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Abstract
Introduction: Community health workers (CHWs) programs are used globally as a strategy to improve
the provision of primary health care services, especially in communities experiencing a shortage of
health workers. Evidence shows that trained and supported CHWs are effective in providing necessary
health care services. However, little is known about how CHWs are engaged to provide prevention
of mother-to-child transmission (PMTCT) of HIV services. This study was conducted to analyze the
engagement process of CHWs in the elimination of mother-to-child transmission of HIV in Tanzania.
Methods: An exploratory qualitative case study was employed in Ifakara district, Morogoro region.
Key informant interviews were conducted with coordinators of HIV/AIDS and PMTCT programs,
as well as community-based health programs coordinators at the district level; health officer and
executive officers at the ward level; village executive officers; reproductive and child health (RCH)
in-charges, chairman of health facility governing committee and CHWs at health facility level. Twenty
participants were interviewed until saturation was reached. The information gathered was analyzed
using qualitative content analysis.
Results: The uncoordinated process of identifying CHWs by local community leaders, self-introduction
of individuals to take role as CHWs and the existence of vertical programs with their own process of
locating CHWs were found to challenge the identification process of CHWs at the community level. The
recruitment of CHWs was found to involve the selection by community leaders through voting process
and some were selected through interviews conducted by in-charges of RCH in health facilities. CHWs
received short-term training on HIV/AIDS and treatment adherence from implementing partners, but
there was no sustainability plan in place and supportive supervision was limited.
Conclusion: The engagement process of CHWs to provide PMTCT services for the elimination of
mother-to-child transmission of HIV faces some key challenges in terms of identification, recruitment
and training that require attention for it to be optimal. Strong institutional frameworks, enforcing
policy adherence, and enhancing multisectoral coordination are needed to optimize the CHWs
contribution to this elimination.
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INTRODUCTION
Increased coverage of antiretroviral therapy (ART)

and the prevention of mother-to-child transmission
(PMTCT) of HIV/AIDS efforts have resulted in a signif-
icant decrease in HIV-related morbidity and mortality

over the past ten years [1]. Nevertheless, more than 90%
of new HIV infections in infants and young children are
still transmitted from mother to child [2]. Around half
of the 180,000 new paediatric HIV infections in 2017 oc-
curred during breastfeeding, and it is estimated that the
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risk of transmission is 15–45% in the absence of PMTCT
interventions (5–10% during pregnancy, 10–20% during
childbirth and 10–20% through mixed infant feeding)
[3]. However, with the right interventions, this risk can
be lowered to less than 5% [3]. Mother-to-child trans-
mission (MTCT) rates of HIV remain a challenge in Tan-
zania, with a rate of 6.9% in 2022, compared to global
and national targets of less than 5% [4]. More efforts
are required to ensure the timely identification of HIV-
infected pregnant and breastfeeding women and the
provision of ARV medication to prevent MTCT of HIV
among exposed infants. This could include utilising
community health workers (CHWs) to support services
during pregnancy, labour, delivery and breastfeeding.

CHWs have been used to provide primary health-
care services globally, significantly improving popula-
tion health, particularly in areas with the greatest short-
age of healthcare workers [5, 6]. CHWs are health service
providers who work in the communities in which they
live [7]. They have made a significant contribution to
improving access to and coverage of basic healthcare
services in communities. Despite the benefits of these
programmes, some gaps have been identified, such as in-
adequacies in training and supervision, low community
engagement, and a lack of community supplies [8].

