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Abstract 
Introduction: DRC is one of Sub-Saharan Africa country with high infant 
and maternal mortality. The major problem is the underuse of health services 
because of inaccessibility on all fronts and also the population un-
der-information to the health and development problems. Community par-
ticipation is one of the basic requirements and basic principles of the Primary 
Health Care to solve this problem. That is why we choose Mosango RHZ to 
assess the improvement of demand for health services with the involvement 
of community health workers. Methods: We conduct a cross-sectional study 
carried out in Mosango RHZ in 2019. The study combined a mixed method 
(quantitative and qualitative) based on the realist evaluation approach which 
takes into account the Context-Mechanisms-Effects explained in the concep-
tual framework model. Results: Four predictive factors determine the im-
provement of health indicators with the involvement of CHWS in activities of 
the Mosango RHZ: Having attended school (p = 0.000; OR = 0.150); Having 
sufficient theoretical knowledge on malaria, diarrhoea, pneumonia, malnutri-
tion, availability of inputs to treat these diseases (p = 0.004; OR = 0.192); 
Having taken the training as CHWS and Having undergone more than one 
training as CHW (p = 0.013; OR = 0.074). This result corroborated with other 
studies carried in low- and middle-income countries like DRC. Conclusion: 
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The involvement of CHWs on improving demand for health services is effec-
tive in Mosango RHZ. The improvement of health service indicators and the 
effectiveness of this community intervention were conditioned by capacity 
building of the CHWs, the availability of inputs and the involvement of the 
community in the activities of the health zone through the Community Ac-
tion Cells. 
 

Keywords 
CHWS Health Services Utilization, Mosango Rural Health Zone, Realist 
Evaluation, Democratic Republic of Congo 

 

1. Introduction 

Since 1982, DRC has implemented the Primary Health Care (PHC) strategy with 
the aim of making health care geographically, culturally and financially accessi-
ble to all people living inside. However, during the implementation of the na-
tional health policy in the DRC, it was important to underline that the major 
problem is the underuse of health services because of inaccessibility on all fronts 
and also the population under-information to the health and development prob-
lems which are bases of high morbidity and mortality in the population [1]. 
Surveys carried out by Planning Ministry with the support of WHO in 2001: 
Multi Indicators Cluster Survey (MICS2) and in 2018 (MICS4) have shown that 
children under five years mortality decreased between 2001 to 2010, going from 
126‰ to 97‰ and from children under one year of age going from 213‰ to 
158‰ [2]. Despite these advances, it should be noted that child mortality re-
mains high in the DRC. However, it is mainly due to diseases which are pre-
ventable by simple and unexpensive prevention or treatment measures [3]. The 
main causes of these deaths all ages combined are malaria, diarrhoea, pneumo-
nia, measles, HIV/AIDS, tuberculosis in a field of malnutrition as well as com-
plications linked to pregnancy and childbirth [4] [5]. The fight against these 
main death causes requires a high number of priority interventions including the 
integration of the minimum package of community activities at the operational 
level of health pyramid as adopted between the Health Ministry and its technical 
and financial partners. The implementation of this minimum package of com-
munity activities requires the involvement of community health workers who 
manage the health situation at the level of villages in rural areas or a square in an 
urban environment. The community health worker is a volunteer living in the 
village or the street chosen by citizens who takes care of 10 to 15 households in 
his place of residence [6]. A part of their time is devoted to community interest 
activities with a view to making a lasting contribution to the good development 
and health objectives of his village. The CHWs maintain continuous contact 
between the Health Centers and the households through family home visits. 
They organize and visit each household once or twice a month. CHW is there-
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fore the continuous link between the health center and the households in its 
health area [7]. The Global Strategy for Human Resources for Health by 2030 
(resolution WHA69.19 (2016) presents series of policy options to maximize the 
benefits that Member States could derive from investing in human resources for 
health. Three or four Community health workers are part of the Community 
Animation Cell (CAC) which is a multisectoral structure for the development of 
the street and the village neighborhood. Each CAC sends its representative to 
elect the Health Area Development Committee (HADC). Community health 
workers receive information and benefit from trainings by the health center or 
Health zone management team (HZMT) on the management and prophylaxis of 
these diseases: malaria, diarrhoea, acute respiratory infections, malnutrition. 
CHWs also receive information on health, education and development and 
Communication for Social and Behavioral Change (CSBC) [8]. The minimum 
CHW activities package (MCAP) is mainly composed of the following 5 inter-
ventions: 1) Management of simple malaria, diarrhoea, acute respiratory infec-
tions, malnutrition; 2) Family planning through community distribution of con-
traceptive methods; 3) Participation in micro-planning of the EPI, Malaria Pro-
gramme and Reproductive Health Programme; 4) Strengthening of routine vac-
cination through the recovery of children lost to follow-up and 5) Strengthening 
the Water, Hygiene and Environmental Sanitation program. All these interven-
tions are monitored through participation in CAC and HADC meetings [6]. 

