied
roles in purchasing, providing, or supporting the provision of health services.
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In all these cases, increasing clarity on who owns which
health purchasing function and assigning specific roles to
the actors responsible for each purchasing function—
through legislation, operating procedures, guidelines,
among other institutional mechanisms—is key to increasing
accountability and the effectiveness of purchasing
arrangements. The callout box lays out key purchasing
functions3 with illustrative roles and responsibilities to be
defined and assigned to specific actors for purchasing
community health services.
Establishing clear institutional roles and responsibilities
makes it possible to identify who has the authority for which
strategic purchasing policies and is accountable for
implementing them.3 In the absence of clear roles and
responsibilities, actors might face ambiguities, duplication
of efforts and misalignment, and hinder strategic purchasing
efforts. For example, different programmatic areas within a
Ministry of Health might make policy decisions affecting
which health services are purchased from different CHW
cadres and how CHW performance will be monitored,
without being accountable for the financial implications of
these program decisions. Meanwhile, a different entity—for
example, a subnational government or a donor—might be
responsible for balancing revenues and expenditures
associated with CHW service delivery, while being unable to
influence the programming or policy levers—defining which
health services are bought from CHW cadres and
monitoring mechanisms—that would enable to control
revenues and expenditures.

Key functions in purchasing community
health services with illustrative roles and
responsibilities
Benefit design and enrollment
Determine the community health service package
and service delivery standards
Determine lists of medicines and equipment
Determine conditions to access services
Assign served population to CHW cadres or
providers

Resource management and allocation
Elaborate budgets
Receive funds and/or contributions
Manage and balance funds

Contracting with CHWs
Contract with CHWs and their overarching
organizations
Develop the technical criteria for contracting with
CHWs and their overarching organizations
Develop selective contracting criteria
Define the reporting requirements of CHWs and
their overarching organizations in their contracts

Provider payment
Determine how CHWs and their overarching
organizations are paid for delivering services
Establish payment and incentive rates for CHWs
and community health services
Paying CHWs and their overarching organizations

Monitoring

In addition to defining roles and responsibilities, institutional
Monitor the performance of CHWs
arrangements must have clear coordination mechanisms
Collect and manage data on CHWs and patients
between health system actors (especially when there are
Use data for performance reviews and decision
multiple purchasers) to increase the effectiveness of
purchasing. Government, donors, CHW program managers
and implementers, must know what are the in-country mechanisms to coordinate—such as steering
committees, stakeholder forums, technical working groups, among others—and how purchasing decisions are
made. Clear coordination mechanisms are essential to reaching consensus and alignment on decisions such as
defining and adjusting the benefits package, defining payment rates, aligning on payment systems and
methods, integrating monitoring and evaluations systems, making adjustments to contracting arrangements,
and so on. Improving governance arrangements by clarifying decision rights, reporting lines, oversight, and
accountability mechanisms can also facilitate coordination, participation and alignment of stakeholders, and
help to manage different interests of the involved stakeholders when there are multiple purchasers.33
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2. Integration of Community Health Worker Programs
The degree of integration of multiple CHW programs within a country is a key factor that can affect the
effectiveness of purchasing arrangements for community health services. Often, countries have several
fragmented CHW programs—managed by NGOs, donors, or different government entities—developed as
stand-alone programs or in parallel to health systems, each focused on its own health objectives and with
different design elements such as CHW remuneration, training, and performance standards. This fragmentation
can often create challenges such as unclear role definition for CHWs; lack of standardization of services; poor
coordination, supervision, quality control and support; and lack of regulatory oversight. These challenges can
be exacerbated by different actors (such as purchasers, donors, or providers) failing to coordinate, fragmented
donor-driven financing arrangements, and lack of recognition of the contributions of CHWs.6,44
Shifting away from fragmentation, integration is characterized by the following in the context of CHW
programs:45
●

Integration of service delivery. Integrating services provided by CHWs across multiple diseases and

●

Integration with care provided at other levels of the health system. Maintaining a continuity of care for

●

Integration of CHWs into the formal health system. Ensuring that all health system functions are

●

treatment modalities instead of having vertical programs specializing in the care of a single patient
condition. This requires integrating all program components, such as training packages, indicators, and
supervision mechanisms.
patients within the health system, whether CHWs provide care at the community level, refer complex
cases to health facilities, and receive counter-referrals for follow-up care in the community.

extended to the community level and support the work of CHWs, such as including CHWs in health
workforce strategies and ensuring that supply chain systems can support last-mile distribution.

Integrating policymaking and management around CHW programs. Ensuring there is convergence
between national CHW policies and broader health sector strategies and reviews.

Integration of CHW programs can facilitate more effective purchasing decisions by defining and standardizing
what services CHWs will deliver, with what quality, and how they will be remunerated. It can do this by not
having multiple siloed CHW programs, each responsible for its own services, contracts, and M&E and
operational systems. Integration can also help by defining who can provide services at the community level,
what is the eligibility criteria of CHWs and the accreditation mechanisms to deliver services (such as training
requirements). Furthermore, integrated CHW programs can improve CHWs capacity and readiness to respond
to incentives by defining how CHWs receive support, such as supplies and mentoring, and by increasing the
capacity of the purchaser to make decisions based on performance via integrated M&E systems.
Integration of CHW programs often requires close coordination and consensus building across different health
system stakeholders. When strong coordination mechanisms are built in-country, these can serve as platforms
for continuous alignment of multiple purchasers and providers of community health services, thus enabling
more effective purchasing arrangements. For example, coordination platforms built for the integration of CHW
programs can facilitate the harmonization of fragmented funding arrangements, and thus improve the
coherence and alignment of incentives that CHWs receive (more detail on the following section).
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3. Harmonization and Integration of Funding Sources and Flows
Fragmented financing arrangements from multiple funders (such as national and subnational governments,
donors, or health insurance schemes) can impact the effectiveness of purchasing arrangements for community
health services. This fragmentation can limit the ability of the health financing system to improve equity and
efficiency by setting consistent, aligned incentives for providers.2
CHW programs are often financed through fragmented funding sources supporting vertical health programs-focused on specific disease areas—or supporting specific components of a CHW program such as training,
incentives, or procurement of medical supplies. This fragmentation increases the number of funding pools and
purchasing arrangements for CHW programs, often resulting in multiple payment methods and associated
supporting systems (e.g. contracting, reporting, data and financial management systems). Consequently, it
becomes more challenging to align provider payment methods and send aligned signals to community health
providers and may also decrease the ability of a national purchasing authority to have full autonomy and
accountability over the allocation of resources.
In the presence of multiple funding sources and pools, harmonizing purchasing arrangements and equalizing
payment rates across populations can increase the effectiveness of purchasing.2 In CHW programs, this could
mean setting a uniform rate for an integrated service package (e.g. all purchasers buy an integrated service
delivery package at the same rate from CHWs), or setting standard contracting policies with community health
providers (e.g. providers are subject to the same set of consequences if they do not comply with the contract).
Aligning payment methods is not about choosing a single instrument or payment method. Each payment
method creates a different set of incentives, with strengths and weaknesses in different contexts. In fact, the
best mix will change over time and requires constant refinement.2 Aligning payment methods is about setting
a coherent set of incentives to work towards UHC objectives.1 If the goal is to increase coverage of an
integrated package of essential health services to rural populations, payments reaching CHWs from different
programs or funding flows should send a coherent signal to increase coverage of the integrated package,
instead of a portion of it corresponding to a specific program. For example, if the goal of a CHW program is
to provide access to a set of primary healthcare interventions delivered within communities, a performancebased program that provides additional incentives to CHWs based on the number of patients referred to
primary healthcare facilities may send a signal—sending ill patients to clinics—that is not coherent with the
objectives of the program, attending to ill patients in the community.
National integrated CHW programs can facilitate harmonization of purchasing arrangements by defining a
standard service package and facilitating coordinated donor efforts to contribute towards unified objectives.
For example, the National Community Health Assistant Program (NCHAP) in Liberia has increased the
harmonization of multiple donor funding sources by setting an integrated and standardized package of primary
healthcare services to be delivered by a fit for purpose cadre of Community Health Assistants (CHA) in remote
rural communities. Through this policy, donor funds directed towards community health services have
increased their harmonization by contributing to purchase a standard community health service package and
paying a set incentive to CHAs.
Finally, using the same accounting and reporting procedures regardless of revenue streams can also facilitate
the harmonization of purchasing arrangements. One way to progressively harmonize accounting and reporting
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procedures in CHW programs may be using integrated community health costing tools iii with standard
categories of programmatic and community-level service delivery costs that are reviewed and discussed on a
regular basis in existing health sector coordination meetings. Although full harmonization may be limited in
the short term by the public financial management capacity of purchasers and providers (more on this in the
next section), community health purchasers and providers could adapt their accounting and reporting
procedures over time to match the standard categories included in costing tools, thus increasing harmonization
across revenue streams.

4. Public Financial Management Regulations and Capacity
Public financial management (PFM) laws and regulations determine how public finances are managed,
including how the finances flow through the health system and how service providers are paid. PFM rules and
the existing PFM capacity of purchasers and providers can enable or limit strategic purchasing arrangements.
An enabling PFM environment can reduce barriers to implementing provider payment reforms, improve
provider autonomy, and increase accountability.
On the purchasing side, an enabling PFM environment consists of purchasers that have the capacity to: i)
contract with and manage multiple providers, including individual CHWs and overarching organizations; ii)
collect, manage, and process information that is used to make purchasing decisions (vs passively allocating
based on historical precedent); and, iii) design/develop more sophisticated provider payment mechanisms to
meet specific objectives, such as case based groups or capitation (vs input based budgets).
Flexibility in rules governing the allocation and use of public funds can facilitate the transition from input to
output-based budgeting, and allow a purchaser to pay health care providers for outputs or results (e.g. services
delivered, or persons registered) instead of only inputs (e.g. line-item budgets for labor, supplies, etc.).3 In
other words, PFM rules that enable shifting away from detailed input-based budget formulation and
expenditure management, to program-based budgeting that allows clear identification of purchased services
are a key precondition to strengthening the PFM capacity of the purchaser.
On the provider side, an enabling PFM environment consists of community health providers that have: i)
budgeting and financial management capacity; and, ii) managerial and financial autonomy to flexibly use funds.
Often, funds are controlled by a local facility, district, or national government with rigid rules on how funds can
be managed or used. But greater flexibility could lead to a more enabling environment. For example,
overarching organizations often deliver pre-service trainings or refresher trainings to CHWs. In this case, PFM
rules that are flexible and allow overarching organizations to decide ‘how’ the training is delivered and with
which inputs (e.g. allowing training providers to choose between different training modalities such as
centralized in-person trainings, decentralized training-of trainers cascade trainings, digital based trainings) can
drive innovation, quality, and efficiency savings.
Overarching organizations will often hold budgeting and financial management responsibilities, rather than
individual CHWs. Budgeting and financial management capacity can vary widely across overarching
organizations and can impact the effectiveness of purchasing arrangements. For example, a small PHC clinic
with essential staff may have limited budgeting and financial management capacity (such as time and human
resources required to fill out forms, submit accurate data required by the provider, and file claims) compared
For more details and an example of an integrated community health costing tool, please see Management Sciences
for Health (MSH) and UNICEF, Community Health Planning and Costing Tool, 2021:
https://www.msh.org/resources/community-health-planning-and-costing-tool
iii
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to potential overarching organizations, such as a county health team or an NGO, with a full CHW program
management structure. Thus, the budgeting and financial management capacity of the provider should be
taken into consideration and appropriately contextualized when designing and implementing purchasing
arrangements.
Finally, managerial and financial autonomy to flexibly use funds should be accompanied with clear
accountability mechanisms that are supported by operational systems, as well as monitoring and evaluation
systems (described in the following sections). There is a reason why providers are not always given full
autonomy and flexibility with their funds, including fears of corruption, so accountability mechanisms are
essential to give CHWs and overarching organizations the flexibility they need while maintaining a fair system.

5. Operational Systems and Technical Capacities
Strategic purchasing requires building the operational systems and technical capacities needed to contract,
pay, and monitor service delivery and providers. Operational systems and technical capacities can be grouped
into three major categories:
●

HRH production, contracting, distribution, and maintenance. Ability and systems in place to recruit,
train, and select health workers, contract with them, and routinely support and maintain them. This may
include having appropriate community engagement systems in place, as well as the ability to deliver
payments to CHWs in their communities.

●

Accountability systems at all levels. Ability and systems in place to monitor quality of care and provider
performance that allows to keep stakeholders accountable. This often requires conducting regular
monitoring visits to sites where health services are provided, the use of checklists to examine key
aspects of quality of care and performance, regular reviews of routine recording systems, assessments
of availability of key inputs (e.g. medicines, equipment, vehicles), and availability and morale of health
workers.

●

Commodity/equipment/supply procurement and distribution systems. Ability and systems in place to
procure supplies and support distribution to the last mile.

