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EXECUTIVE SUMMARY

This study fills an important gap in current understanding about a critical aspect of
BRAC's health programmes - the financial sustainability of the community health
volunteers (commonly referred to as Shasthya Shebikas in Bangladesh) that are the
cornerstone of BRAC's health programmes. Shasthya Shebikas (SS) are a cadre of
female volunteers that are recruited and trained by BRAC to provide a range of
essential healthcare services to their communities. What is unique about BRAC's
approach is that, while these women can be considered volunteers they do not
receive a salary or monthly stipend, they are provided with financial incentives on the
sale of basic medicines and selected health commodities to their community. This
sets BRAC apart from other health programmes that rely on either entirely salaried or
volunteer cadres of community health workers (CHW) and raises important questions
about the financial and programmatic sustainability and replicability of BRAC's

approach.

CHWs like the SSs play a crucial role in terms of human resources for health in
Bangladesh and other countries. The 2007 Bangladesh Health Watch reports a
shortage of 800,000 health workers in Bangladesh. Relying on formal institutions to
train health workers requires significant time and financial investment, therefore, the
SSs can be a critical and cost-effective input into the provision of essential health
services in Bangladesh. BRAC was among the first organization to set up a
community health volunteer (CHV) programme in Bangladesh in the 1970s. Its
original CHV programme recruited and trained male paramedics to treat minor illness
for which they received a small fee for referrals. Lessons from BRAC's early CHV
experience included issues related to remuneration, supervision and accountability.
BRAC addressed these issues by recruiting and training cadres of female health
volunteers. Since then, BRAC has adapted and revised the programme in response
to programmatic and community needs and has effectively scaled up the
programme from 1,080 SSs in 1990 to 80,000 SSs operating in 64 districts in
Bangladesh today. The SSs are an impressive force in terms of their numbers,
geographic coverage, and quick mobilization. The 80,000 SSs provide home visits to
18 million households every month (BRAC 2009).

The BRAC Health Programme operating model clearly relies on the successful
recruitment, training, and retention of female CHVs. The rationale for BRAC's
approach is that community-based financial incentives of a volunteer community
health workforce can achieve wide programme coverage and respond to community
essential healthcare needs while providing income opportunities to its female
volunteers.
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This study addressed two main research questions:

1) Is the Shasthya Shebika approach of the BRAC Health Programme a financially
viable model for the SSs themselves as weli as for BRAC?; and

2) s this approach generalizable to other countries?

In addition to review of the published and unpublished literature and relevant
programme documents on CHWs internationally and in Bangladesh, the study
collected primary data related to specific aspects of the SS experience - e.g.,
monthly income, incentives, procurement of supplies, and competition. This data
was collected through a structured questionnaire administered to a sample of 270
SSs in Bangladesh, 210 CHWSs in Afghanistan, and 158 Community Health
Promoters (CHP) in Uganda. Survey data were analyzed using summary statistics
and cross tabulations to provide descriptive information to inform questions of
sustainability and replicability of the programme. While this study was conducted in
three countries, it is not intended as a direct comparison between the three health
programmes. The underlying programme context, age, scale and scope are so
different it makes any direct comparison impossible.

Major programme-relevant findings

Review of BRAC health programme’s revenues and expenditures between 2007
and 2010 suggest that in some areas it is successfully self-financed. (e.g., BRAC
Brace and Limb Centre) and other programmes, such as the Essential Health Care
(EHC) Programme are partially financed by BRAC. However, the majority of revenue
sources remain donor grants (86% in 2007). In Uganda and Afghanistan, both more
recent programmes, the health programmes are entirely donor-financed.