2. Problematic 

Community participation is one of the basic requirements and basic principles 
of the Primary Health Care. Of course, Community health workers play a very 
important role in establishing a bridge between the health services (Health Cen-
ters) and the population receiving care. [9] [10]. The Astana Declaration in 2018 
describes the desire to respond effectively to current and future challenges in the 
health field, by mobilizing all stakeholders, including health professionals, aca-
demic institutions, community health workers, civil society, local and interna-
tional partners, organizations and funds, the private sector, religious organiza-
tions and others, around national policies, strategies and plans, in all sectors, 
with the objective to take joint measures for build stronger and more sustainable 
primary health care with a view to achieving universal health coverage [11] [12]. 
Despite the integration of Community health workers into health policy at the 
level of health zone in the DRC, a high percent of people (83%) die at home 
without having used the health services set up, 75% of these deaths concern 
children between 0 and 5 years of age as well as pregnant and lactating women 
[13] [14]. Particularly at Mosango Health Zone the under-utilization of basic 
health services remains a major problem. To this, it should be added that the 
diseases for which the CHWs are responsible for prevention and community 
care remain cited among the main causes of death for all ages. A study carried 
out in Bangladesh in 2013 and another in Chile in 2017 shows that when com-
munity health workers are involved in the implementation of health activities in 
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rural areas, the trend in health indicators changes positively [15] [16]. Thus, for 
this study we ask the question of whether the intervention of CHWS through the 
implementation of community minimum activities package (CMAP) contribut-
ed to the improvement of health service indicators in the HRZ of Mosango. 
From this questioning, we formulate the hypothesis according to which the in-
troduction of CMAP under the responsibility of CHWS is a major intervention 
which contributes to the improvement of health service indicators. However, the 
effectiveness of this community intervention is conditioned by capacity building 
of the CHWs, the availability of inputs and the involvement of the community in 
the activities of the health zone through the Community Action Cells (CAC). 
Based on this hypothesis, our study has set itself general objective of analyzing 
the effectiveness of CHWS intervention on improving health indicators in the 
Mosango RHZ. And Specific objectives to: 1) Describe the knowledge, attitudes 
and practices of CHWS on the health activities at Mosango Rural Health zone; 2) 
Identify predictors of the improvement of health indicators in the Mosango RHZ 
linked to the involvement of CHWS and 3) Compare the evolution of health in-
dicators at Mosango RHZ before and after CHWS involvement. Following these 
objectives, a conceptual framework model is proposed to explain CHWS contri-
bution on the improvement of health indicators in Mosango RHZ as shown in 
Figure 1. 