In CHW programs, overarching organizations can often play a key role in supporting purchasers to establish
operational systems for contracting and paying individual CHWs. Furthermore, different cadres of CHWs (for
example, those with higher clinical backgrounds) can be leveraged to support quality assurance and conduct
quality of care assessments to CHWs providing services. For example, in Liberia, in counties where the Ministry
of Health contracts with CHWs, implementing partners at the county level support local authorities to ensure
that eligible CHWs receive the required pre-service training, and once deployed, to process the payroll and
deliver payments to CHWs in their communities. To support monitoring and supply-chain systems, a dedicated
cadre of CHW supervisors’ visits CHWs twice a month to restock CHWs and collect data from routine forms.
And in some counties, quality assurance officers based at the district level visit CHWs to conduct quality
assessments.
On the supply-side, there also could be operational barriers depending on how integrated CHWs are with the
larger PHC and referral facility systems. In some LMICs, CHWs are well-integrated operationally with local
health facilities; they receive supervision, supplies and commodities, and submit monthly tracking reports to
their local PHC facilities. In other contexts, CHWs are relatively disconnected from the larger health delivery
system, as donors fund CHW programs to address specific vertical program areas that may run parallel to the
local provider system.
40

Civil service rules require some attention in the context of CHW programs. Often, civil service rules do not
allow CHWs to become civil servants—even when contracted by the government—due to public sector payroll
constraints. In these cases, it is key to take into consideration how CHWs will be remunerated for their services,
especially in the context of reforms that move towards output-based payments. Sometimes, performancebased payment methods are built under the assumption that human resources (e.g. salaried staff at the health
facility level) and infrastructure costs are already covered and thus only provide a marginal cost payment per
service delivered (e.g. covering the cost of medical supplies). While this might work in contexts where the
payroll is already fully covered by the government or other purchaser, designing and implementing these types
of provider payment methods in CHW programs require making sure that CHW remuneration is taken into
consideration. Furthermore, these payment methods require taking into consideration the markets in which
CHWs or other community-level providers operate and whether they would be able to access competitive
markets to buy their own inputs such as medical supplies or other equipment (this would rarely be the case in
rural remote environments).

6. Robust Information Systems and Data Management
Information systems supporting feedback loops on program performance are the backbone of strategic
purchasing. Building robust information systems and data management for decision making can progress
across three main dimensions:
●

What information systems exist, at what level, and for what? LMICs can have a range of limited to more
comprehensive information systems that include data on service delivery and use at the patient level
(instead of aggregated data), provider behavior and performance, and health systems support (e.g.
training, supervision, incentives, and supplies).

●

How do these information systems align with each other? LMICs often suffer from siloed fragmented
data systems rather than harmonized and coherent data systems--in terms of what information to
generate, how to manage, analyze, and use it. This is especially important in countries where there are
multiple CHW programs that are not integrated with each other or the formal health system.

●

How can these be used for strategic purchasing? This dimension implies progressing from limited to no
use of data for decision making to using data for performance management and accountability.

●

How to improve data quality? This dimension implies improving the completeness, accuracy and
consistency of data collected. In some cases, this may imply leveraging digital collection tools, or
conducting additional surveys or spot checks to assess consistency of data across systems.

In many LMICs, one of the major obstacles to strategic purchasing resides in fragmented or even absent
information systems.1 Often, health information systems (and sub-systems) are organized by different schemes
or programs. This is a common challenge when CHW programs are fragmented and not effectively integrated
into the broader healthcare system. Information necessary for decision making might be available within
multiple data systems that are not effectively interoperable, limiting the possibility of using the data for
performance management or purchasing decisions. In these cases, harmonization and integration of data
systems through progressive efforts or policy reforms will almost always facilitate strategic purchasing moving
forward. A practical way to increase data harmonization may be introducing a data warehouse, like DHIS-2, to
extract relevant data points from multiple systems.
Linking payment to data can promote investments in health information systems to improve data verification,
performance measurement, contract management and enforcement, and enable timely payments. The long41

term focus will be on creating a sustainable, unified information system for provider payment and developing
affordable, cost-effective verification mechanisms. This would enable provider performance, including the links
to other levels of health care, and active purchasing decisions to optimize for desired impact.
In CHW programs, data on the quality of care, availability of medical supplies, timely receipt of salaries or
incentives, and supervision frequency, are as important for monitoring program performance than data on
utilization and health service delivery. For this reason, developing comprehensive information systems that
include data on health systems support and human resource management is also key to enable performance
reviews and decision making.
Most health information systems in LMICs are built on aggregated utilization data—instead of data at the
patient level—which provide partial information on actual utilization of services and estimates of population
needs.1 This lack of information makes it difficult to adapt purchasing mechanisms to respond to identified
equity or efficiency problems or to fully monitor provider behavior and patterns of service use. For example,
when community level data is aggregated at the health facility level, it might be more difficult to identify
differences in health outputs or the performance of CHWs serving specific communities.
Many CHW programs operate in rural remote settings where access to electronic systems and connectivity is
limited. In these contexts, supervisors and overarching organizations supporting CHWs can play a key role in
strengthening data collection systems and monitoring performance. For example, in Liberia, CHWs routinely
collect patient level data through paper-based forms. Then CHW supervisors, who visit CHWs twice a month,
aggregate data collected by CHWs into monthly service reports for their health facility catchment area, which
is then digitized by county data clerks and entered into Liberia’s Community Based Information System.
Currently, some counties are piloting digital data collection systems in which CHWs and their supervisors use
smartphone-based applications (designed to function offline) that can reduce the time required to collect and
collate data and reduce errors when paper forms are digitized.20
As countries increasingly aim to use data for performance management, decision making, and accountability,
data should be widely available to stakeholders in the purchasing system. For example, purchasers should be
able to access data necessary for making resource allocation decisions. If the purchasing function is fragmented
across different government departments, or between donors and government agencies, then a mechanism
should be in place to make information available to all actors. Similarly, community health providers need
regular access to information to adjust behavior and performance.
Ultimately, building strong information and data management systems is an ever-improving process and
continuum. The call out box illustrates initiatives taken in Bangladesh and Liberia to harmonize, integrate, and
strengthen their community health information systems to continuously improve program performance.
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Strengthening community health information systems and data use in Bangladesh and Liberia
Data harmonization through Community Micro-planning Meetings in Bangladesh
In Bangladesh, three main cadres of government CHWs provide services from community clinics. Each cadre has its own
service scope, supervision structure, training, referral mechanisms, and health information systems. To increase
harmonization among CHWs--including data entered into their own information systems—and improve performance, a
local project recently introduced Community Micro-planning Meetings. In these, CHWs, their supervisors, and local
government officials meet monthly to share information about the target population in the community clinic catchment
area, and to discuss activities and coverage priorities for the coming month. Through these routine interactions, CHWs
prepare a joint work plan and align data in their monthly reports, which are then submitted through their separate systems,
and later integrated into national health information systems. Though CMP are not yet nationally scaled, learnings from
these have been incorporated by the Government of Bangladesh into the National Strategy for Community Health
Workers (2019-2030), and there are plans to further incorporate learnings into a national sector monitoring and evaluation
plan.
Developing an integrated Community Based Information System in Liberia through policy reform
Prior to the introduction of the National Community Health Assistant (CHA) Program in Liberia, challenges of fragmented
data systems, indicators, and collection methods across partners implementing CHW programs led to poor data quality
and difficulties in measuring performance. In 2015, the standardized CHA cadre was introduced through National
Community Health Services policy review. Responding to previously identified challenges, the MOH convened key health
sector stakeholders and partners to design a Community Based Information System (CBIS) with a harmonized indicator
framework, data collection forms, standard operating procedures and data collection processes. Today, the CBIS is
nationally scaled with all indicators integrated into national health information systems and used during monthly and
quarterly program review meetings.
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VI. Response of Purchasing in CHW Programs
Response: Provider and Purchaser Behaviors
The effectiveness of the purchasing arrangement depends on how the arrangement is set up, the clarity,
alignment, and consistency of the resulting signals sent, how the provider responds to the arrangement’s
signals and the influence of the external environment. Traditionally in passive purchasing arrangements,
purchasers will often use input-based budget allocations to pay providers, like CHWs programs that were built
from historical spending information. As purchasing becomes more strategic, payments are increasingly linked
to achieving target process-level indicators and outputs.
Strategic purchasing assumes that individuals and/or organizations will exert more effort to achieve the
performance targets to maximize their financial incentives, which in turn will improve outcomes. For providers
to respond to the incentives they must: 1) understand the clear link between their behavior, performance
targets, and the consequential incentives; 2) be sufficiently motivated by the incentive to adjust their behavior
to achieve specific performance; and 3) have sufficient degrees of control to achieve a target. When designing
the intervention, the purchasing arrangement characteristics should contribute towards realizing these three
critical response conditions. For example, when deciding How to purchase, the six incentive payment attributes
can contribute to providers’ response: frequency, size, payments coupled with salary, lag time between
reporting and payment, rewards vs penalties, and use of money.30
There is a wide variation of documented effects for purchasing schemes. Some systematic reviews have shown
improved processes of care, which generally have clear behaviors needed to achieve the target. However, few
have demonstrated improved health outcomes which are typically less under the provider’s control.30,46 There
is a need to further analyze how specific purchasing arrangement characteristics affect community health
providers behavioral response given the unique external environmental and contextual constraints that CHWs
and overarching organizations face.
The purchaser and providers can respond through the way they manage inputs and outputs to achieve the
agreed upon performance targets. This section will describe the different domains of inputs, and outputs that
can be used for more holistic measurement of CHW performance and inform more sophisticated purchasing
arrangements. When there are multiple providers within one CHW program, it is important to standardize
across interventions to compare performance between providers and aggregate programmatic information
and impact.

Input Management
For the provider to deliver on the agreed upon services, they depend on different critical inputs, including
human resources, equipment and supplies, medicines, and logistical infrastructure. The setup and ability to
manage these inputs depends on the characteristics of purchasing arrangements (previously discussed in What
to purchase), the system functionalities, and the degree of autonomy they have. More passive arrangements
or those that don’t define specific performance targets are less likely to see responding adjustments of inputs
to support achieving specific objectives or efficiency gains. The greater the extent of interdependence
between providers and health system functionalities or systems outside of their control, the less providers are
able to respond to strategic purchasing incentives and meet performance targets. For example, CHW cadres
obtaining their medicines (in-kind) from public supply-chain systems, as is the case in Liberia and Bihar, limits
their ability to respond to incentives. In these cases, they could only provide treatment when these systems
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effectively procured and delivered the required medicines. With greater autonomy, particularly with a lump
sum payment, providers can adjust the input mix to ensure they meet the targets of the arrangements.

