Singh et al. BMC Health Services Research ~ (2025) 25:838 BMC Health Services Research
https://doi.org/10.1186/512913-025-13044-6

Check for
updates

Assessing the gap between policy

and practice: community health workers’
contributions to nutrition services in Sub-
Saharan Africa

Akriti Singh?*", Mahamadou Mansour Ndiath'", Djeinam Toure', Romance Dissieka', Lennie Kyomuhangi Bazira®,
Carolyne Wanyonyi* and Rolf DW Klemm?°

Abstract

Background Community health workers (CHWs) are the backbone of healthcare service provision in Africa,
particularly in delivering critical health and nutrition services. Despite their pivotal role, there is limited understanding
of the alignment between CHW responsibilities as defined in national policies and the actual nutrition services they
provide. This study aimed to compare the nutrition-related responsibilities assigned to CHWs in national policies with
the nutrition services CHWs report delivering to women and children in six Sub-Saharan African countries: Guinea,
Mali, Niger, Céte d'lvoire, Democratic Republic of Congo (DRC), and Kenya.

Methods We combined structured interviews with 735 CHWs from six countries with a document review of national
CHW policies and training manuals to assess the alignment between policy and practice in nutrition service delivery.

Results The policy documents revealed notable differences in the CHW scope of responsibilities across the six
countries. Training for CHWs was inconsistently documented across countries. Financial compensation for CHWs was
mentioned in policy documents from five out of six countries, though the nature and amount of compensation varied
significantly. Among the CHWs surveyed, a high percentage (68-84%) reported receiving financial compensation.
Most CHWSs provided promotional services but were more likely to dispense preventive and curative commodities

for children (e.g., Vitamin A, deworming, oral rehydration solution, and Zinc) than women (iron-folic acid, intermittent
preventive treatment for Malaria). Service provision was closely linked to the training received. Discrepancies were
noted between policy-defined responsibilities and reported service delivery, particularly in growth monitoring and
promotion and management of wasting.

Conclusions This study found a critical need for stronger alignment between policy directives and CHW training and
service provision. By informing policy reforms, standardizing training, and guiding resource allocation, our findings

fAkriti Singh and Mahamadou Mansour Ndiath contributed equally
to this work.

*Correspondence:
Akriti Singh
asingh@hki.org

Full list of author information is available at the end of the article

©The Author(s) 2025. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use,
sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and
the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this

article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included
in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will
need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.


http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1186/s12913-025-13044-6
http://crossmark.crossref.org/dialog/?doi=10.1186/s12913-025-13044-6&domain=pdf&date_stamp=2025-6-26

Singh et al. BMIC Health Services Research (2025) 25:838

Page 2 of 12

can strengthen CHW programs and improve delivery of lifesaving nutrition interventions to women and children—

particularly in remote and underserved communities.

Keywords Maternal health, Child health, Nutrition services, Community health workers, Sub-Saharan Africa, Policy

analysis

Background

The World Health Organization (WHO) estimates that
by 2030 there will be a global shortage of 10 million
health workers [1]. To address this gap, WHO and sev-
eral others have encouraged countries to adopt a mix of
approaches to provide care, including the potential of
community health workers (CHWs) [1, 2]. CHWs are the
backbone of healthcare service provision in Africa and in
2017 the African Union committed to supporting 2 mil-
lion CHWs. As trusted members of their communities,
CHWs facilitate community engagement, build trust,
and ensure that health and nutrition interventions are
culturally sensitive and well-received [3]. CHWs deliver
critical primary health care services such as immuniza-
tion, nutrition supplementation, and maternal and child
health care [4]. They often play a vital role in ensuring
that these services are accessible, especially in rural areas
where distances to health facilities are long [5]. They also
provide education on various health and nutrition topics,
empowering community members with knowledge and
skills to improve their health and well-being [4].