The conceptual framework model we develop in this study is adapted from 
Pawson and Tilley model that are among pioneers of the realist evaluation ap-
proach through the analysis of the intervention logic which includes elements of  
 

 
Figure 1. Conceptual framework model of the implementation of CMAP activities by CHWS to contribute to 
the improvement of health indicators at Mosango RHZ. Source: Authors adapted from PAWSON and Tilley 
model (1997).  
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the context with input mechanisms to produce the expected effects or results in a 
health system. For Mosango RHZ, the Context is represented by the health, so-
cial and economic situation of its population, marked as in most of the Kwilu 
Province’s HZ before the involvement of CHWS in the health system by a low 
rate of use of services: 25%, Vaccine Coverage to EPI flagship antigens very low 
PENTA 3: 60%, Measles Vaccine: 55%. This is why the DRC health policy has 
integrated the CMAP managed by CHWS into the MAP of the HZs. It has the 
consequence before its implementation, the identification and choice of CHWS, 
capacity building and the provision of inputs to organize case management ac-
cording to the 5 interventions of the CMAP CHWS [8]. Once all these condi-
tions have been met, taking into account individuals and household’s character-
istics, the implementation of CMAP activities with the support of Technical and 
Financial Partners in the HZ, through awareness rising of the community by 
CHWS has led to behavior change in the community through communication 
for social and behavioral change. This led to their involvement in the activities of 
the health zone through the construction of health centers in durable materials 
in all 18 Health Areas, the sanitation of several villages and the use of health ser-
vices in the health zone. It appears as effects, that we can observe the improve-
ment of health indicators in the health zone, if at least the population actually 
used health services and that CHWS continue to be involved in the implementa-
tion CMAP activities in all health areas. 

3. Methodology 
3.1. Studies Design and Population  

This is a cross-sectional study carried out in Mosango RHZ in 2019 with the use 
of activities report for 2015 to 2019. The study combined a mixed method 
(quantitative and qualitative) based on the realist evaluation approach which 
takes into account the “Context-Mechanisms-Effects” logic and the main mech-
anisms of which are organized around the integration of the CMAP activities of 
CHWS to extend at the community level the RHZ MAP. The population of this 
study consisted of all Community health workers, a total of 454 CHWs spread 
across the 18 health areas of the Mosango RHZ. 

3.2. Study Site Description  

Mosango Rural Health Zone is one of 20 Health Zones that counts Kwilu Prov-
ince and 516 HZ of DRC. It covers the sectors of MOSANGO, KINZENZENGO 
and a part of the Kwenge sector in MASI-MANIMBA Territory in the Demo-
cratic Republic of Congo. With an estimated population of 135.792 inhabitants 
in 2019, The HZ covers an area of 3350 Km2 with a density of 40 inhabitants per 
km2 along the number 1 national road, between Kinshasa and Kikwit town. It is 
bounded to the north by the Yasa Bonga HZ, to the south by the Moanza HZ, to 
the east by the Vanga HZ and to the west by the Masimanimba HZ. It has 18 
health areas with 10 CCS, 18 Health centers, 1 Reference Health Center and 1 
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General Hospital. Population socio-economic situation is mainly dominated by 
the following main activities: agriculture, animal husbandry and subsistence fish 
farming. The purchasing power of the population is very low (around 1 u$ a 
month) expressed by a high insolvency rate: 20% at the General Hospital [17]. 

3.3. Sampling and Data Collection 

The study began with documentary review which consisted of collecting statisti-
cal data. It was a question of exploiting activities reports of the HZ, which pro-
vides information on the CCS, HC, RHC, GH and HZCO, but also the specific 
report extracted from the DHIS2 software. It should however be stressed that 
this is official administrative data which, despite the questioning of their quality 
[17], can nevertheless identify trends which allow us to judge the evolution of 
indicators selected. These data are also those used by the HZ Management Team 
for the daily management of their activities. Starting from a population of 454 
CHWs and using the EPI info software, the sample size was fixed at 208 CHWs, 
a figure increased by more than at least 10% to prevent refusals to respond and 
with a threshold 95% confidence and a 5% margin of error. The draw was made 
on the basis of the list of CHWs, with a sampling step of 2 units, from a number 
drawn at random between 1 and 10. In the end, our sample was made up of 234 
CHWs, representing 52% of the base population. CHWs selected were visited in 
their respective villages or invited to Mosango city. All were interviewed by us-
ing a questionnaire. In total of the 234 CHWs surveyed 227 were promotional 
CHWs compared to only 7 CHWs providing care. Qualitative data were collect-
ed through three Focus groups discussion (FGD) who were organized for a total 
of 23 people identified by reasoned choice. The first consisted of 6 community 
leaders, the second of 6 Community health workers and the third of 11 execu-
tives of Mosango’s health central zone office. An interview guide was used to 
conduct the discussions, which were recorded and subsequently encoded to re-
tain most of sought information. 

