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INTRODUCTION 

Community health workers (CHWs) are vital to countries’ 

strategies to achieve universal health coverage (UHC). 

They have been identified as effective workforce essential 

to improve access to primary health care particularly for 

underserved and hard to reach populations.1 Their roles are 

critical for the achievement of UHC and the sustainable 

development goals (SDGs) especially in low-income and 

middle-income countries (LMICs).2,3  

They serve as the bridge between the formal health system 

and the community to address unmet needs for health 

services, promote health-system resilience, foster 

continuation of essential services and support effective 

emergency responses.1-5 Recently, CHWs have become 

increasingly important in health systems as they are 

considered essentials to complement the skilled health 

workforce especially in settings with scarcity of health 

personnel low-income and middle-income countries.5,6 

The role of CHWs in the West Africa Ebola outbreak and 
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during the ongoing COVID 19 pandemic has been 

highlighted to advocate for increasing the numbers of 

CHWs globally.7-9  

CHWs in this study are health care providers who live in 

the community they serve and receive lower levels of 

formal education and training than professional health care 

workers such as nurses and doctors and differ both within 

and across countries, in terms of their recruitment, training, 

supervision, type and amount of work, and form of 

remuneration.10 They have enormous potential to extend 

health care services to vulnerable populations, such as 

communities living in remote areas and historically 

marginalized people, to meet unmet health needs in a 

culturally appropriate manner, improve access to services, 

address inequities in health status and improve health 

system performance and efficiency.10,11 Lack of 

appropriate incentives, with resultant high rates of turnover 

and the type of financial remuneration that is fair, 

appropriate, and sustainable are common challenges in 

large-scale CHW program.12-14  

Debates about paying community health workers typically 

focus on the trade-offs between reliance on volunteerism 

underpinned by intrinsic motivation of volunteers and the 

need to recognize and remunerate work fairly. Financial 

payment will also help in increased employment, and 

women’s economic empowerment, tackling gender-based 

inequities, as seventy percent of Community Health 

workers globally are women.15-17  

Various studies tend to imply that using volunteers is the 

best approach for CHWs and argue that offering financial 

incentives is not always an effective or desirable strategy, 

as this may undermine the volunteering spirit.18,19 There are 

also concerns that providing financial incentives for CHWs 

either as salaries or other modalities of payment are not 

sustainable.20 However, the reality is that most CHWs 

especially in low-income countries are usually poor people 

and should be compensated to commensurate with the time 

invested in providing services for their communities.21,22  

Studies have reported financial incentive as a critical factor 

for sustaining CHWs and many countries have moved to 

professionalize and institutionalize their community health 

worker programmes away from dependency on 

volunteers.12-16 The new WHO guideline on CHW 

programme support also recommends that CHWs should 

receive financial incentive package appropriate to their 

workload, training, number of hours and responsibilities.5  

The study examined existing literature on financial 

incentives for community health workers and identified 

program considerations for effective implementation. 

METHODS 

Integrative literature review of published peer reviewed 

articles and grey literatures which included policy briefs, 

program evaluation and technical reports. 

Search strategy 

A systematic search of published articles was conducted 

from main electronic databases (PubMed, PsycINFO, 

Hinari, Scopus, Africa journals online and direct search 

from Google Scholar). Searches of the grey literature were 

also conducted which included policy briefs, programme 

evaluation and technical reports of organizations. The lists 

of selected full texts were also screened for additional 

relevant articles. Searching was restricted to studies 

conducted in low and middle -income countries and 

published in English from earliest available date to June 

2023. 

In addition to the above, specific key words, such as 

“financial incentives; ‘payment’, ‘salary’ ‘motivation’ 

‘retention’ community health workers’ low and middle -

income countries’ etc. were used to retrieve studies for the 

review.  

Inclusion criteria 

The inclusion criteria applied for the selection of the study 

included: peer-reviewed studies or grey literatures which 

used all study designs with clear methodology conducted 

in low and middle income countries and published in 

English from earliest available date to June 2023. 