BRAC health programme model relies on the SSs; ensuring their financial
sustainability which will reduce dropout rates will help ensure programmatic
sustainability. The unit cost to BRAC of recruiting and training a shebika in
Bangladesh is US$ 89.48 (PPP-adjusted $245) in the first year and US$ 34.20 (PPP-
adjusted $94) in the second year. In Uganda, the costs are significantly higher and
estimated to be US$ 394 (PPP-adjusted $1204) in the first year and US$ 208 (PPP-
adjusted $636) in the second year. In BRAC Afghanistan programme the costs are
US$ 247 (PPP-adjusted $427) and US$ 84 (PPP-adjusted $145). Clearly there are
large cost differences between the programmes and these reflect the different pricing
and cost structures in different settings. Salary costs, for example, are much higher
in Uganda than Bangladesh. The Bangladesh programme is also much older and
more established and can benefit from economies of scale that the newer
programmes cannot. The wide variation in programme costs per shebika in different
settings also signals the need for flexibility — in terms of programmatic design and
financial adaptations when BRAC begins programmes in new settings.

SSs, CHPs, and CHWs are active. In all countries in the study, BRAC's CHWs are
quite active. The average number of hours SSs in Bangladesh reported working each
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day was 3.6 hours and SSs reported that, on average, they could visit 14
households a day. In Uganda, CHPs reported working 3.2 hours per day visiting an
average of 9 households per day. In Afghanistan, women reported working 3.6 hours
per day and visiting 5 households a day. The fewer number of households visited in
Afghanistan likely reflects the increased distance between homes and the geographic
and cultural challenges associated with travel for women in Afghanistan.

Replenish inventory between refresher trainings. Eighty percent of the SSs in
Bangladesh and 85% in Uganda replenished their product supply between refresher
training which suggests that they are able to move at least some of their inventory. It
could, however, also suggest that SSs do not have income to purchase and hold a
lot of inventory each month. It is financially more convenient for them to buy fewer
supplies more frequently. Interestingly, 10% of the SSs in Bangladesh said that they
purchased medicines or supplies outside of BRAC to use in their work suggesting
that there is community demand for specific products. This may be an area that the
programme wants to examine more closely as it has implications for inventory

management.

There was a wide range of reported monthly income between the three country
study sites. For the SSs in Bangladesh, the reported mean monthly income in the
last month was Tk. 360 (PPP $14.07) and mean income per average month was
slightly higher at Tk. 374 (PP $14.62). Aimost all women reported monthly
fluctuations in sales. In Uganda, the average monthly income was UX 38,222 (PPP
$58.40) and in Afghanistan it was Af 143 (PPP $4.94). Because of differences in cost
of living and general economic situations, comparing income between such different
settings is not possible. For example, the relatively lower monthly income reported in
Afghanistan likely reflects that the Ministry of Public Health in Afghanistan does not
allow CHWs to sell medicines, thus reducing their income potential.

Characteristics of high performing SS. Basic statistical analysis of survey results
suggests that high performers in Bangladesh were more likely to have a current loan
with BRAC than low performers. The correlation between length of time working with
BRAC and SS's monthly income is positive and statistically significant, which
suggests that those SSs who have worked with BRAC for a longer period are more
likely to earn more than those working with BRAC for a shorter time. The fact that
high performers are more likely to have received health-related training outside BRAC
is a potentially interesting result. Rahman and Tasneem (2008) also found an
association between SSs’ income and additional training from outside BRAC. This
may be a useful additional selection criterion for recruiting SSs.

Expanding product mix. In the surveys in Bangladesh and Afghanistan, 30% of SSs
and CHWs said that they wished they could sell additional health commaodities,
medicines and/or non-health commodities. In Uganda, 67% of CHPs wished to sell
other commodities and medicines. This is an important programmatic question as it
has implications for procurement, inventory management and pricing. It also raises
questions about how much the programme will respond to community demands for
non-health commodities such as school supplies for children.

ix
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The self-reported motivations for becoming an SS were primarily related to
financial incentives in all settings except Afghanistan. Non-financial incentives were
reported less frequently than financial incentives in Bangladesh and Uganda
suggesting that women see their role as an SS as income-earning opportunity. Many
SSs reported that their monthly earnings made a financial difference to their
household. Seventy-five percent reported that their SS income makes a big
difference to household income. Seven percent of the SSs in Bangladesh reported of
‘obtaining financial independence’ as an initial motivation for becoming an SS, yet
97% reported that being an SS had given them financial independence. In Uganda,
80% of the CHPs reported that being a CHP has given her financial independence.
In Afghanistan, 15% of the women reported their working as a CHW gave her
financial independence.

