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Abstract

Background The Corona Virus Disease 2019 (COVID-19) pandemic overwhelmed health systems and disrupted the
delivery of health services globally. Community Health Workers (CHWs) play a critical role in linking communities

to health systems, supporting the prevention and control of diseases in many low- and middle-income countries.
However, their roles, barriers, and facilitators in the response and control of the COVID-19 pandemic have not been
well documented. We described the roles of CHWs in the COVID-19 response, including the barriers and facilitators.

Methods A cross-sectional study design was used to assess the COVID-19 response in the Democratic Republic of
Congo (DRQ), Nigeria, Senegal, and Uganda. This involved 110 key informant interviews with policymakers, health
facility managers, district health managers, and CHWs to understand the role of CHWs in the COVID 19 response,
selected purposively. The total sample size was based on information saturation in each of the countries. A document
review on the COVID-19 response was also conducted. We searched Google, Google Scholar, and PubMed for
published and grey literature. Data from the selected documents were extracted into a Google master matrix in MS
Excel and analyzed thematically.

Results In COVID-19 Control, CHWs supported community-based surveillance, contact tracing, risk communication,
community mobilization, and home-based care. To support the continuity of other non-COVID-19 services, the
CHWs conducted community mobilization, sensitizations, outreaches, referrals, and patient follow-ups. CHWs were
challenged by movement restrictions, especially in the initial stages of the lockdown, inadequate PPE, increased
workload, low allowances, and motivation. CHW were facilitated by trainings, the development of guidelines,
development partners’' support/funding, and the provision of personal protective equipment (PPE) and tools.
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Conclusion CHWs supported both the COVID-19 control and continuity of non-COVID-19 health care during the
COVID-19 pandemic. CHWs are a critical resource that must be adequately supported to build resilient health systems.

Keywords Community health workers, COVID-19, Roles, Barriers, Facilitators

Background

The Corona Virus Disease 2019 (COVID-19) pandemic,
which was declared on March 11, 2020, by the World
Health Organization (WHO) [1], had negative effects
on health systems worldwide. Health systems were over-
whelmed in a bid to contain the spread of the virus and, at
the same time, maintain the delivery of non-COVID-19
health services, especially in low-income countries [2].
This was further exacerbated by the inadequate health
workforce in most African countries [3]. According to
the WHO, about 94% of the countries had a disruption in
at least one Essential Health Service (EHS), and one-third
of all countries had disruptions in more than half of their
EHS in 2021 [2]. These disruptions were attributed to the
COVID-19 mitigation measures, including lockdowns,
movement restrictions, suspension of public gatherings,
and closure of health facilities. The measures made cli-
ents and health workers unable to access health facilities
for services [4].

The disruption in continuity of non-COVID-19 ser-
vices necessitated the adoption coping mechanisms.
These included enacting policies and guidelines, increas-
ing awareness campaigns on the availability of non-
COVID-19 services, conducting outreaches, task sharing,
redistribution of supplies and commodities, and the use
of CHWSs, who play a critical role in linking communi-
ties to health systems, supporting disease prevention and
control efforts in many Low- and Middle-Income Coun-
tries (LMICs) as they are closer to the community and
are trusted by community members [5, 6]. CHWSs usu-
ally have no formal profession but are trained to provide
health services to the community [5]. They often take
on different names in different countries, such as Relais
Communautaires (RECOs) in the DRC, Voluntary Health
Workers (VHWs) in Nigeria, Community Health Provid-
ers (CHPs) in Senegal, and Village Health Team (VHT) in
Uganda.

CHWs have supported the response to previous epi-
demics. For instance, CHWs were involved in Liberia’s
response to the Ebola outbreak [7] and supported Ebola
preparedness activities in Cote d’'Ivoire during the same
outbreak [8]. Throughout the 2014—2016 Ebola outbreak
in West Africa, CHWs participated in contact tracing and
case finding and referred probable Ebola cases to treat-
ment centers [6, 7]. During COVID-19, CHWs played
an instrumental role in most health systems across vari-
ous countries. For example, in Uganda, CHW supported
community-based surveillance, and in Senegal, they sup-
ported community delivery of ARVs for HIV patients,

patient follow-up in the DRC, and awareness creation in
Nigeria. However, the role and contributions of CHWs
to the COVID-19 response across the different contexts
within Sub-Saharan countries, are scantily documented.
We aimed to document the key roles played by the
CHWs in the COVID-19 response and the barriers and
facilitators of their work in the DRC, Nigeria, Senegal,
and Uganda. This will guide community health systems
strengthening initiatives and building resilient health sys-
tems for pandemics.

