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Abstract

Low- and middle-income countries (LMICs) are rapidly urbanizing, and in response to this, there is an expansion in the body of scholarship and
significant policy interest in urban healthcare provision. The idea and the reality of ‘urban advantage’ have meant that health research in LMICs
has disproportionately focused on health and healthcare provision in rural contexts and is yet to sufficiently engage with urban health as actively.
We contend that this research and practice can benefit from a more explicit engagement with the rich conceptual understandings that have
emerged in other disciplines around the urban condition. Our critical review included publications from four databases (MEDLINE, EMBASE,
CINAHL, and Social Sciences Citation Index) and two Community Health Worker (CHW) resource hubs. We draw upon scholarship anchored in
sociology to unpack the nature and features of the urban condition; we use these theoretical insights to critically review the literature on urban
community health worker programs as a case to reflect on community health practice and urban health research in LMIC contexts. Through this
analysis, we delineate key features of the urban, such as heterogeneity, secondary spaces and ties, size and density, visibility and anonymity,
precarious work and living conditions, crime, and insecurity, and specifically the social location of the urban CHWSs and present their implications
for community health practice. We propose a conceptual framework for a distinct imagination of the urban to guide health research and practice
in urban health and community health programs in the LMIC context. The framework will enable researchers and practitioners to better engage
with what entails a ‘community’ and a ‘community health program’ in urban contexts.
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Introduction programs, specifically community health worker (CHW) pro-
grams, one major area of health research and practice in
LMICs, to interrogate these contentions. We draw upon key
scholarly works in the social sciences to unpack the nature
of the city and the key features of the urban condition; we
use these theoretical insights to critically review the litera-
ture on urban CHW programs and the role of urban CHWs
in LMIC contexts. Using the CHW program literature as a

case in point, we examine how the literature engages with the

The idea and the reality of ‘urban advantage’ have meant that
health research in low- and middle-income countries (LMICs)
has disproportionately focused on health and healthcare pro-
vision in rural contexts and is yet to sufficiently engage with
urban health as actively (Ezeh et al. 2017, Shawar and Crane
2017, Gore 2019). The issue is not that there is no research on
health in urban contexts—there is plenty of it. The issue rather,
we contend, is that this research (and practice) does not suf-

ficiently engage with the rich conceptual understandings that
have emerged in other disciplines around the features of the
city, the life in the city, and the urban condition generally—
we also contend that health research and practice would
greatly benefit from a more explicit engagement with these
understandings. In this paper, we examine community health

urban and reflect on the implications of different features of
the urban condition on urban community health policy and
practice. The choice of interrogating CHW programs is pur-
poseful, as historically, community health programs broadly
and CHW programs specifically in LMICs have been designed
for and have beenimplemented in rural communities—it is
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Key messages

e The concept of ‘urban advantage’ has led to a disproportion-
ate research focus on rural health in low- and middle-income
countries (LMICs), while limiting deeper engagement with
the rich conceptual insights into urban conditions and city
life.

e Urban community health research and practice can ben-

efit from integrating conceptual understandings from the

social sciences about the ‘urban condition’, enhanc-
ing the depth of analysis in community health worker

(CHW) programs.

Designed for rural areas, CHW programs face challenges

when adapted to urban contexts, highlighting the gaps and

need for considering urban features like heterogeneity, sec-
ondary ties, size and density, precarity, and social location
of the CHW.

By critically engaging with the urban condition through

CHW program literature, a conceptual framework is pro-

posed to guide future urban health research and policy in

LMICs.

only in the last decade or so that we see attempts to replicate
them in urban contexts. The struggles and travails of CHW
programs in LMICs as they migrate from their roots in the
village to the city, we show, reveal the need for and the impor-
tance of a distinct understanding of the urban in how one
approaches research and practice in urban health, including
but not limited to CHW programs.

Through examining how the literature on CHW programs
engages with the urban condition in LMIC contexts, we seek
to flag the merits of a theoretically grounded understanding
of the ‘urban’ within urban health programs and research. In
the process, drawing on theoretical insights primarily from the
sociology of the urban condition, we develop and propose a
conceptual framework to guide health research and practice
in urban LMIC contexts.

Materials and methods

Ludwick et al’s (2020) recent scoping review that maps the
evidence on urban CHW roles in LMICs across study designs,
settings, and program types was the trigger and the starting
point for this review; among others, it revealed the many sim-
ilarities and differences in the way community health services
are delivered and CHW roles conceptualized in urban and
rural settings (Ludwick et al. 2020). To us, the struggles with
the transplantation of rural models to urban contexts stuck
out as a key takeaway from the scoping review. We replicated
and updated (for 2021) the search strategy used by Ludwick
et al. (2020) to identify additional relevant papers since the
publication of this scoping review. While we follow the search
strategy of Ludwick et al. (2020), we do not engage in assess-
ing the size and scope of literature nor do we characterize the
quantity and quality of literature as is the practice in a scoping
review. A critical review evaluates the quality of the literature
by going beyond the descriptive analysis and includes some
degree of conceptual insight or innovation. In this paper, the
critical review method is adopted to take stock of the exist-
ing literature on CHW programs and offer critical reflection
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and conceptual development (Grant and Booth 2009). Here,
the term ‘critical review’ is used in a true adverbial sense,
indicating ‘a critical review of the literature’ wherein concep-
tual and theoretical ideas are used to critique the underlying
assumptions about organization of healthcare (Edgley, et al.,
2016).