Among the services CHWs deliver to their communi-
ties, nutrition doesn’t always get the attention it deserves.
Nutrition is a cornerstone of maternal and child health,
and survival, and inadequate nutrition can have long-
lasting effects on growth, development, and overall
well-being. CHWs are uniquely positioned to address
maternal and child nutrition-related challenges within
their communities by delivering promotional and cura-
tive services. Evidence shows that CHWSs can success-
fully deliver maternal nutrition services leading to an
uptake of micronutrient supplements (e.g., micronutrient
supplements, iron-folic acid (IFA), calcium), improved
breastfeeding and complementary feeding practices, and
better diet quality [6]. CHWSs can also effectively deliver
child nutrition services such sick childcare; distribut-
ing essential micronutrients (e.g., Vitamin A and mul-
tiple micronutrient powders); and managing cases of
wasting [7—13]. Despite their significant contribution to
advancing nutrition in their communities, several papers
have highlighted training and compensation as barriers
to quality nutrition service delivery by CHWs [11, 14].
National policies typically define the nutrition-related
responsibilities of CHWs as well as their training and
compensation strategy. However, limited studies have
examined the alignment between national policies and
actual service delivery.

This study seeks to fill this gap by comparing the
nutrition-related responsibilities assigned to CHWSs in
national policies with the services they report delivering
across six countries. Understanding this alignment—or
lack thereof—is critical for several reasons. First, discrep-
ancies between policy and practice can undermine the
effectiveness of CHWs, leading to suboptimal health out-
comes. Second, by identifying gaps in training, compen-
sation, and service provision, policymakers and program
designers can better support CHWs, thereby enhancing
their capacity to deliver lifesaving nutrition interven-
tions. Finally, this study aims to contribute to the broader
discourse on strengthening health systems in Sub-Saha-
ran Africa, where CHWs are often the first and some-
times the only point of contact for healthcare in many
communities.

Specifically, this study is guided by the following
research questions:

1. To what extent do national policies in Cote d’Ivoire;
Democratic Republic of Congo (DRC); Guinea;
Mali; Niger; and Kenya define the nutrition-related
responsibilities of CHWSs?

2. What nutrition services do CHWSs report delivering
to women and children under five years of age in
these countries?

3. How does the reported service provision align with
the responsibilities outlined in national policies?

4. What are the key enablers and barriers influencing
CHWs’ ability to deliver these nutrition services,
particularly regarding training and financial
compensation?

Methods

This study employed a mixed-methods design combin-
ing quantitative survey data with a structured document
review to address our four research questions. To assess
community health workers’ (CHWSs) service delivery, we
analyzed secondary data collected through post-event
coverage (PEC) surveys for Vitamin A Supplementa-
tion (VAS). To understand how national policy frame-
works define CHW roles, we conducted a review of
official policy documents and training materials. Finally,
to explore gaps and alignment between policy and prac-
tice, we compared findings from both data sources. These
complementary methods enabled us to examine not only
what services CHWs provide, but also how those respon-
sibilities are formally articulated in national guidance.
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CHW survey

Study design and sampling

Data from community health workers were collected as
part of the post-event coverage (PEC) surveys for Vita-
min A supplementation (VAS). The survey utilized a
cross-sectional design, with data collected through
structured interviews with community health workers
(CHWs) across six Sub-Saharan African countries: Cote
d’Ivoire, Democratic Republic of Congo (DRC), Guinea,
Mali, Niger, and Kenya. These surveys assess the reach
and effectiveness of Vitamin A distribution using a two-
stage random cluster design with probability propor-
tional to size (PPS) sampling.

In the first stage, we defined clusters or enumeration
areas (EAs), which we randomly chose using the PPS
method from lists provided by each country’s national
statistics bureau. This approach ensured that areas with
larger populations had a higher probability of being
selected, while also preserving proportional repre-
sentation across geographic regions and urban-rural
strata. The number of clusters selected in each country
reflected both the population size and geographic disper-
sion within each VAS coverage region to ensure broad
inclusion.

In the second stage, one health facility was randomly
selected within each chosen cluster. Because most health
facilities serve a defined population within the EA or
immediate catchment area, this approach allowed us to
randomly access the community health system within the
sampled geographic area. By then randomly selecting a
CHW affiliated with that facility—who had participated
in the most recent VAS campaign—we ensured that the
CHWs interviewed were actively engaged in relevant ser-
vice delivery in the sampled area, thus preserving internal
consistency and practical representativeness within each
selected cluster. This sampling design, while not exhaus-
tive, was intended to yield a representative snapshot of
CHW service delivery within each VAS coverage region.
Additional details on the sampling frames and regions
selected are available in previously published work [15].