Methods

Study area

This work is part of a multi-country project that was con-
ducted in the DRC, Nigeria, Senegal, and Uganda as an
assessment of the COVID-19 response. These countries
were selected purposively due to their past experience
with epidemics but also to represent Anglophone and
Francophone countries.

Community health system contexts

Democratic Republic of Congo (DRC)

In DRC, the health system is decentralized and operates
across three levels including the national level, the pro-
vincial level and the health zone level. The health zone
level comprises a constellation of around 20 health areas
(HA). Each area operates one health center to which are
linked several community health workers known as relais
communautaires (RECO). A health development com-
mittee is organized in each health area comprising volun-
teer members of the community who are responsible for
co-management of the health center with health provid-
ers [9].

Nigeria

The National Health System is decentralized into three
tiers structures with responsibilities at federal, state, and
local government levels. The Federal government handles
the tertiary healthcare, the state oversees the secondary
healthcare, while the local government takes responsibil-
ity of the primary healthcare. Nigeria is estimated to have
about 75,000 Volunteer Village Health workers.

Senegal

Senegal’s health care system operates with a three-tiered
structure. The three tiers include; heath Posts which
are the lowest level and most available form of health
care in Senegal; health Centers which are more scarce
than health posts, but have better medical technology
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available and the regional Hospitals which are few and
far in between but with most medical technology and the
best ability to handle all sorts of patients [10]. There are
also University and private care providers, but these are
uncommon.

Uganda

Uganda has a decentralized health systems with VHTs
being the lowest level at the community level. The VHTs
program was established in 2001 mainly to link com-
munities with health services. It is estimated that each
village has 4 VHT members and these support mobiliz-
ing communities for better health services, conducting
home visits, managing malaria, diarrhea, and pneumo-
nia among children under five years, distributing health
commodities, and conducting referrals to health facili-
ties. Uganda is estimated to have 179,000 Village health
team members [11].

Study design

This was a cross-sectional qualitative study that involved
literature reviews and key informant interviews on the
roles of CHWs during the COVID-19 response, barri-
ers that hindered CHWSs from supporting the COVID-
19 response, and what facilitated CHWSs to support the
COVID-19 response across the four countries.

Data collection

A document review on the roles of CHWs in COVID-19
was followed by conducting key informant interviews
during the period of November 2020 to March 2021
across the four countries.

Document review
We searched Google, Google Scholar, and PubMed
from November 2020 to March 2021 for documents that
reported on COVID-19 Response using the following
search terms: “COVID-19’, “Response’, “barriers’, “facili-
tators’, “COVID-19 Response’, “Village health teams’,
“community health workers’, “Volunteer Village Health
workers”, “Community health providers’, “Relais commu-
nautaires” We also checked the websites of organizations
involved in the response, such as the United Nations Pop-
ulations Fund (UNFPA), the Ministry of Health (MOH),
the United States Agency for International Development
(USAID), and the United Nations Children Fund (UNI-
CEF), for additional documents. The documents that ful-
filled the inclusion criteria were reviewed. We extracted
information from documents in the four countries with
elements of the COVID-19 response highlighting the role
of community health workers. Documents that did not
cover the study countries were excluded.

The documents reviewed included COVID-19 response
plans, reports, website guidelines, meeting minutes, and
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presentations for the DRC, Nigeria, Senegal, and Uganda.
We also searched peer-reviewed and non-peer-reviewed
publications regarding CHWs and the COVID-19
response in the four countries.