3.4. Data Analysis 

Quantitative data collected was entered using the Epidata 3.1 software, and 
transferred after verification to SPSS (Statistical Package for the Social Sciences) 
version 23.0 (IBM, Chicago) for statistical analyzes. The data were summarized 
using frequency and proportions for categorical variables and means were com-
pared using Student’s t-test with standard deviations for quantitative variables. 
The association between categorical variables was tested using Pearson’s or Like-
lihood-ratio. A Logistic prediction model was made using the backward proce-
dure in order to identify factors associated with the dependent variable. Inde-
pendent variables included sociodemographic and health services characteristics. 
Statistical significance was fixed at p = 0.05. Qualitative data from focus groups 
discussion: semi-structured interviews and the FGD were transcribed verbatim 
in Kikongo, one of main local languages, translated into French and checked by 
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research team members. The opinions or information gathered from the partic-
ipants by recording and taking notes. The transcripts were read and reread by 
the research team to ensure that it was compliant with the recording. Then after, 
we proceeded to codification using Atlas-ti 7 software. Next, content analysis 
uses a deductive thematic approach by an analysis matrix from the information 
pooling sheet. 

4. Results 

Our quantitative study results are summarized on 9 tables as shown in Tables 
1-9. 
 
Table 1. Socio-demographic characteristics of CHWs surveyed distribution.   

Variables Average 
95% confidence interval 

for the average 
Standard  
deviation 

Age 46.3 [45.0; 47.6] 9.9560 

Marital status 
Single 

(n = 234) 
9 

% 
3.8 

Monogamous marriage 156 66.7 

Polygamic marriage 39 16.7 

Divorced 6 2.6 

Widower-Widow 10 4.3 

Free union 14 6.0 

School   

No 7 3 

Yes 227 97 

Study level   

Uneducated 7 3.0 

Primary not completed 12 5.1 

Primary completed 10 4.3 

Secondary not completed 109 46.6 

Secondary completed 87 37.2 

Superior not completed 8 3.4 

Superior completed 1 0.4 

Religion   

Catholic 111 47.4 

Protestant 56 23.9 

Revival church 39 16.7 

Kimbanguists 6 2.6 

Jehovah’s witnesses 4 1.7 

Muslim 1 0.4 

Black church 6 2.6 

Brahnamist 1 0.4 
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Continued 

New apostolic 8 3.4 

Other 2 0.9 

CHWs type   

Promotional CHW 227 97.0 

Health care provider CHW 7 3.0 

Have a job   

No 5 2.1 

Yes 229 97.9 

Profession outside CHW n = 229  

State agent 11 5 

Teacher 38 17 

Farmer 130 57 

Breeder 16 7 

Trader 20 9 

Others 14 6 

 
Table 2. Knowledge of the management of simple malaria, diarrhoea, acute respiratory 
infections and malnutrition of CHW surveyed distribution.  

Variables (n = 234) % 

CHW’s knowledge 

Insufficient knowledge 45 19.2 

Good knowledge 189 80.8 

 
Table 3. Themes addressed during the capacity-building sessions received by CHW sur-
veyed distribution.  

Training topics n = 234 % 

Population count 127 54.3 

Malaria management and prevention 69 29.5 

Diarrhoea 29 12.4 

Pneumonia 8 3.4 

Malnutrition 44 18.8 

Exclusive breastfeeding 21 9.0 

Children from 0 to 5 years old and pregnant women’s vaccination 32 13.7 

Infant and young Child feeding 63 26.9 

Environmental sanitation and water promotion 26 11.1 

Impregnated mosquito bednets distribution and promotion 84 35.9 

Essential Family practices promotion 20 8.5 

Health services used promotion (FP. IMCI. IMAM. PSC. PNC) 53 22.6 

Assisted Child Birth promotion 16 6.8 

Other subjects 28 12.0 
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Table 4. Knowledge of their attributions among the interventions of the CMAP of 
CHW’s respondents distribution. 