Outputs
Output management is what providers do to achieve the purchasing arrangement performance targets within
the allocated resources. This includes planning, recruiting, training, supervision, administration, and finance
activities. The provider’s focus and behavioral response will vary based on the characteristics and incentives
included in the purchasing agreement.
The Population Council has recommended that CHWs’ performance should be measured holistically, including
indicators along four domains: CHW competency and well-being and community access and communitycentered care.21 These outputs highlight the many factors that influence the overall outcomes of community
health. It is important to keep in mind that the purchasing arrangements characteristics only partially influences
performance, for as the conceptual framework illustrates, outcomes are also affected by the health system
functionalities and contextual factors. All the outputs discussed below provide relevant information for
providers to adjust their behavior and strengthen the intervention’s performance, however only some of the
related indicators are practical to directly link to payments.
CHW competency and well-being
CHW competency measures the ability of CHWs to deliver the assigned services, including CHW knowledge,
service delivery, service quality, absenteeism, and data reporting. CHW’s competency goes beyond training,
although even training can be hard to track with high turnover of CHWs and across the different training
organizations. Going beyond tracking whether a CHW is trained, requires determining whether a CHW has
sufficient knowledge and capacity to conduct their full range of tasks and is performing the desired
tasks/services to the standard specified in What to purchase. Assessing CHW competency can be done
practically by implementing pre and post training tests, and regular quality of care assessments after
deployment. Purchasers can include these types of tests or competency assessments as a selective contracting
(or performance-based contracting) criteria, motivating CHWs and overarching organizations to ensure that
assessments take place.
CHWs service delivery and quality indicators are commonly linked to payments with the aim that providers
adjust their activities to maximize payments for the specific intervention. In contexts that have clear procedural
guidelines, interventions have been shown to increase adherence to them, particularly if service quality
indicators are linked to provider evaluations and payments.46 Measuring the validity and completeness of data
is another factor that is often monitored to influence providers’ behavior. As purchasing becomes more
strategic, the accuracy of reporting data is essential for the consequential payments, to limit the opportunity
for corruption, and for programmatic decision-making.
Routinely measuring the quality of the activities can be difficult or expensive, and so although it is often
described as one of the benefits of strategic purchasing, quality is not commonly linked to incentive payments.
Structural quality (e.g., has the CHW been trained, did they receive supervision visits, do they have the
commodities/ supplies they need, how much did they provide) is easier to track but can still pose challenges,
particularly for such a dispersed cadre without digital feedback loops. The majority of CHWs are in remote
areas, still operating on paper-based systems, making linking individual payments to routine data collection in
a timely way very difficult. Measuring process quality (also known as quality of care) is even harder to track,
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especially in a routine way that can be verified. These include how the CHW interacted with the patient and
adherence to guidelines/protocol.
CHW well-being includes motivation, job-satisfaction, and attrition/retention and can be used as a proxy to
measure the effectiveness of the systems that support the CHWs. CHW motivation refers to both the intrinsic
and extrinsic factors that influence whether CHW’s want to perform their assigned tasks and are associated
with the sense of purpose. Job satisfaction refers to CHW’s ability to perform the tasks in that particular
context, including having adequate inputs, perception of trust and support from both supervisors and the
community. Measuring attrition/retention is often linked to whether CHWs receive complete and timely
remuneration. These factors can be especially challenging to track for a volunteer cadre. Although it may be
difficult to directly link purchasing payments to these outputs, these softer factors have been shown to
determine CHW performance.34,47 These factors could be actively monitored to flag when adjustments are
required to improve CHW performance, often through the overarching organization’s support or the
purchasing arrangement and its supporting inputs.
Community Access and Community-centered Care
Community access measures to what extent community health services are delivered in a timely manner, with
consideration for physical and social access. This can include the use of services, knowledge of service
availability and referral/counter-referral to the nearest health facility. Timely and appropriate referrals to health
facilities is a central role of the CHWs. Counter referrals provide continuity of care at home after a patient has
been discharged from the health facility. Clear referral guidelines link CHWs to the formal health system and
vary based on the type of CHW and based on the diagnosis. When providers are given more autonomy and
have substantial incentives, they have been seen to respond in innovative ways to increase community access
to realize their coverage targets.48
Community-centered care measures the community’s involvement, experience and perception of the services
provided by the CHWs. Given the multi-dimensional and highly contextual specific nature of community health
systems, community engagement and empowerment are essential to help design and maintain appropriate
services. This can involve community meetings and the ability for the community to provide feedback or
participate in accountability processes. The community and patients’ experience of care is an indicator that
conveys levels of satisfaction and perception of respectful and appropriate care. Credibility and trust of the
CHW, and therefore of the services provided, is an important indicator that should be adapted to the local
socio-cultural context. This can provide insight to whether the CHW has legitimacy in the community and
whether there are other community barriers that limit CHW’s opportunity to provide care. Although this is an
important indicator that impacts CHW performance, it is not practical to be linked to purchasing payments.
To routinely measure these types of indicators (see Table 9 below) and then base payment off of them, can be
a daunting task for many purchasers. Health system functionalities (discussed earlier) play a major role in
determining what kind of information can routinely be collected to then base any payments off of. In Rwanda’s
initial PBF pilots, some community level activities were included (bed net distribution, home visits for essential
services and promotional activities). The PHC PBF earnings = (fees * quantity) * (% quality score). This quality
score was assessed quarterly by a supervisory team to monitor services and predefined variables in a
standardized checklist. A full score of 100% provided the full payment, whereas substandard quality
proportionally decreased the incentive payments.48
Emerging programs may also want to include economic factors to justify the financial investment. Within the
outputs discussed above, some will be more appropriate for early Community Health programs, while others
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are more relevant for integrated programs. As purchasing becomes more strategic with an output-based
payment system, predefined targets will be the basis for payment in an aim to influence the provider’s focus
and response.
Table 9: Illustrative Indicators for Measuring CHW Performance

Domain

Sample indicators

Performance Outputs - CHW Level
#/% of CHWs who have passed knowledge/competency tests (following training)
Average # of home visits made by CHWs in the last month (indicator to be disaggregated by
type of home visit—i.e., sick child visit, antenatal care)
CHW competency

#/% of CHWs who correctly identified the case/health problem (as per items in a checklist)
#/% of CHWs who correctly addressed (treated) the identified health problem (as per items in a
checklist)
#/% of CHWs with all the key stock commodities in the last reporting period

CHW well-being

In the last 3 months, #/% of CHWs who have reported on their activities

Performance Outputs - Community Level
#/% of households who received at least one visit by a CHW in the last 3 months
% of women / men who reported talking with a CHW about family planning in the last 12
months
% of women who saw a CHW for antenatal care services for most recent pregnancy
Community access

% of children under 5 seen by a CHW for diarrhea / fever
% of mothers who received postnatal care within 2 days of childbirth (regardless of place of
delivery)
Proportion of overall treatment coverage of diarrhea and malaria being provided through iCCM
by CHWs (reported separately for each iCCM condition)

Communitycentered care

#/% of women/households who express satisfaction with services they received from the CHW
in the last 3 months

Source: Excerpt from Agarwal, et al.21

Many case studies have found that implementation of purchasing interventions can have unpredictable
consequences, requiring flexibility and adaptation to address these issues and reach the desired impact.49,50
For example, the practice of verification (quantitative, qualitative, and community) for an RBF arrangement was
found to be more time consuming and costly than planned and ultimately limited the time available for data
analysis and feedback for staff to improve service delivery. These challenges also delayed payments of financial
incentives, distancing the connection between effort and reward.49 Routine performance monitoring of outputs
can show early signs of challenges and allow providers and purchasers to adapt actions within an intervention.
At a larger scale, this information can inform future purchasing and programmatic decisions.

Outside the Scheme
Beyond the response of direct purchaser and provider behavioral response, there can be additional responses
outside the scheme, such as the provider market and service provision.
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The aim of purchasing for community health programs goes beyond the goals of any one particular
intervention, but is to improve the access, quality, equity, and efficiency of community health services for a
given community population (to be discussed in the impact section). Similar to purchasing at other levels of
the healthcare system, community health expands services using existing providers in the area. Unlike other
levels, there is often limited selection of providers within the competitive provider market. Following the
establishment of a purchasing intervention, depending on how attractive the terms of the purchasing
arrangement are for providers, the market may see new or additional providers enter to compete for future
purchasing agreements. On the other hand, purchasing arrangements can also lead to market concentration
by awarding large contracts / agreements to a sole provider, pushing out those that were not selected.
By choosing which services to include in the intervention’s benefit package, there can be a secondary effect
on the equity and accessibility of the services that were not included to be aware of. If these decisions are
made with a holistic perspective, resources from different vertical donors can be used to complement one
another offering the population a full set of essential services. However, in practice this can lead to fragmented
and siloed services across different providers. If different service packages are offered by the same CHW, it
can also lead providers to focus on particular services at the detriment of others. For example, if a purchasing
intervention focuses on maternal and newborn health, providing incentives for prenatal visits and referring
pregnant mothers to deliver in a nearby facility, the CHW may choose to prioritize these activities to gain
additional financial bonus instead of providing other services that are not incentivized from the integrated
package, such as malaria tests and treatment. Being aware of potential responses relating to service provision
outside of the intervention may help mitigate or address perverse reactions.
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VII. Impact and Community Health Performance
Many countries turn to purchasing in an effort to address inefficiencies and improve quality, access, equity,
and efficiency of community health services. Numerous authors have written about these four dimensions in
response to purchasing interventions. Improved access is the most common and consistently demonstrated,
whereas the other three have more mixed findings.51–53 All four dimensions are important to understand
whether the purchasing intervention is having the desired impact on community health for the local population,
and in turn whether these will help achieve the desired health outcomes.
Purchasing arrangements may prioritize a few impact dimensions, and would therefore design the purchasing
arrangement characteristics, targets, payments, and monitoring differently when compared to arrangements
to improve all these dimensions. After monitoring the impact and evaluating whether the intervention is
influencing the necessary response to achieve the impact, the purchasing agreement should be adjusted to
address the challenges faced and build from what is working well. We discuss each briefly to provide an
overview of what impacts may help bring about the desired health outcomes in different contexts.

Access
With the global health community’s recent focus on universal health coverage, purchasing is seen to expand
access towards achieving this goal. Access is the ability of a population to use health services when needed. It
indicates the presence, or absence, of physical, social, or economic barriers). For community health these
barriers could include the distance that needs to be travelled, the availability of CHWs within communities,
particularly when they are volunteers without a regular schedule, or point-of-care user fees. Improved access
can also refer to expanded reach of services that were not previously available (e.g., TB treatment, new
contraceptive methods, or chronic disease care). Increased access is one of purchasing’s main goals as it takes
advantage of different types of providers present in the area, influencing them and the market’s behavior
through incentives.
The terms established in the purchasing arrangement can influence the extent and type of change in access
for the specified population. Details around user fees can influence the economic barriers or removal of those
economic barriers. For example, if a private for-profit provider is given autonomy to cover a region without
any restrictions, they may include high user fees to maximize revenue limiting access for the poor and other
marginalized groups. Aligning payment mechanisms with clear and specific indicators can help influence the
desired impact: fee-for-service may encourage increased access to target interventions, while adding
incentives to increase effective coverage for a specific target group—such as remote rural communities–may
increase healthcare access for everyone.

Quality
Improving quality is another frequently cited reason for purchasing community health services. Quality can be
defined via three domains: patient safety, clinical effectiveness, and patients’ experience.54 Which quality
domain is prioritized depends on the larger health system goals, local context and purchasing intervention(s).
The extent of quality improvement depends in part on how service delivery standards are defined, on how
quality will be supervised and monitored, and how it will be linked (or not) to specific incentives. If quality is
not specifically defined within the purchasing arrangement, service delivery can fall to unacceptable levels and
not improve overall health outcomes. However, interventions that are too prescriptive can also limit the
provider’s ability to deliver services and adjust appropriately to reach the desired results.
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Equity
Equity means ensuring that every person has the opportunity to achieve their best health. This includes fairness
in access, utilization, and health outcomes of community health. It also includes how the intervention is adapted
to address specific needs of certain individuals and groups (e.g., socio-economic groups, certain ethnicities,
etc.). To improve equity, the intervention and community should both acknowledge and attempt to address
physical, social, or economic barriers to care. Similar to access, equity objectives of purchasing often target
increased utilization for specific populations, and the extent of change will largely depend on the characteristics
of the purchasing agreement. For example, performance requirements and/or specific targets or incentives for
serving the target group may motivate providers to roll out innovative approaches to seek out those
individuals.

Efficiency
Efficiency generally refers to the community health system outputs relative to the inputs invested. Improved
efficiency aims to produce better performance relative to the human resources, equipment/supplies, time, and
financial inputs used to produce these outputs.55 Purchasing may improve efficiency by increasing CHWs
motivation and supervision, shifting accountability for the services closer to the provider. It should be noted
that this is only the case if the incentives included in the purchasing arrangement reach the individual CHWs in
a timely and regular manner, reinforcing the link between their performance and rewards. Allocative efficiency
incorporates consideration for the relative social value of different services (outputs or outcomes). In this case
the intervention would optimize for the most socially relevant result with a given level of inputs. For example,
in some contexts interventions that prioritize immunizations can have a positive impact both on the direct
recipient as well as others around (positive externalities). Other interventions are designed to maximize certain
services by contracting others out to providers, again increasing allocative efficiency.
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VIII. Insights from Applying this Framework and Tool in India and
Liberia

This framework and tool provide a systematic way to think about i) the key elements to be considered in a
purchasing arrangement with CHWs, ii) the bottlenecks that arise and how those may be linked to these
arrangements and broader health system functionalities, and iii) where to go next and focus efforts and
investment to improve the purchasing arrangement to achieve UHC goals.
The tool is designed to be applied in LMICs with CHW programs. To test the tool, we applied it in India and
Liberia (results are provided in the Annex). The tool is organized and can be used as follows:
●

●

●

●

Overview of actors. Identifies the existing CHW cadres in the country and their relationship with any

type of organization that oversees their work (these are defined as the overarching organizations). This
section also maps all the purchasers, or all the actors with a purchasing role, that purchase services from
the identified cadres of CHWs.

CHW background. Gathers all relevant background from the identified CHW cadres, including their

structure and coverage (e.g. scope, roles, and responsibilities, linkages with the health system), systems
support they receive (e.g. training, supervision, information systems), and their general policy,
governance/ management, and financing arrangements.

Purchasing arrangement. Structured around the three decisions that purchasers make (what to buy,

from whom, and how) and its defining elements (benefits package, selective contracting, payment
methods, etc.). The tool examines how each element of the purchasing arrangement is defined, how
information is used, what are the bottlenecks that may be affecting the effectiveness of the purchasing
arrangement, and how these relate to broader health system functionalities.

Results. Examines intermediate results, outputs, and outcomes, related to CHW performance and the

effectiveness of the purchasing arrangement.

Once we conceptualized how each of the countries purchase from CHWs, we used the findings to harvest
insights on how the purchasing arrangement could be optimized in each country's context to achieve the
intended outputs and impact, and where to focus efforts to strengthen existing arrangements and health
system functionalities.
The results from the implementation of the tool in Bihar and Liberia can shed some light on the types of
practical insights the framework and tool can produce. While the country application briefs in the Annex have
the full recommendations that emerged from this work, we can highlight the top three insights from data
collection and analysis in Bihar and Liberia. These can be shared with and acted upon by the corresponding
government authorities to target specific areas of improvement in how they purchase health services from its
sets of CHWs. Full country applications, findings and recommendations can be found in Annex A and Annex
B.