Key informant interviews

Key informant interviews were conducted to describe
the roles of CHWs during the COVID-19 response and
the facilitators and barriers they encountered. We devel-
oped an interview guide based on the study objectives
(the tool is attached as a supplement). The respondents
were selected from the national, sub-national, and village
levels within selected communities in the DRC, Nigeria,
Senegal, and Uganda. The 110 key informants included
20 health managers, including nurses, clinical officers
who supervise the CHWs, eight ministries of health, and
29 community health workers. We conducted 22 inter-
views in the DRC, 32 in Nigeria, 21 in Senegal, and 35
in Uganda. Most (seventy four) of the respondents were
female, with an average age of 38 years.

Data management and analysis

All key informant interviews were voice-recorded and
later transcribed verbatim. The transcripts were proof-
read by researchers to check the quality of the transcrip-
tions. Identifiers were removed, and data for each key
informant was stored separately. A thematic analysis
approach was used [12]. Transcripts were then used to
conduct an Excel-based, thematic matrix analysis. The
matrix included deductive themes of inquiry, including
the roles of CHWss in supporting the continuity of essen-
tial health services, COVID-19 control, barriers they
faced, and facilitators of their work (Table 1). The data
was summarized into a matrix, reviewed, and compared
to the transcript to ensure inter-coder reliability. Data on
each code were then aggregated by participant category
to document the experiences of each participant group.
Relevant quotes were included in the matrix to support
the key findings; a few typical quotes are part of the study
results section of this paper.

Results

This section presents findings along four major themes:
(1) Roles of CHWs in COVID-19 control; (2) Roles of
CHWs in supporting continuity of access to health care;
(3) Barriers faced by CHWs in supporting COVID-19
response; and (4) Facilitators of CHWSs in supporting
COVID-19 response. The table below summarizes the
themes and sub-themes that emerged from the study
(Table 1).
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Table 1 A summary of themes and subthemes
Themes
COVID - 19 control

Subthemes

« Community-based surveillance

« Contact tracing

« Risk communication

+ Community mobilizations

- Supporting home based care and quarantine
+ Community mobilization

« Sensitizations

- Task shifting

« Outreaches

- Referring patients

- Conducting follow ups

« Transport restrictions

+Inadequate PPEs

« Inadequate Lack of tools such as reporting forms
« Lack of community engagement strategy and
guidelines

- Increased workload

« Low allowances and motivation

Continuity of access
to Healthcare

Barriers

Facilitators « Capacity building

« Development of strategies and guidelines

- Development partners support/funding

« Provision of PPEs

- Mobile phones,

« Provision of passes

« Community will

« Availability of community structures such as
community radios

Roles of community health workers in supporting COVID-
19 control

The CHWSs supported COVID-19 control through com-
munity-based surveillance, contact tracing, risk com-
munication, community mobilization, and supporting
home-based care and quarantine. The roles played by
CHWs in supporting COVID-19 are described below.

Community-based surveillance

CHWs supported the community-based surveillance
systems, especially in Uganda and the DRC, which were
critical and effective in detecting COVID-19 cases. For
instance, in Rakai District in Uganda, VHTs detected
the first four COVID-19 cases in the district. These sup-
ported screening for COVID-19 symptoms and an active
search of suspected cases. In the DRC, one of the key
informants noted;

“CHW:s conducted active search of suspected cases
in the community, and closely monitored contacts
through home visits conducted during the 14 days
of quarantine. During follow up, they checked for
COVID-19 symptoms and arranged to test those
that developed symptoms”(Policy maker, DRC).

One of the district managers in Uganda also emphasized
that:
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“The district ensured that each health facility
and village had a trained, active VHT who was
empowered to report any alerts using an integrated
electronic surveillance reporting system by send-
ing the message to 6767, for follow-up and action.
These were supervised weekly by the district and
sub county surveillance focal persons” (Manager,
Uganda).

Risk communication

Since the CHWs are the first point of contact, they deliv-
ered COVID-19 preventive messages to families and
individuals within their communities in all four coun-
tries. They used community radios with loudspeakers to
sensitize the community about COVID-19 prevention.
CHWs also supported efforts to address misinforma-
tion about COVID-19 among the community. This was
enabled by the fact that CHWs are people within the
community who understand the best way to relate with
the masses in a culturally appropriate context.