While the details of the search strategy can be found in Lud-
wick et al. (2020), we summarize the approach in brief here.
The search included all peer-reviewed articles on CHW pro-
grams in urban settings in LMICs, irrespective of the study
type. The search adopted a broad definition of CHW pro-
grams and CHW roles, including CHWs who deliver services
as part of peer-based interventions. Given the diversity of
terms used to refer to CHWSs, we used the search terms used
by Glenton et al.’s (2013) Cochrane Review and World Health
Organization (WHO)’s recent review (Glenton et al. 2013,
World Health Organization (WHO) 2018). We searched four
databases—MEDLINE, EMBASE, CINAHL, and Web of Sci-
ence (social science)—for peer-reviewed literature and two
WHO resource hubs (CHW Central and Global Health Work-
force Alliance) for additional publications. Of 876 articles,
180 met the inclusion criteria. Programs spanned 34 LMICs.
We included all articles that self-described their settings using
terms like urban, city, metropolitan, town, peri-urban, sub-
urb, township, slum, informal settlement, or shantytown.
We surveyed the sociological literature on the ‘urban’ and
identified theorists and authors investigating the impact of
urbanization on ‘communities’ and ‘community life’. We also
looked at contemporary scholars in the global south theoriz-
ing the ‘urban’ and found that this important and developing
understanding of the urban is underutilized in the CHW pro-
gram literature. By collating the overlapping and consistent
themes about the ‘urban condition’, we created a matrix of
urban features, which was then used to systematically and
critically investigate how the ‘urban’ is accounted for in the
literature. The matrix was used as a coding framework (Sup-
plementary File 1) to examine the papers included in the
review and to map and record how these features have been
accounted for in CHW programs and research. The paper
(and the analysis) is divided into three main sections. Drawing
on key conceptual writings from the social sciences, the “first
section’ presents the important features of the urban condition
and introduces what they might potentially mean for health
service provision; a conceptual framework is proposed. In the
second and third sections, guided by the conceptual insights
introduced in the first section, we critically examine empirical
studies (surveys, qualitative studies, randomized controlled
trials, quasi-experimental studies, and evaluation studies) on
CHW interventions in urban settings. Specifically, in the sec-
ond section, in Table 1 (a detailed version of which can be
found in Supplementary File 5), we present an overview of
how the empirical literature on CHW programs from LMICs
has engaged with the key features of the city that are intro-
duced in the first section. In ‘the third section’, we discuss the
overview presented in Table 1. We do so by reflecting on the
importance of each urban feature by discussing the gaps in
engagement in the health programs and drawing implications
for the provision of community health services in the urban
context.

Our aim in this paper is to urge and encourage a critical
reflection on the conventional understandings of the com-
munity, conventional templates of health and community
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program design, and the role of CHW workers in the urban
context. Therefore, we do not assess the quality of the papers
as is conventionally done in some reviews; we only critically
examine the current empirical literature on CHW programs
in LMICs based on key features of the urban condition.

Results

Section |

Towards an understanding of the ‘urban’ in urban healthcare
provision

Sociologists have long theorized the urban condition and
asked what happens when traditional ties of rural commu-
nities that provide security and cohesion are disrupted. How
do people deal with the ‘social disorganization’ that comes
with urbanization? And how do they form communities or
bonds in the urban environment despite the forces of the
urban economy? ‘Simmel, 1950’, in his book ‘Metropolis and
Mental Life’, talks of the effects of the chaos and the fast
pace of the city on the human psyche. Simmel, observing
from his context in Germany, discusses how people in the
city turn into impersonal, materialistic, and reserved person-
alities. He goes on to add that the money-based economy
of the city, while freeing people from traditional restraints,
reduces them to mere consumers (Simmel 1950, pp. 409-424).
Wirth (1938) builds a similar argument explaining how the
high density, large size, and heterogeneity of inhabitants in the
city make it impossible for an individual to build meaningful
bonds and interact as full personalities—thus producing what
he terms as a ‘schizoid’ urbanite. These urbanites, although
may know a larger number of people than their rural coun-
terparts, interact with each other in segmented roles, and
their relationships are secondary, impersonal, and superfi-
cial (Wirth 1938, pp. 1-24). The dense urban space allows
greater interaction among a large number of heterogeneous
inhabitants across race, class, caste, and ethnicity but also
furthers the need to keep social contacts distant and puts a pre-
mium on visual recognition. By greater interaction, we do not
intend to overestimate the equalizing effect of urban spaces
and claim that various identity-based inequalities go away,
nor do we intend to overestimate the cohesion and ignore
the inequalities and power structures operating in rural areas.
(Omvedt 1980, Jodhka 2002, Singh et al. 2019) Often these
inequalities manifest in other unique ways in the urban con-
text marginalizing certain groups; however, the urban offers,
sometimes, forces and encourages greater interaction across
groups compared to the small towns and rural counterparts.
While over decades Wirth’s views have been both challenged
and elaborated, there is recognition that, globally, the very
size, density, and heterogeneity, which relatively frees peo-
ple from traditional restraints, also underpins and contributes
to urban social problems and challenges like crime, mental
breakdowns, and other forms of psychological and social
disorganization. These ideas also resonate with Ferdinand
Tonnie’s idea of the fading of primary bonds of kinship and
community life and the forming of secondary or formal bonds
(1957), and Emile Durkheim’s concept of ‘anomie’ where
the individuals are released from group ties and are left iso-
lated and without a meaningful life (Ténnies 1957; Durkheim
1951). Putnam (1995), referring to urbanization in the USA,
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similarly notes that the urban is characterized by greater indi-
vidualism, reductions in social capital and civic engagement,
and a loss of generalized trust and reciprocity.

While there seems to be broad agreement among urban
sociologists on the weakening of the primary ties in the city,
many do not fully agree with this, sometimes, rather gloomy
take. Other scholars have discussed how newer forms of asso-
ciations and communities emerge in the city and how these
help individuals integrate into the larger urban society. View-
ing the city as an organism, Park (1915) argues that cities have
local ‘natural’ areas like the central district, diverse residential
areas, industrial areas, and slums, which provide a basis for
shared identity and community. While the idea of these areas
being ‘natural’ has been challenged revealing political forces
discriminating against some groups through exclusionary city
planning and ghettoization (Campanella 2010, Wacquant
2008), these areas do form their own sense of community and
may have their own traditions and norms similar to villages
(Boyd 2017). However, given the dynamic nature of the city,
these communities develop occupational and other cultural
interests and also move into nonspatial communities. He also
argues the potential of nonspatial communities, formal orga-
nizations, or political institutions as community phenomena
to integrate individuals and hold the city together. While Park
agrees with Simmel on the segmented role of individuals in
a city, he empathizes with the individual’s struggle to search
for a community and emphasizes the need for scholarship to
understand what neighbourliness and community mean in a
large urban society.