Variables (n = 234) % 

CHW’s knowledge on promotional attributes 

Insufficient knowledge of promotional attributes 78 33.3 

Good knowledge of promotional attributes 156 66.7 

CHW’s knowledge on the service attributions 

Insufficient knowledge of provider attributions 185 79.1 

Good knowledge of provider attributions 49 20.9 

 
Table 5. Practices description in relation to the CMAP of CHW surveyed.  

Variables (n = 234) (%) 

Home visits 

No 1 0.4 

Yes 233 99.6 

Counting book updating 

No 46 19.7 

Yes 188 80.3 

Essential Family practices promotion 

No 36 15.4 

Yes 198 84.6 

Vaccination and Birth registration promotion 

No 41 17.5 

Yes 193 82.5 

Health services used promotion 

No 117 50.0 

Yes 117 50.0 

Family kits distribution and promotion 

No 39 16.7 

Yes 195 83.3 

 
Table 6. Community Care Sites functionality description. 

Variable (n = 234) % 

Community care sites functionality description  

CCS bad functioning 206 88.0 

CCS smooth functioning 28 12.0 

 
Table 7. Predictors of the improvement of health indicators in Mosango RHZ linked to 
the involvement of CHWS. 

Overall effectiveness of CHWS OR CI OR95% p 

  Lower bound Upper bound  

To have attended school 0.150 0.055 0.409 0.000* 
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Continued 

Theoretical knowledge and management of 
simple malaria, diarrhoea, pneumonia and 
malnutrition 

0.150 0.055 0.409 0.000* 

Good knowledge 0.192 0.063 0.591 0.004* 

Have taken the training as CHWS     

Yes 0.024 0.001 0.631 0.025* 

Training frequency     

More than one training 0.074 0.010 0.573 0.013* 

 
Table 8. Health indicators evolution in the Mosango RHZ since CHW’s intervention. 

No 
Observed Indicators Baseline 

value 2010 

OBSERVED 
VALUE 

2015 

OBSERVED 
VALUE 

2018 

OBSERVED 
VALUE 

2019 Health services indicators 

1 Rate of curative services used 25% 40% 55% 60% 

2 Vaccination coverage in Penta 3 60% 94% 97% 98% 

3 
Recovery of children lost to measle  
vaccination 

24 176 543 609 

4 Recovery of children lost to Penta 3 26 214 797 815 

5 
Management of simple malaria on  
children under 5: treated cases 

11,492 22,089 26,278 26,764 

6 
Management of pneumonia on children 
under 5: treated cases 

584 1794 2576 2867 

7 
Management of diarrhoea on children 
under 5: treated cases 

663 1752 1452 1470 

8 
Management of tuberculosis: positive 
detected cases 

54 95 96 98 

 Community involvement indicators     

1 Holding of CAC meetings 50% 81% 84% 86% 

2 
Holding of Health care area committee 
meetings 

50% 88% 84% 89% 

3 Completion rate of CAC decisions 30% 63% 58% 64% 

4 
Completion rate of Health care area 
committee decisions 

30% 65% 58% 64% 

Source: Mosango RHZ data drawn from specialized program and DHIS2 software. 

 
Table 9. CHWs assessment on the effectiveness of their work. 

N0 Observed indicators 
Positive  

assessment (%) 
Insufficient  

Appreciation (%) 