Exclusion criteria 

Conference abstracts, personal commentaries and studies 

conducted outside the scope of the research were excluded. 

Data quality control 

After the first selection of studies was completed, 

methodological quality control measures using a designed 

critical appraisal checklist to evaluate the methodological 

rigorousness of the identified studies and to avoid 

inclusion of irrelevant studies into the review. Clarity of 

the study aims and justification; appropriateness of the 

methodology, study design used; how rigorous the data 

analysis is, explicitly of the results findings and relevant of 

the study aims etc. were used as quality assurance 

techniques to minimize inclusion of irrelevant documents 

into the review were undertaken by two authors 

independently.  

During the quality assessment any disagreements were 

solved through discussion and consensus. 

Data synthesis 

Thematic analysis was used to synthesize the data and four 

themes identified. 

RESULTS 

Figure 1 shows the analysis of the articles included in the 

study. A total of 193 articles were included in the initial 
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search. After removing duplicate articles and excluding 

other articles based on the inclusion criteria, 113 full texts 

were assessed for eligibility. 68 articles were finally 

included in the study following the quality control exercise 

conducted. 

Synthesis from the relevant studies revealed four relevant 

themes: need for financial incentives, categories of 

financial incentives, funding sources for financial 

incentives and program considerations for effective 

implementation of financial incentives.  

 

Figure 1: Number of articles eligible for the study. 

Theme 1: Need for financial incentives for CHWs 

Financial incentives have been linked to CHWs’ 

motivation and retention and has become more necessary 

especially as expectations in the form of tasks and 

workload expand.10,14,23-25 Reichenbach and Shimul 

reported that 86% of the respondents in their study claimed 

they had become CHWs “to contribute to the income of 

their households”.26  

Several studies on CHWs motivation in LMICs 

highlighted monetary incentives as valued income on 

which they could depend on to support their households 

especially in situations in which CHWs have no other 

source of income and a significant portion of the day is 

needed to meet the job requirements.14,20,27,28  In addition, 

the reality is that majority of the CHWs recruited are poor 

and require income to compensate them for the work done 

and there is now an emerging consensus that CHWs should 

be paid.5,29  

In a study in Bangladesh, the dropout rate for CHWs was 

between 31-44% and the reasons cited for attrition were 

household chores and participation in other socio-

economic activities which appeared more profitable.20 

Similar findings were reported in Tanzania where majority 

of CHWs had the satisfaction of serving their community, 

but inadequate financial remuneration was the most 

reported challenge while working as CHWs and the reason 

why majority of them dropped off. 12 A study in Kenya 

reported a statistically significant difference in attrition 

rate between CHWs’ receiving monetary incentives and 

those not receiving monetary incentives with higher 

attrition rates (13%) among those not receiving any form 

of monetary incentives compared to those receiving 

monetary incentives (4%).27 A systematic review found 

that CHWs getting financial incentives performed better 

than CHWs receiving in-kind incentives.28 However, the 

study reported performance-based incentives focused 

CHW efforts towards remunerated tasks.28 

 Studies have reported that monetary rewards would 

‘crowd in’ intrinsic motivation by making CHWs feel 

more supported, confident, and less restricted in their work 

rather than financial incentives decreasing or ‘crowding 

out’ intrinsic motivation which has been regarded a 

negative consequence of paying CHWs.12,20  However a 

comparative analysis of qualitative studies of CHWs 

motivation and performance in six countries (Bangladesh, 

Ethiopia Kenya, Indonesia, Malawi, and Mozambique) 