The history of CHWs dates back to the Alma Ata
Declaration of 1978, which emphasized the importance
of primary health care (PHC) and recognized the role
of CHWs in providing health care services [9]. Prior
to their engagement in health programs, CHWs were
recruited and trained in various health matters with
which they would be involved [10]. However, the man-
ner in which they were recruited, trained and supervised
varied across countries [11, 12]. In India, the ASHA pro-
gram involved selecting one woman per village, aged
25–45, who would receive 23 days’ training in basic
health topics. She would then link community members
to health services, provide basic first aid and supplies,
and mobilize the community around water, sanitation,
nutrition, and health issues [13]. In Rwanda, becoming
a CHW required the following: the ability to read and
write; an age range of 20–50 years; a willingness to vol-
unteer; residence in the local village; honesty, reliability,
and trustworthiness; and election by village members
[12]. In order to successfully contribute to the elimina-
tion of MTCT of HIV, CHWs must be carefully selected,
appropriately trained, and continuously supported.

Tanzania was one of the first countries in the world
to introduce a CHW program at a national level in 1967.
It made use of CHWs as a frontline cadre to improve ac-
cess to primary healthcare [14]. Experience in Tanzania
and elsewhere has shown that trained and supported
CHWs can effectively provide necessary healthcare ser-
vices to people in households and other community set-
tings [14–16]. Furthermore, the history of CHWs in Tan-
zania dates back to the period after independence in
1961, when the government aimed to provide all citi-
zens, especially those living in rural areas, with access to

health services [17]. The government therefore recruited
members of ujamaa communities to become CHWs. Af-
ter six months of training, they returned to their com-
munities equipped with a first-aid kit to provide basic
primary health care. Moreover, community volunteers
were trained and recruited to provide care in various
health service areas in Tanzania [18]. However, these
programs were short and had limited financial support
to improve health service delivery [19].

Consequently, the Ministry of Health (MoH) of Tan-
zania recognized the need to recruit individuals to sup-
port the provision of healthcare in communities [11]. In
2017, it developed a guideline for the introduction of a
special cadre of CHWs who would provide health and
social welfare services to communities using qualified
and skilled CHWs. The guideline envisaged a special
group that would be selected and recruited locally, re-
ceive training based on a government-approved curricu-
lum, and be employed by the government [20].

Despite efforts to this end, little is known about CHW
engagement in providing PMTCT services for the elim-
ination of MTCT of HIV. In this study, we define en-
gagement as a linear process involving the identification,
recruitment and preparation of CHWs to provide vari-
ous primary health services [21]. The extensiveness of
the training provided to CHWs to enable them to de-
liver quality services and limit the transmission of HIV
from mother to child is understudied, as is their recruit-
ment process. It is anecdotally known that there is a
specific training program for CHWs, which is overseen
by the Tanzanian MoH [11]. The Village Health Com-
mittee (VHC) is responsible for nominating individuals
to apply for the CHW position. Applications are made
online via the National Council for Technical Education
(NACTE) website [14]. They are then trained using a spe-
cial curriculum prior to providing services. This study
therefore analyzed the engagement process of CHWs for
the elimination of MTCT of HIV, capturing the processes
involved.

METHODS
Study design

An exploratory, qualitative case study was conducted
to analyze the engagement process of CHWs in the elim-
ination of MTCT of HIV in 2021. This approach was
chosen as the preparation of CHWs is a complex phe-
nomenon requiring a deeper understanding [22].

Study context
The Tanzanian health system is organized accord-

ing to the pattern of hierarchical government leadership
structures. It comprises three levels: primary, secondary
and tertiary. The primary level comprises the district
health management team (Council Health Management
Team and District Health Services Board), as well as dis-
pensaries, health centers, and district hospitals. At this
level, CHWs are involved in various sections to provide
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health services, forming a community-based health sys-
tem (CBHS) [14]. They link the primary health facilities
to the local communities. The secondary level comprises
regional and regional referral hospitals, while the ter-
tiary level comprises zonal referral hospitals, specialized
hospitals and national hospitals [14].

The CBHS involves delivering care to people in their
homes and in their local communities. The CBHS was
therefore created to expand access to essential health
and social services. In Tanzania, the district-level sys-
tem comprises a Community-Based Health Program
(CBHP) Coordinator from the Council Health Manage-
ment Team (CHMT), who supervises all community-
based health activities [23]. At ward and community
level, there are CBHP facilitators who work with CHWs
and other individuals to provide health services at com-
munity level [23].