Bihar, India
First, the state government, as the main purchaser, should consider a prioritized benefits package. The
responsibilities and number of services provided by all three workers continually increases, well beyond what
is realistic given catchment areas and caseloads. Inevitably, CHWs in Bihar prioritize amongst competing
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demands and compromise on coverage and quality as it is not possible to deliver everything that they are
mandated. While parallel reforms are made to ease workloads, it may be appropriate to consider what services
are most essential and focus on supporting CHWs to deliver those with quality and high coverage. For example,
home visit-based detection and treatment of newborn and infant sickness may not be feasible through ASHAs
and current interventions to try and promote this may be counterproductive in terms of actual effectiveness
and negative externalities on other services.
Second, disbursement processes need to be reformed to improve the timeliness of payments. Long delays—
sometimes up to six months, in receiving incentives (ASHAs), honoraria (AWWs) and salaries (ANMs) are a
major cause of demotivation, confusion over what incentives were received for what output (ASHAs), pilferage
of grains (AWWs), and the demand for informal payments from community members (ASHAs and ANMs). This
is partly caused by manual processes at the decentralized level that challenge low levels of state capability and
allow for discretionary delays—either as an informal method of performance management or to extract bribes.
Automated, routine systems should be adopted for the transfer of incentives/honoraria/salaries, presumably
as part of an integrated electronic HRMIS.
Third, the government needs to ensure adequate infrastructure, supplies, and equipment. The ability of all
three cadres to deliver mandated services are undermined by a chronic lack of infrastructure (particularly nonfunctional sub-centers and deficient Anganwadi Centres), equipment, medicines, and other supplies. This also
undermines the positionality of CHWs with their communities and the extent to which they can form trusted
relationships. There are currently low levels of absorption of budgets, particularly for untied funds at the subcenter level, which can be unlocked through better public financial management processes and capacity
building and can contribute to ensuring that CHWs have required resources.

Liberia
First, having a national integrated community health program has been a key milestone in defining and
standardizing what services are delivered to communities, what is the role of different CHW cadres, how CHWs
are selected and trained, and once contracted, how they are supervised, monitored, and paid. The program
design has worked well to incentivize CHWs, support them to fulfill their roles, and expand healthcare coverage
to rural communities. But payment delays and stock-outs of medical supplies remain significant system support
gaps that limit CHWs’ motivation and ability to deliver results in some counties.
Second, partnerships with NGOs to provide systems support to County health teams (CHTs) has proven an
effective way to leverage existing operational and technical capacities and address gaps, especially in counties
where local government capacities to manage the program are still being built. However, there is variation in
NGO capacities and support across counties that ultimately affect program quality and performance. Current
contracting arrangements may be improved by standardizing NGO support to CHTs and formalizing the
agreements between them to increase role clarity and accountability. This includes using metrics and data
currently collected to review both government and partner performance in quarterly review meetings and
other health sector coordination forums where donors participate. Contracting arrangements may also be
improved by introducing selective contracting with—public or private—implementing partners that have
necessary capacities in place to provide systems support to CHWs (e.g. timely delivery of payments and
supplies), as well as other PFM, operational, and technical capacities required for purchasing.
Third, strengthening existing capacities and accountability mechanisms of both government and implementing
partners are a pre-condition to introducing effective output-based payment mechanisms. Steps that may
contribute to strengthening health system functionalities include: standardizing budgeting and reporting
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processes across funding flows from different donors; improving the MOHs’ ability to select and directly
contract with implementing partners, and using performance data to make purchasing decisions; increasing
the budgeting and financial management capacities of CHTs, and strengthening procurement and supplychain capacities at the national and local levels.
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IX. Discussion
Overview
As LMICs strive to achieve UHC, there is growing consensus that CHW programs are an effective strategy to
expand coverage, including to marginalized and hard-to-reach populations. When properly supported, CHWs
can provide high-quality essential health services in a convenient and affordable way. Countries are also looking
to health financing mechanisms, such as health insurance schemes, as a means to formally crowd-in and
incentivize CHWs to reach UHC goals. This trend is supported by growing interest and literature on the
potential benefits of strategic purchasing to shape providers’ behavior to improve access, quality, and
integration with the larger health system. However, while there is extensive literature and practical guidance
on how to purchase from health facilities (like clinics and hospitals), there is a gap on how to use strategic
purchasing to improve the performance of CHWs.
This document shares guidance for decision-makers to think through all the design components of a purchasing
arrangement for community health services. It aims to help policymakers, purchasers, and funders structure
arrangements in CHW programs, in an increasingly strategic way. The conceptual framework lays out the main
elements involved in purchasing community health services, the impact pathway, and key system functionalities
to consider. Stemming from the conceptual framework, a practical tool was developed to comprehensively
review current purchasing arrangements involving CHWs, their readiness to implement strategic purchasing
reforms, and how they could further optimize these arrangements, including building health system capabilities
to iteratively support more sophisticated mechanisms. This tool was pre-tested in two purposively chosen
contexts, Liberia, and Bihar, due to their different approaches to purchasing from CHWs. In turn, this discussion
is informed through practical insights from these on-the-ground experiences.
There are a myriad of CHW program design and implementation models in different LMICs, with variation in
CHW roles, training, supervision, remuneration, support, and integration with the formal health system, as well
as management, governance, and financing arrangements. In addition to this diversity in program setup, there
are many levers within the broader health system that affect CHW performance. Strategic purchasing is not a
silver bullet, nor the only solution, for the challenges faced in community health. It is merely one mechanism
among a range of possible options that can help incentivize desired outcomes from community health
providers. In addition, there is no ‘single best approach’ to purchase from community health providers across
different LMICs countries. Rather, there are many fit-for-purpose approaches. All countries can improve how
they purchase from community health providers, take steps towards more active forms of purchasing, and
strengthen health system functionalities and capabilities that increase the scope and effectiveness of their
purchasing arrangements. This framework and tool help to identify what are the fit-for-context improvements
that can be made to a purchasing arrangement, according to a specific health system, and existing capabilities.
In turn, it provides guidance on the functions and capabilities that need to be strengthened to ensure
purchasing from community health providers is strategic, and to improve performance and outcomes.

Unique Considerations for Community Health Purchasing
This work has identified several unique features and challenges to purchasing from CHWs that require special
attention and that can provide insights on how purchasing arrangements in CHW programs can be
strengthened.
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Fragmentation
CHWs are often organized into several CHW programs, which are not always integrated nor coordinated.
Frequently, these programs are defined by different diseases and managed by different system actors working
towards specific health objectives. Each program may have parallel operational setups, management
structures, and payment systems that lead to fragmentation, efficiency losses, and poor coherence of
purchasing signals. As CHW programs increase their harmonization and integration across service delivery
modalities and with the formal health system, it also becomes easier to harmonize what services are delivered,
from whom, and how. Integration, and even mechanisms to increase coordination and alignment across
different CHW programs, can increase the effectiveness of purchasing arrangements for CHWs. Integration of
CHW programs itself is a continuous process that requires time, effort, alignment, political will, and ongoing
coordination across diverse stakeholders. Emerging literature provides insights on how countries can
strengthen the integration of their CHW programs through institutional reform efforts. One key finding is that
integration, scale, and quality are the products of iterative cycles of learning and improvement, rather than a
single, linear scale-up effort.56
Funding directed towards purchasing community health services and CHW program support is also particularly
fragmented and often dependent on external donor sources, sometimes even when CHW programs are
integrated. This fragmentation can lead to having multiple purchasing arrangements sending mixed signals to
community health providers. It can also lead to poor accountability due to having multiple actors, each with
different purchasing responsibilities (conceptually or practically), and unclear roles, coordination, and
accountability mechanisms. Assessing current purchasing arrangements and how they overlap is a first step in
untangling the signals sent into the system and finding ways to work across stakeholders to align purchasing
arrangements. Defining standards to contract with CHWs and coordinating donor or government efforts across
different purchasing arrangements can help the system sing with one voice to the overall objectives it’s
ultimately trying to achieve. Practical ways to harmonize multiple purchasing arrangements include setting a
uniform rate for an integrated service package (e.g. all purchasers buy an integrated service delivery package
at the same rate from CHWs), and setting standard contracting policies with community health providers (e.g.
all overarching organizations or CHWs are subject to the same set of consequences if they do not comply with
the contract). In addition, using integrated community health costing tools with standard categories of
programmatic and community-level service delivery can help to progressively harmonize accounting and
reporting procedures regardless of revenue streams.
However, improving the effectiveness of purchasing mechanisms in the presence of fragmented and/or donordependent funding sources, ultimately requires establishing clear institutional roles, responsibilities, and
coordination mechanisms among donors, domestic purchasing authorities, and other health system actors.
Within these responsibilities, it is important to specify who has authority for which strategic purchasing policies
and mechanisms—such as contracting with, paying, and monitoring CHWs—and who is accountable for
implementing them. A practical way to improve role clarity, coordination, and accountability, is establishing fit
for purpose health sector coordination meetings to periodically review program performance and setting
regular policy revision processes.

Support for CHWs
Purchasing from CHWs is more complex and situation-dependent when compared to other types of providers,
such as primary healthcare clinics or hospitals. CHWs require strong systems support to be effective (e.g.
training, medical and non-medical supplies, and supervision). Additionally, community health services are often
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delivered in remote underserved settings with limited human resources, physical and technological
infrastructure, little to no access to competitive markets to obtain inputs, amidst other operational challenges.
Thus, it is critical to ensure that they have adequate support to deliver services and consider whether
community health providers can respond to incentives. Robust CHW programs will often have strong
supervising structures that can also provide supplies, deliver payments, monitor quality, collect data, and
connect to the PHC system. In practice, this means that purchasers may need to contract with overarching
organizations (e.g., clinics, NGOs, CHW networks, health teams) so that they can provide support to CHWs,
especially in remote settings where operational systems and capacities may be otherwise absent. In this sense,
purchasing from overarching organizations may offer a potentially more attractive contracting arrangement by
aggregating many CHWs under one arrangement. If this is not the case, purchasers should explicitly consider
and incorporate adequate support into the contracting arrangement with CHWs.
Overarching organizations have different operational and technical capabilities to adequately support CHWs
to do their tasks, varying financial management regulations, and levels of integration into the health system.
Key capacities to consider include financial management, operational and logistic systems (such as the ability
to deliver payments on time, or support supply-chain management systems), technological capacity to support
health information systems, and digital equipment. Additionally, purchasers need to consider if these
overarching organizations are sufficiently representative of most CHWs in their countries and that providers
are comfortable with this representation. The operational and technical capabilities of community health
providers can limit the effectiveness and how sophisticated a strategic purchasing mechanism can be. For
example, in Bihar, the low levels of state capability are well below the complicated payment systems for CHWs,
leading to long delays in payment verification and processing that ultimately limit the effectiveness of the
performance-based incentives. Identifying common limitations across different providers, may provide insights
on potential opportunities for investment in appropriate solutions to overcome contextual barriers.

Remuneration and Incentives
Remuneration to CHWs is a critical driver of motivation, behavior, and performance. When financial
compensation is expected but not received, this can lead to a negative response of demotivation and
resentment due to loss aversion, decreasing their availability to offer services as they prioritize other income
generating opportunities (particularly in case of volunteers).30,57 Both country applications revealed that CHWs
can experience long delays before receiving their salaries and incentives, which breaks the link between
payment and incentivizing desired behaviors. Poor purchasing arrangements are especially fragile on payment.
Thus, purchasers need to pay special attention to understanding the barrier(s) to timely payments, and
assessing system functionalities supporting timely payments (e.g. PFM, information systems and data
management, operational systems and technical capacities). With a clear understanding of underlying system
functionalities and capacities, purchasers can strengthen the purchasing arrangement itself by incorporating
timely payments as a performance metric for overarching organizations supporting the operations and logistics
behind delivering payments to CHWs.
For strategic purchasing from CHWs to be effective, the incentives (financial or non-financial) should motivate
these individuals to increase effort towards achieving specific performance targets. The six incentive payment
attributes (frequency, size, payments coupled with salary, lag time between reporting and payment, rewards
vs penalties, and use of money) should be considered when designing provider payment mechanisms to
encourage the desired response.30 While WHO’s 2018 guidelines mention that evidence is not yet granular
enough to make recommendations, such as which bundles of incentives are most effective,6 there are mixed
results on how financial incentives affect CHW performance. Shapira et al found that financial rewards for
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CHWs in Rwanda had no impact on Maternal and Newborn Health outcome indicators nor on CHW satisfaction,
motivation, or behavior. The authors surmise that the payment rates may have been too low and the
operational structure around the CHWs was likely not conducive for behavior change.58 There is further
research needed and some is already underway to understand how payment incentives can support CHWs
performance.59
Findings from our framework application in Bihar show that while ASHAs are driven by the prospect of
incentives, these incentive systems perform poorly. The amounts they are reimbursed are quite low and ASHAs
were only receiving, on average, 21.7% of the incentives that they were due based on the activities they
perform. Thus, de-motivating their performance to meet these incentive targets. In Liberia, fixed incentive
payments provided directly to CHWs, coupled with pre-service training and equipment, and ongoing
supportive supervision and support, have worked well so far to motivate CHWs to deliver an integrated
package of primary healthcare services.
Until additional research on incentive design and behavior becomes available, decision makers can consider
these important questions: who is incentivized; whose results are measured and receives the payment (e.g.,
CHWs, supervisors, groups, or organizations)? If incentives are made directly to CHWs, are there clear links
between certain behaviors or achievements to the rewards? Are the outputs confused between different
programs’ incentives and therefore weakening signals? Alternatively, if arrangements are made with the
overarching organization to aggregate and facilitate CHW support, what percentage of the incentives actually
reach individual CHWs to motivate their performance? Are the necessary system functionalities in place to
ensure regular and timely payments? If not, what investments are needed to facilitate and streamline data
collection, verification, and payments to reinforce the link and elicit desired behaviors?