1 Training received as Community health worker 80.8 19.2 

2 CHWS Knowledge on promotional activities 66.7 33.3 

3 CHWS Knowledge on care delivery activities 20.9 79.1 

4 Home visit 99.6 0.4 
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Continued 

5 Update of the count book 80.3 19.7 

6 Key family practices promotion 84.6 15.4 

7 Vaccination and birth registration promotion 82.5 17.5 

8 Health services used promotion 50.0 50.0 

9 Family kits distribution promotion 83.3 16.7 

10 CHWS Overall score practices in accordance with MAP 80.0 20.0 

11 
CHWS Knowledge of the management of simple  
malaria, diarrhea, RID and malnutrition 

80.8 19.2 

12 Community Care Sites functionality description 12.0 88.0 

4.1. CHWs Surveyed Profile 

The survey shows that the average age of CHWs surveyed was 46.3 years (AND 
9.9). Over half, or 66.7%, were monogamous married; the vast majority of 
CHWs had been to school, 97%, and almost half, 46.6%, had completed second-
ary school. In 47.4% of cases, CHWs practiced the Catholic religion. The major-
ity of CHWs admitted to having a job (97.9%), in addition to being CHW; and 
57% were farmers. 

Most CHWs (80.8%) have benefited from basic training such as CHW. Several 
CHWs have also received specific training on different themes, in particular on 
the management of target diseases. In general, and according to the HZ contin-
uing education plan, at least one or two CHWs must be trained on behalf of a 
Community Animation Cell. 

In addition, training is also reinforced by the provision of algorithms for the 
care and treatment of target diseases to CHWs. In addition to the training ses-
sions they organize, the registered nurses and even the members of the HZ 
management team also provide formative supervision, especially for the CHWs 
who provide services in community care sites for flagship MAP programs. In to-
tal, of the 234 CHWs surveyed, 227 were promotional CHWs, compared to only 
7 CHWs providing care as per the limited number of CCS in the survey area. 
This unbalanced number between the two groups of surveyed may explain the 
negative judgment of the majority of CHWs on the functioning of CCS. In addi-
tion, we should consider the fact that CHWs are receiving better incentives than 
their colleagues only in charge of promotional activities. It is also important to 
note that CHWs in charge of CCS were selected among the promotional CHWs 
and those who were not selected have been frustrated.  

This table showed that: 1) Having attended school increases the chances that 
CHWS contribute to improving health indicators by more than 85% (p = 0.000; 
OR = 0.150). This is explained by the fact that, studying increases their compre-
hension capacities and a better execution of its attributions compared to CMAP; 
2) Having sufficient theoretical knowledge on malaria, diarrhea, pneumonia 
(ARI), malnutrition, availability of inputs to treat these diseases increases the 
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chances that CHWS can contribute by 81% the improvement of indicators in the 
Mosango RHZ with regard to its attributions (p = 0.004; OR = 0.192). This is ex-
plained by the fact that theory governs practice: when CHWS knows its attribu-
tions, it can apply them easily; 3) The fact of being trained is a favorable factor 
which increases to 97% the chances that CHWS is effective in health activities (P 
= 0.025; OR = 0.024); 4) And the fact of having undergone more than one train-
ing as CHW is a favorable factor which increases by more than 92% the chances 
that this CHW is effective with regard to its attributions in health activities (p = 
0.013; OR = 0.074). 

4.2. Summary of Health Indicators for Mosango RHZ between  
2015 and 2019 

Reading the general trend in the evolution of most of the health indicators of 
Mosango RHZ shows a clear improvement, since the period of 2015 which 
marked the intensification of the activities of CHWs, including the establish-
ment of CCS. The increasing figures show that when populations become aware 
of their state of health, get involved in the implementation of health activities 
and appropriate interventions in their favor, then they become major players in 
improving their own health. To do this, the coordinating role of community ac-
tion played by the CAC is decisive to supervise CHWs. 

4.3. CHWs Assessment on the Perception of the Effectiveness of  
Their Work in 2019 

Overall, 80.8% of CHWs received the appropriate basic CHW training. If 66.7% 
have good knowledge on promotional activities, only 20.9% have sufficient 
knowledge on the provision of care. This level also justifies the low appreciation 
(12%) that CHWs have on the functionality of CCSs. However, it should be 
noted that the CHW service providers were really in the minority in the study 
with only 7%. Nevertheless, indicators for all flagship activities of the PMA-C, 
including home visits to households, population enumeration and birth registra-
tion, promotion of key family practices, promotion of vaccination and recovery 
those lost to follow-up, as well as the promotion and distribution of family kits, 
have shown an increasing trend since 2010 or have received a favorable opinion 
from CHWs. 