This study was conducted in the Ifakara District of
the Morogoro Region. The region was selected due to
the increased prevalence of HIV/AIDS among women
of reproductive age, rising from 5% in 2012 to 5.9% in
2017. The study comprised the purposive selection of
one rural district due to the presence of a large number
of CHW intervention activities.

Study population
The study population included participants from var-

ious levels of the healthcare system and government who
were involved in selecting and preparing CHWs to pro-
vide healthcare services. Specifically, participants com-
prised the council HIV/AIDS coordinator (CHAC), the
district AIDS coordinator (DAC), the district PMTCT co-
ordinator, the community-based health program (CBHP)
coordinator, the ward health officer, the ward executive
officers (WEOs), the village executive officers (VEOs),
health workers, the chairman of the health facility gov-
erning committee and CHWs involved in providing
PMTCT services in their communities.

Sampling technique
Purposive sampling was used to select the interview

participants. The selection focused on identifying key
individuals involved in the provision of PMTCT services
and the preparation of CHWs in the district. From the
council health management team, the CHAC and DAC,
the district PMTCT coordinator and the CBHP coordi-
nator were involved in the interviews. At district level,
two wards were selected: one rural and one semi-urban.
These were Kibaoni and Kidatu wards. At this level, in-
terviews were conducted with the WEOs and the Ward
Health Officer from Kidatu Ward. Thereafter, two vil-
lages were selected in each ward. The selected villages
had a health facility and were Kibaoni, Michenga and
Kidatu. The in-charge of reproductive and child health
(RCH) at each health facility was involved in the inter-
views. Moreover, seven CHWs were purposively se-
lected for interviews from the specified villages, includ-
ing ‘Mama Vinara’ (community health workers who are
skilled in mentoring pregnant and lactating mothers in

the prevention of mother-to-child HIV transmission),
who were recruited as part of certain projects. Further-
more, at village level, interviews were conducted with
VEOs from Kidatu and Matete villages. Lastly, the chair-
man of the Kibaoni health center’s governing committee
was interviewed. In total, 20 participants were inter-
viewed once saturation point was reached.

Data collection
Data were collected between 10 and 23 May 2021.

Key informant interviews (KIIs) were conducted with
key stakeholders involved in the provision of PMTCT
services, and in-depth interviews (IDIs) were conducted
with other government stakeholders, including WEOs,
VEOs, and the chairman of the health facility govern-
ing committee. A semi-structured interview guide was
prepared in English and then translated into Kiswahili
to simplify data collection. The guide focused on deter-
mining the methods used to prepare CHWs, including
the personnel involved in the process. Different semi-
structured interview guides containing questions spe-
cific to each group of informants were used to conduct 15
KIIs and 5 IDIs. During data collection, responses were
voice recorded and key data summarized. The principal
investigator conducted the interviews with the help of
a research assistant who took notes (this person had a
background in social sciences). The research assistant
transferred the audio recordings of the interviews into a
computer, and they were kept securely by the principal
investigator and shared only with the research team for
analysis.

Data analysis
The interview transcripts were transcribed and an-

alyzed using a content analysis approach [25]. This in-
volved carefully reading the transcripts to familiarize
ourselves with the content. The data was then broken
down into meaningful parts and assigned labels, called
codes. Similar codes were then grouped into categories,
which were further refined into broader themes repre-
senting the main ideas emerging from the data. Selected
quotes were then presented in a matrix under each objec-
tive. Two members of the research team double-coded
one interview, demonstrating a high level of agreement
among the coders. To ensure consensus on data inter-
pretation, the team held meetings to discuss emerging
themes and the coding framework after each interview.
The results section was then prepared and presented.