Building on Park’s famous description of the city as a
‘mosaic of social worlds’ and reformulating Wirth’s urban fea-
tures of size, density, and heterogeneity, Fischer (1976) argues
that instead of destroying traditional communities and creat-
ing anomie, the size and density of the city create a critical
mass which helps foster new subcultures and ways of living
and communing. These local communities are heterogeneous
and include diverse ethnic, immigrant neighbourhoods and
occupation-based groups, which might coexist peacefully or
even have conflicts, but nevertheless, the community exists in
a modified form in the urban space (Fischer 1976). Fischer’s
ideas echo the contributions of other theorists like Jacobs
(1961) who also argues that the urban communities must not
be analogized with rural communities that are relatively self-
contained, homogeneous, and introverted. Jacobs highlights
the importance of what she refers to as ‘hop-skip links’ in
urban contexts—a situation wherein actors rooted in diverse
communities form relationships and build networks. These
ties and networks are similar to what Fischer (1976) calls
new ‘ways of living and communing’—wherein the strength of
these networks is often based on the sociopolitical importance
of the actors creating these hop-skip links.

In her recent book, Tonkiss (2013) brings many of these
features of the city together when she argues that ‘the major
plotline in the big story of contemporary urbanization is one
of informality’. She draws on and agrees with Roy (2009) in
stating that ‘informality is not only “an idiom of urbaniza-
tion”, but now its first language’. She contends that globally,
the rapid urbanization of the last few decades has happened
informally and in fact has been mediated by informality (Roy
2009, Tonkiss 2013). And that at local levels, policy practi-
tioners tacitly and explicitly recognize that many aspects of
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urban life are ‘done off-the-books, without planning permis-
sion, in defiance or ignorance of regulations’. Another impor-
tant aspect of informality is that much of what is informal is
not formally visible including both informal structures and
people working informally. This has clear implications for
healthcare provision as it renders invisible particular people,
places, and practices within the city, and it is in these invisi-
bilities that the greatest vulnerabilities of the city or the urban
lie. For example, while increase in informal and contractual
labour has been observed in both urban and rural communi-
ties, the aspects of density and lack of habitable space, the
presence of heterogeneous groups, their diverse needs and
claims to the limited resources of the city, weak social ties, and
the absence of social support and legal protections together
produce a certain kind of invisibilization—‘precariousness’
that is specific to the urban (Strauss 2018, Campbell and
Laheij 2021). Evidence suggests that density and size, coupled
with such informal work conditions, foster precarious and
poor-quality living arrangements wherein urban residents,
especially the urban poor, lack access to basic services such
as water, electricity, housing, education, and healthcare—
all of which complicate the provision of healthcare in urban
contexts.

The urban precariousness deepens inequalities as it inter-
sects with other oppressive aspects of identities like gender,
caste, class, and ethnicity, producing multiple vulnerabili-
ties (Amarasuriya and Spencer 2015, Kunduri 2018). More-
over, the compound nature of precarity, i.e. the aggregation
of lack of social support, legal protection, and informal,
unstable work and living conditions, gives it a pervasive
quality that reflects in everyday life and decision-making of
the urban residents, producing experiences of disenfranchise-
ment. While the effect of these conditions on city dwellers
can produce conditions of ‘anomie’ as Durkheim explains
or a ‘schizoid urbanite’ as Wirth put it, the common expe-
riences of informality and precarity, as Bayat (1997, 2000)
explains, also become the basis for forming of new identities,
secondary ties, networks, and even forging new solidari-
ties and political networks to demand resources and policy
attention.

Moving away from Western-centric explanations of the
city, Jennifer Robinson, in her work ‘A World of Cities’,
further highlights the differences in cities of the West and
cities rebuilding post-apartheid in South Africa (Robinson
2004). Scholars from Africa and the Global South point
out key urban governance challenges, including managing
a divided population amid pro-/anti-privatization conflicts,
fostering participatory governance in diverse and transient
communities, and ensuring equitable access to services in
both formal and informal settlements and how the process
of globalization ties these varied cities together (Amin and
Thrift 2002, Beall et al. 2002). We delve deeper into the
understanding of ‘Urban’ in the LMIC context in the next
sub-section.

The ‘Urban’ in the LMIC Context

Urban sociology scholars who have studied urbanization in
the LMICs context, while generally agreeing with the above
features of the urban, nuance how the cities in the global north
and global south are different owing to the distinct nature and
rate of the urbanization process. This scholarship highlights
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how in many southern cities the rate of industrialization and
economic development did not match the urban demographic
growth, leading to not enough jobs, housing, and services
(Bhan 2019, Lawhon and Le Roux 2019, Randolph and
Storper 2023). This scholarship also alerts us to take a differ-
entiated view of urban experience and highlights the analytical
salience of taking into account structural differences like the
history of colonization, late industrialization and neoliberal
economic structures, and peripheral or dependent position in
the world economy of the southern cities (Garrido et al. 2021).
This ‘southern urban theory’ scholarship, as Bhan (2019)
calls it, offers a nuanced and contextualized (to LMIC con-
texts) understanding of the analytical categories to examine
the urban (e.g. heterogeneity, size and density, and precar-
ity) in LMICs and is a useful starting point to interrogate the
LMIC urban CHW program literature. That said, the char-
acteristics of overcrowded, dense, and heterogeneous urban
areas wherein people formed secondary ties and found some
form of social capital (e.g. through unions, associations, and
occupation-based neighbourhoods), in contrast to the tradi-
tional communal ties belonging to specific ethnic or religious
groups, holds true for urban spaces globally (Kapur 2017).
However, the nature of the density, the variety of heterogene-
ity, and the level and depth of precarity in terms of informal
housing and work conditions may differ from Mumbai to
Lagos to New York.