Contact tracing

Across the four countries, CHWs conducted contact
tracing and notification of potential infections to dis-
trict health teams. For instance, in the community-
based surveillance in the DRC, Nigeria and Uganda, the
CHWs working with the community actively searched for
COVID-19 contacts and cases.

Community mobilization

CHWs supported community engagement and mobiliza-
tion of the community to take up COVID-19 preventive
measures, including hand hygiene. They also supported
mobilizing the community for vaccine uptake. Across
the four countries, CHWs conducted community mobi-
lizations through visiting households, using community
radios, and conducting outreaches.

Follow-up of patients

CHWs were also involved in following up on COVID-19
patients, monitoring any signs and responses to treat-
ment, especially those who were in isolation and receiv-
ing home-based care. For example, in Uganda, VHTs
visited households and regularly contacted the patients
through phone calls to check on them and monitor any
emerging signs and symptoms.

Roles of community health workers in supporting
continuity of access to healthcare

CHWs in the DRC, Nigeria, Senegal, and Uganda sup-
ported the continuity of access to other non-COVID-19
services. To support this, CHWSs conducted community
mobilization for services, sensitizations, task sharing,
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offered services through outreaches, referred patients,
and followed up on clients. The roles played by CHWs
in supporting continuity of access to health care are
described below:

Community mobilization

In all the four countries, CHWSs played a key role in
mobilizing the community to access services at the health
facilities. During lockdowns, most community members
were afraid of accessing health facilities because of the
fear to be infected with COVID-19. Some community
members also believed that health facilities were closed
due to the lockdown. CHWs passed on messages about
the availability of services and dispelled the fear among
community members about accessing Health facilities.
The community mobilization was done using mega-
phones, community radios, and home visits. One of the
key informants noted that.

“CHW:s mobilized HIV+ clients in their communities
so that they would meet at a central place such as
a school or church or nearby facility to access their
pills’(Health facility manager - Uganda).

Sensitization

Most key informants in the DRC, Nigeria, Senegal, and
Uganda reported that CHWs conducted sensitization
about family planning, nutrition, malaria, immuniza-
tions, antenatal care (ANC) services, sanitation, and
integrated community case management services for
children under five.

“..awareness-raising campaigns on various health
domains including Reproductive Maternal Neona-
tal Adolescent and Child Health, HIV, TB, Malaria
resumed and were mainly done by the CHWSs under
close supervision of the chief nurse of the health area
and the Physician chief of the health zone!(Policy
maker — DRC).

‘I would say one of the innovations employed by
health facilities was using community health work-
ers to conduct health talks about preventable dis-
eases like Malaria, sanitation related disease and
COVID-19(Health worker - Nigeria).

Offering services and task sharing

Across the four countries, there was task sharing and
the assignment of some service provision roles to com-
munity health workers. In Uganda, half of the VHTs
interviewed directly offered services for family planning,
delivered ART services to HIV patients in the commu-
nity, and distributed antibiotics and anti-malarial drugs
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to children under five years old. The VHTs also sup-
ported indoor residual spraying in northern Uganda. In
the DRC, CHWSs supported screening and treatment of
minor conditions such as malaria, diarrhea, and pneu-
monia. In Nigeria, VHWS, together with traditional birth
attendants, were trained to attend to deliveries at home
in addition to antenatal and postnatal care. In Senegal,
CHPs supported TB, HIV, and hypertensive patients by
delivering medicines to them.

“Community health workers supported Community
delivery of ARVs and TB products, and distribution
of Nutritional support in the form of food kits to key
populations”(Health worker - Senegal).

Referring patients

In Uganda and Senegal, key informants reported that
CHWs played a key role in referring patients to health
facilities for care, and for some, working with local coun-
cil chairpersons, they provided travel documents during
lockdowns. For instance, CHPs referred patients from
epidemic treatment centers (CTE) to other non-CTE
sites to obtain their ARVs and TB medicines in Senegal.
One of the VHTs in Uganda noted;

“..I would tell them that if your child has a fever, go
to the hospital very early in the morning... So I also
gave them referral forms so that they could move
easily to the hospital... And even if anybody went to
the hospital and told the doctor that they were sent
by the VHT they could be handled well. It helped us
to get the children in the community to come and
get services from the hospital on time” (Community
Health Worker - Uganda).