Ethics and consent
Ethical approval to conduct this study was obtained

from Muhimbili University of Health and Allied Sci-
ences Research and Ethical Review Committee. Fur-
thermore, permission to conduct the study was sought
from regional, district, ward and village authorities. In-
formed consent was also obtained from participants
prior to interviews. Participation was voluntary, and
non-participation had no effect on the participants’ wel-
fare. The interviews were conducted privately and the
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information obtained remained confidential, only be-
ing seen by the personnel involved in the study. Fur-
thermore, the presentation of the research findings was
conducted in such a way that the identity of the study
participants was not revealed.

RESULTS
The findings of the study are organized into three

sections: the identification process, recruitment process
and preparation of the CHWs to provide PMTCT ser-
vices for the elimination of mother-to-child transmission
of HIV. Three categories emerged from the interviews:
uncoordinated identification process of CHWs, existence
of two-tier system for recruitment of CHWs, as well as
inadequate CHWs preparation and supervision (Table
1).

Uncoordinated identification process of CHWs
Two-tier process of identification centered in the community

The participants stated that the identification of the
CHWs involved two-tier process as follows: first, identi-

fication through the local community and second, self-
introduction to the ward leaders to take on the role of
CHW. They commented that, within the community, lo-
cal community leaders identified the CHWs and shared
their names with the village committee for screening
and forwarding to the ward level. Depending on the
needs and availability of the CHWs, the ward develop-
ment committee endorsed the names of all or some of
those presented by the village committee. The names
were then sent back to the village committee.

“It starts at the villages where the village chair-
man and executive first identify the person and
then the village committee conduct meetings to
recommend these workers. After they have iden-
tified few CHWs, I present the names to the ward
development meeting where we recommend some
of the names and share with village committee. So,
they are usually identified in that way” (Ward
executive officer-1)

Table 1. Summary of categories and sub-categories.

Categories Sub-categories

Uncoordinated identification process of CHWs
• Two-tier process of identification centered in the community

• Absence of guideline for identification

• Presence of unstructured set of qualifications

• Existence of vertical programs with own identification process

Existence of two-tier system for recruitment of

CHWs
• Selection by voting

• Selection by interviews

• Use of non-standard selection criteria

Inadequate CHWs preparation and supervision
• Implementing partners as the pillars for CHWs training

• Limited refresher training

• Limited engagement of stakeholders in training

• Insufficient supportive supervision

Absence of guideline for identification
Study participants commented that there were no

standard guidelines available for identifying CHWs.

“We don’ t have guidelines or criteria; we only
look at if he/she is capable and also is a hard worker
and can work without payment. So, we are very
much concentrating on that…” (Ward execu-
tive officer-1)

In the absence of guidelines, participants highlighted
that individuals funded themselves to attend institutions
responsible for training Community Health Workers
(CHWs) and receiving health education. They then in-
troduced themselves to their respective wards in order
to be recognized as CHWs.

“I have personally paid to go study and after com-
pleting the training, I went to the Ward Executive

officer and introduced myself that I am involved
in the activities that are related to health, hence, I
should directly offer my cooperation” (Commu-
nity health worker-1)

Presence of unstructured set of qualifications
Some participants stated that the identification pro-

cess was not guided by structured qualifications. They
mainly included the ability to read and write, express
oneself easily and understand simple concepts. Further-
more, individuals were required to demonstrate their
willingness to volunteer in order to become CHWs.

“The qualities we have, first we look at his/her
education, in the education we do not care how
much he/she studied, we look at the skills of com-
prehension, and the ability of a person to express
himself/herself and the ability of a person to be
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able to speak” (Community Based Health Ser-
vices Coordinator)

Existence of vertical programs with own identification process
Study participants reported that there were verti-

cal programs with their own CHW identification pro-
cess, which were mainly implemented at health facili-
ties. In these programs, CHWs were identified by staff
in charge of specific departments, such as the Reproduc-
tive and Child Health Department. CHWs were pre-
dominantly identified among pregnant or breastfeeding
women attending PMTCT clinics in specified health fa-
cilities, where they provided services to prevent mother-
to-child transmission of HIV. These CHWs were specif-
ically chosen to support other women and encourage
them to adhere to their treatment. They were referred
to as ‘Mama Vinara’.