Some countries have two groups of community-level
service providers. The community health workers we
sampled belonged to the following cadre: community
health agents (Cote d'Ivoire); community liaisons (Demo-
cratic Republic of Congo), community liaisons (Guinea);
community health workers (Mali); community liaisons
(Niger); community health promoters (Kenya). The sur-
veys with community health workers were conducted
between June and December 2023. After data collec-
tion for the survey had completed, we held a validation
workshop to present findings and gather feedback from
stakeholders including representatives from the Ministry
of Health, regional and district health offices, and health
facilities to ensure accuracy and credibility of findings.
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Informed consent

Informed consent was obtained from all participating
CHWs before the interviews. The consent process was
tailored to the cultural contexts of each country, ensuring
that participants fully understood the study’s purpose,
the voluntary nature of their participation, and their right
to withdraw at any time without penalty. Written consent
forms were provided in the local languages, and where
necessary, verbal consent was obtained and documented,
particularly in settings with low literacy levels. The con-
sent process was facilitated by trained interviewers who
explained the study objectives, the confidentiality of the
data, and how the findings would be used to inform pol-
icy and practice in their respective countries.

Document review

We retrieved national community health policies from a
publicly available policy dashboard [16]. For additional
documents such as specific training materials, we con-
tacted staff from the authors’ institution office in the six
countries, as needed.

Data analysis
We used Stata version 17 for analysis (StataCorp, 2021).
We conducted bivariate analyses to compare the pro-
vision of services in communities and training among
CHWs across the six countries included in the study. The
services analyzed for women included iron and folic acid
(IFA) and intermittent preventive therapy (IPT) during
pregnancy and infant and young child feeding (IYCEF)
counseling. For children, we examined growth monitor-
ing and promotion (GMP), management of wasting, vita-
min A supplementation (VAS), deworming, and diarrhea
management. For each of these services, we reported the
percentage of CHWs who indicated that they provided
the service, the frequency with which the service was
provided where relevant, and the percentage of CHWs
who reported receiving training specific to each service.
To contextualize these findings, we reviewed the
national community health policies from each of the six
countries to determine the services that CHWs were
expected to provide. In instances where policy docu-
ments were ambiguous, we also reviewed CHW training
manuals for further clarity. We created a data extraction
table to capture cadre name, selection process, respon-
sibilities (for pregnant women, children under five years
of age, everyone), training, and financial compensation.
The key documents referenced included: National Stra-
tegic Plan for Community Health 2023-2027 in Guinea;
National Community Health Strategic Plan 2021-2023
in Mali; Orientation and Reference Guide for Commu-
nity Development Liaisons 2017 in Niger; National Stra-
tegic Plan Community Health Cote d'Ivoire 2022-2025
and Nutrition Intensification Days, Orientation Guide
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June 2024 in Cote d’Ivoire; National Strategic Plan for
Community Health in DRC 2019-2022 and Training of
Community Liaisons on Vitamin A Supplementation and
Deworming January 2023 in the Democratic Republic of
Congo; Community Health Policy 2020-2030 along with
relevant modules from the Community Health Volunteer
Basic Handbook in Kenya.

Results
Background characteristics
The study included 735 community health work-
ers (CHWs) across six Sub-Saharan African countries:
Guinea (N= 194), Mali (N= 138), Niger (N= 111), Cote
d’Ivoire (N= 136), Democratic Republic of Congo (DRC)
(N=78), and Kenya (N= 78). The demographic charac-
teristics of the CHWs varied across countries (Table 1).
In four out of six countries, more than 40% of CHWs
were female, with the highest proportion in Kenya (60%)
and the lowest in Cote d’Ivoire (19%). A larger proportion
of CHWs were over 30 years (recorded in three coun-
tries) with variation in the number of years of experience.
Most CHWs had some secondary education, though
significant variations existed. In Mali and Niger, about
one-third had only primary education, while a small per-
centage in Cote d’Ivoire and DRC reported having uni-
versity-level education. A notable exception was Kenya,
where 22% of CHWSs had no formal education. In five
out of six countries, more than 68% of CHWs reported
receiving financial compensation for the services they
provided. However, disparities were observed in the
nature and consistency of this compensation across
countries.