Given what we understand of the various features of the
urban condition and the constraints to building a sense of
community in an urban space, one would expect formal
institutions, like the public health system, to be explicitly cog-
nizant of these features. This should also be expected as the
literature on urban health highlights a range of challenges
like high mobility of urban dwellers (both inter-city move-
ment and rural to urban migration), long working hours,
precarious residences, particularly in informal settlements,
insecurities, crime, violence, lack of social network to rely
on, and also physically unsafe conditions like poor drainage,
poor sanitation, and industrial pollution, which complicate
the provision of health services and constrain CHWSs from
reaching the deserving populations (Ruel et al. 1999, van
de Vijver et al. 2015, Shawar and Crane 2017). However,
as Rydin et al. (2012) and Elsey et al. (2019) have argued,
in the current urban health literature, in high-, middle-,
and low-income country contexts alike, one continues to see
insufficient engagement with these features of the urban.

This disregard is perhaps the most obvious in commu-
nity health initiatives, where the idea of ‘community’ remains
somehow rooted in its rural origins. And while there are
exceptions, most ‘community health worker programs’ are
modelled with rural social structures in mind. We briefly
develop and illustrate this point. In LMIC contexts, CHW
programs serve as a bridge between rural communities and
the health system; CHWSs belong to the community, either
by geography or by identity and usually a combination of
both, and draw on the aspects of familiarity, trust, and acces-
sibility to fulfil their roles. In areas where health facilities,
whether private or public, are not easily available, CHWs
also provide care and play an important role in address-
ing the issue of geographical accessibility. However, in cities,
the availability of numerous healthcare providers solves this
problem of geographical access, rendering the CHW’s role
rather ambivalent. Unlike in the village, CHWs in urban areas

G20z Areniged 9z uo 1senb Ad 12//81/652/2/0/210ne/10deay/wod dno-oiwspese//:sdyy wous papeojumoq



Critical review of urban community health services

Secondary Ties

Heterogeniety
Size & Density
Secondary Spaces

Population
Structure

263

-
=
(=]
£
®
£
=
o
£

Anonymity &
Invisibility
Crime & Insecurity
Informal Housing
Aesald

Figure 1. A framework for analysing community health services in urban contexts.

cannot make themselves easily visible, familiar, and relat-
able in the dense, dynamic, and constantly evolving urban
context.

Figure 1 reflects the above discussion—it brings together
the key conceptual understandings about the features of the
city and the urban condition in the form of a conceptual
framework. The figure highlights key urban features, includ-
ing heterogeneity, size and density, population structure, sec-
ondary ties and spaces, anonymity and invisibility, informal
work and housing, crime, insecurity, and precarity. Of these,
heterogeneity and precarity emerge as overarching and multi-
faceted dimensions that influence and, in some cases, subsume
the others. Secondary spaces and anonymity and invisibility lie
at the intersection of these two complex dimensions, as they
foster informal networks while simultaneously rendering indi-
viduals and their concerns invisible in the crowded, chaotic
landscape of urban life. Together, these features form the
foundation for understanding the intricate dynamics shaping
community health services in urban contexts. Using this new
framework, we interrogate the current literature on CHW
programs in urban contexts to illuminate various aspects of
the framework, and in doing so, we elaborate and develop it.
Towards the end, we also present a more applied and practical
version of the framework.

Drawing from the above theoretical insights, and with a
view to better understand urban health and urban community
healthcare provision, some of the critical questions one could
ask, including the current literature on CHW programs in
urban LMIC contexts, would be: What kind of communities
do CHW programs imagine and how do they identify them?
Using Park’s words, does the health system consider this
‘mosaic of social worlds’ while planning for urban health
and urban community healthcare provision? Do the roles

and tasks of CHWs consider the heterogeneous population
of the cities? How should the size, density, and heterogene-
ity of the population change the way CHWs work, and
the way community health programs are organized? Might
insights on community subcultures, nonspatial communities,
and more generally the whole ‘mosaic of social worlds’ be
useful in reimagining urban healthcare provision and urban
community health work?

Next, in Section I, we ask these questions of the empirical
literature on CHW programs from LMICs. In Table 1, we
present an overview of how the empirical literature on CHW
programs from LMICs engages with the key features of the
city introduced in the first section (synthesized as a conceptual
framework in Figure 1 and later in Figure 2).

Section Il
How the empirical literature on CHW programs
from LMICs engages with the urban condition

Table 1 presents the matrix of urban features used to exam-
ine individual papers and an overview of which features are
accounted for in the literature. Of the sample of 110 papers,
57 did not account for any of the urban features listed below,
and the other 53 papers accounted for one or more urban
features. Table 1 shows how many papers accounted for
each urban feature (see Supplementary File 5 for a detailed
presentation of all papers individually).

Table 1 provides an overview of the extent to which the
urban condition is accounted for in the literature on urban
community health programs in LMICs. The detailed presen-
tation of this table (Supplementary File 5) arranges papers
showing which features are accounted for in the order of
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Table 1. Overview of how the empirical literature on CHW programs from
LMICs engages with the key features of the urban condition.

Key features of the urban condition Papers Reviewed

Heterogeneity of the population 14
Size & Density 9
Visibility & Anonymity 14
Importance of Secondary ties 35
Importance of Secondary Spaces 18
Weak Primary Ties 9
Informal Housing 13
Informal Work Conditions 20
Crime & Insecurity 7
Community Health Workers’ social location in 30
the city

least accounted for to most accounted for. Among the fea-
tures of the urban condition, we see that heterogeneity, crime,
and insecurity are the least accounted for, and secondary
networks and social locations of CHWs are among the most
acknowledged in the literature.

Discussion
Section Il

In this section, we engage with each feature of the urban con-
dition and analyse how it is accounted for in the literature on
urban community health programs in LMICs. For each fea-
ture, ‘the first part’ we draws on Section I to discuss how the
feature is considered in urban community health programs
in LMICs. The second ‘part’ reflects on the implications of
the feature for community health work and healthcare provi-
sion broadly in urban contexts, primarily in LMICs, but also
generally. For ease of analysis and due to their overlapping
characteristics, we have clubbed some of the features—like
informal housing and working conditions and crime and inse-
curity together in one section on precarity, the features of
importance of secondary ties, spaces, and weak primary ties
in one section, and have subsumed visibility and anonymity
in the size and density section.