concluded that intrinsic rewards are important for both 

volunteer and salaried CHWs, but they do not compensate 

for the demotivation produced by a perceived low level of 

financial reward.16  

Relatedly, there is good evidence that non-financial 

incentives (social recognition, trust, respect, and 

opportunities for growth and career advancement) can 

improve community health workers’ performance and 

reduce attrition.30,31 However, CHWs in many low 

incomes to middle-income countries feel they are 

underpaid and poorly compensated for their workload, 

time, and effort.32 

In the context of task-shifting health services to 

community providers to fill human resource gaps, there has 

been an expansion of CHW role and workload. WHO 

guideline for optimizing health system and policy support 

for optimizing the contribution of CHWs recommends 

remunerating practising CHWs for their work with a 

financial package commensurate with the job demands, 

complexity, number of hours, training and roles that they 

undertake.5  The WHO guideline expressed concern that 

reliance on voluntary CHWs is “inconsistent with the 

international agenda on decent work and particularly with 

sustainable development goal (SDG) 8, promoting decent 

work and economic growth”.5,33,34 This recommendation 

was bolstered by the fact that continued reliance on 

voluntary work from CHWs could perpetuate gender 

disparities in access to employment and income 

opportunities and be inconsistent with SDG 5, achieving 

gender equality and empowerment of all women and girls 

as seventy percent of community health workers globally 

are women. 33,34 A study in India on payment of incentives 

in motivating CHWs revealed that incentives contributed 

to financial empowerment to the accredited social health 

activists (ASHAs) who are female CHWs and their 

families.35 Earning income and contributing to the 

household’s financial wellbeing was reported to inspire a 

sense of financial independence and self-confidence for 

them, especially with respect to relations with their 

husbands and parents-in-law.35  
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The WHO guideline does not rule out the use of volunteer 

CHWs, but it does express concern about the use of 

volunteer CHWs who do not have any other source of 

livelihood.5 Volunteers in wealthier countries generally 

have other incomes, such as pensions, spousal income or 

part-time employment, and find it a meaningful way to 

occupy their time or contribute to society unlike in lower 

income countries.18 Studies have suggested that if a CHW 

programme is to remain voluntary, and especially in areas 

of rural poverty, incentive packages need to be defined that 

can alleviate the burden of volunteerism on families by 

including such components as income generating activity 

or any form of financial incentives.12,18 A study in 

Madagascar which assessed the livelihood of the CHWs 

reported that CHWs responsibilities interfered with their 

ability to make a living.36 The study recommended that 

programs should make realistic demands of CHWs based 

on their broader livelihood context, and design structures 

that balance job expectations with appropriate livelihood 

support through remuneration or more limited hours and 

responsibilities allowing CHWs to pursue other activities 

and meet their basic needs.36 

A recent policy paper from the World Bank calls for a new 

approach by governments to the support of CHWs in the 

face of the COVID-19 pandemic and advocated for steady 

wages for them.37 Some authors have argued that not 

paying CHWs who work in externally funded disease-

control programmes such as polio programme, fair living 

wage is to be considered exploitation.38 However, it is 

estimated that nearly 60% of community health workers in 

low-income and lower-middle-income countries received 

no salary, and as high as 85% on the continent of Africa.34 

Theme 2: Categories of financial incentives 

The categories of CHW remuneration differ according to 

the purpose of the CHW programme, the context in which 

it operates, commitment by the government and the funds 

available. Various types of financial incentives have been 

implemented for CHWs and varies from program to 

program. These include monthly salaries or stipends, 

performance-based incentives, adhoc cash award, 

reimbursement of cost of travel, income generating 

activities such as loans and the selling of health-related 

products.32,33,39   Monthly salaries are paid to formally 

employed or full term community health workers while 

monthly stipends are paid to volunteer community health 

workers who work mostly part time.32,33   

Table 1 shows the categories of financial incentives paid 

to community health workers in various country 

community health worker programs. 