Utilization of microfinance is variable. Sixty-sight percent of the SSs in Bangladesh
said that they had ever borrowed a loan from BRAC and 34% had current loan with
BRAC. Thirteen percent had more than one loan with BRAC and 36% had loan with
another NGO. In Uganda it was 86%. In Afghanistan, 27% of the CHWs reported of
having loan from BRAC. This suggests that access to microfinance loan is not
necessarily an incentive for all SSs. This may be an area where the programme
needs to adapt some flexibility. It appears that not all SSs want or need access to
microfinance. Several CHPs in Uganda said that they did not want to take another
loan because they were having trouble repaying it while also managing to purchase
their CHP supplies on a monthly basis. In Afghanistan, the low numbers of CHWSs
with current microfinance loans may reflect that in Afghanistan programme VO
membership is not a selection criteria for becoming a CHW.,

Current VO membership is not universal and there is variation between study
countries. Forty-one percent of the SSs in Bangladesh reported that they were
current VO members despite this being a SS selection criterion (except in
Afghanistan). Thirty-six percent of the VO members had dropped out. VO
membership rates are much higher in Uganda (91%) and much lower (10%) in
Afghanistan. In Afghanistan, the programme is structured closely with the
government of Afghanistan (MoPH). Therefore, VO membership is not a selection
criterion as it is in other BRAC country programmes. Basic statistical analysis of
survey results suggest that high performers were more likely to currently have a loan
with BRAC than low performers.

These results may suggest the need to re-examine the role of VO membership in
recruiting SSs. We asked the respondents to describe how being a BRAC VO
member affects her work and productivity as an SS. In Bangladesh, 22% said that
people trusted her more because she was a VO member, and 13% said that it made
it easier for her to sell products. Only 2% reported that being a BRAC VO provided
her the necessary microfinance to purchase products to work as a SS and 30%
reported that it had no effect. In Uganda, 31% reported that people trust her more
because of her VO membership and 36% said that it made it easier to sell products
while 32% reported that VO membership had no effect. In Afghanistan, the reported
benefits of VO membership were slightly higher: 52% said that people trust her more
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and 21% said that they needed loan to buy supplies — but the overall numbers of VO
members are lower in Afghanistan. However, when we compared high and low
performing SSs in Bangladesh, 51% of the high performers reported being VO
members as compared to 36% of the low performers. Furthermore, 96% of the high
performers replenished their supplies between refresher training as opposed to 73%

of the low performers.

Financial incentives

In terms of financial incentives the quantitative and qualitative data suggest several
things. Firstly, the SSs are financially motivated to sell medicines and health
commodities and the time use data suggest that they spent significant proportion of
their time in these activities. Secondly, the majority of SS/CHP/CHW would like to
expand the products they sell to include additional health and non-health products.
These new products include antibiotics, malarial treatments, ulcer treatments, and
non-health products like school supplies for children, sugar, and cooking oil. Clearly
there is a potential programmatic trade-off here between increasing the SS's ability
to respond to community demand and in turn increase her sales and monthly
income, while ensuring the preventative and health education aspects of the
programme are sufficiently addressed.