Follow-up of patients

In all countries, CHWs followed up with clients to assess
treatment outcomes and side effects through home visits.
They followed up to monitor child growth and immuni-
zation, TB and HIV patients, diabetic and hypertensive
patients.

“..the TB Program recommended to the health zone
management team to increase the number of CHWs
for carrying out community Directly Observed
Treatment i.e, the CHWs were trained to follow-up
patients in households for providing TB treatment
and ensuring they complied with the barriers mea-
sures for COVID-19” (Program manager -DRC).

“..as a VHT.. I conducted home visits, sometimes
I made phone calls to follow up patients and find
out whether she/he accessed medicines, having any
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side effects, how well they are” (Community Health
Worker -Uganda).

Barriers to community health worker activities during the
COVID-19 response

The community health workers in all four countries
faced challenges during the COVID-19 response. These
included movement restrictions, especially in the initial
stages of the lockdown due to the ban on public trans-
port. There were also inadequate PPE, a lack of commu-
nity engagement strategy and guidelines at the start of
the pandemic, increased workload as the pandemic pro-
gressed, and low allowances, which demotivated some of
them to continue providing services.

Transport restrictions

Across all four countries, lockdowns and the ban of
public transport and movements were implemented.
This limited CHWSs’ ability to visit health facilities and
communities, which limited home visits, outreaches,
and follow-up with patients. This hindered CHW ser-
vice delivery. In Uganda, transport restrictions led to
increased transport fares, resulting in VHTs incurring
more expenses, which further constrained their move-
ment in the community. It also made it difficult for VHTs
to follow up on TB patients, HIV, pregnant women, and
sick children in communities.

Inadequate PPE and tools

CHWs were also challenged by inadequate PPE, includ-
ing masks and gloves, and forms for registering and fol-
lowing up with patients. The inadequate supply of masks,
gloves, and gumboots compromised their safety during
the COVID-19 response efforts and provision of essential
services. The PPE shortages were attributed to global PPE
shortages and exorbitant prices, which made PPE unaf-
fordable and accessible to most African countries.

Guidelines

At the start of the pandemic, Uganda lacked a commu-
nity engagement strategy and guidelines on how the
VHTs could support the response. The VHTs were not
engaged in the response at the early stages. In particular,
it was not clear how services would be delivered amidst
restrictions on gatherings and physical distancing, as
well as the wider travel and movement restrictions. This
affected VHTS’ ability to access health facilities and some
distant households.

Work load

As the pandemic progressed, the work load of the CHW's
increased, and they worked longer hours. Addition-
ally, the CHWs had to balance the additional work with

Page 6 of 9

domestic responsibilities, which exhausted and stressed
some of them.

“Oh my experience ... it wasn’t funny it was.. ..drain-
ing physically and emotionally. It was a stressful
period” (VHW Nigeria).

Low motivation and poor remuneration

Across all countries, respondents noted low motivation
due to low pay as a barrier to supporting the COVID-19
response. In the DRC, the RECOs in Kinshasa went on
strike because they were not given the promised remu-
neration. In Uganda, the remuneration was little, and it
was paid late, which demotivated the RECOs.

Facilitators of community health worker activities during
the COVID-19 response

To strengthen community health systems to be able to
support the COVID-19 response, several supporting
activities were conducted, including training, the devel-
opment of guidelines, development partners’ support and
funding, the provision of personal protective equipment
(PPE), mobile phones, the provision of passes, and the
community will. These were mainly provided by the gov-
ernment, implementing partners, donors, and the com-
munity. The facilitators that enhanced CHWs activities
during COVUD-19 response are elaborated below:

Training

In all countries, with support mainly from develop-
ment partners, CHWs were trained on the maintenance
of essential health services, including the screening and
management of common illnesses, the distribution of
medicines, and the management of side effects. These
were also trained on surveillance, case definitions, and
risk communication. For instance, in the DRC, health
workers, especially those who had supported the Ebola
response, were engaged to train RECOs for 3 days on sur-
veillance, contact tracing, risk communication, the use of
a thermo-flash for temperature screening, and the cor-
rect filling of the surveillance data collection forms. In
Nigeria, VHWSs were trained to conduct antenatal care,
postnatal care, and referral of mothers to facilities for
deliveries.