Heterogeneities in the city
How do urban CHW programs engage with these
heterogeneities?

In the few papers that acknowledged and accounted for het-
erogeneity, the urban CHW programs involved targeting spe-
cific populations and engagements with diverse stakeholders
like local politicians, administrators, community, and reli-
gious leaders in designing and provision of health services
(Benzaken et al. 2007, Odhiambo et al. 2016). Due to the
increased utility of secondary ties in the urban context, which
involves heterogeneous stakeholders, we see overlaps between
the ‘importance of secondary ties’ and ‘heterogeneity’ elements
in this review. Some health programs acknowledged hetero-
geneity by identifying and targeting specific groups within
broader groups like men of different ethnic identities within
the MSM (men having sex with men) community or mar-
ried men left out by HIV programs targeting MSM (Tucker
et al. 2013, Parry et al. 2017). However, these heterogeneities
were identified to target and address specific vulnerabilities
rather than recognizing them within broader population-level
programs.

Santosh and Kane

For instance, the vast majority of urban CHW interven-
tions in the current literature treat the urban communities
and urban poor as a monolithic entity or acknowledge
heterogeneity in populations nominally without substantive
consideration within the program design (Mash et al. 2012,
2015, Bryant et al. 2017, Gebreegziabher et al. 2017,
Wijesuriya et al. 2017). Some even implemented one-size-
fits-all interventions across rural, urban, and even nomadic
communities, further highlighting blindness towards the het-
erogeneous nature of the urban (Khan et al. 2002, Ardalan
et al. 2013, Olayo et al. 2014, Druetz et al. 2015, Tilahun
et al. 2017). The few CHW programs that took into account
heterogeneities substantively at the population level did so
in a variety of ways—most commonly, this involved rec-
ognizing the varied socioeconomic conditions and specific
vulnerabilities faced by some groups. For example, the CHW
program that Salud et al. (2009) report on explicitly con-
sidered the varied knowledge levels among breastfeeding
women, their economic conditions, and other important ill-
nesses among them to enable effective outreach and increased
breastfeeding outcomes. Similarly, Irwin et al. (2006) dis-
cuss how the CHW program on drug abuse recognized the
varied economic conditions, diverse identities, and multi-
ple degrees of stigma among drug users; it further provided
services based on their location and time constraints—thus
enabling and ensuring the inclusion of diverse groups within
the larger group of injection drug users. Moreover, these pro-
grams recruited CHWs who had experience of breastfeeding
or were previous drug users, thus leveraging relevant identi-
ties to broaden their community outreach (Irwin et al. 2006,
Salud et al. 2009).

What are the implications of this heterogeneity for healthcare
provision generally and CHW programs specifically?

Health is socially determined and shaped by historical, phys-
iological, social, cultural, and economic differences. The city
has multiple small and large relatively homogenous groups of
people (Park’s ‘mosaic’) living alongside each other—making
it difficult to attribute particular characteristics to urban com-
munities. The urban community members, both in general
and within the homogenous sub-communities, vary—ranging
from established residents to new migrants and to groups
who regularly return to their rural hometowns. In an urban
space, these differences are complicated by the various hetero-
geneities that typify the urban—we argue that the inequities
that these differences engender are potentially amplified by
the informality of work and residence and by the lack of neat
geographic boundaries in urban communities. The argument
can be reasonably extended to say that an explicit account-
ing (or not) for heterogeneity within urban health programs
has far greater equity-related implications than in similar rural
programs. We contend that in urban contexts, health policies
and programs need to explicitly zoom in to recognize and
address the needs of diverse groups and zoom out to con-
textualize their relative position in the larger heterogeneous
urban community. For urban health and community health
programs to adapt and be equitably responsive to the needs
and expectations of all city dwellers, it is important to under-
stand that the unique circumstances of different groups, their
particular economic activities, their network patterns, and
the social institutions they access are part of and considered
important.
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Having said that, it is important to interrogate what
it practically means for a health program to account for
heterogeneities. For example, the unpacking of heterogeneities
has clear but rather challenging implications for the selection
and recruitment of CHWSs. The conventional traits of famil-
iarity, belonging, and accessibility associated with CHWs in
rural communities should be differently assessed, given the
heterogeneities and multiple identities acquired and embod-
ied by individuals and groups in the city. While the literature
indicates the use of certain secondary ties as criteria for select-
ing CHWs for specific population groups in cities, the utility
of such ties in selecting CHWs to serve the vast heterogeneous
urban population may not be as straightforward. We develop
this example further in the following sections.

Importance of secondary ties and spaces and weak
primary ties

Do urban CHW programs recognize and engage with the
diversities in social ties that typify life in the city?

Many studies in Table 1 show that secondary ties and net-
works like interest groups, voluntary associations, and school
and university space-based ties are sometimes leveraged by
urban CHW programs to reach particular communities and
to provide certain services. For instance, identities like previ-
ous illness survivors, well-liked opinion leaders, and interest
group volunteers can be leveraged to strengthen CHWs’ access
and accessibility and, in the process, foreground their posi-
tion in the community (Haider et al. 2000, Duan et al. 2013,
Morojele et al. 2014).

This recognition that primary ties are sometimes less
important in urban settings and that interventions interven-
ing via primary ties exclusively are less likely to be effective is
important. However, the literature shows that similar to the
recognition of heterogeneities, the recognition of what sec-
ondary ties mean for policy and program choices is rather
limited to contexts that involve stigma or where the cen-
trality of secondary ties is inherent to the health condition
being targeted. To specify, secondary ties are central to the
epidemiology of conditions like HIV, Sexually Transmitted
Infections, and injection drug use—and therefore targeted
health interventions prefer CHWs from and intervene within
these secondary networks like voluntary interest groups or
support groups, allowing easy communication and mobi-
lization (Welsh et al. 2001, Shetty et al. 2005, Benzaken
et al. 2007, Sandey et al. 2012, Duan et al. 2013, Morojele
et al. 2014, Kabir et al. 2015, Hugo et al. 2018). How-
ever, CHW programs directed at the general urban population
or broad-based conditions like maternal health, child health,
or nutrition, did not recognize the salience of secondary ties
(Refer to Supplementary File 5).