SS comparative advantages

The SSs in each of the settings reported that they felt competition from pharmacies,
private clinics, and other providers that limit their income. It is important that the
comparative advantage of the SS be maximized to address this competition. Her first
comparative advantage is that she provides household delivery of healthcare and
products. By expanding the product range or mix of products that she provides to
households she could potentially increase her income and compete more effectively
in the local market. It appears from the qualitative and quantitative data that BRAC is
mostly meeting the demand for medicines. However, SSs report that there are a
range of health commodities and non-health products that the community is
demanding. There are two major trade-offs here ~ the first is the added programme
costs for procuring, storing, and transporting additional products to branch offices. If
some of these goods were produced by BRAC enterprises this could keep costs
down, at least in Bangladesh where production centres are functional throughout the
country. This may be more cumbersome in programmes like Uganda that are newer,
do not have BRAC enterprises established and face more challenging procurement
requirements. The second is the potential that as more products are added to her
inventory, the SS will spend more time selling products and less time on the
preventative aspects of her role as SS. Questions about whether or not SS are
becoming a sales workforce as opposed to a health workforce could be raised.

The SSs' second comparative advantage is the BRAC name or ‘brand’. Ensuring
that BRAC products are responding to community demands and are seen as high

quality will be critical to SS sales performance. In each country some respondents
said that they had difficulties in selling products because people do not prefer BRAC

Xi
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products (29% in Afghanistan; 46% in Uganda; and 25% in Bangladesh). Performing
market research to better understand the perception of the BRAC brand could
improve the likelihood that SS can sell products and compete with other distribution
outlets. The fact that 10% of the SSs in Bangladesh reported buying products
outside BRAC for sale may be in response to a particular community demand for a
product. In order to capitalize on both of their comparative advantages (household
delivery and BRAC brand), additional training in social marketing could help SSs
maximize their monthly sales and income.

When asked if they ever considered quitting their work as an SS, 13% replied yes. Of
them, 83% had considered quitting their work because of too low payment, 6% said
because the work is difficult; and less than 1% attributed the reasons to better paid
job alternatives, the need to care for their children, and disapproval of husband or in-
laws. It is also interesting to note that SSs do perceive that they have other economic
opportunities available to them and yet they continue to work as SS.

Non-financial incentives

Non-financial incentives, while more difficult to measure, must also be addressed.
The survey results found that ‘increased social recognition' is only somewhat
important. In Bangladesh, 18% of the SSs said that increased social recognition was
an advantage to working as an SS; in Uganda it was reported to be 11% and in
Afghanistan 16%. In Afghanistan, ‘social recognition’ was mentioned by 40% of the
CHWs as the reason for becoming a CHW. It is possible that the incentive of social
recognition wanes over time and as recognition is achieved. This may suggest that
additional non-financial incentives might be required to continue to recognize the SS.
These may include certificates for special training received, awards recognizing
extremely high sales in a period or of a particular product or activity, or providing a
saree or salwar-kameez in recognition of long-term service.

Another non-financial incentive is to offer additional specialized training for SS. In all
of the settings, many SS requested additional and specialized training to learn
additional health skills such as taking temperature and blood pressure and screening
for diabetes. Such training would increase her skill and potentially make her more
competitive in the community. The trade-off is that training add cascading costs to
the programme - from master trainers to supervisors — and not all SSs will be
interested in receiving additional training. In addition, if BRAC responds to the
request of some SSs for additional and more complicated health activities, it might
need to revisit the literacy requirement for recruiting SS.

An additional practical training in social marketing and inventory management can be
offered. As BRAC expands its product line in programmes like Uganda, those
women who have social marketing skills tend to be higher performers. Others, who
are unable to manage their inventory or cannot pay back their loan(s), will not be able
to perform up to their potential. These women may benefit from some training in
social marketing as well as basic financial and inventory management.

xii
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Future research agenda
The results of this study suggest a rich research agenda for the future:

Better understanding of inventory management and its barriers. Eighty percent of
the SSs in Bangladesh replenished their product supply between refresher training.
Why are they choosing to replenish supplies between refresher training? Is it because
they do not have income available to purchase and hold sufficient inventory each
month and it is financially more convenient for them to buy fewer supplies more
frequently? Is it because they are responding to a particular household need or
demand? Further research on how SSs manage their inventory could help identify
slow or fast-moving items. Also, 10% of women in Bangladesh said that they
purchased medicines or supplies outside BRAC to use in their SS work. Further
examination of which items they purchase outside BRAC and why they do so is also
important for the programme to understand.