Development and dissemination of strategies, guidelines,
and standard operating procedures

Countries developed strategies, simplified case defini-
tions, and IEC materials for continuity of essential health
services guidelines, which were translated into local lan-
guages to support CHWs deliver essential health services
during COVID-19, surveillance, and risk communication.
For instance, Uganda launched a national community
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engagement strategy for COVID-19 to strengthen the
existing community health systems, ensure that infec-
tions are minimized, and enable prompt identification
and response. The guidelines that were published by the
MOH recommended task-shifting to community health
workers for services that can be delivered at the commu-
nity level [13].

Provision of mobile phones and tools

Community health workers were provided with phones,
tools, registers for data collection, and follow-ups. In
Uganda and Nigeria, some civil society organizations
provided smartphones to community health workers to
improve communication with health facilities and mini-
mize the reduction of community health work due to the
risk of infection. For instance, non-governmental organi-
zations that support community health workers provided
4,300 community health workers with personal protec-
tive equipment [14]. LivingGoods Uganda also developed
a mobile phone application that VHTs uploaded to their
smartphones to facilitate adherence to the Ministry of
Health guidance on preventing COVID-19 as they con-
tinued to provide care and treatment for malaria, diar-
rhea, and malaria for children under 5 years old and
support mothers with antenatal and postnatal care [14].

“Simple tools for data collection and reporting cases
were developed, and the community was trained on
how to use the tools both electronically and paper-
based for those without a smart phone” (Health
Manager, Uganda).

Provision of personal protective equipment

Community health workers were provided with PPE such
as face masks, gloves, and sanitizers to support the pro-
vision of essential health services and surveillance. For
instance, in Uganda, the National Malaria Control Pro-
gram reported that the Ministry of Health had facili-
tated VHTs with protective wear and was able to ensure
the maintenance of community-based services such as
indoor residual spraying for mosquito control and inte-
grated community case management of childhood ill-
nesses during the COVID-19 pandemic [15].

Community trust in CHWs

Several participants across all four countries felt that
their pre-existing trust with the community members
significantly aided them in asking questions, obtain-
ing information, and educating communities about
COVID-19 and its prevention. CHW could often relate
to the population, speak their language, and successfully
immerse themselves within the community. This was a
great enabler for CHWSs to support COVID-19 control
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and the continuity of the provision of non-COVID-19
services.

Other key facilitators

The development partners provided the community
health workers with additional allowances. Commu-
nity will and the availability of community structures
such as community radios, as well as the provision of
travel permits during curfews and lockdowns, facilitated
sensitization.

Discussion

In African countries where shortages, mal-distribution,
absenteeism and poor motivation of health workers are
rife, community health workers offer a potential addi-
tional resource to enhance systems resilience during
emergencies [3]. This paper documents the roles played
by the CHWs in the COVID-19 response and the barri-
ers and facilitators in supporting COVID-19 response.
Our findings show that CHWs supported the COVID-19
control and continuity of access to non-COVID-19 care.
However, the CHW's faced several challenges, including
transport constraints, inadequate PPE, a heavy workload,
and low motivation due to low financial facilitation. A
number of measures facilitated the CHWSs’ work across
countries. These included training, the provision of tools,
including phones, guidelines, Information Education and
Communication (IEC) materials and PPE.

In this study, the CHWs partly bridged the gap and sup-
ported access to services in the four countries through
the direct provision of some of the services, mobilizing
and sensitizing the community to access services. This
finding is similar to what is reported in other African
countries, including Ethiopia [16], Kenya, and Ghana
[17]. Similarly, CHWs supported the continuity of essen-
tial health services during the 2014 Ebola outbreak in
West Africa [18]. The CHWSs are in direct contact with
the community and have community trust. This gives
them an advantage in mobilizing the community for ser-
vices, easily reaching them with services, and conducting
follow-ups. This implies that CHWSs have the capacity
to enhance adaptive resilience by filling health service
gaps during epidemics, especially when health work-
ers are overwhelmed. Therefore, there is a need to build
the capacity of CHWs to support epidemic response and
build health system resilience.