Salaried financial incentives 

The CHWs (Behvarzs) in Iran, Pakistan’s lady health 

worker programmes, health extension workers in Ethiopia, 

Agente Comunitário de Saúde (ACS) in Brazil and 

Guardian de Salud in Guatemala, Family welfare assistant 

(FWA), health assistant (HA) and community healthcare 

provider (CHCP) in Bangladesh are examples of well-

known and documented paid full-time CHW 

programmes.32,33,39 Others are India auxiliary nurse 

midwives/multipurpose health workers, CHWs in Malawi, 

Agent de Santé Communautaire (ASC) in Niger, 

community health extension worker (CHEW) in Nigeria, 

CHWs in Tanzania, community-based health and planning 

services (CHPS) community health officer (CHO) in 

Ghana and Zambia’s community health assistants.32,33,39  

However, the amount paid varies from country to country 

and on the job responsibilities of each CHW cadre. 

Ethiopia’s health extension workers (HEWs) received 

regular monthly salary of $84 with benefits and India’s 

auxiliary nurse midwives/multipurpose health workers 

received US$ 280 per month. Bangladesh’s family welfare 

assistant received a government salary of US$ 132–318 per 

month, Health Assistants, US$ 135-327 per month, and 

CHCPs, US$ 150–362 per month. Agente Comunitário de 

Saúde (ACS) in Brazil received between $ 281-$472 

monthly, Zambia community health assistant agents 

received a salary of $390 per month, community health 

extension worker (CHEW) in Nigeria, CHWs in Tanzania 

and community-based health and planning services 

(CHPS) community health officer (CHO) in Ghana 

received $281, $143 and $140 per month 

respectively.32,33,39,40 Guardian de Salud in Guatemala 

received $50 per month, community health workers in 

Malawi and ASC in Niger received $63 per month and 

$100 per month respectively.32,33  

Non-salaried financial incentives 

Many programmes provide their CHWs with monthly 

payment but call this incentive rather than salary that a 

regular, full term employed person would receive. As such, 

this income lacks the associated benefits that government 

employees normally receive. The community health agents 

in Liberia, ASHA and Anganwadi workers in India, CHWs 

in Kenya, Sierra Leone, and Belize are volunteers who 

usually receive monthly stipends as incentives.32,38-41 

Others who received one form of non-salaried financial 

incentive include Agentes Polivalente Elementare (APE) 

in Mozambique, ward-based primary healthcare outreach 

team (WBPHCOT) in South Africa and village health 

volunteer in Thailand.32,33,39  

The amount paid varies across the various countries and 

programs from $20 to $290 monthly. Community health 

volunteers in Kenya are paid between $20-$60, the 

Anganwadi workers in India are paid between $50-$130 

monthly, the ward-based primary healthcare outreach team 

(WBPHCOT) in South Africa are paid between $150-$290 

monthly, while the village health workers in Zimbabwe 

receive a quarterly allowance of US$ 42 which is often 

irregular.32,33  

Performance-based incentives (PBI) 
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This is another payment modality being used in a number 