Competition and its effect on SS performance. The SSs in all the countries face
competition from pharmacies and public and private clinics. A careful study of how
such competition impacts her ability to sell medicine and commodities could provide
useful information for the programme. It will also be important to document the
community perspective of the medicines and commodities sold by the SS. For
example, are they perceived to be more expensive than drug shops?

Document and understand the community perspective. How does the community
perceive the role of the SS? How does the community perceive BRAC products? Are
community members skeptical of SS quality and ability? If so, what could be done to
increase community awareness about the SS and her role?

Role of VO membership in SS performance and productivity. How does being a
VO member help or hinder an SS in carrying out her activities?

General lessons learned and recommendations

While this report does not make direct comparison between the three country
programmes, when taken as a whole, this multi-country study provides useful
lessons learned and recommendations.

Generate and foster government support

Because of its long duration, the Bangladesh programme enjoys a history of
developing a strong relationship with the government. The fact that the BHP works in
partnership with the government of Bangladesh on several national programmes is
testament to this. As BRAC moves into new countries, establishing and negotiating
its relationships with the government and especially the ministry of health is extremely
important. Experience also suggests that this is an unpredictable and time
consuming process. BRAC has been very effective in building public-private
partnerships in both Uganda and Afghanistan. In Afghanistan the process was

xiii

23¢



guided by establishment of BSPH. in Uganda, however, BRAC had to develop these
relationships from the ground up. There are important lessons in terms of process
and resource allocation here that other country programmes can learn from.

Be willing to change the programme and be flexible

Country experience suggests that the SS programme is replicable in other countries
but with necessary adjustments to respond to the local environment. In Uganda, for
example, the number of households SSs are able to visit is being reconsidered
because the geographic distance and terrain is very different than in Bangladesh. In
Afghanistan, it was difficult for the CHWs to visit 120 households in a month. This
was due to both the geographic distance between homes; population clustering
around water sources; the conservative nature of the culture that makes travel for
women difficult; and ethnic differences within catchment areas making it difficult for
some women to visit the homes of other ethnic groups/identities.

Have a clear assessment of SS performance and expectations

it was not always clear how the programmes defined high and low performing SS.
Making performance assessments more transparent may help the SS/CHP/CHW in
setting individual performance goals. There is also a question of how the
performance of SSs/CHPs/CHWSs should be assessed. Monthly sale of products
may be too narrow a measure and neglect a host of other activities and benefits
(e.g., health education) that the SS provides her community.

Do not lose sight of non-financial incentives

As the programme aims to be financially sustainable, it should not do so at the
neglect of the range of services that SS provides her community, many of which are
not immediately financially remunerated. While it may be possible to model the
appropriate product mix and profit margin to make the programme financially
sustainable, there needs to be continued and careful tending to the other aspects of
how the SS spends her time. There is a potential tension between maximizing the
sales of medicines and health commodities versus providing basic health education
and preventative care in the community. It may be important in future to think about
ways to incentivize general preventative health interventions. One approach might be
to reward SS for overall improvements in basic health social indicators in her
catchment area. These could be measured using BRAC's existing MIS system and
measured on an annual basis to identify trends. The SS is not just a medicine seller,
she promotes the overall health and well-being of her community. Finding ways to
reward her for overall health improvements in her community would incentivize her to
focus on preventative activities, such as health education, that are currently not
financially incentivized.