CHW selection process, responsibilities, training, and
compensation
In five out of six countries, CHWs were selected by their
local communities (Table 2). However, the specifics of
the selection process varied, with some providing more
structured selection criteria than others. CHWs in all
countries are expected to deliver a wide range of health
and nutrition services, including antenatal care (ANC),
growth monitoring and promotion (GMP), and manage-
ment of wasting. However, there were notable differences
in the scope of responsibilities, particularly regarding the
distribution of preventive and curative commodities.
Training for CHWSs was inconsistently documented
across countries. For example, Niger lacked a standard-
ized training curriculum, relying instead on support
from NGOs. In contrast, countries like Cote d'Ivoire
and Kenya offered more structured training programs,
with basic training provided to all CHWs and additional
modules tailored to the specific needs of their geographic
areas.
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Financial compensation for CHWSs was mentioned in
policy documents in five out of six countries, though the
nature and amount of compensation varied significantly.
For instance, CHWs in Cote d’Ivoire and Niger received a
monthly stipend, while those in the DRC did not receive
any formal financial compensation.

Provision of services to women

Iron and folic acid promotion and distribution

Among antenatal care (ANC) services, most CHWs
(74—90%) reported promoting iron and folic acid supple-
ments (IFA) among pregnant women (Table 3). However,
a smaller proportion ranging from 4% in Kenya to 62%
in DRC reported distributing IFA to pregnant women.
This aligned with national policy documents that noted
that the promotion of IFA was part of the CHW job
description in four out of six countries, but none of the
documents in the countries noted that CHWs should also
dispense IFA. Three countries reported ANC counseling
for CHWs, which ranged from 69% in Niger to 83% in
Kenya.

Malaria prevention

Most CHWs (82-89%) reported providing intermittent
preventive therapy (IPT) for malaria prevention as part of
ANC. However, a smaller proportion of CHWs reported
distributing IPT, which ranged from 42% in DRC to 60%
in Mali. Reported CHW training on IPT was moderately
high (73-89%). However, other than the DRC and Kenya,
very few of the policy documents mentioned that promo-
tion of IPT was part of a CHW'’s responsibility, reflecting
inconsistencies between policy expectations and actual
practice. Only the documents from DRC noted that the
distribution of IPT medication was part of the CHW’s
job description.

Breastfeeding counseling

Almost all CHWs noted that they counsel mothers on
breastfeeding benefits and techniques, with reported ser-
vice provision ranging from 79% in Cote d’Ivoire to 100%
in Kenya. Similarly, a large proportion of CHWs reported
supporting mothers with breastfeeding difficulties (73—
100%). Not surprisingly, many CHWSs mentioned that
they had received breastfeeding counseling training (76—
85%). While all policy documents mentioned that CHW's
provide breastfeeding counseling, none had details on the
support CHWs provided during breastfeeding difficulties
(e.g., mastitis, engorged breasts, etc.).

Infant and young child feeding (IYCF) counseling

The majority of CHWs reported providing IYCF coun-
seling, with high rates in Guinea (92%) and Niger (91%)
and lower rates in Cote d’Ivoire (67%). When asked to
describe the IYCF advice they shared with caregivers,
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the majority of CHWSs in Guinea (91%), Niger (91%) and
Mali (74%) were able to describe correct IYCF informa-
tion. However, very few CHWs in Cote d’Ivoire (14%)
and DRC (19%) were able to do so. While most CHWSs in
Kenya (83%) and Niger (81%) reported receiving training
on complementary feeding, a smaller proportion did so
in Guinea (68%).

Provision of services to children under 5

Growth monitoring and promotion (GMP)

Except for Guinea (26%), most CHWs reported that
they provided GMP (83-99%), though actual training in
GMP ranged from a low of 55% in Guinea to a high of
83% in Kenya (Table 4). Policy documents in three coun-
tries explicitly included GMP as a CHW’s responsibility,
though reported service provision did not always reflect
this.

Management of wasting

CHWs reported varied practices in screening for wasting
using MUAC tape, ranging from a low of 34% in Guinea
to a high of 96% in Mali. Reported screening frequen-
cies also varied widely from monthly in Kenya (57%)
to twice per year in Niger (37%), although over 40% of
CHWs reported screening children for wasting using
MUAC measurements monthly or three to four times
per year. Very few CHWs noted taking MUAC measure-
ments daily except in Cote d’Ivoire where 22% did so. In
the DRC, MUAC screening during campaigns was most
common (25%).