“I was on my usual visitation date of taking med-
ications, and at that time my child was a year
and a half - my third set of offspring. A health
care worker at the St. Francis Hospital came in
and said they needed people for certain activities
at the facility. So, I talked to them, we discussed
and had mutual understanding, and they said
USAID representatives would call me” (Com-
munity health worker-7)

Existence of two-tier system for recruitment of CHWs
CHWs selection by voting

The findings also showed that the recruitment pro-
cess for CHWs was systematic and involved multiple
stakeholders. It was reported that CHW selection in-
volved voting. Participants commented that this voting
process was conducted at village committee meetings.
Primarily, CHWs were selected by village leaders, and
then by the village committee. Furthermore, the names
were sent to the ward development committee for ap-
proval.

“Basically, the village chairpersons bring in a
number of names and then the village committee
will select the suitable names that will be consid-
ered. Thereafter, the names will be shared in the
main meeting. Afterwards the ward development
committee will approve the names and give their
blessings” (Ward Health Officer)

CHWs selection by interviews
Participants also mentioned that the CHWs were

selected during interviews conducted by the implement-
ing partners in collaboration with the RCH in-charges
at the health facilities. These interviews used a semi-
structured questionnaire, and only those who answered
as expected were selected.

“The implementing partners came and brought
their intentions; they are called M to M (mother to

mother), and they came looking for mama vinara
and gave their reasons. They specified the require-
ments and adverts were posted at the health fa-
cility. People wrote their application letters and
after collecting their letters, a special day for in-
terview was set and letters were written for them
to come and do a face-to-face interview” (RCH
in-charge-1)

Use of non-standard selection criteria
Furthermore, the participants stated that non-

standard criteria were used in the selection process.
Most CHWs were recruited for different purposes, and
the selection criteria varied according to the activities
to be conducted. While some participants mentioned
considering an individual’s medical or health education
background when selecting CHWs, others admitted not
using education as a selection criterion.

“They say a person who has an understanding of
medical matters, or who has done health activities
and stopped and has studied medical attendant
course, who is probably just at home. They are
looking for a person who has little health edu-
cation, and they usually select him/her” (RCH
in-charge-2)

Conversely, as one participant commented, level of
education was not a major selection criterion. The ability
to read and write, and to understand and explain simple
things, was mostly considered.

“No, we are not looking at education background,
rather he/she should be able to read and write and
if you observe, most do not have much education,
even form four level education. I do not think they
have reached that level, but we do not focus on
education and most of them have primary level
education” (Ward executive officer-1)

Inadequate CHWs preparation and supervision
Implementing partners as the pillars for CHWs trainings

The participants stated that, despite the provision
of training for CHWs, there was no specific training
institution that enrolled CHWs for the formal training
provided for their cadre. They were usually selected
for training conducted by the implementing partners,
primarily in the context of PMTCT of HIV.

“The person who wants them gives them train-
ing, as I mentioned that the Ministry of Health
has not incorporated these people in the system
at all, so if an organization has their project to
do or activity, we provide CHWs. But often be-
fore they start their project, they first get training,
and when they finish training, their work starts”
(Community-Based Health Services Coordi-
nator)
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Additionally, during interviews, the informants
stated that guidelines were used during training. This
was prepared by the respective PMTCT implementing
partners, in collaboration with ward/district leaders
and health facility managers. In order to deliver services
for the prevention of mother-to-child transmission of
HIV, the CHWs were first trained in general HIV/AIDS
knowledge and treatment adherence. They were then
trained to educate mothers on how to prevent transmit-
ting the infection to their children.