Community Trust
Finally, CHWs are the intermediary between the communities they serve and the formal health system. As such,
more than other cadres of health workers, their performance is not only determined by the structural elements
discussed (e.g., incentives, training, supplies, etc.) but also affected by less-tangible soft factors (such as
legitimacy, relationships, power, values and norms).34,47 In many contexts, beyond providing essential
preventative and curative services, CHWs act as cultural mediators for communities to understand their
entitlements and access appropriate health services. This dynamic emphasizes the importance of maintaining
trusting relationships both within the community and other health actors.
The design of purchasing arrangements should keep these softer factors in mind as they impact CHWs’ means,
motives and opportunity to provide quality services and their ability to respond to purchasing incentives.
Research has found that including meaningful involvement of community members in both the selection and
monitoring of CHWs as part of the purchasing arrangement can facilitate trusting relationships and, in turn,
support CHW performance.34 For instance, findings from the framework application in India show that ASHA
workers in Bihar were very frustrated with low and delayed incentive payments, which undermined their
intrinsic motivations around service delivery and quality. Moreover, levels of trust between ASHAs and
communities are not high, due to low levels of legitimacy.60 In qualitative research, ASHAs frequently
complained that beneficiaries rejected their advice, and attributed this to their volunteer status and lower
incentives – causes of low self-esteem.41 In Liberia, CHAs are selected and recruited from the communities they
serve, and community health committees are involved in monitoring their work. This has provided CHWs with
high legitimacy and trust within their communities. However, program perceptions studies have found that
stock-outs of medical supplies have started to affect trust in CHWs, highlighting the importance of
strengthening systems support to maintain the linkages between payments, incentives, and results.
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X. Conclusion
Strategic purchasing is one of several options to address some of the common challenges relating to
community health programs, as LMICs work to achieve effective UHC on the ground. There are different
purchasing mechanisms to consider (such as expanding health insurance schemes, performance-based
financing, or fee replacement programs) that potentially expand access from a network of providers (including
CHWs), link provider payments to outputs, incentivize quality services, and reduce regressive OOP payments.
No country is starting from a scratch. Instead, purchasing is designed and implemented based on the existing
community and health systems. Deciding how to improve existing purchasing arrangements can be
complicated. It can be more so to purchase strategically from CHWs, who often function in parallel community
health programs that, at the very least, do not talk to each other, and at the worst, can be highly duplicative
and inefficient. While there is consensus on the benefits of CHWs and strategic purchasing, there is surprisingly
little on how those two concepts converge. We set out to address this gap by designing a framework to
conceptualize how to purchase from CHWs for optimal impact. From this framework, we developed an
accompanying tool to capture the information related to where a country is at and what are the different ways
to invest in system functionalities to enable and improve purchasing from CHWs across the system. By doing
this, we hope to show that purchasing can be used as a valuable lever to align and even integrate the signals
that go to CHWs and influence their behavior, across the variety of purchasers (from government to donors).
We hope this paper moves the conversation forward and can be pragmatically used by countries to better
engage and incorporate community health providers in their health system to ultimately achieve effective UHC.
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Annex A: Purchasing from CHWs in Bihar, India
CHW Background

Key Facts
Structure and coverage
•
Bihar has three cadres of community health workers:
o 86,505 Accredited Social Health Activists (ASHAs) and 95,395 Anganwadi Workers (AWWs) are based within
communities of ~1,000.
o 20,151 Auxiliary Nurse Midwives (ANMs) cover 5-6 communities each.
Community health systems support
•
ASHAs receive rounds of structured training but coverage is low. AWWs receive pre-service and refresher training. ANMs
receive formal qualification after 18 months training. For all cadres, the quality of training against centrally mandated
curricula is low and overly focused on technical knowledge rather than soft skills.
•
ANMs provide a mentoring role to ASHAs and AWWs, but do not manage them. ASHAs, AWWs and ANMs have separate
supervisors who mainly play a coordination function, and are formally managed by block level officials (covering ~100
communities)
•
ASHAs, AWWs, and ANMs maintain large numbers of registers which record service delivery statistics, and which form the
basis of the government’s HMIS. All cadres are strictly managed to ensure full and timely completion of registers, which is
time intensive.
Policy, governance, management, financing
• ASHAs and ANMs are part of the health system under the pan-India National Health Mission (NHM), managed by the
Health Department, and AWWs are part of the nutrition system under the pan-India Integrated Childhood Development
Services (ICDS) scheme, managed by the Department of Social Welfare. Both are co-funded by the state and central
government who create policy guidelines and orders.
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Contracting Arrangements to Purchase Community Health Services

Goal / Desired Impact
ASHA, ANM and AWWs are expected to provide
universal RMNCH services to communities in their
catchment areas. Policy goals are defined by the central
government and tailored and adapted by the state
government.

Overview of Actors
•

•

•

The central government co-finances NHM and ICDS,
based on state level Project Implementation Plans
(PIPs). For NHM, some funding is conditional on
performance.
The state government co-finances these schemes
and funds other aspects of the state health and
nutrition budgets.
In health, fund execution is through a district health
society. District governments directly manage other
procurement and expenditure (e.g., training, drugs,
materials).
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Purchasing Arrangements: Key Highlights
What to Purchase?

What’s Working Well and What’s Not
Working Well?

Benefits package and service delivery standards
• For all cadres, the mandated service package has
incrementally developed over time through policy
guidelines and orders rather than through a
codified benefits package. These also set service
delivery standards.
Commodities
• The ASHA drug kit is determined through national
and state guidelines. It is procured and
distributed by the state and district government.
Untied funds can be used to manage local stockouts.
• AWWs are given a mixture of funds and rice to
deliver supplementary nutrition.
• ANM commodities are set according to
government guidelines

•

•

•

•

Large catchment areas, high birth rates and a
constantly expanding service package make ASHA,
AWW and ANM workloads unrealistic. This
particularly affects time intensive tasks such as home
visits and makes workers feel overburdened and
demotivated. The partial coverage that results
undermines community and institutional trust.
Due to a lack of facility level nurses, many ANMs also
spend time providing facility level services,
undermining their broader outreach responsibilities
and service delivery.
Resources given to AWWs for supplementary
nutrition are based on outdated population norms,
since when the population has increased by 50%.
This means that services cannot be delivered
universally, compromising service delivery, forcing
AWWs to prioritize, and undermining trust
relationships with communities.
All cadres face delayed commodity distribution and a
chronic lack of equipment, infrastructure, drugs,
supplies and other resources.
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From Whom to Purchase?

What’s Working Well and What’s Not
Working Well?

•

•

•

ASHAs are contracted by the district government.
They are remunerated through incentives, earning on
average Rs 1,284 per month (17.5 USD).
AWWs are employed as contract laborers rather than
permanent government staff and receive an
honorarium of Rs 5,250 per month (70 USD).
ANMs are contracted by the district health society
and receive a salary between Rs 15,000 per month
(contractual staff) and Rs 50,000 per month (senior
permanent staff) (205 USD-683 USD)

•

•

•

ASHAs and AWWs rely upon their incentives and
honoraria for their household livelihoods. They both
receive less than what they would earn through social
protection cash-for-work programs for the
unemployed. As such, they feel undervalued and
demotivated and find it hard to build credibility with
community members.
ASHAs and AWWs strongly wish to become
regularized, salaried employees with full labor rights
in the future. This hope – and limited alternative
employment opportunities for rural women – retains
them in their roles.
The salary and tenure discrepancies amongst ANMs
leads to demotivation and undermines trust and
teamwork.
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How to Purchase?

What’s Working Well and What’s Not
Working Well?

•

•
•

ASHAs are remunerated through 52 performancebased incentives, covering a range of input, process,
output, and outcome indicators. Incentives are paid
by the district government. Different processes are
followed for different incentives as they relate to
different budget lines with different approval
processes.
AWWs receive honoraria and financial resources to
procure and distribute food.
ANMs receive salaries.

•

•

•

•

•

•

•

The ASHA incentive system is beyond limited levels
of state capability. The complexity and number of
incentives creates confusion and delays. ASHA
catchment areas (and therefore incentives available)
vary, creating perceptions of unfairness.
Weak supervisory and verification mechanisms mean
that there is a weak correlation between the amount
of ASHA incentives due and amount received,
undermining the purpose of incentives.
ASHAs spend a lot of time filling in registers and
records to evidence incentive claims. This is time
intensive and forms the basis of audit-style, punitive
supervision.
The focus on numbers undermines concerns of
quality and patient choice. Individual incentives run
counter for the need for teamwork across cadres.
For all cadres, long delays in receiving salaries,
incentives and honoraria causes demotivation and
perverse behaviors such as petty corruption and
pilferage of rice.
AWW funds for procuring food are not inflation
adjusted or based on actual catchment sizes, further
undermining the ability to provide universal
entitlements.
Overall, the effective coverage and quality of services
provided is low. Only 37% of pregnant women and
54% of children under 3 receive any communitybased services from CHWs.
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Health System Functionalities as Enablers of Strategic Purchasing
Lessons Learned
•
•
•
•
•
•
•

Consider a prioritized benefit package to rationalize service delivery, ensure workloads are realistic, and facilitate
CHWs to deliver a smaller number of things well.
Advocate for rationalizing the number of ASHA incentives, focused on the most important tasks and for which
incentives are an effective lever (i.e., highly monitorable and would not be delivered without an incentive)
Unify the claims processes for different ASHA incentives, potentially against one integrated budget line rather
than incentive specific budget lines with different monitoring and approval processes.
Pilot a hybrid incentive/salary schedule for ASHAs alongside team-based incentives that will simplify processes,
motivate ASHAs and raise their status within the system, their communities, and families.
Increase the absolute value of incentives and honoraria and provide fair employment rights.
Increase the financial and food resources given to AWWs to enable them to provide universal entitlements.
Equalize status and benefits of contractual versus permanent ANMs to promote perceived fairness and trust.

Building on Health System Functionalities
Clear definition of roles, responsibilities, and coordination mechanisms
•
•

Promote team-based approaches across the three interdependent cadres, with team-based financial and nonfinancial incentives, to empower and promote their acting as an integrated team.
Ensure sufficient facility nurses are hired so that outreach ANMs can focus on the breadth of their core roles
including coordinating and mentoring ASHAs and AWWs and undertaking home visits.

Integration of community health worker programs
•

Invest in strengthening the ability of governance committees and health system functionaries to increase
utilization of untied funds, to help address local resource gaps.

Harmonization and integration of funding sources and flows
•
•
•
•

Ensure that vacancies for CHWs (e.g. 23% of sanctioned AWWs) and supervisors (e.g. 42% of Lady Supervisors)
are filled to enable more manageable workloads and more frequent, interpersonal supervision
Invest in facilitating supervisors to deliver supportive supervision rather than the audit-style, punitive supervision
focused on register checking that is predominant but counterproductive.
Develop more robust last mile supply chain management, to ensure CHWs have the infrastructure, medicine,
supplies and equipment to deliver services.
Invest in strengthening pre-service and in-service training modalities with increased focus on transferable skills.

Public financial management regulations and capacity
•

•

Rationalize reporting and documentary requirements that are currently onerous, demotivating and facilitate
counterproductive supervisory styles; ensure CHWs are empowered to use data for continuous improvement
rather than just be collectors and reporters of service statistics.
Consider approaches that use routine service statistics to automatically calculate and process incentives rather
than rely on separate registers and manual claim forms that allow for discretionary delays and create confusion.