Identifying and referring children with wasting for
treatment was high in Mali (94%) and Niger (92%), but
low in Guinea (17%). A large proportion of CHWs in
Mali, Niger, and Cote d’Ivoire (83—99%) noted counsel-
ing on nutrition for malnourished children while a lower
proportion in Guinea and DRC (4-9%) did so. Distri-
bution of RUTF was reported by 61-73% of CHWs in
three countries. Training on community-based manage-
ment of acute malnutrition (CMAM) or other treatment
protocols was high in Kenya (83%) but low in Guinea
(49-60%).

Among CHW responsibilities mentioned in policy
documents, all noted identifying and referring children
with wasting for CMAM, but only two mentioned coun-
seling on nutrition for malnourished children, and none
mentioned distribution of RUTE.

Vitamin A Supplementation (VAS) and deworming

Almost all CHWs reported promoting and distributing
vitamin A supplements (VAS) and deworming tablets,
aligning with national policies. However, the frequency of
distribution varied, with most countries conducting dis-
tribution biannually, except for Kenya, where it occurred
three to four times per year.

Page 6 of 12

Diarrhea management

Counseling on the use of ORS and Zinc during diarrhea
was high in Kenya (91%) but significantly lower in Cote
d’Ivoire (63%). Similarly, the distribution of ORS and
Zinc was high in Kenya (90%) but low in Cote d’Ivoire
(56%), DRC (50%), and Mali (53%). Training on inte-
grated management of childhood illnesses (IMCI), which
covers ORS and Zinc, was highest in Kenya (83%) fol-
lowed by Niger (55%), and Guinea (44%).

Discussion

This study provides important insights into the compen-
sation, service provision, and training of CHWs involved
in delivering critical health and nutrition services in six
Sub-Saharan African countries. We found that many
CHWs received financial compensation, and their ser-
vice provision largely focused on promotional and coun-
seling activities, except for VAS and deworming tablets.
Training levels varied with moderate to high coverage for
services related to antenatal care (ANC), malaria preven-
tion, and IYCF counseling. However, training for services
directed at children, such as growth monitoring and pro-
motion (GMP), community-based management of acute
malnutrition (CMAM), and integrated management of
childhood illnesses (IMCI), was moderate to high except
in Guinea, where training on services for children was
low. Importantly, we observed that national policy docu-
ments did not always clearly specify the services CHWSs
were expected to deliver, nor did they consistently align
with the services that CHWs reported providing.

This study found that approximately two-thirds of the
CHWs surveyed reported receiving financial compensa-
tion, a finding that in part aligns with the WHO guide-
lines advocating financial remuneration commensurate
with CHWSs’ scope of work and caution against reli-
ance solely on performance-based incentives [17]. Evi-
dence suggests that performance-based incentives may
influence CHWs to focus more on tasks for which they
receive financial incentives [18]. Policy documents from
Cote d’Ivoire, Kenya, Niger, and Mali mention some form
of financial compensation for CHWs. However, our study
uncovered significant gaps, with 16-25% of CHWs in
Cote d'Ivoire, Kenya, Niger, and Mali reporting that they
did not receive the financial incentives specified in policy
documents. This discrepancy highlights a critical area for
policy implementation improvement.

CHWs can provide a variety of promotional, preven-
tive, and curative services. In our study, most CHWs
provided promotional services but were more likely
to dispense preventive and curative commodities for
children (e.g., VAS, deworming, ORS, and Zinc) than
women (IFA, IPT). This may reflect how tasks are distrib-
uted among different members of the health workforce.
CHW training correlated with their service provision.
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Table 3 Services provided to women by community health workers

Guinea Mali Niger Ivory Coast DRC Kenya

(N=194) (N=138) (N=111) (N=136) (N=78) (N=78)

% P % P

% P %

Antenatal care

Service provision: IFA
promotion

Service provision: IFA
distribution

Training: ANC counseling
Malaria prevention

Service provision: IPT
counseling

Service provision: IPT
distribution

Training: IPT
Breastfeeding counseling

Service provision: benefits and
techniques

Service provision: Support for
difficulties

Training: breastfeeding
counseling
IYCF counseling
Service provision: optimal [YCF
practices