Empower SS to manage inventory appropriately

Ensuring regular and affordable supplies to the SS is critical to her success. In
Bangladesh this system has been developed over years and is efficient and well-
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functioning. In Uganda, the programme started by giving each CHP a loan for her
first set of supplies. She was expected to pay this back in 40 installments. For some
women, this has not been a problem. These women may be better off or may simply
be better managers of their money or have higher sales and profits from which to pay
back their loans. Other women, and especially those with more than one loan, may
fall behind on repayments for their CHP supply loan creating a situation where they
are unable to resupply and, therefore, cannot earn the money required to repay the
loan. This vicious cycle makes her unable to function properly as a CHP.

Re-examine importance of microfinance as an incentive

SSs are to be recruited from the VOs and are provided access to microfinance loans
to support not only their work as an SS but to other economic opportunities as well.
The data from this study suggest that not all the SSs take advantage of their access
to microcredit. Nineteen percent of SSs in Bangladesh; 4% of CHWSs in Afghanistan;
and 60% of CHPs in Uganda reported of using microfinance loans to support their
work. It is thought that SS may perform better with the support of her VO and the
social capital that comes with VO membership. The fact that so many SSs are not
active VO members raises a critical question of how important SS links with VO are.
When asked how being a VO member affects their role as SS/CHW/CHP 30% of
SSs, 32% of CHPs, and 21% of CHWs said that being a VO member had no effect.
In Bangladesh 22% of the women said that being a VO member increased
community trust in their work and 13% said that it made it easier to sell products.
Further exploration of how important VO membership is for the recruitment and
retention of SS will be important for BRAC to consider.

Describe notions and understanding of ‘volunteerism’

The SSs are a volunteer cadre but are also financially incentivized by the creation of
community demand for drugs, commodities, and basic health services. In Uganda,
CHPs expressed concern that their community did not understand that they were
volunteers. The community thought they were receiving a monthly salary from BRAC
(which they got when they went to the refresher training) and that they were selling
drugs to make additional profit. Several CHPs said that if the community understood
better that they were volunteers it would make their work as CHP easier.
Misunderstanding or misperceptions of what it means to work and serve as a
volunteer did come up in discussions with SSs in all three settings. Furthermore,
understanding of what it means to be a volunteer is culturally bounded and
influenced by local context.

Generalizability of BRAC SS approach

The quantitative, qualitative, and participant observation data from this study suggest
that the BRAC Bangladesh SS approach is generalizable to other settings - or at
least to the contexts of Uganda and Afghanistan. These programmes have, however,
had to explicitly adapt the model to reflect the local context. There are some useful
lessons in these examples for BRAC as it branches into other countries. The
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adaptations these country programmes have made are in three main areas: 1) health
policy and health systems; 2) socio-cultural environment; and 3) management and
logistics. It may be useful to generate a checklist of major issues in these areas that
other programmes have had to adapt or are considering adapting.

This study helps to document the unique and fundamental role that SSs play in
BRAC's Health Programme and their community. The results suggest that long-term
financial sustainability is possible but complicated by ensuring that all the
components of the SS role are maintained. The SSs are a mixed motive cadre — not
entirely volunteers, but not salaried either. The data from this study suggest that it is
a combination of financial and non-financial factors that motivate a SS to continue

her service to BRAC and her community.
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INTRODUCTION

This study was carried out between December 2008 and September 2009 in
response to a grant from the Rockefeller Foundation to BRAC USA (Grant

#2008/018).

This study fills a gap in current understanding about a critical aspect of BRAC's
health programmes - the financial sustainability of the community health volunteers
(commonly referred to as Shasthya Shebikas in Bangladesh) that are the cornerstone
of BRAC's health programmes. Shasthya Shebikas (SS) are a cadre of female
volunteers that are recruited and trained by BRAC to provide a range of essential
health care (EHC) services to their communities. What is unique about this approach
is that while these women are considered as volunteers they do not receive salary or
monthly stipend. They are not entirely volunteers because they are provided financial
incentives to sell basic medicines and selected health commodities to their
community. This sets BRAC apart from other health programmes that rely on either
salaried or volunteer cadres of community health workers (CHW) and raises
important questions about financial and programmatic sustainability and replicability
of BRAC's approach.