Operational systems and technical capacities
•
•

Invest in PFM strengthening to ensure that fund flows are timely and do not delay salary, honoraria, and incentive
payments or other resource flows (such as for supplementary nutrition).
Improve budgeting and planning processes so that absorption at all levels increases.
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Annex B: Purchasing from CHWs in Liberia
CHW Background

Source: Exemplars in Global Health20
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Key Facts
Structure and coverage
• In Liberia, a standard cadre of community health workers, Community Health Assistants (CHAs), deliver an
integrated package of primary care services to rural communities beyond 5km from the nearest health facility.
Over 3,500 CHAs in 14/15 counties serve catchment areas of up to 350 people.
• A cadre of Community Health Services Supervisors (CHSSs), based at health facilities, provide supportive
supervision (each to ~ 10 CHAs).
Community health systems support
• All CHAs are recruited from communities and receive standard training, based on a national curriculum, before
deployment.
• CHSSs visit each CHA twice a month to supervise CHAs, restock supplies, collect data, and deliver incentive
payments.
• Service data collected by CHAs is consolidated and entered into a centralized Community Based Information
System (CBIS), that is integrated with national health information systems (DHIS 2).
Policy, governance, management, financing
• Liberia’s Ministry of Health (MOH) guides CHW service delivery through the National Community Health Services
(NCHS) policy. County Health Teams (CHTs) at the subnational level are responsible for implementing the policy
and managing health service delivery.
• The community health program is almost entirely donor funded, with NGOs supporting implementation at the
county level
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Contracting Arrangements to Purchase Community Health Services
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Goal / Desired Impact
•

•

Increase equitable access to essential life-saving
services and epidemic surveillance within
communities and households.
Increased service utilization and coverage, and
improved quality of services, that lead to improved
maternal, newborn, and child survival.

Overview of Actors
•

•

•

•

Liberia’s MOH is the main purchaser of community
health services. It defines the benefits package,
service delivery standards, and payment
rates/mechanisms for CHWs.
CHTs are tasked with planning, execution, and
oversight of all health-related activities in the county.
The MOH allocates overall health sector funds to
CHTs for their operation.
NGOs partner with CHTs to support the
implementation of all community health
programming (formalized through MOUs).
Although the MOH contracts directly with CHWs,
donors fund the majority of the program. Each donor
has different funding pools with specific conditions
for accessing the funds. Grants are mostly directly
allocated to NGO partners covering different
counties.
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Purchasing Arrangements: Key Highlights
What to Purchase?

What’s Working Well and What’s Not
Working Well?

Benefits package and service delivery standards
•

•

•

The CHA service package and standards are defined
in the national policy and guidelines. These are
revised periodically with inputs from various MOH
units, NGO partners, and donors.
CHAs provide services universally in their catchment
areas. Based on annual mapping and household
registration.
CHSS have clinical backgrounds and use standard
supervisory checklists to ensure delivery standards
are met.

Commodities
•
•

Medical supplies are procured and distributed by the
national government.
Locally, CHTs distribute commodities to health
facilities, where CHSSs restock to bring supplies to
CHAs.

•

•

•

•

CHAs have clarity on their roles and responsibilities,
and deliver services aligned with desired goals and
impact. Factors contributing to this result include
having a standard service package with periodic
revisions, and defined processes for updating the
CHA scope of work, training curriculum, and job aids.
Although services are provided universally in
communities with a CHA, services are age based and
some communities remain uncovered by a CHA.
Regular data availability on health outputs and
outcomes across different population groups and
geographies may limit how information is used to
update the service package.
CHSS model is supportive and right for CHAs,
ensuring standards are met and that systems support
reach the last mile. However, some CHSS may be
stretched, and unable to visit CHAs twice a month.
Stock-outs at the health facility level are common,
disrupting delivery of supplies to communities. As a
result, sometimes NGO partners end up procuring
supplies and supporting distribution to health
facilities to ensure continuity of services. This impacts
performance across the country (heterogenous
quality across counties depending on NGO and CHT
capacities) and efficiency in the use of resources.
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From Whom to Purchase?

What’s Working Well and What’s Not
Working Well?

Contracting
•
•

Liberia’s MOH contracts directly with CHWs for
community service delivery.
Systems support (recruitment, training, supply-chain,
logistics, etc.) is provided by CHTs supported by
NGO partners under the “contracting-out” modality
(most cases), or exclusively by CHTs under the
“contracting-in” modality.

•

•

Selective contracting
•
•

CHWs must meet basic candidacy and training
requirements to be contracted.
CHW contracts renew every year, but they are not
considered civil servants.

•

Performance based contracting
•

The community health policy states that CHWs may
receive PBF incentives, but this is not currently
implemented.
•

Selective contracting criteria for CHWs ensures that
they have appropriate background and build skills to
provide services. Partnering with NGOs helps to
increase systems support capacity at the county
level, including ensuring CHWs are trained.
Although the MOH is formally the contractor of
services, funding flows directly from donors to NGO
partners (and then CHWs), creating de-facto
contracting relationships with individual
arrangements defined by each donor and partner.
Donors choose the principal recipients of their funds,
with limited possibility for the MOH as a purchaser to
choose among implementers (which are already
scarce).
In some counties, agreements are formalized through
MOUs between CHTs and NGO partners outlining
the support to be provided, but these are not
standard nor binding. As a result, accountability
processes are broken. This has created issues such as
uneven NGO support across counties and delays in
paying CHWs in some counties.
PBF incentives have been considered from time to
time, but there have not been broader assessments
on how a PBF scheme would interact with current
contracting arrangements for CHWs, align with
program goals, and ensure capacities are in place.
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How to Purchase?

What’s Working Well and What’s Not
Working Well?

Provider payment
•

•

CHAs receive a fixed monthly incentive of 70 USD for
20 hours of work/week. CHSSs receive salaries of 269
USD-313 USD a month (higher in remote counties).
In NGO supported counties, NGOs process the
payroll and deliver payments to CHWs.

•

•

Provider monitoring
•
•

•

Routine service delivery data from CHWs is collected
through the CBIS.
Systems support and implementation fidelity (e.g.
availability of supplies) are assessed through monthly
surveys.
All performance data is reviewed in local and
national quarterly meetings by the MOH, CHTs, and
NGO partners.

•

•

Fixed incentives have worked well to motivate CHWs
to deliver an integrated package to communities. But
systems support challenges, such as payment delays
and stock-outs of medical supplies, threaten to break
the linkage between payment and results.
The public financial management (PFM) and
operational capacities of CHTs are low, and human
resource information systems are weak. NGO
partners partially address this gap by using their own
systems and capacities to process CHW payroll and
deliver payments.
Existing monitoring systems—including data
collection and use—have been adequate to assess
CHW performance and systems support. Quarterly
review meetings (QRM) help to identify and address
gaps in program performance, as well as to keep
different stakeholders accountable. However, QRMs
fall short when issues fall outside the scope that can
be directly addressed by its participants (like stockouts in health facilities).
CHWs’ ability to affect several outcomes depends on
the inputs and performance of health facilities.
However, health facilities often operate with scarce
budget allocations and effectively “compete for
resources” (e.g. CHSS time, medical supplies) with
the CHW program. Health facility payment and
monitoring systems could be improved to be more
consistent with the CHW program objectives and
integration.
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Health System Functionalities as Enablers of Strategic Purchasing
Lessons Learned
•

•

•

•

•

Having a national integrated community health program has been a key milestone in defining and standardizing
what services are delivered to communities, what is the role of different CHW cadres, how CHWs are selected
and trained, and once contracted, how they are supervised, monitored, and paid.
The program design has worked well to incentivize CHWs, support them to fulfill their roles, and expand
healthcare coverage to rural communities. But payment delays and stock-outs of medical supplies remain
significant system support gaps that limit CHWs’ motivation and ability to deliver results in some counties.
Partnerships with NGOs to provide systems support to CHTs in the “contracting-out” modality has proven an
effective way to leverage existing operational and technical capacities and address gaps, especially in counties
where local government capacities to manage the program are still being built. However, there is variation in
NGO capacities and support across counties that ultimately affect program quality and performance.
Current contracting arrangements may be improved by:
o Standardizing NGO support to CHTs and formalizing the agreements between them to increase role clarity
and accountability. This includes using metrics and data currently collected to review both government and
partner performance in QRMs and other health sector coordination forums where donors participate.
o Introducing selective contracting with--public or private--implementing partners that have necessary
capacities in place to provide systems support to CHWs (e.g. timely delivery of payments and supplies), as
well as other PFM, operational, and technical capacities required for purchasing.
Strengthening existing capacities and accountability mechanisms of both government and implementing partners
(more detail below) are a pre-condition to introducing effective output-based payment mechanisms.

Building on Health System Functionalities
Clear definition of roles, responsibilities, and coordination mechanisms
•
•

Explicitly define the roles and responsibilities of all stakeholders holding purchasing responsibilities in practice
(especially individual donors, NGO partners, and different MOH areas) and clarify decision rights of each party.
Improve cadence of health sector coordination meetings and introduce regular reviews of performance metrics.

Integration of community health worker programs
•
•

Build on previous experience deploying standard CHA/CHSS cadres when introducing new CHW cadres, carefully
considering how different cadres, benefits package, and payment mechanisms may interact and align.
Review health facility payment and monitoring systems to improve consistency with CHW program objectives.

Harmonization and integration of funding sources and flows
•

Standardize purchasing arrangements across donors and NGO partners. This may include standardizing
budgeting and reporting processes (leverage existing costing tools), equalizing payment rates for different
program support components (e.g. trainings, supplies), and setting standard consequences for non-compliance.

Public financial management regulations and capacity
•

•

Progressively improve the MOH’s ability to select and directly contract with implementing partners, and use
performance data to make purchasing decisions. To start, the MOH can coordinate with donors to regularly review
and use partner performance data to make decisions and introduce stronger accountability mechanisms.
Continue strengthening budgeting and financial management capacities of CHTs.

Operational systems and technical capacities
•

Strengthen government procurement and supply-chain capacity at the national and local levels. Consider
contracting with partners who have capacities in place to support procurement and distribution of supplies.
72

•

Continue strengthening CHT capacities to routinely support CHWs and assess skills and quality of care.

Robust information systems and data management
•

•

Improve data availability on health outputs and outcomes to regularly assess population needs, coverage, and
individual CHW performance. This includes disaggregated CBIS data at the community level, and community
mapping.
Continue improving quality and regularity of existing data systems (e.g. CBIS, implementation fidelity surveys),
and increase systematic use of data in performance management and accountability processes (e.g. health sector
coordination meetings).
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Annex C: Tool
Section 0 - Overview of Purchasing Actors
Providers (i.e., Community Health Workers & Overarching Organizations) and Purchasers
Domain

Number

Indicator

Response

Identifying
existing CHWs

0.a.(1)

Basic overview of contextualization
(e.g., general description, who are they,
rough numbers in one paragraph)

Basic overview of the different type of
organizations that oversee each type of
CHWs (e.g., who are they, coverage,
rough number of actors)

Briefly enlist any specific
functions of the overarching
organization

Identifying
existing
Purchasers*

0.a.(2)

What are the
different
types/cadres of
CHWs?
Type 1 / Cadre 1:
Type 2 / Cadre 2:
Type 3 / Cadre 3:
...
Type X / Cadre X:
Who purchases
from these CHWs?

National/subnational government,
health insurance scheme, donor(s),
other purchaser(s)

Basic overview of the different type of
purchasers that oversee each type of
provider (e.g., who are they, coverage,
rough number of purchasers)

Briefly enlist any specific
purchasing functions of the
purchaser (e.g. benefits and
enrollment, financing,
contracting and provider
payment monitoring)

Purchaser 1:
Purchaser 2:
...
Purchaser X:

*Note: Purchasing functions may be fragmented or distributed across different purchasers. Please identify all purchasers or actors with a purchasing
function, and enlist their specific purchasing functions. National/subnational governments may purchase through supply-side budget allocations.
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Section 1 - Background Description of Community Health Workers
Note: Not every row will apply to each column / CHW type, you may skip those that are not relevant. If the answer is the same for all cadres, feel
free to answer once.
Category

Domain

Number

Indicator
Indicator or community health domain

I. Structure and
Coverage

I.a. Defining
Community
Health Providers

I.a.(1)
I.a.(2)
I.a.(3)

I.b. Scope, roles,
and
responsibilities of
Community
Health Providers

I.a.(4)

What is the relationship between different cadres or
CHW types (formal or informal)?

I.a.(5)

What is the relationship between the CHW and
community groups?
Describe the roles and responsibilities of each
community-level service provider / cadre

I.b.(1)
I.b.(2)

Describe the broad scope of the community-level
services they provide (more detail in next tab)

I.b.(3)

Do the CHWs (generally) have clarity on their roles
and responsibility or is it more unclear and everchanging? (describe how CHWs get clarity on their
role and how often)
Do CHWs generally feel like they have the right
amount of work (probe if they feel overworked or
underutilized)
How are the CHWs linked/integrated with the
broader PHC system? Describe the linkages with: (if
any)
The government - public health system
(national or subnational)?
Private health system or actors?

I.b.(4)
I.c. Linkages with
the broader PHC
system

How many types/cadres of community-level service
providers exist in the country? Name and breakdown by type/cadre.
Does the CHW program cover the entire country or
specific subnational areas?
What is the geographic coverage or catchment area
for each community-level service provider/cadre?

I.c.(1)

I.c.(2)
I.c.(3)

Local or international NGOs?

I.c.(4)

Civil society groups?