As Bayat (1997, 2000) has argued, despite the urban being
a contested space, the impetus for city dwellers to forge sec-
ondary ties enables them to exert influence, lobby, and provide
solidarity, social security, political influence, and opportuni-
ties for social reinvention. While some secondary ties and
networks are straightforward, ties and networks like neigh-
bourhood tea party networks of women, informal networks
of small traders, networks of sex workers and bar own-
ers, and multi-locale injection drug-user networks are some
examples of complex secondary networks (Irwin et al. 2006,
Gozum et al. 2010, Morojele et al. 2014). Literature sug-
gests that while many of these networks and ties are loose,
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they have the potential to be mobilized and can be very
strong.

What are the implications of strong secondary ties and
networks in urban spaces for healthcare provision generally
and CHW programs specifically?

The centrality of secondary networks and ties in urban con-
texts points to the importance of accounting for these ties in
urban CHW programs—not merely in the hiring and selec-
tion of CHWs but also in developing strategies to ensure the
performance and influence of CHWs. Secondary ties and net-
works are both created and characterized by heterogeneous
groups that exist within urban communities; they also often
inform health conditions and epidemiologies. It follows that,
as noted in the previous section, community health programs
that are cognizant of secondary ties can better address urban
heterogeneities, thereby addressing the health inequities there-
with. Leveraging secondary identities can also potentially
enable CHW programs to create some sense of familiarity and
relatability beyond geographical belonging—something that
many of the papers we reviewed tacitly or explicitly recog-
nized as difficult to achieve in urban settings. Our contention
is that CHW programs in urban contexts need to reimag-
ine themselves in such a way that they explicitly consider (in
design, strategies, and implementation) secondary networks
and ties. This contention echoes Jacobs’s (1961) view that
urban communities are best understood within a network
frame rather than in a geospatial frame. However, as alluded
to in the previous section, such a reimagination is likely to be
challenging, as it would require substantial changes to how
CHW programs have traditionally defined and understood the
communities they serve.

Recognizing the sheer varieties of heterogeneities and the
vast range of secondary ties that exist and typify the city also
raises important questions about which secondary institutions
and ties matter, which secondary ties are more likely to invoke
trust and familiarity, and (if and) how this might vary across
health conditions and the different urban populations being
targeted. We found that all CHW programs included in the
review struggled to transplant the tenets of community health
work conventionally developed within and attuned to rural
contexts to urban contexts. A major part of these struggles
seemed to be around secondary ties and networks (what they
are, how they operate, and which of those matter) and how
to adapt and engage with them. We contend that this effort,
demanding as it may be at times, is worthwhile and that this
step is essential.

Size and density of the city
How do urban CHW programs engage with the size and
density aspects of the city?

Literature shows that the few papers that acknowledged and
accounted for the size- and density-related features did so by
recognizing the role of density in the increasing need for health
services, the linked spatial and infrastructural limitations that
affect healthy living, and, to some extent, the invisibilization
that they portend for certain vulnerable groups. These issues
were addressed (the literature reveals) by providing more or
targeted services and by using secondary networks to visibilize
and empower communities (Benzaken et al. 2007, Odendaal
etal. 2009, Morojele et al. 2014). Most of the CHW programs
struggled to address the large size and density of the city,
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and even though some attempts were observed that involved
secondary networks, self-help groups, and provision of uni-
forms to increase the visibility of CHWs in dense locations,
they ended up addressing the aspects of heterogeneity and sec-
ondary ties more, and not so much issues of density and size or
the linked issues of informal living conditions in the commu-
nities they served (Akweongo et al, 2011, Kabir et al. 2015,
Odhiambo et al. 2016, Tomlinson et al. 2016). We found that
the CHW programs tend to miss out on the interconnected
consequences of size, density, and heterogeneity elements and
the secondary networks that they foster as these features have
different effects on communities living in precarious condi-
tions and on communities living in comparatively assured
living conditions.

What are the implications of size and density for healthcare
provision generally and CHW programs specifically?

The large size and density of the city have obvious and direct
implications for the volume and nature of health services and
health personnel required to ensure the health of all the inhab-
itants. Size and density are inextricably intertwined with the
various heterogeneities outlined in Section I, and due to this,
the familiarity-based recognition that rural folk can rely on
does not hold in the city—city folk tend to rely much more on
other forms of identification and recognition (e.g. uniforms,
identity cards, and other such signifiers). This lack of natural
familiarity and visibility makes it difficult for individuals to
stand out, and in contexts of certain vulnerable populations,
this results in the sidelining of their needs.

While the density of the city generally solves the prob-
lem of (lack of) proximity and geographical access to health
services, its demerits lie in the congregation of large hetero-
geneous populations with a vast variety of health problems
and heterogenous needs in a (relatively) small space and in
invisibilizing the needs of certain vulnerable groups. There-
fore, we argue that for health and CHW programs to be able
to address size and density, they must consider size and den-
sity not only in terms of their obvious consequence for the
volume and scale of health services to be provided but also in
how they interact with other features of the city like the many
heterogeneities, the nature of social ties, and, as we discuss
next, also precariousness. We contend that program designs
and implementation approaches also need to be particularly
vigilant about the invisibilizing effects of size, density, and
heterogeneities—and to systematically incorporate mitigating
strategies in the design and implementation of urban health
and community health services.

Precarity
How do urban CHW programs engage with precarity?