4.4. Community Leaders, Health Zone Central Office and CHW  
Executive’s Assessment on the CHWs Work 

The majority of the community leaders interviewed were able to correctly define 
the function of CHW. They defined him as a person chosen in the community 
and who bridges his community with the Health Center, but also that CHW is a 
person who directs patients to the Health Center. Likewise, they argued that the 
CHWs had sufficient knowledge of their responsibilities. Practically, community 
leaders have illustrated their assessments in terms of people who oversee the 
community health and who educate the population on environmental sanitation 
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and the fight against diarrhoea with messages such as “Digging garbage holes” or 
“Practice hand washing and drink potable water”. Other messages relate to the 
fight against malnutrition and confirm that the CHWs exercise their powers by 
spreading messages like “Madia ya ndonga tatu means the three food groups” 
translate in the local language. In general, community leaders were able to de-
scribe most of the responsibilities of the CHWs that make up the PMA-C, in-
cluding: sensitizing mothers to bring children to PSC; weigh children during 
PSC and refer pregnant women to the PNC; hand over the reference tokens to go 
to the nurse at the HC; count the population; distribute bed net and family kits; 
and refer tuberculosis and other patients to contact health services. For Health 
zone central office executives, emphasis has been placed on the oversight of 
CHWs by Health zone team members. This contributed to confirming the effec-
tiveness of the implementation of the CHW’s powers. For the CHWs themselves, 
the effectiveness of their work was expressed in terms of implementing active 
operations in the community, using knowledges received during the training on 
several themes, in particular the spacing of births and drawbacks of close births; 
fight against malnutrition; prevention of malaria; combating sexual and marital 
violence; vaccination; prevention of TB and HIV/AIDS; active participation in 
grassroots monitoring through CAC and Health area developing committee 
meetings. 

4.5. Opinions on the Situation of the Health Zone before and after  
the Intervention of CHWs 

In the opinion of the majority of Focus Group participants, the situation of the 
HZ before the involvement of CHWs was characterized by: numerous deaths at 
home, traditional self-medication, numerous home births, frequent cases of 
malnutrition (Kwashiorkor) also called “Muwangi” or “Kimbengi” in the local 
language. In addition, pregnant women did not want to attend ANC, spleno-
megaly called “Kibekele” was very common, the population refused vaccination 
and rarely attended health facilities, and “habits and customs” adversely affected 
the health of the mother and the child. Since the intervention of the CHWs, the 
participants recognized that progress is observable in the communities and that 
the recordings made at the level of the Health Centers should confirm these im-
provements. However, in the field, participants noted that “Attendance at health 
centers has increased and more home deliveries are registered”; “The message 
passes easily between the community and the health centers thanks to the 
CHWs”, and that “The CHWs intervene during the PSC for taking anthropo-
metric measurements and screening for malnutrition”. Despite all the advances 
mentioned, the participants also made proposals to improve the involvement of 
CHWs in the activities of the HZ. Among the measures proposed, mention 
should be made of 1) the need to intensify the organization of basic and thematic 
training for CHWs, 2) the consolidation of monitoring and supervision activities 
for CHWs, 3) evaluation of the actual performance of the CHWs. In addition, 
the participants asked for the CHWs to be given distinctive signs to enhance 
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their value in the eyes of the communities. In this regard, the following requests 
can be reported: “I think that the CHWs should be provided with work clothes, 
distinctive badges in order to identify them in the community, documents prov-
ing that they are CHWs and free of charge medical care at the level of the HC 
and GH for the CHW and its family ‘or’ to motivate the CHWs of the Mosango 
RHZ: Organize testimonial sessions of active CHWs to motivate the non-active; 
certification or delivery of patents to CHWs; delivery of distinctive signs to 
CHWs: hats, T-shirts, membership cards, small CHW bags, bikes, megaphones, 
to enhance their value; organize trips for exchange of CHW experience; organize 
CHW contests”. In addition, voices were also raised asking the Ministry of 
Health to think about the remuneration of the CHWs in relation to the task they 
are carrying out. 