Service provision: described
IYCF practices

Training: complementary
feeding

Yes

No

NA

NA

Yes Yes

NA

Yes Yes

NA

Yes NA Yes

Yes NA —

Yes Yes

Yes

Yes - Yes

NA

NA
NA
NA
NA
NA
N .
NA
NA

P, mentioned in policy documents
—, not mentioned in the documents reviewed

NA, data for this specific intervention or variable was not available for the country due to lack of reporting; IPT, intermittent preventive treatment

Legend: red <50%, orange 50% to < 75%; green >=75%

For example, in Guinea 49% of CHWs reported receiving
CMAM training and only 17% reported screening and
referring children with wasting for CMAM. In compari-
son, training and referral for CMAM were high in Mali.
The same pattern was evident for IMCI training and ORS
and Zinc distribution. This underscores the importance
of adequately training CHWs to carry out their duties, a
point consistently emphasized in previous studies [19].
The review of policy documents revealed inconsis-
tencies and gaps in specifying the services CHWs are
expected to provide. In several instances, even when a
service was mentioned in the policy, the reported ser-
vice provision was low, as seen with GMP and MUAC
screening in Guinea, distribution of ORS and Zinc in
Cote d’Ivoire and DRC, and MUAC screening in Kenya.
Conversely, in three countries, more than 61% of CHWSs
reported that they distributed RUTF despite this role
not being explicitly articulated in policy documents.
This suggests that associated program documents or
local adaptations might play a significant role in defining
CHW responsibilities. It also indicates that CHWs may
be mobilized for specific tasks in certain geographic areas
based on local needs as previously noted [20]. Addition-
ally, this suggests that CHWSs’ roles may in part be dic-
tated by the mandates and activities of non-governmental

organizations (NGO) implementing activities in certain
geographies, as reported by a previous study comparing
service provision at health facilities and national pro-
curement plans [15]. Such NGO-driven adaptations may
fill service delivery gaps, but they can also contribute to
inconsistency and confusion about CHW roles.

This study has several limitations. First, the find-
ings on CHW service provision and training are based
on self-reported data, which may not accurately reflect
actual service delivery due to potential response bias.
Second, the study focused on CHWs involved in VAS
and deworming distribution, which may limit the gen-
eralizability of the findings to other community-level
workers in the six countries. Specifically, the CHWs we
interviewed might be more active or better trained than
those not involved in the campaign, potentially leading to
an overestimation of service provision and training lev-
els. Additionally, the gender breakdown of health work-
ers may differ from that of the general workforce. Third,
the data reflect the experiences of CHWs in specific
regions within each country and may not be representa-
tive of the entire country. Despite these limitations, these
findings offer helpful insights into CHW compensation,
training, and service provision, and highlight areas where
improvements are needed to enhance the effectiveness of
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Table 4 Services provided to children by community health workers
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Guinea Mali Niger Ivory Coast DRC Kenya
(N=194) (N=138) (N=111) (N=136) (N=78) (N=78)
% P % P % P % P % P % P
Growth monitoring and promotion (GMP)
Service provision: promote GMP Yes - Yes - —_ - —_ - Yes - Yes
Training: GMP NA NA NA
Management of wasting
Service provision: MUAC measurement - Yes - Yes - — - Yes - Yes - Yes
Service provision: MUAC frequency
Once/ year 25.7 13 144 3.3
Twice/ year 24.3 29 36.9 1.2 49
Three to four times/ year 15.7 26.8 279 174 26.2 42.9
Monthly 571
Every day 221 9.8
Campaigns 174 24.6
Do not know 8.6 23.9 10.8 1.6
Others 25.7 7.2 9.9 41.9 295
Service provision: Identify & refer (CMAM) Yes Yes Yes NA Yes NA Yes NA Yes
Service provision: Counsel on nutrition for
malnourished children — — — — — NA Yes
Service provision: Distribute RUTF — — — NA — NA — NA —
Training: CMAM NA NA NA -
Training: RUTF or other treatment protocols - NA NA
Vitamin A supplementation
Service provision: promotion of VAS - Yes - Yes - Yes - Yes - Yes - Yes
Service provision: VAS distribution Yes Yes Yes Yes Yes Yes
Service provision: VAS frequency
Once/ year 12.8 10.2 194 0.8 3.8
Twice/ year 76.1 78.8 66.7 10.8 37.2
Three to four times/ year 43 5.8 13 1.7 7.7 93.8
Monthly 6.3
Every day 0.8 1.3
Campaigns 84.2 34.6
Do not know 2.7 15 17 10.3
Others 4.3 3.6 0.9 5.1
Deworming
Service provision: deworming promotion - Yes - Yes - Yes - Yes - Yes - Yes
Service provision: deworming distribution Yes Yes Yes Yes Yes Yes
Service provision: deworming frequency
Once/ year 271 20.3 23.5 74.2 17.9
Twice/ year 60.1 69.5 65.3 23 17.9 64.8
Three to four times/ year 6.9 4.7 10.2 3 3.8 33.3
Monthly 1.9
Campaign 43.6
Do not know 27 0.8 15 9
Others 3.2 4.7 1 19.2 7.7
Diarrhea management
Service provision: counsel on ORS & Zinc Yes - Yes Yes - Yes - Yes Yes
Service provision: distribute ORS & Zinc Yes Yes Yes Yes Yes Yes
Training: IMCI NA NA NA