Response
Type 1 /
Cadre 1

Type 2 /
Cadre 2

Type 3 /
Cadre 3

Type X /
Cadre X
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Category

Domain

Number

Indicator
Indicator or community health domain

I.c.(5)

Public Health Care Facility?

I.c.(6)

Other?

I.c.(7)

II. Community
Health Systems
Support

II.a. Training

II.a.(1)
II.a.(2)
II.a.(3)
II.a.(4)
II.a.(5)
II.a.(6)
II.a.(7)
II.a.(8)
II.a.(9)
II.a.(10)
II.a.(11)

II.a.(12)

II.b.(1)

Response
Type 1 /
Cadre 1

Type 2 /
Cadre 2

Type 3 /
Cadre 3

Type X /
Cadre X

Do CHWs generally feel that they are seen as
legitimate and trusted by community members
and/or other health system providers? If not, probe
into why and what could be improved
Do CHWs receive comprehensive training for all their
responsibilities?
If no:
Explain where are the gaps in the training
they receive
What is the timeframe, duration, and frequency of
training? (include both pre, in-service, and refresher
trainings, specifying changes over time)
Who is responsible for providing the training or
training components?
Is the training provider contracted to provide the
training?
How is the training provider compensated for
providing the training?
Do community-level providers have or receive a
standard accreditation/certification?
If yes: Who is responsible for providing/issuing the
accreditation/certification?
Is the training part of a nationally approved
curriculum?
If yes: Who is responsible for updating the
curriculum?
Do CHWs generally feel they are well-trained enough
to provide their services or do they wish for more
training and skills development? If not, where do
they find gaps in their skills or training?
Do CHWs generally feel committed to their remit and
empowered to complete the tasks they are supposed
to do? If not, what do they feel are the gaps to this?
What are the supervision structures for CHWs?
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Category

Domain

Number

Indicator
Indicator or community health domain

II.b. Supervision
Structure

II.b.(2)
II.b.(3)

II.b.(4)

II.c. Health
Information
Systems

What is the general scope of responsibilities of CHW
supervisors? (e.g. clinical services, logistics,
supervising CHWs, data collection and analysis, etc.)
What is the scope of responsibilities of CHW
supervisors in relationship with the CHWs? Do they
provide additional health systems support? (e.g.
delivering supplies, data collection, skill building)
If different stakeholders share supervision of CHWs,
how do they share the supervision responsibilities?

II.b.(5)

Are the supervisors contracted?

II.b.(6)

If yes:

II.b.(7)

How are supervisors compensated?

II.b.(8)

How are the supervisors held accountable?

II.c.(1)

Does the country have a digital health strategy and
architecture that includes community health?

II.c.(2)

Is the country’s community health information
system unified/harmonized for all coverage schemes
or providers (versus being fragmented or
decentralized)?
If not: Describe the main sources of fragmentation

II.c.(3)
II.c.(4)
II.c.(5)
II.c.(6)
II.c.(7)
II.c.(8)
II.c.(9)

Response
Type 1 /
Cadre 1

Type 2 /
Cadre 2

Type 3 /
Cadre 3

Type X /
Cadre X

How and by who?

Please describe any information governance policy
and mechanisms in place, especially in relation to
CHWs?
Is there guidance to share and use data at the
community level?
Is patient level data available and analyzable?
To what extent are there dedicated trained staff
available to support CHWs with health information
management or digital health tools?
What is the process for data collected by CHWs to be
reported into national health management
information systems?
What tools do CHWs use to collect and report their
data collection?
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Category

Domain

Number

Indicator
Indicator or community health domain

II.c.(10)
II.c.(11)
II.c.(12)
II.c.(13)
III. Policy,
Governance/Mana
gement, Financing

III.a. Community
Health Policies
and Strategies

III.a.(1)
III.a.(2)

How are digital tools used in connection
with the Community Health Program?
How are paper/ document tools used in
connection with the Community Health
Program?
How is the data analysed and used for decisionmaking?
Describe any routine analyses carried out by the
purchaser to make purchasing decisions on CHWs

Response
Type 1 /
Cadre 1

Type 2 /
Cadre 2

Type 3 /
Cadre 3

Type X /
Cadre X

Is there a policy (ies) or strategy (ies) governing CHWs
and/or community health service delivery?
List relevant policies/strategies and the areas of
guidance: (checklist)
-Number and scope of community-level
service providers and cadres
-Specific roles and responsibilities between
different cadres of community-level service
providers
-Ratio of providers to beneficiaries
-Specific roles and responsibilities between
community-level service providers and
community groups
-Selection criteria
-System support areas:
-Supervision
-Training
-Supplies
-Remuneration
-Referrals and link to rest of the PHC system
-M&E
-ICT & Digital health
-Results/performance based financing policy
-Service delivery standards/guidelines
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Category

Domain

Number

Indicator
Indicator or community health domain

III.a.(3)
III.a.(4)
III.a.(5)
III.b. Governance
and Management

III.b.(1)
III.b.(2)
III.b.(3)

III.c. Financing

III.c.(1)
III.c.(2)
III.c.(3)
III.c.(4)
III.c.(5)

Are there any other policies or strategies within the
health sector that include guidance on communitylevel service delivery? If so, please list them
Which actor(s) is responsible for developing/updating
each policy, strategy or guidance?

Type 1 /
Cadre 1

Type 2 /
Cadre 2

Type 3 /
Cadre 3

Type X /
Cadre X

Which actor(s) is responsible for implementing each
policy, strategy or guidance?
Which actor(s) is responsible for managing and
coordinating community level service delivery?
What are the administrative/management bodies
managing service delivery at each administrative
level?
Describe any differences between policy or guidelines
and implementation (any practices actually
happening on the ground)
How is the CHW program financed? Include the
following in your description
Is there a single funder or multiple funding
sources?
Is the program financed by government or
donor sources? If a mix, describe the
general breakdown of funding by %
If and how funds are pooled

III.c.(7)

If donor funds, are they channeled through
government funding flows or do the donors
pay (or supply) CHWs or their overarching
organizations directly? (Describe the funding
flows)
Describe what donor funds and/or
government funds pay for (supplies, services
delivered, etc)
How is the CHW budget set each year?

III.c.(8)

Are budget over-runs/deficits allowed?

III.c.(9)

If yes:

III.c.(6)

Response

What happens when there are budget overruns/deficits?
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Category

Domain

Number

Indicator
Indicator or community health domain

III.c.(10)

III.c.(11)

Does the purchasing agency have sufficient capacity
and skills to operate as a strategic purchaser (e.g.
PFM, analytic capacity, governance)? Answer for
multiple purchasers, if relevant
If no:
What are the main gaps?

Response
Type 1 /
Cadre 1

Type 2 /
Cadre 2

Type 3 /
Cadre 3

Type X /
Cadre X
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Section 2 - Description of Purchasing Arrangement
THIS TAB FILLED INDIVIDUALLY FOR EACH CHW TYPE OR CADRE OF INTEREST (or can bullet point details related to different CHWs in same
cell)
RESPONSE COLUMNS ARE ILLUSTRATIVE AND MEANT TO BE ADAPTED TO SPECIFIC COUNTRY CONTEXT AND PURCHASING SCHEMES
Notes: Not every row will apply to each column, you may skip those that are not relevant.
Category

Domain

Number

Indicator

Response

Indicator or purchasing function

National/
subnational
government

Name of purchasing scheme, purchasers, or actor responsible for purchasing function:
IV. From
whom to
purchase?

IV.a.
Contracting

IV.a.(1)
IV.a.(2)
IV.a.(3)
IV.a.(4)

IV.b.
Selective
Contracting

IV.a.(5)
IV.b.(1)

IV.b.(2)

Is there an explicit contracting process with individual CHWs (of
each type) or an overarching organization (e.g., CHW associations,
NGOs)?
If
Who contracts with CHWs? Is it the purchaser, the
yes: overarching organization, or another party?
Please describe the contracting arrangement

In-service training standards/requirements

IV.b.(4)

Recruitment standards - attitudes, expertise, and availability
deemed essential for the job? (e.g. member of the
community, gender, literacy and numeracy skills)
Role of community in the recruitment process (e.g.
screening candidates, consulted on final selection)
In-service performance (e.g. meeting expectations in terms
of hours worked, maintaining patient confidentiality, correct
treatment rate / correctly following protocols)
Please note any other ways that requirements are
determined

IV.b.(6)
IV.b.(7)

Donor(s)

Other
purchasing
scheme(s)

What responsibilities does the overarching organization for
CHWs hold, if applicable? (e.g. management, training,
supplies and equipment, incentives, other systems support)
Describe the negotiation process (and how often)
Are there minimum requirements that the CHW must meet in order
to be contracted?
If
Do the requirements clearly delineate:
yes:
Pre-service training standards/requirements

IV.b.(3)

IV.b.(5)

Health
insurance
scheme
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Category

Domain

Number

Indicator

Response

Indicator or purchasing function

National/
subnational
government

Name of purchasing scheme, purchasers, or actor responsible for purchasing function:
IV.b.(8)

IV.b.(9)
IV.b.(10)
IV.b.(11)
IV.b.(12)
IV.b.(13)

IV.c
Performance
- based
contracting

IV.c.(1)

IV.c.(2)
IV.c.(3)

V. What
to
purchase?

V.a. Benefits
package

V.a.(1)
V.a.(2)
V.a.(3)

If
yes:

What is the process to assess that requirements are met?
(e.g. competency demonstrations such as literacy tests,
proof of standard accreditation or certfication, pre and post
training tests)
What is the frequency of assessment?

Health
insurance
scheme

Donor(s)

Other
purchasing
scheme(s)

If pre and/or in-service training are required, what is the
process for training CHWs and how is it ensured that
training aligns with their responsibilities?
Are any CHWs ever denied a contract or have their contracts
terminated? If yes, please explain further
If
How is it ensured that CHWs have appropiate background,
no:
necessary skills and competency to provide safe and quality
services?
Are there other considerations to be accounted for based on
relationship with other CHW cadres and/or to the other system
providers or agencies (e.g., contract status, supplies,
transportation)?
Are there any performance-related provisions in the contract
between the purchaser and the CHWs or overarching organization?
If
Are there financial incentives within the contract (related to
yes: specific tasks, number of users, referrals)? Describe
Are there non-financial incentives within the contract (e.g.
further training or employment opportunities, supplies,
formal recognition)? Describe
How are provisions related to the readiness of CHWs to provide
services and respond to incentives incorporated into the contract?
(e.g. the contract specifies who provides the training or supplies, if
these are pre-requisites or part of the contract and what happens if
these are not provided)
Describe the services covered for all providers vs CHWs only
(answer for CHW type or cadre of interest)
Is there an explicit benefits package for all providers that also
pertains to CHWs? Or is there a separate CHW benefits package (or
list of services)?
How is this benefits package determined and by whom?
82

Category

Domain

Number

Indicator

Response

Indicator or purchasing function

National/
subnational
government

Name of purchasing scheme, purchasers, or actor responsible for purchasing function:
V.a.(4)
V.a.(5)
V.a.(6)
V.a.(7)
V.a.(8)
V.a.(9)
V.b. Service
delivery
standards

V.b.(1)

What criteria are used to determine this benefits package?
(including scope of services and target population)
Is the benefits package translated into a specific scope of
services for CHWs?
Is there a process in place to revise the benefits package?
How often?
Are channels in place to inform citizens about their
entitlements and obligations at CHWs under the benefit
package?
Do population members have to show a card to get services
from CHWs or is there universal entitlement?
If
How is it ensured that CHWs know what services to deliver
not: and to whom?
Does the purchaser use or further define existing service
delivery/quality standards for CHWs as part of
purchasing/contracting decisions?
e.g. Gatekeeping and referral guidelines

Health
insurance
scheme

Donor(s)

Other
purchasing
scheme(s)

Clinical guidelines for CHWs
V.b.(2)
V.b.(3)
V.b.(4)
V.b.(5)
V.c.
Medicines &
Supplies

V.c.(1)
V.c.(2)
V.c.(3)

If
How are clinical guidelines reinforced (supervision,
yes: incentives)?
What is the role of supervisors in supporting and ensuring service
delivery / quality standards are met?
Does supervision happen regularly?
Does supervision focus more on accountability or coaching? In
other words, how do CHWs perceive the quality and purpose of the
supervision they receive?
Is there a medicines list used for purchasing (in general)?
If
yes:

Which agency defines the medicines list and how is it
defined?
Is there a generics-only policy for purchasing?

V.c.(4)

Is there a specific medicines list for CHWs?

V.c.(5)

What is the process for CHWs to get supplies/medicines and any
conditions for accessing supplies (where, frequency, from whom,
etc)
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Category

Domain

Number

Indicator

Response

Indicator or purchasing function

National/
subnational
government

Name of purchasing scheme, purchasers, or actor responsible for purchasing function:
V.c.(6)
V.c.(7)
V.c.(8)

V.c.(9)
V.c.(10)
V.c.(11)
VI. How
to
purchase?