“Guidelines are available and there are leaflets
you are given. In training, we first understand
what HIV is, and thereafter, analyze in general
how it is spreading regardless of gender, society
or the people who are mostly targeted. For both
mother and baby, we can prevent the baby in the
womb or during childbirth or breastfeeding. After
getting that education altogether, that’s when I
get a real picture of how I will be able to educate
mother and child so that she can prevent herself
from mother-to-child transmission” (Commu-
nity health worker-2)

However, as the informants mentioned, the training
sessions were usually short-term (two weeks), and the
arrangements depended on the training program and
the activities conducted. The informants shared their
experiences of attending the different training sessions,
mentioning that most were affected by the low turnout
of CHWs due to competing activities.

“These trainings can take up to a week, two weeks
depending on the availability of CHWs because
sometimes you find them indulged in other ac-
tivities or you ask the chairman to link them to
meeting and they do not come, hence it must cost
you to stay” (Community health worker-2)

Limited refresher training
On the other hand, no follow-up training was con-

ducted after the CHWs had received their initial training.
Most CHWs had to rely on their work experience to pro-
vide services, using the knowledge they had obtained
in the initial training.

“…for the people of Boresha Afya that we worked
with for three years, there were no refresher train-
ings. You just continue to provide the services
using own knowledge” (Community Health
worker-6)

Limited engagement of stakeholders in training
Moreover, informants from the district council men-

tioned the limited involvement of key government stake-
holders in training sessions. For example, the council’s
HIV/AIDS coordinator, who plays a key role in HIV pre-
vention in the community, was not involved in training
CHWs to prevent mother-to-child transmission of HIV.

Consequently, these leaders were unaware of the train-
ing’s content and the extent to which the CHWs were
equipped to provide health services for this purpose.

“I have never participated in the trainings of
CHWs on health issues. The trainings I have
ever met these CHWs are the ones that they are
invited by other committees for example to control
violence against women, but the main topics are
gender issues, violence control issues, child rights
issues, but health issues are topics that are rarely
discussed” (Council HIV/AIDS coordinator)

Insufficient supportive supervision
Despite receiving supportive supervision from ward

and district leaders, as well as health facility in-charges,
the level of support provided was insufficient to assist
CHWs in their daily health service provision activities.
There was no specific supervision schedule, and super-
vision was sometimes absent. Key personnel involved
in health service provision did not closely follow the
process, as mentioned by informants from the council
health management team.

“Since they have received training, supervision
is between the health facilities and the institu-
tions/organizations involved as well as the com-
munity leaders and in terms of implementation
for the majority I see them working well” (Ward
Health officer)

DISCUSSION
Our aim was to analyze the process by which CHWs

are engaged in the elimination of mother-to-child trans-
mission of HIV. Our findings revealed that, despite the
existence of a national guideline for CHW engagement,
its implementation at community level remains frag-
mented. There is a lack of standardization in the iden-
tification of CHWs, with the process often relying on
the decisions of informal community leaders and self-
nomination. This contradicts the guideline [11], which
states that a special cadre of CHWs should be estab-
lished, with VHCs responsible for their identification
and nomination. In other programs, the process dif-
fers in that CHWs are formally identified through vil-
lage leaders with the involvement of VHCs [26, 27].
These committees enhance community participation by
holding CHWs accountable, voicing community con-
cerns, and mobilizing resources for health activities and
projects to ensure their successful implementation [28].

Moreover, the findings of this study revealed that
standard guidelines were not used during the identifi-
cation of CHWs. The main qualifications looked for by
local and health facility leaders in the identification pro-
cess were the ability to work hard and volunteer in the
provision of health services. In contrast, programs us-
ing CHWs in other countries such as India and Rwanda
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made use of standardized guidelines in their identifica-
tion processes [12, 13]. Therefore, there is a need to for-
malize the identification process in order to ensure that
CHWs are well-skilled and have similar qualifications,
thereby supporting efforts to eliminate mother-to-child
transmission of HIV in Tanzania.