P, mentioned in policy documents

NA not applicable, data for this specific intervention or variable was not available for the country due to lack of reporting

—, not mentioned in the documents reviewed
Legend: red <50%, orange 50% to < 75%; green >=75%

CHW programs in delivering essential health and nutri-
tion services.

Our findings indicate that while many CHWs receive
some form of financial compensation, gaps remain
between what the policy provides for and policy imple-
mentation that could undermine their motivation and
effectiveness. The strong correlation between training

and service provision further emphasizes the importance
of investing in comprehensive, context-specific training
programs that equip CHWs with the necessary skills to
carry out their roles effectively. Moreover, the inconsis-
tencies between policy expectations and reported service
delivery suggest that policy frameworks need to be more
explicit and aligned with the realities on the ground. This
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alignment is crucial to ensure that CHWSs are adequately
supported and empowered to deliver a wide range of
services, particularly those related to maternal and child
nutrition, which are critical for long-term health and
development.

To address these challenges, we offer recommendations
for policy, practice, and further research. Policy: govern-
ments must harmonize CHW compensation structures,
specifically, transitioning from stipends to salaries, and
adopt tools like the CHW Assessment and Improve-
ment Matrix to address implementation gaps. This tool
includes assessments of worker motivation and recogni-
tion in addition to assessments of policy implementation
regarding remuneration, supervision, and training [21].
Practice: programs should prioritize standardized train-
ing modules, such as Kenya’s structured curriculum, and
integrate CHW feedback into service design and revision
of policy documents. Research: the findings underscore
the need to assess how policy revisions, such as formal-
izing RUTF distribution, impact service quality and
equity. The success of these specific actions rests on the
availability of adequate and sustained funding for CHW
programs and the coordination of NGO partners who
may support and fund CHWSs only for specific activities
[22]. By strengthening CHW programs, countries can
improve the reach and quality of primary healthcare ser-
vices, ultimately contributing to better health and nutri-
tion outcomes for women and children in some of the
world’s most vulnerable communities. These findings
underscore the importance of aligning national policies
with operational realities, including the contributions of
NGO-supported programs, to ensure clarity, coherence,
and sustainability of CHW roles.

Conclusions

This study systematically quantifies the policy-practice
gap across six countries, demonstrating how training
adequacy and compensation models directly influence
service provision. It uniquely highlights how CHWs
often exceed policy mandates (e.g., RUTF distribution in
three countries despite no policy mention) likely due to
NGO-driven adaptations To address this, we offer sev-
eral recommendations such as the need for governments
to invest in CHWSs, programs to prioritize CHW training
structures, and future research to examine the impact of
policy changes on service quality. These recommenda-
tions will ensure CHWs are equipped and empowered to
play their critical role in the global health and nutrition
landscape. They are, after all, the true unsung heroes of
global health and nutrition.
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EA Enumeration Areas

GMP Growth Monitoring and Promotion
IFA Iron Folic Acid

IMCI Integrated Management of Childhood lliness
IPT Intermittent Preventive Therapy
IYCF Infant and Young Child Feeding
MUAC Mid-Upper Arm Circumference
ORS Oral Rehydration Solution

PEC Post-Event Coverage
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VAS Vitamin A Supplementation
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