VI.a.
Provider
payment

VI.a.(1)

What systems are in place and/or required to support that
CHWs get supplies? (e.g. logistics management information
systems, local supply-chain)
What happens when the CHW has a stockout? Is there an
accountability process?
Do CHWs regularly experience stockouts of key supplies or
medicines?
If
Try to characterize how often this happens and why it occurs
yes:
If available, characterize the usual practice in the event of
stock-out in terms of service provision (e.g. do CHWs refer
patients to health facility? stop doing house visits until they
are restocked? etc.)
Do CHWs have digital health tools or apps that aid them in
tracking/requesting supplies?
What other equipment and logistics support are provided and how
is it determined? (e.g. transportation, communication, weather
protection, job aids, storage)
Who provides additional equipment and logistics support?

VI.a.(4)

VI.a.(8)
VI.a.(9)

Other
purchasing
scheme(s)

What are the payment mechanisms for the types of services
the CHW is supposed to deliver? For instance, are they paid
fee-for-service, paid via in-kind contributions, stipend, per
diem, etc?
Is there a single entity or multiple entities that pay CHWs?

VI.a.(3)

VI.a.(6)

Donor(s)

Describe the provider payment system(s) used to pay this type of
CHW (note any differences for each service type)?

VI.a.(2)

VI.a.(5)

Health
insurance
scheme

If
>1:

What is the division and flow of payments between the
different contract parties?
Are they harmonized or conflicted?

Describe the consequences for provider incentives of
multiple payment systems
Describe the provider payment system(s) used to to connect CHWs
with other levels of care (PHC, referral facilities)
How are CHW payment rates and mechanisms determined?
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Category

Domain

Number

Indicator

Response

Indicator or purchasing function

National/
subnational
government

Name of purchasing scheme, purchasers, or actor responsible for purchasing function:
VI.a.(10)

Which agency has the authority to set the type of
mechanism and the rates?
What information/data is used?

VI.a.(11)
VI.a.(12)
VI.a.(13)
VI.a.(14)
VI.a.(15)
VI.a.(16)
VI.a.(17)
VI.a.(18)
VI.a.(19)

VI.a.(20)
VI.a.(21)
VI.a.(22)

VI.a.(23)

Health
insurance
scheme

Donor(s)

Other
purchasing
scheme(s)

Is there any negotiation with individual CHW or CHW
networks?
Is the process different for public, private, or volunteer
CHWs?
Describe the process of the purchaser requesting and processing
payment (claims, billing, etc.)?
Do CHWs submit claims?
If
yes:

Do CHWs submit directly to purchaser or through an
intermediate agency (local facility, network association,
overarching organization, etc)?
How long does it usually take from the time payment is
requested until it is received? If they are delays, try to
characterize how often this happens and why
Do CHWs have access to systems to track their claim and
understand why partial or denied payments are made?
What is the Public Financial Management (PFM) capacity of the
CHW and other parties (e.g. overarching organization, nearby
facility) in the contract (budget planning/adjustment/execution,
infrastrucure)
What’s the PFM capacity of each CHW-relevant purchaser? How
does it affect the relationship with providers like CHWs what types
of provider payments they can make?
Do CHWs or their overarching organizations have any autonomy
over decision-making and resource allocation to respond to
provider payment incentives? If so, describe
Describe any challenges in operational systems, technical
capacities, or PFM systems among CHWs or purchasers that limit
the opportunity for output-based provider payment systems to be
introduced or be effective
Does the CHW take out-of-pocket (OOP payments)?
Approximately how much of their income is comprised of
OOP payments?
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Category

Domain

Number

Indicator

Response

Indicator or purchasing function

National/
subnational
government

Name of purchasing scheme, purchasers, or actor responsible for purchasing function:
What services do they usually take OOP payments for?

VI.b.
Provider
monitoring

VI.b.(1)
VI.b.(2)
VI.b.(3)

VI.b.(5)

Where is is performance data being reviewed?

VI.b.(6)

How is the performance of other actors supporting CHWs (or
included in the contract) monitored?
Is performance information linked to payment or other purchasing
decisions?
If
Describe how performance information is used in
yes: purchasing and payment
How is the payment adjusted (e.g. via top-up, cash awards,
etc)?
Are there any non-financial incentives tied to performance
data that is collected?
Has there been evidence of cheating (e.g. CHWs adjusting
the data to receive rewards)?
Describe any other routine analyses carried out by the purchaser to
make purchasing decisions
Do CHWs find filling out data for purchasers to be overly taxing or
time-consuming and detrimental to their ability to deliver quality
services?

VI.b.(9)
VI.b.(10)
VI.b.(11)
VI.b.(12)
VI.b.(13)

Other
purchasing
scheme(s)

How do CHWs collect and submit service monitoring information
(e.g. patient data for payment)? Describe the process and what
tools they use (e.g., digital or paper-based)
How does monitoring or performance information flow across the
system and back into the community health system?
What are the current levers for CHW performance improvement
(e.g., supervision, training, community feedback, other)?

VI.b.(8)

Donor(s)

How often do they take OOP payments? Any difference by
type of client?
How is CHW performance defined and measured?

VI.b.(4)

VI.b.(7)

Health
insurance
scheme

*Note: Can add more columns or adapt columns as needed. Additional guidance for filling out columns:
Use separate columns when there are different purchasers for one CHW.
In some cases, it may make sense to switch to CHW types, if these have different purchasing schemes.
Use separate columns whenever the contracting arrangement works different. For example, one purchaser may have different arrangements for each programmatic
piece covered (e.g. salaries, medicines, training).
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Section 3 - Description of Results of Purchasing Arrangement for CHWs

OPTIONAL: To be filled in during the data collection process, or post-data collection as part of the data analysis/assessment
Category

Domain

Number

Indicator

Indicator or purchasing function
Name of purchasing scheme, purchasers, or actor responsible for purchasing function:
VII.
Intermediat
e results

VIII. Service
delivery
results

VII.a.
Appropriate
incentives

VII.a.(1)

Do CHWs have adequate incentives to deliver high-quality services
and to serve vulnerable populations? Describe why or why not

VII.a.(2)

To what extent do provider payment methods and purchasing
arrangements promote quality of care and coordination among
CHWs? Describe what is working and what are key challenges

VII.a.(3)

To what extent are provider payments harmonized across
schemes/revenue sources to ensure coherent incentives for CHWs
and other providers in the system?

VII.a.(4)

Are there any adverse incentives in the system, leading to
inefficiency or poor quality?

VII.b. Costeffective
resource
allocation

VII.b.(1)

Is there evidence that funding allocations and payment to CHWs
reflect population health needs?

VII.b.(2)

Have purchasing arrangements and provider payment systems
encouraged an increase in the share of funds allocated to CHWs?

VIII. a. CHW
&
communitylevel
outputs

VIII.a.(1)

To what extent do CHWs feel knowledgeable and confident in their
skills to deliver services?
In general, are CHWs motivated to deliver quality services?

VIII.a.(2)
VIII.a.(3)
VIII.a.(4)
VIII.a.(5)

Response
National/
subnational
government

Health
insurance
scheme

Donor(s)

Other
purchasing
scheme(s)

What is the annual attrition / retention rate for CHWs of each
type/cadre?
What is the community-level knowledge of community health
services available?
To what extent does the community trust CHWs and the services
they provide? Do they perceive them as credible health providers?

VIII.a.(6)

What is the community-level experience of care provided?

VIII.a.(7)

To what extent is the referral/ counter-referral between CHWs and
health facilities a functional process?

VIII.a.(8)

Do communities feel empowered to engage in the CH program?
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Category

Domain

Number

Indicator

Indicator or purchasing function
Name of purchasing scheme, purchasers, or actor responsible for purchasing function:
VIII. b.
Service
delivery
outcomes

Is there any evidence that purchasing arrangements for CHWs have led to better:
VIII.b.(1)

Equity

(financial protection and access)

VIII.b.(2)

Access

(coverage of priority services; utilization)

VIII.b.(3)

Quality

(clinical quality, patient experience)

VIII.b.(4)

Financial
protection
Allocative
efficiency
Technical
efficiency
Financial
sustainabili
ty

(reduced out-of-pocket payments)

VIII.b.(5)
VIII.b.(6)
VIII.b.(7)

Response
National/
subnational
government

Health
insurance
scheme

Donor(s)

Other
purchasing
scheme(s)

(resources directed to PHC and other cost-effective
services)
(lowest cost for highest quality services)
(managing within budget constraints and limiting
unproductive cost growth)

Overview of Key Terms Used in This Tool
Term
Community Health Workers (CHWs)
Contracting
Public financial management (PFM)
Purchasing
Overarching organization
Financing scheme

Definition
Community health workers should be members of the communities where they work, should be selected by the communities,
should be answerable to the communities for their activities, should be supported by the health system but not necessarily a part
of its organization, and have shorter training than professional workers
Purchasers enter into binding agreements with public and/or private health providers to deliver goods, services, and interventions
under specified terms of payment and/or other conditions. Can be explicit or implicit
Set of rules that govern allocation, use and reporting of public funds. PFM is increasingly being recognized as a central pillar for
health and universal health coverage
Allocation of pooled funds to health service providers on behalf of the population
Organization that oversees community health workers; it can take on many forms such as a professional networks of CHWs, a subnational actor in the health systems (e.g., district/county offices, health facilities), public clinics, or Not-for-profit organizations
Financing schemes include the funds used to purchase community health services. They can come from a variety of domestic
sources and channels, such as direct funding from the central and/or local government or some form of pooled arrangements such
as insurance schemes (compulsory or voluntary, with or without subsidies) or individual out-of-pocket expenditures or external
donors
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Annex D: Provider Payment Methods and the Incentives They
Create2

PAYMENT
METHOD

DEFINITION

INCENTIVES
FOR
PROVIDERS

WHEN THE METHOD MAY
BE USEFUL

Capitation (per
capita)

Providers are paid a fixed
amount in advance to provide a
defined packageof services for
each enrolled individual for a
fixed period of time.

Attract enrollees, improve the
output mix (focus on less expensive
health promotion and prevention),
improve efficiency of the input mix,
decrease inputs,underprovide
services, increase referrals to other
providers, attempt to select
healthier (less costly) enrollees.

Management capacity of the
purchaser and providers is
moderate to advanced, choice and
competition among providers are
possible, strengthening primary
care and cost control are top
priorities, a broader strategy is in
place to strengthen primary care
and increase health promotion.

Case-based (e.g.,
diagnosis-related
groups)

Hospitals are paid a fixed
amount per admission or
discharge depending on the
patient and clinical
characteristics, which may
include department of
admission, diagnosis, and other
factors.

Increase admissions, including to
excessive levels; reduce inputs
per case, which may improve
the efficiency of the input mix or
possibly reduce quality; unbundle
services (e.g., through preadmission testing); reduce length
of hospital stays; shift rehabilitation
care to the outpatient setting.

Management capacity of the
purchaser and providers is
moderate to advanced, there is
excess hospital capacity and/ or
use, improving efficiency is a
priority, cost control is a
moderate priority.

Fee-for-service
(tariffs or fixed fee
schedule)

Providers are paid for each
individual service delivered.
Fees or tariffs are fixed in
advance for each service or
bundle of services.

Increase the number of services,
including above the necessary
level; reduce inputs per service,
which may improve the efficiency
of the input mix or possibly
reduce quality.

Management capacity of the
purchaser and providers is at
least moderate; increasing
productivity, service supply, and
access are top priorities;there is a
need to retain or attract more
providers; cost control is a low
priority.

Global budget

Providers receive a fixed
amount for a specified period
to cover aggregate
expenditures to provide an
agreed-upon set of services.
The budget can be spent
flexibly and is nottied to line
items.

If global budgets are formed based
on inputs: underprovide services,
increase referrals to otherproviders,
increase inputs.

Management capacity of the
purchaser and providers is at
least moderate, competition
among providers is not
possibleor not an objective,
cost controlis a top priority.

Line-item
budget

Providers receive a fixed
amount for a specified period
to cover specific input expenses
(e.g., personnel, medicines,
utilities). The budget is not
flexible, and expenditure must
follow line items.

Underprovide services, increase
referrals to other providers,
increase inputs, spend all remaining
funds by the end of the budget
year. No incentive ormechanism to
improve efficiency.

Management capacity of the
purchaser and providers is low,
cost control is a top priority;
financial management and
monitoring are weak.

Per diem

Hospitals are paid a fixed
amount per day for each
admitted patient. The per
diem rate may vary by
department, patient, clinical
characteristics, or other
factors.

Increase the number of bed-days,
which may lead to excessive
admissions and lengths of hospital
stays; reduce inputs per bed-day,
which may improve the efficiency
of the input mix or possibly
reduce quality.

Management capacity of the
purchaser and providers is
moderate, improving efficiency
and increasing bed occupancy are
priorities, the purchaser wants to
move to output-basedpayment,
cost control is a moderate
priority.

If global budgets are formed based
on volume: increase the number
of services, increase referrals to
other providers, decrease inputs.
Mechanism exists to improve
efficiency but may need to be
combined with other incentives.
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