In our review, the few papers (Table 1) that acknowledged
and accounted for precarity did so by conducting preinterven-
tion surveys, mapping areas of informal housing, involving
permanent and migrating residents, designing time-sensitive
CHW service provision, and taking cognizance of the socioe-
conomic conditions of the community in its program design
(Mathews et al. 1991, Haider et al. 2000, Odendaal et al.
2009, le Roux et al. 2013, Yan et al. 2014, Mathias et al.
2021). However, the majority of the papers included in the
review merely acknowledged the aspects of urban precarity in
their introduction for the purpose of justifying the interven-
tion in an urban space or discussed effects of urban precarity
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on health outcomes as findings or in their recommendations,
without engaging with them within the program design and
service delivery (Shetty et al. 2005, Goudet et al. 2011, Raj
et al. 2013, Druetz et al. 2015, ljumba et al. 2015, Jolly et al.
2016, Gebreegziabher et al. 2017). We found that all CHW
programs struggled to outreach to and target vulnerable pop-
ulations, as their community members engaged in long and
unpredictable work hours, which did not suit the conventional
work timings of CHWSs. Moreover, conditions like tempo-
rary housing, frequent migration, and lack of permanent
(phone) contact numbers rendered the previously beneficial
idea of having CHWSs from the same geographical area to
evoke belonging and address proximity futile. Even when
CHW programs, especially those involving counselling and
home visits, managed to reach communities, both the CHW's
and the people they served found the activities to be too
time-consuming and inconvenient, rendering such program
activities rather ineffective as communities were unwilling to
devote much time (Cooper et al. 2009, Mash et al. 2012,
20135, Olayo et al. 2014, Balcazar et al. 2015, He et al. 2017,
Powell and Grantham-McGregor 2017, Hugo et al. 2018).

One observation specific to intervention studies involving
randomized control trials (RCTs) stood out within the empir-
ical literature reviewed here. In such studies, the aspects of
urban precarity like unequal income levels, availability of
health services, and housing facilities were used as parameters
to achieve equivalence between the intervention and control
groups; they were, however, not accounted for in the inter-
vention design (Cooper et al. 2009, Ardalan et al. 2013, Jolly
etal. 2016, Powell and Grantham-McGregor 2017). As urban
informalities and precarity are systemic conditions that can be
altered only in the long term, they were expectedly treated as
‘ceteris paribus’ in such intervention studies involving CHW
programs.

What are the implications of different aspects of precarity
for healthcare provision generally and CHW programs
specifically?

The effects of precarious work and living conditions are
varied, systemic, and long-lasting on the health of urban
communities. Unlike the previously discussed elements of het-
erogeneity and secondary networks, urban precarity does not
lend itself to be wielded in innovative ways as we see in the
case of the selection of CHWs from and intervening within
heterogeneous and secondary networks. Therefore, we con-
tend that urban precarity needs to be understood both as
a standalone phenomenon and also in its effect on the fea-
tures of the urban condition, as it is highly pervasive and
can be misunderstood as community behaviour rather than
as a structural constraint faced by urban communities. Hav-
ing said that, the systemic and compound nature of urban
precarity also makes it extremely difficult to address through
the CHW programs, as that would require stronger political
and administrative efforts. However, we argue that by under-
standing the precarious conditions of the city, CHW programs
can better identify what communities consider as immediate
and long-term needs, if certain health conditions are caused
by health behaviours or by lack of certain facilities, and how
the role of CHWs can be attuned to the systemic precarity
faced by urban communities. For example, Odendaal et al.
(2009) report on a home visitation program for unintentional
childhood injuries, wherein the program accounted for poor
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housing, water, and electric facilities that created accident-
prone conditions like the use of paraffin oil to substitute
electricity, firewood for gas, and the use of easily flammable
curtains and cardboard as room dividers as houses were
very small. The program supplied safety devices to replace
these materials and created educational materials for children
and messages for caregivers that were portioned in multi-
ple time-sensitive home visits. In this example, which was
an RCT, urban precarity was recognized and designed into
the CHW program, unlike the mere (nominal) acknowledge-
ment that we found throughout the urban CHW program
literature.

To be able to account for urban precarity meaningfully,
we argue that health and community health programs need
to recognize and engage with the complex and intersecting
structural features of the urban condition that create unique,
often very local, segmented, and unpredictable vulnerabilities
among the many heterogeneous communities that typify the
city. Crucially, we contend that the first step is perhaps to
unlearn the conventional ways presently modelled after rural
communities and to understand what entails a ‘community’
and what then entails a ‘community health program’ in an
urban context.

Social location of the CHW in a city
How do urban CHW programs engage with the social
location of the CHWs?

Literature suggests that the programs or intervention stud-
ies that accounted for the social location of CHWs did so by
recruiting them within various secondary networks, leverag-
ing on identities like previous illness survivors, community
leaders, and interest group volunteers, by ensuring prox-
imity of CHWs and by providing uniforms to address lack
of visibility (Akweongo et al. 2011, Haider et al. 2000,
Benzaken et al. 2007, Everett-Murphy et al. 2010, Gozum
et al. 2010, Duan et al. 2013, Coetzee et al. 2017, Hugo
et al. 2018). However, most CHW programs grappled with
selecting appropriate CHWs for the vast heterogeneous pop-
ulations they encountered, with the lack of CHW familiarity
and poor community participation, and with the presence
of various other private health service providers competing
with CHWs.

The struggle with heterogeneous populations can be
observed in the vast range of CHWs one encounters in the lit-
erature reviewed—ranging from paid and unpaid health vol-
unteers, incentive-based or honorarium-based peer counsel-
lors with previous illness experiences, peer educators trained
for specific health problems, and more formal CHWs trained
in community health practice. In some cases, the aspects of
heterogeneity and secondary networks were accounted for in
selecting CHWs, but in most instances, the economic con-
dition of CHWs, the time constraints faced by CHWs, and
community perceptions and beliefs about CHWs were not
sufficiently accounted for. With few exceptions, CHWs were
low or unpaid, nominally trained, and their work hours mis-
matched with the odd working hours of the communities
targeted as part of the CHW programs (Welsh et al. 2001,
[jumba et al. 2015, Mash et al. 2015, Bryant et al. 2017,
Mbachu et al. 2017, Wijesuriya et al. 2017, Hugo et al. 2018,
Mary Kapanee et al. 2018).
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What are the implications of the social location of CHWs in
an urban space for CHW programs?