of countries for CHWs. Some are paid exclusively using 

PBI while some benefit from PBI in addition to monthly 

stipends. India’s ASHA and Iran’s Behvarzs receive 

performance-based bonuses in addition to their monthly 

payment.32,33,39 Payments to Rwanda’s CHWs are partly 

based on performance related to indicators for nutrition, 

antenatal care, facility deliveries, family planning services, 

and engagement with HIV and TB control.32,33 The 

payment approach in Rwanda is also unique with thirty 

percent of the payment goes to individual CHWs, and the 

remaining 70% to the cooperative and aimed to encourage 

teamwork as well as high individual performance.32,33 

Bangladesh rural advancement committee (BRAC) CHW 

programme called Shasthya Shebikas receive incentives 

for good performance that is based on achieving specific 

objectives during that month, such as identifying a certain 

number of pregnant women during their first trimester in 

addition to selling of commodities.32,33 

Many studies have however raised concerns about CHW 

programmes relying solely on performance-based 

incentives and rewarding outcomes alone because of the  

likelihood of CHWs neglecting responsibilities that are not  

incentivized.5,42 Although performance-based payment 

increases the quantity of health services delivered, it may 

also have unintended economic effects, such as distortion 

(neglect of important tasks that are not rewarded with 

financial incentives), gaming (improving or cheating on 

reporting rather than improving performance), corruption, 

cherry picking (serving easy-to-reach patients).28,35 The 

WHO guideline specifically recommended against paying 

CHWs exclusively or predominantly using performance-

based incentives.5 

A study on predictors of CHW attrition in Kenya found that 

although there was a relationship between payment for 

performance and retention of CHWs, there was no 

relationship between performance-based incentives and 

quality of care or even health outcomes.43 Other studies 

also argued that reliance on performance-based incentives 

alone does not provide CHWs with financial security and 

may ultimately impede CHW rights and that performance-

based incentives are motivating only when the targets are 

seen as achievable.15, 28 

Income generating activities 

Nepal’s female community health volunteers (FCHVs) are 

supported through a local endowment funds that are 

controlled by village development committees from which 

FCHVs can draw from to support income-generation 

activities.18,32,33 Likewise, the lower-level cadre CHWs in 

Bangladesh rural advancement committee (BRAC) CHW 

programme called Shasthya Shebikas, who are also 

members of women’s savings and loan groups also engage 

in a variety of income-generating activities such as raising 

chickens, producing milk, and making handicrafts.18,32,33 

Similarly, one of the world’s pioneers CHW programs in 

India, the Jamkhed comprehensive rural health project, 

also support  the volunteer CHWs with income generating 

activities and the volunteers are reported to be highly stable 

with many serving in this capacity for 20 or more years.44 

This approach has been reported to have made it possible 

for these CHW programme to grow without dependence 

on external funding.18,44  

Selling of commodities 

Bangladesh rural advancement committee (BRAC) 

community health volunteer (CHV) programme sell health 

commodities such as drugs for minor illnesses, 

contraceptives, feminine hygiene supplies, iodized salt, 

oral rehydration solution, safe delivery kits to make a small 

profit and charge a small service fee for antenatal care.32 

On average, the income from these sales amount to 

US$10–20 per month. Studies have reported that when 

compensation is tied to drug sales, CHWs tend to focus on 

curative care and fee-for-service schemes and the practice 

is open to abuse by placing the profit motive over the real 

needs of villagers which often result in an increase of 

curative over preventive activities and the over 

prescription of medications.20,39 Too much reliance on 

community financing can exacerbate inequities since the 

poorest communities will likely have the greatest health 

problems but have also the least capacity to pay for 

services.20,39  

Theme 3: Funding sources for CHWs financial 

incentives 

The sources of funding for the payment of financial 

incentives for the CHWs range from the national 

government to a combination of co-sharing between 

national and subnational government, contribution from 

the communities and external donors.32,33,39 The payment 

for the India auxiliary nurse-midwives, community health 

workers in Brazil, Thailand, Belize are  from the national 

government while the payment for the India’s Anganwadi 

workers is co-shared with 90% from the national 

government and 10% from the state budget.32,33,39,41 The 

monthly salary for the CHWs in Iran is paid from the 

national budget while the lady health workers in Pakistan 

are paid largely by the government who contributed 89% 

and 11% were from the donors during the first phase of the 

project.32,33,45  

The salaries for the family welfare assistant (FWA) and 

health assistant (HA) in Bangladesh are solely funded by 

the government while the salary for the community 

healthcare provider (CHCP) in Bangladesh is funded 

mostly by donors and the government.32,33 The CHW 

program in Ethiopia is funded by the national and 

subnational entities and support from donors while the 

CHWs incentives in  Sierra Leone in largely funded by 

development partners.32,46 The community health 

volunteers in Kenya are paid by the counties and the 

amount being paid varies from county to county.32 
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The monthly incentives of the community health agent, a 

category of the CHWs in Liberia are paid by the county 

health team with fund from the county health budget with 

support mostly from the government and contribution from 

some donors.40.  