While there have been studies and reviews of the BRAC Health Programme (BHP),
there have been few detailed analysis of BRAC's community health volunteer (CHV)
approach from a business or financial perspective (Rahman and Tasneem 2008). Nor
have there been studies that specifically address the question of the long-term
financial sustainability of the CHV approach from the perspectives of both BHP and

the SS herself.

Financial and programmatic sustainability are important issues for BHP which
provides a wide range of health services and programmes all over Bangladesh.
Some of these programmes like the malaria programme and Water, Sanitation and
Hygiene (WASH) programme rely primarily on donor funds. Other programmes, such
as EHC programme, are partially self-sustaining. BRAC is committed to improving
the financial sustainability of its EHC programme. BRAC's commitment to
sustainability is a driving force behind this study and it is hoped that these results will
inform the financial sustainability of the SS approach and, therefore, protect BHP
from potential fluctuations or reductions in donor funding.

This study also addresses the issue of the replicability or transferability of BRAC
Bangladesh's CHV approach to other settings — specifically to Afghanistan and
Uganda. This is especially timely as BRAC International programmes expand in scale
and scope. The question of how well the SS model, developed in Bangladesh
decades ago, transfers into settings with different health systems and regulatory,



policy and legal environments is critical. Afghanistan and Uganda are useful
examples in which to examine questions of transferability. They provide regional
diversity and both are settings which may yield valuable lessons as BRAC becomes
increasingly involved in other post-conflict areas such as Sudan, Sierra Leone and
Liberia. This is a unique study for BRAC as it is one of the first multi-country
comparative studies that BRAC has undertaken.

While this study provides useful information for BRAC Bangladesh, BRAC
International programmes, and BRAC USA, it also provides valuable lessons and
insights for the broader public health community. The study results inform larger
questions related to the role of unpaid health volunteers in the provision of primary
healthcare services; the role of private providers and non-state sector entities in the
public health system; and overall questions related to the measurement of financial
and programme sustainability in community health programmes. The results are,
therefore, very relevant for and of potential interest to other NGOs and the
international donor community.

Project description

Study rationale and research questions
This study addresses two main research questions:

1) Is the Shasthya Shebika approach of the BRAC Health Programme (BHP) a
financially viable model for the Shasthya Shebikas themselves as well as for

BRAC?; and
2) Is this approach generalizable to other countries?

To answer these questions, the study addressed four research objectives:

1) To determine BHP’s financial operating model;

2) To describe how financially sustainable and viable the BHP has been for BRAC
as an organization and for the SSs themselves;

3) To describe the key strengths and weaknesses of the community health
volunteer model; and

4) To determine to what extent the model is replicable and sustainable in other
countries (i.e., Afghanistan and Uganda).
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Study caveats

There are several qualifications to this study:

Because BHP has a range of activities and programmes that rely on the SS, it
was necessary to limit the study to a manageable size and scope in the
Bangladesh study. This was done in consultative discussion with senior
management in BHP, BRAC RED, and BRAC International programmes and it
was decided to focus this study on those SS providing EHC services in rural
areas of Bangladesh.

The study does not assess the health impact of BHP as this is beyond the scope
of the study. It is in no way an analysis or evaluation of BHP in any of the study

country sites.

The units of analyses in this study are BRAC and the CHVs themselves. It does
not take into account the perspectives of community members or the patients of

the SS.

BRAC's CHWSs are referred to by different terminology in each country study
sites; in Bangladesh they are referred to as SS, in Uganda they are called CHPs,
and in Afghanistan they are called CHVs. The report uses the term SS except
when referring specifically to Afghanistan or Uganda.