5. Discussion 

The principal aim of this study was two-fold. The first aim was to identify in 
which context, with what mechanisms can the introduction of CMAP under the 
responsibility of CHWS is a major intervention which contributes to the im-
provement of health service indicators. The second aim was to make relationship 
between the improvement of health service indicators and the effectiveness of 
this community intervention was conditioned by capacity building of the 
CHWs, the availability of inputs and the involvement of the community in the 
activities of the health zone through the Community Animation Cells (CAC). To 
this end, we used a conceptual framework model adapted from Pawson and Til-
ley [8] [18], which allowed us to identify all mechanisms and inputs in Mosango 
RHZ who conduct to produce all effects like the improvement of health service 
indicators. This study has highlighted some enabling and constraining factors as 
being important to improve health service indicators.  

The majority of CHWs 97% had studied, of which almost half 46.6% had 
completed secondary school. Our results corroborate those of the DHS II which 
indicate in relation to the level of study, that in the DRC, the majority of the 
population has studied and is at the secondary level: 47%, and those of a survey 
conducted by Kadiri Mohammed and Wafae at 2017 in Morocco with 51%. [2] 
[19] [20] [21] [22]. 

35.9% of CHWs received training on the distribution and promotion of bed 
nets, 29.5% on treatment and prevention of simple malaria: on February 2014, 
this result is lower than that found and published by USAID in its final report on 
the evaluation of community management of malaria in the pilot health districts 
of Gahombo, Gashoho and Mabayi in Burundi, which showed that 67% of 
CHWs had declared having undergone training on the management of case of 
children simple malaria. At 2017 in Morocco the study insists that this training 
aims at 62% help to provide CHW with the skills necessary to carry out certain 
strategies of universal health coverage through the census of beneficiaries as well 
as the communication of proximity for behavior change [23] [24] [25].  
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In addition to being CHWs, 97% of CHWs had another occupation, 57% were 
farmers. This result is close to the previous study carried out in Benin by Cossi 
Angelo who found 60.3% of CHWs growers [26]. These results also corroborate 
with those of the DHS II which show that in our country as a whole (DRC), ag-
ricultural activities constitute 70% of the occupations of the population in rural 
areas [2].  

99.6% of CHWs carried out home visits, 80.3% had control over population 
counts (children under 5, pregnant women, deaths), 84.6% advised families on 
promotion of key family practices, 82.5% on vaccination and birth registration, 
83.3% contributed to the distribution and promotion of family kits: These results 
are slightly lower to that of a previous study carried out in Benin at 2012 by 
Panaveyi Vicky et al., which evaluated the effectiveness of CHWs at 97.4% and 
in Mali in 2015 by Saint Firmin and all showed that population counting activi-
ties, family kits distribution, the orientation of children for vaccination, the 
availability of inputs coupled with home visits reinforce community participa-
tion in rural areas at 96.8% [27] [28] [29] [30] [31]. 

As such, in many countries, community health workers are among the inter-
disciplinary workforce. They have particular roles in primary health care and 
essential public health functions. The Global Strategy recognizes that communi-
ty health workers and other categories of health workers working at this level are 
effective in providing a range of preventive, curative and promotional services, 
and can help to reduce inequalities in access to care [32]. 

6. Conclusion 

The involvement of CHWs on improving demand for health services is effective 
in Mosango RHZ insofar as CHWs are operational on a voluntary basis. They 
are implementing CMAP while encouraging the community through the Com-
munity care sites to become more involved in increasing the demand for health 
services. Their activities are thus supported by the CACs and supervised mainly 
by Nurses from the Health Centers in their responsible health areas as well as by 
members of the Mosango RHZ Management Team. The improvement of health 
service indicators and the effectiveness of this community intervention were 
conditioned by capacity building of the CHWs, the availability of inputs and the 
involvement of the community in the activities of the health zone through the 
Community Action Cells. It is under these conditions that we observe a certain 
evolution in the health indicators reported by the HZ. Thus, despite the ques-
tioning of administrative data quality, we noted an increase in health coverage 
rates for several indicators, between 2015 and 2019. 
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