This study reported that the recruitment of CHWs
was a two-tier system. The CHWs were selected by vil-
lage committees and approved at ward level prior to
attending training to prepare them to provide health
services to mothers and children. In another aspect,
CHWs, commonly known as ‘Mama Vinara’, were se-
lected through interviews at health facilities where they
attended RCH clinics, as opposed to the CBHP imple-
mentation design, which emphasized the selection of
CHWs after the nomination of applicants who had com-
pleted online applications [11]. In India, the process
was different, with CHWs being selected by commu-
nity leaders, other villagers, and health department of-
ficials at a formal village meeting, prior to receiving
training [29]. These differences may be a result of the
instability of CHW programs in our country, which has
led to an absence of a standard recruitment system for
CHWs. Furthermore, the fragmented implementation
of vertical programs and limited integration of CHW
systems in Tanzania may be another root cause of the sit-
uation observed. To optimize the elimination of MTCT
efforts, CHW recruitment processes must be harmonized
across all levels and ensure accountability to national
standards.

The challenges observed are not unique to Tanzania;
similar issues regarding the non-standardized recruit-
ment of CHWs have been reported elsewhere. For ex-
ample, in Pakistan and parts of West Africa, CHWs are
recruited at the discretion of the community rather than
through formal processes [6.30]. Conversely, Rwanda
has demonstrated success with structured, community-
endorsed CHW recruitment models tied to eligibility
criteria and national oversight [12]. The discrepancy
with national guidelines in Tanzania highlights the need
to strengthen policy enforcement and institutionalize
the CHW recruitment process.

Despite the development of a special guideline in
2017 to introduce a special cadre of CHWs to provide
health and social welfare services to communities, there
are still gaps in the preparation of CHWs in the area
of PMTCT. As the findings revealed, the training was
conducted as proposed by the HIV implementing part-
ners under special programs. Furthermore, despite the
guideline highlighting the posting of CHWs to health
training institutions that have been accredited to train
CHWs, there was no specific training institution to en-
roll the CHWs for training specialized for their cadre
[11]. Other countries with similar CHW programs use
training institutions to prepare CHWs for their roles [31,
32].

Furthermore, as outlined in the findings, CHWs in-
volved in the PMTCT received short-term training fo-

cusing on providing HIV/AIDS education, including
PMTCT, to community members; counselling on adher-
ence to treatment; and identifying danger signs in chil-
dren to enable quick access to first aid services and save
lives. Despite it being stipulated in the 2017 National
Community-Based Health Program that CHWs should
undergo 9 months of training at a health training in-
stitution prior to delivering health services, its imple-
mentation remains sub-optimal. A similar study was
conducted in Tanzania to deliver an intervention to im-
prove antenatal care and PMTCT uptake using CHWs.
In this study, individuals were trained for five days in
antenatal care (ANC) and PMTCT, including communi-
cation and counselling skills, monitoring and evaluation
of health interventions, and data collection and man-
agement [33]. Conversely, other CHW programs utilize
a year or more to train individuals to become CHWs,
ensuring they are competent and can perform their roles
effectively and consistently [5, 30].

Post-training supervision is essential for the success
of CHW programs. Furthermore, CHWs require on-the-
job supervision to enable them to carry out their duties
effectively and establish a link between the community
and health facilities [34]. As revealed by our study, super-
vision was primarily left to ward and facility levels with-
out systematic follow-up. This contradicts global best
practice, which emphasizes that structured, supportive
supervision is a key factor in determining CHW perfor-
mance and retention [34]. Furthermore, these CHWs
did not receive any refresher training, which meant they
struggled to work with the limited knowledge they had.
In other programs, CHWs were supervised by health
providers and received refresher training one year into
the project, enabling them to conduct their activities effi-
ciently [33, 35, 36]. Studies from Kenya and South Africa
have shown that integrating refresher training and men-
torship improves the effectiveness of CHWs in maternal
and child health services [32, 35].