This is a study of BRAC's CHWs in three countries and similar research
instruments and methods were standardized to the degree it was possible.
However, direct comparisons between the countries are not possible (nor
intended) due to the significant variation between the programmes in terms of
age, size and scale, and country level factors.

Organization of the report

This report is organized into five sections. The first section describes some general
findings from a review of the international literature on CHWs and financial and
economic costing of CHW programmes; section two briefly describes BRAC and
BHP; the third section describes the study design and methodology; the fourth
section presents the study results for Bangladesh, Afghanistan, and Uganda; and the
fifth section discusses findings and conclusions in terms of sustainability and

generalizability.
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Section

UNDERSTANDING OF COMMUNITY HEALTH WORKER
MODELS AND FINANCIAL COSTING APPROACHES: A
LITERATURE REVIEW

Since 1978 and the Alma Ata Conference on Primary Health Care (PHC) there has
been international interest in the role of community health workers (CHW) in the
provision of basic health services. In response, CHW programmes were established
in many developing countries. In the 1970s and 1980s CHWSs were considered the
foundation for providing primary healthcare (Haines et al. 2007) and there was great
enthusiasm for their role. The focus on PHC addressed two underlying goals; to
address shortages of health professionals with a low cost alternative; ‘and, more
fundamentally, to create political change agents in communities (Standing and
Chowdhury 2008). interest in CHW programmes diminished somewhat in the 1990s
for several reasons including the challenges of scaling up CHW programmes in a
sustainable manner while still maintaining their effectiveness (Haines et al. 2007).
Other problems included institutional constraints such as “poor supervision; lack of
training and equipment; tensions between preventive and curative roles” (Standing
and Chowdhury 2008) and the view that vertical programmes were more successful
(Haines et al. 2007).

International interest in the potential role for CHWs in health programmes has been
rejuvenated in part because of concerns about limitations and constraints in human
resources for health, particularly in rural, hard-to-reach areas (Joint Learning Initiative
2004, Haines et al. 2007) and in light of WHO's renewed focus on primary healthcare
(World Health Report 2008). Pressure to achieve the Millennium Development Goals
has also led to current interest in an increased role for CHWs (Haines et al. 2007).

A wide range of terms have been used to refer to CHWSs in the international literature
and this has led to some confusion about their role and definition. They are
sometimes referred to as ‘community health workers'; ‘village heaith workers’; ‘lay
health workers’; ‘auxiliary health workers’; ‘community health voluntesrs’; and ‘health
promoters’ among other terms. Despite the different terminology, the description and
role of CHWs is generally similar. The WHO has defined community health workers
as those workers “who live in the community they serve, are selected by that
community, are accountable to the community they work within, receive a short,
defined training, and are not necessarily attached to any formal institution” (Swider
2002, p12). There are other models or understandings of CHWSs. Standing and
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Chowdhury (2008) usefully highlight four different models and roles for CHWs in the
future: 1) generic community health worker; 2) specialist CHW that are trained to
focus on a particular disease or set of diseases; 3) expert patient/advocate
approach; and 4) community mediator.

These workers, usually women, are often referred to as the ‘cornerstone’ of any
primary health system. They are usually provided some limited training but do not
have formal professional or paraprofessional certification. In some settings, they are
considered to be part of the formal health workforce but do not replace the need for

facility-based health services.
Arguments for CHW programmes

The main arguments for CHW programmes have been that they are a more
appropriate and cost-effective way to provide basic health services to under-served
populations compared to clinic-based services. In addition to being viewed as less
costly, CHW programmes have also been promoted as reducing social distance,
cultural and linguistic gaps and fostering self-reliance and local participation (Walker
and Jan 2005, Walt 1988). Additionally, they can provide a link between the formal
health system and the community (Bender and Pitkin 1987).

Assessments of the impact and effectiveness of CHW programmes have been mixed
but are generally positive. Lewin et al.’s (2008) systematic review of 48 studies of lay
health workers <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>