This study’s findings also show that CHWSs supported
the actual COVID-19 control in all four countries. This
is similar to what was reported in Ethiopia, where CHWs
supported risk communication, contact tracing. CHWs
also made a similar contribution to the Marburg response
in Uganda and the Ebola response in the DRC [16]. The
ability of the CHWSs to support COVID-19 control and
other outbreaks is attributed to the fact that CHWss live
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within the communities and are trusted by these com-
munities to give them accurate information about pub-
lic health events [16, 19]. Thus, CHWs are an asset for
social mobilization, addressing misinformation, fear, and
stigma surrounding pandemics. This implies that these
need to be leveraged early for an effective pandemic or
outbreak response.

In Uganda, VHTs were instrumental in detecting
cases in communities, contact tracing, and follow-up
of patients during quarantine and home-based care.
This role was also reported in Coéte d’Ivoire [8] and
Sierra Leone [7] during the 2014 Ebola epidemic, where
CHWs conducted community surveillance activities and
reported suspected Ebola cases to public health authori-
ties. CHWs are a critical component of a community-
based surveillance system. Therefore, having systems in
place for CHWs to report symptoms or epidemiological
patterns while performing their routine activities could
enhance surveillance systems.

Despite the contribution of the CHWSs to the COVID-
19 response, they faced several challenges, including
transport, supplies, and motivation challenges, among
others. A related study by Olateju et al., (2022) in Nigeria
reported similar challenges, including increased work-
load, lack of transport, and lack of PPE [20]. There is need
for measures to address the challenges faced by CHWs to
optimize their role in supporting the response and conti-
nuity of access to care. Furthermore, mitigation plans and
contingency budgets that should include supplies and
tools for CHWss.

Across the four countries, development partners sup-
ported community health systems to respond to COVID-
19 and the support continuity of essential health services.
Similarly, in Nigeria, financial incentives, PPE, and trans-
port provision were the main improvements suggested
by participants [20]. A previous study suggested that
financial incentives increase motivation in CHWSs [21].
Another study also discussed the need for adequate PPE
provision for frontline workers [22]. Therefore, support-
ive mechanisms for CHWSs need to be planned for and
instituted to enable them to support health systems in
responding to public health emergencies.

Our study findings indicate that the CHWSs played an
important role in ensuring that non COVID-19 health
services continue while at the same time supporting
COVID-19 control, contributing to the resilience of
health systems [23]. In West Africa, CHWs also sup-
ported the continuity of essential health services, includ-
ing maternal health services, during the Ebola outbreak
and were key in building resilient health systems [7].
Drawing on these lessons will be critical for building
resilient health systems for future pandemics and broader
health systems.
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Limitations and strengths

The articles were screened based on title and abstract,
which could have left out some relevant articles that
missed CHW in the title and abstracts. This search was
also limited to online documents published during the
pandemic in the DRC, Nigeria, Senegal, and Uganda
and could have missed out on some of the unpublished
documents. However, we used a broad search strategy
with a geographical focus to ensure that critical articles
were captured and reviewed. We also included additional
reports that the online search could have missed, and the
findings in this paper were augmented by insights from
key informants.

Conclusion

This study has highlighted the critical roles CHWs played
in supporting the COVID-19 response and the continuity
of access to health care during the pandemic across the
study countries. CHWSs play a critical role in linking the
community and the health system. Thus, to strengthen
and build resilient health systems, investments in CHWs
are very important. There is a need for sustainable strate-
gies for addressing the key challenges affecting the opti-
mal performance of CHWs across countries. CHWs need
to be trained and continuously mentored, supported with
the necessary equipment, supplies, and tools, and moti-
vated through recognition for their efforts in supporting
the response and control of pandemics and outbreaks.
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