Study limitations
As the study relied on the experiences of CHWs,

program coordinators and other government leaders in
Ifakara District, there is a potential for bias, which makes
the results difficult to generalize to a larger population.
Despite this limitation, the study provided a foundation
for understanding the engagement process of CHWs
and documented the gaps observed in this process.

Conclusion
Despite clear national guidelines, our study reveals

that the engagement of CHWs in PMTCT services in Tan-
zania is sub-optimally implemented. The identification,
recruitment, training and supervision processes are frag-
mented. To optimize the contribution of CHWs to the
elimination of MTCT, strong institutional frameworks
are needed to enforce policy adherence and enhance
multisectoral coordination. Further studies are required
to evaluate the effectiveness of various CHW recruitment
and training models in different Tanzanian settings, and
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to evaluate the impact of CHW engagement aligned with
guidelines on PMTCT outcomes.
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ABSTRACT IN SPANISH

Vinculación de los promotores de salud para la eliminación de la transmisión materno-infantil
del VIH: la experiencia de Morogoro, Tanzania

Introducción: Los programas de promotores de salud (PS) se utilizan a nivel mundial como una
estrategia para mejorar la prestación de la atención primaria de salud, especialmente en comunidades
que enfrentan escasez de personal sanitario. La evidencia muestra que los PS debidamente
capacitados y apoyados son eficaces en la provisión de servicios de salud esenciales. Sin embargo, se
conoce poco sobre la forma en que los PS participan en la prestación de servicios para la prevención
de la transmisión materno-infantil (PTMI) del VIH. Este estudio se realizó con el fin de analizar el
proceso de vinculación de los PS en la eliminación de la transmisión materno-infantil del VIH en
Tanzania.

Métodos: Se empleó un estudio de caso cualitativo exploratorio en el distrito de Ifakara, región
de Morogoro. Se realizaron entrevistas a informantes clave con coordinadores de los programas
de VIH/SIDA y PTMI, así como con coordinadores de programas de salud comunitaria a nivel
distrital; funcionarios de salud y ejecutivos a nivel de distrito administrativo (ward); líderes de las
comunidades; responsables de salud reproductiva e infantil (SRI), el presidente del comité de gestión
del establecimiento de salud y PS a nivel de los establecimientos de salud. Se entrevistó a un total
de veinte participantes hasta alcanzar la saturación. La información recopilada se analizó mediante
análisis de contenido cualitativo.

Resultados: Se identificó que el proceso no coordinado de identificación de los PS por parte de líderes
comunitarios locales, la auto-postulación de personas para asumir el rol de los PS y la existencia de
programas verticales con sus propios mecanismos de identificación de los PS dificultan el proceso
de identificación a nivel comunitario. Se observó que el reclutamiento de los PS incluyó la selección
por parte de líderes comunitarios mediante procesos de votación, así como la selección a través de
entrevistas realizadas por los responsables de SRI en los establecimientos de salud. Los PS recibieron
capacitaciones de corto plazo sobre VIH/SIDA y adherencia al tratamiento por parte de socios im-
plementadores; sin embargo, no existía un plan de sostenibilidad y la supervisión de apoyo era limitada.

Conclusión: El proceso de vinculación de los PS para la provisión de servicios de PTMI orientados a la
eliminación de la transmisión materno-infantil del VIH enfrenta desafíos clave relacionados con la
identificación, el reclutamiento y la capacitación, los cuales requieren atención para optimizar dicho
proceso. Se necesitan marcos institucionales sólidos, el fortalecimiento del cumplimiento de las
políticas y una mayor coordinación multisectorial para maximizar la contribución de los PS a esta
meta.

Palabras clave: Promotor de salud, VIH, transmisión, reproductiva, materno-infantil.
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