The aspects of the city, including heterogeneity, importance
of primary ties, size and density, and urban precariousness
have a bearing not only on the conventional ‘community—
CHW’ relationship but also on CHWs as individuals grap-
pling with similar urban conditions. Given the complex nature
of the city, we argue that equal attention needs to be given
to the effects of the urban condition both on the specific
communities targeted within CHW programs and the CHW's
themselves who embody these urban complexities. While
the literature reviewed highlights some efforts in terms of
recruiting CHWs from secondary networks and coming up
with different versions of CHWs to suit specific communi-
ties, it was observed that in many cases, the social loca-
tion of CHWs was not accounted for as they were poorly
compensated or even unpaid, inadequately trained to tackle
diversity in the community, were working in insecure neigh-
bourhoods without formal protections, and were offering
identical health services as other CHWs working in the same
vicinity.

At another level, the various features of the urban condition
outlined in earlier sections are also at odds with the conven-
tional (rural CHW program-based) rationale that CHWs rely
on trust, specifically familiarity-based trust, to relate to and
engage with the communities they serve.

The rural context-oriented CHW literature has consistently
emphasized this centrality of trust to the effective function-
ing and performance of CHWs. However, in the absence of
familiarity as the basis for fostering ‘trust’ in urban contexts,
what alternative basis could CHWs draw from to foster trust,
needs to be understood and then reflected in the design, and
implementation of CHW programs in the city.

We contend that the lack of social cohesion, weak primary
bonds, informal work and living conditions, and insecurity
characterizing the urban communities also inform the lives of
urban CHWs and may affect their ability to understand and
perform their roles within CHW programs. On this account,
we argue that urban CHW programs need to recognize the
social location of the CHWSs, rooted as it is, in the hetero-
geneity, density, informality insecurity, anonymity, and the
secondary identities that characterize the city. In other words,
programs need to appreciate that CHWs in a city, like all city
dwellers, embody the complexities of the city, and therefore,
the role of urban CHWs requires reimagination accordingly—
in terms of their profile, selection, training, remuneration, and
rewards. Urban health programs need to develop CHW roles
such that city-specific ways of belonging, familiarity, and trust
are fostered.

Conclusions: A way forward

In conclusion, through a critical interrogation of the literature
on community health programs in urban LMIC contexts, we
have highlighted the need for and importance of reimagin-
ing urban healthcare provision and urban community health
work such that it explicitly relates to and engages with the
many unique features of the city. In doing so and exten-
sively drawing upon the rich theoretical insights from the
social sciences, in Figure 2, we have proposed an analyti-
cal framework that can serve as a guide for those involved
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FRAMEWORK FOR URBAN COMMUNITY HEALTH RESEARCH POLICY & PRACTICE

FEATURES OF
THE URBAN

QUESTIONS TO CONSIDER
URBAN CHARACTERISTICS

QUESTIONS ON PROGRAM
DESIGN

QUESTIONS ON PROGRAM
IMPLEMENTATION

Heterogenity

What are the various
heterogenieties in the
community? (eg: religion,
caste, class, race, age,
language, migrants) Do groups

Does the program account for
differences in access across
heterogeneous groups? Are the

health services culturally sensitive?

Does the program account for

Are frontline health workers
familiar with the community
landscape (diverse groups)
and trained and supported to
understand and address these

variation in access and awareness needs?
levels within the community?

live in separate areas? Which
groups are dominant?

Are there any prominent
social and cultural groups,
elderly or youth clubs,
occupation associations in
the community? Who are the

Does the program involve any local
leaders and important community
members? Are there any groups or
associations that can be leveraged
or be part of the program outreach?

Are there any local leaders or
community members who can
help reach diverse groups? In
what capacities can these
members be involved -

Secondary ties

powerful/influential actors?

What is the community size in
terms of areaand the number
of heterogeneous groups

Does the program account for the

needs of different communities

within the dense community area? Is

outreach, access, raising
awareness, social support?

Are all groups within the
community familiar with
local public health services

Size and within? Are there particular the resource allocation appropriate and the CHWs'role? Are the
Density groups that are more densely for the size and heterogeneity of the  services offered
populated than others? Is the community? appropriate for the needs of
density stable or does it the communities served?
fluctuate?
How are the living conditions Is the program design cognizant Do the health services
in the community - housing, of the living conditions of accommodate work timings and
water supply, electricity, different groups? Does the availability of community
waste disposal? Are there program enable or constrain members? Are there mobile or
P . differences in living community members ability to work-place or other secondary
recarity o : s . i
conditions across groups? navigate their living conditions? space-based health services for
What kind of work do Does it account for the unique communities with precarious
communities engage in - needs of specific occupations? residence?
informal wage work, formal
jobs, contract jobs?
Do CHWs belong to any Is the CHW program design Is the CHW's role, their training,
specific group- is this group cognizant of the features of the and the support they receive
Social dominant/marginalized? Are urban context? Does the design appropriate for the
eeion ot they familiar with the diverse have space for linking occupation communities they serve? And
CHWs groups in the community - or group-based associations with cognizant of the features of the

their living conditions, work
conditions? What secondary
ties do CHW have?

CHW's activities?

Figure 2. Framework for Urban Community Health Research Policy and Practice

urban context?
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in organizing and researching health and community health
services in urban contexts. In presenting these urban features
and their possible implications, we are cognizant of how they
might vary depending on the training, support for CHWs, and
demography of the urban area. In Section I, Figure 1 offers a
generic presentation of the urban features and a framework
for analysing community health services in urban contexts.
Figure 2 builds and elaborates on Figure 1 and translates it
into a practical guide for health researchers and policymak-
ers working on urban CHW programs and, more broadly,
on close-to-community health services in urban contexts in

LMICs.
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