Several NGOs have tried to create community revolving 

drug funds or other types of community-based credit funds 

specifically for health incentives.20 The funding support 

for the female community health volunteers (FCHVs) in 

Nepal is from local endowment funds controlled by village 

development committees which FCHVs can draw from to 

support income-generation activities.32,33 The concept of 

community financing is an attractive one, but 

unfortunately has proved to have serious limitations. 

Programs that relied primarily on community financing, 

such as fees for services, place greater burdens on poor 

communities and the sick and didn’t lead to consistent and 

regular payment of CHWs.20,39  

Table 2 shows the various funding sources for community 

health workers’ financial incentives in in various country 

CHW programs. 

Table 1: Categories of financial incentives for community health workers. 

S. no. 
Categories of financial 

incentives 
Community health worker cadre and countries  

1. Salaried financial incentives 

Community health workers (Behvarzs) in Iran  

Agente Comunitário de Saúde (ACS) in Brazil   

Pakistan’s lady health workers 

 Health surveillance assistants (HSAs) in Malawi   

India auxiliary nurse midwives/multipurpose health workers  

 Guardian de Salud in Guatemala   

Zambia community health assistants 

Agent de Santé Communautaire (ASC) in Niger 

Community health extension worker (CHEW) in Nigeria 

Community health workers in Tanzania  

Community-based health and planning services (CHPS) community health 

officer (CHO) in Ghana 

Family welfare assistant (FWA), health assistant (HA) and community 

healthcare provider (CHCP) in Bangladesh 

 Malawi CHW  

2. Non-salaried  

Community health volunteers in Kenya 

Ward-based primary healthcare outreach team (WBPHCOT in South Africa 

Anganwadi workers in India 

Accredited social health activist (ASHA) in India 

Agentes polivalente elementare (APE) in Mozambique  

Community health agents in Liberia 

Community health workers in Sierra Leone 

Community health workers in Belize 

3. 
Performance-based 

incentives (PBI) 

Community health workers in Rwanda 

Accredited social health activist (ASHA) in India 

Community health workers (Behvarzs) in Iran 

  Bangladesh rural advancement committee (BRAC) CHW (Shasthya Shebikas) 

4. Income generating activities 

Nepal’s female community health volunteers (FCHVs) 

Bangladesh rural advancement committee (BRAC) CHW (Shasthya Shebikas) 

 Jamkhed comprehensive rural health project CHW program in India 

5. Selling of commodities 
Bangladesh rural advancement committee (BRAC) community health volunteer 

(CHV) programme  

Table 2: Funding sources for community health workers financial incentives. 

S. no. Sources of fund Community health worker cadre and countries  

1. 
Domestic fund (National 

government)  

Agente Comunitário de Saúde (ACS) in Brazil   

Auxiliary nurse-midwives in India 

The lady health workers in Pakistan  

Community health workers in Nigeria 

Community health workers in Tanzania 
Continued. 
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S. no. Sources of fund Community health worker cadre and countries  

Community health workers in Belize 

Family welfare assistant (FWA) and health assistant (HA) and  in Bangladesh 

Community health workers in Iran 

2. 
Domestic fund (National and 

subnational government) 
India’s Anganwadi workers 

3. Domestic and donor fund 

Community health agents in Liberia 

Community healthcare provider (CHCP) in Bangladesh 

Health extension workers in Ethiopia 

4. 
Domestic (Local endowment 

fund) 
Female community health volunteers (FCHVs) India  

5. Domestic (county) Community health volunteers in Kenya 

6. Donor fund  

Afghanistan community health workers; 

Village health worker in Zimbabwe 

Community health workers in Guatemala  

Community health workers in Sierra Leone 

Theme 4: Program considerations for effective 

implementation of financial incentives for community 

health workers 

Payment to be fair and commensurate to CHWs roles 

A major issue from The Lancet global health commission 

on financing primary health care on the payment of 

community health workers was how to pay community 

health workers.47 

Some of the major considerations identified for effective 

implementation of financial incentives include fairness of 

the incentives being paid, how equitably they are 

distributed, how consistently they are provided, and how 

they relate to the local labor market and economic.5,39 

Studies suggested that even though not all CHWs may be 

made into salaried employees, they should however be 

provided with financial incentive that is commensurate 

with their works demand in terms of expectations 

regarding type and number of tasks, training, as well as 

expected time investment.5,48  It has also been advocated 

that depending on the type of outcomes intended for the 

CHW program, and the context, planners might choose one 

type of remuneration over another, however part time 

models should not place unrealistic expectations  on the 

CHW’s time or capacity.18,33 Programs should make 

realistic demands of CHWs based on their broader 

livelihood context, and design structures that balance job 

expectations with appropriate livelihood support through 

remuneration or more limited hours and responsibilities 

allowing CHWs to pursue other activities and meet their 

basic needs.36  

Accordingly, CHW remuneration should be competitive 

and reflect their level of competency, job demands, 

complexity, number of work hours, training and roles that 

they undertake.5,42,43  

While introducing financial incentives is motivating, 

adequate expectation management is needed to prevent 

frustration as a result of broken promises either as a result 

of failure to provide the incentives or delays in providing 

them.33 Unmet promises related to incentives and 

remuneration, delayed release of payments, and having to 

spend out of pocket to meet one’s responsibilities were 

identified as sources of demotivation for CHWs and 

creates mistrust towards the health system.33,49  Incentives 

do not have to be equal across all sub-categories of CHWs 

but should be introduced equitably and reliably in a manner 

sensitive to expectations and program priorities.5,33,42  

The payments should be locally benchmarked and 

comparable to other government and non-governmental 

organization (NGO) positions with similar responsibilities 

to ensure equity and acceptability.33,50 CHWs should be 

provided financial incentive based on their roles, 

responsibilities and workload and the amount paid, the 

modality of payment or other incentives to be provided to 

each type of CHWs should be transparently determined 

and communicated so as to avoid fueling conflict among 

the various categories of  CHWs.5,42,51,52  

Government and program planners should use appropriate 

and available tools to model the community health workers 

working hours which will guide in determining fair and 

commensurate renumeration and effective monitoring 

system established. The tools help to model options for 

CHW program design with respect to CHW time 

allocation, workload, and targeted population coverage of 

interventions, among other variables.53,54  

In the new Sierra Leone CHW policy of 2021, CHWs in 

hard-to-reach areas (at a distance of over 5 km radius from 

the nearest primary health facilities called peripheral health 

units (PHU) or within 3-5 km with difficult terrain) provide 

all services as per the scope of work of CHWs and ICCM 

plus services are paid 25 USD monthly. The CHWs in easy 

to reach areas (within 3-5 km radius areas of the nearest 

PHU) who provide only scope of work for CHWs are paid 

15 USD while the peer supervisors are paid 30USD 

monthly.46 
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In Liberia, a cadre of the community health workers called 

the community health agents are paid $70 per month, 

commensurate with the 20 hours of work they are expected 

to perform each week. The other CHW cadres are provided 

with other form of both monetary and non-monetary 

incentives depending on what activities they are engaged 

to perform.40  

Sustainable funding 

Securing sustainable financing for community health 

worker programmes can be a challenge particularly in 

countries that rely solely on external funding.32,33 Funding 

from government has important advantages, most notably 

job security for the individual CHW. However, one of the 

inherent problems with government funding is the lack of 

strong political support to continue funding levels for 

CHW programs in the face of competing demands which 

causes cutbacks in funding when there are government 

shortfalls. Therefore, CHW programs are commonly one 

of the first budget items to be cut when budget pressures 

arise.39,45  

Governments face formidable challenges in giving formal 

recognition and salaries to CHWs as highlighted by some 

studies.45,55 One of such is that the provision of salary 

carries with it the inherent risk of CHWs unionizing and 

demanding higher salaries and more benefits.45,55  This can 

however be addressed by implementing one of the 

recommendations in the WHO guideline by having a 

written agreement specifying role and responsibilities, 

working conditions and remuneration which can include 

that they are not formal employee and not able to join 

association and the condition for possible increasing their 

salaries specified.5  The Liberia’s community health policy 

clearly stated that even though the community health 

agents are paid monthly incentives by the county health 

teams they are not civil servants.40   

In addition, even though individual salaries are low, the 

financial implications of these pressures are considerable 

given the large number of workers involved. However, 

establishing functional and institutionalized national 

georeferenced CHW master list (CHWML) and use of 

other community health worker program planning tools 

will help the government in being able to identify and plan 

for the required number of CHWs that government can 

engage and pay.53-56 The use of these tools is important to 

help each country or program determine how 

many CHWs to deploy relative to the population size 

because global benchmarks are difficult to identify, given 

variability in context and the number and types of services 

that CHWs may offer which are specific to each county or 

program.53 A further challenge in many countries is that 

the entry-level nurse cadre salary is the country’s 

minimum wage. This prevents the country from hiring 

CHWs as full-time employees because it would require 

that entry-level nurses—and perhaps several lower-level 

nurse cadres as well be given a raise. Thus, there is a 

potential ripple effect up the entire health worker 

pyramid.45 Stakeholder engagement and appropriate 

legislation will be needed to ensure this is addressed as  

successfully done in some countries which have included 

CHWs and their entry level  into the scheme for service for 

civil servants.  

There has been suggestions and recommendations for 

communities to bring other resources to bear to support 

community health workers based on flexible local needs.57    

Long-term financing plans should be developed for 

payment of community health workers and all elements of 

a community health program including leverage existing 

initiatives and donor funding. Realizing the critical role of 

donor funds in ensuring financial incentives for CHWs, 

stakeholders at a workshop in Ghana on financing 

community health worker systems at scale in Sub-Saharan 

Africa in 2015 strongly urged donors to pool their CHW 

program resources into a few pooled funds. The pooling of 

the fund is to provide additional financing for CHWs in a 

flexible and timely manner including payment of incentive 

for CHWs.58 

Improved private sector funding was one of the ten 

principles recommended at the workshop to ensure 

sufficient and sustainable financing for institutionalizing 

of the community health systems and countries are to 

explore or scale up partnership with the private sector.58  In 

June 2021, the U.S. President’s malaria initiative (PMI) 

changed its policy to allow for the payment of CHW 

salaries and stipends with PMI funds, while advancing 

efforts to catalyze other donors and work with partner 

governments on a sustainable approach for governments to 

assume primary responsibility for health worker salaries 

over time.59 Similarly, The Monrovia Call to Action, 

following the 3rd International community health workers 

(CHW) symposium held in Liberia in March 2023 

advocated for improved investment in community health 

programs as an integral path to universal health coverage 

through appropriately and incrementally increase domestic 

budget allocations and private sector financing for primary 

health care and CHWs including payment of fair wage for 

CHWs.60 

Investing in CHWs provides a return on investment in 

terms of lives saved, productivity, and jobs created of up 

to 10:1 which is essential to achieving universal health 

coverage with community health being the equity arm of 

primary health care.57,60  

CONCLUSION  

The study reviews existing literature on financial 

incentives for community health workers and provides 

program considerations for effective implementation. 

There is need for countries to review their community 

health worker program design and establish enabling 

policy environment and implementation mechanisms for 

realistic and appropriate financial incentives for the 

community health workers based on their workload, 
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responsibilities, and local context. Appropriate tools 

should be used to model the community health workers 

working hours which will guide in determining fair and 

commensurate renumeration and effective monitoring 

system should be established. Political will, long-term and 

sustainable financing, appropriate legal framework and 

removal of barriers and restrictions on financial incentives 

are essential for institutionalization of payment for CHWs 

and other essential components of the community health 

system strengthening. 
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