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ABSTRACT

Community participation is widely recognised as a cornerstone of effective primary
health care delivery, particularly in low- and middle-income countries where health sys-
tems often face resource constraints and limited reach. This study evaluated community
participation in the planning, implementation, and governance of the Community
Health Worker (CHW) programme in Chongwe District, Zambia, with a specific focus
on a health-related software feature introduced to support service delivery. The target
population comprised community residents, CHWs, and staff from the Centre for Infec-
tious Disease Research in Zambia (CIRDZ), reflecting a diverse group of stakeholders
directly engaged in or affected by the programme. Using a mixed-methods approach,
data were collected from 40 respondents out of the current population which sits at
above 300,000 people through questionnaires and focus group discussions, enabling
both quantitative and qualitative insights into the nature and extent of participation.

The findings revealed limited and largely tokenistic community involvement in the
planning and prioritisation of the software feature. Specifically, 83% of community res-
idents reported no participation in planning processes, highlighting a disconnect be-
tween policy commitments to participatory health governance and actual practice.
While participation increased during implementation—73% of residents took part in
testing—the quality of engagement was undermined by challenges such as language
barriers, inadequate training, and increased workload for CHWs. Feedback and ac-
countability mechanisms were weak, indirect, and non-transparent, contributing to low

levels of ownership and trust among community members.

The implications of these findings are significant for health systems strengthening.
Limited participation in planning reduces the relevance of digital health interventions,
as tools may fail to align with local needs, cultural contexts, and user capacities. Token-
istic involvement risks undermining efficiency, as poorly adapted interventions can in-
crease workload without improving outcomes. Furthermore, weak accountability struc-
tures erode trust, which is essential for sustaining community-based health initiatives.
For CHWs, who serve as the frontline link between communities and formal health sys-
tems, inadequate training and lack of participatory governance exacerbate burnout and

reduce effectiveness. For residents, exclusion from decision-making diminishes their

il



sense of agency and weakens the social contract underpinning primary health care de-

livery.

The study concludes that despite policy frameworks emphasising community participa-
tion, meaningful engagement remains limited in practice. This constrains the relevance,
efficiency, and sustainability of digital health interventions, particularly in resource-
constrained settings like Chongwe District. To address these gaps, several recommen-
dations are proposed. First, participatory decision-making should be strengthened dur-
ing the planning phase, ensuring that community voices are integrated into priority-
setting and design processes. Second, user-centred design principles must be adopted to
tailor digital tools to local languages, literacy levels, and cultural contexts, thereby en-
hancing usability and reducing barriers to adoption. Third, transparent governance and
feedback mechanisms should be institutionalised, enabling communities to hold pro-
gramme implementers accountable and fostering trust. Fourth, capacity-building initia-
tives for CHWs should be expanded, with emphasis on digital literacy, workload man-
agement, and supportive supervision. Finally, future digital health interventions should
embed mechanisms for continuous community engagement, recognising participation

not as a one-off activity but as an ongoing process essential for sustainability.

By foregrounding community participation, digital health tools can be better aligned
with local needs, thereby strengthening health systems and advancing equity in primary
health care delivery.
Keywords: Community participation, Community Health Workers, health systems

strengthening, digital health, Chongwe District, Zambia.
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CHAPTER ONE

INTRODUCTION AND BACKGROUND

1.0 Introduction

This chapter provides the foundation of the study by outlining the context, rationale, and
direction of the research. It begins with a background to the study, situating community
participation within the broader framework of community health worker (CHW) pro-
grammes and digital health interventions. The chapter then presents the statement of the
problem, highlighting existing gaps in community involvement and efficiency challenges
in the planning, implementation, and governance of health-related software features. The
purpose of the study is articulated through the research aim, general objective, and specif-
ic objectives, which guide the inquiry. Research questions aligned to each objective are
also presented. The chapter further outlines the significance of the study, defining its aca-
demic, policy, and practical contributions. Finally, the scope and limitations of the study
are described, and key operational definitions of terms are provided to ensure clarity and

consistency throughout the research.

The Community Health Worker programme in Zambia currently supports critical health
services including maternal and child health, malaria prevention, tuberculosis and HIV
referral, disease surveillance, and health promotion. Evidence shows that community-
based interventions contribute significantly to health outcomes. For example, Zambia
recorded a reduction in under-five mortality from 168 deaths per 1,000 live births in 2001
to 61 deaths per 1,000 live births in 2018, a change partly attributed to expanded commu-
nity-based health services (ZDHS, 2018).

1.1 Background of the Study

Community participation has long been recognised as a cornerstone of effective primary
health care delivery, particularly in low- and middle-income countries where health sys-

tems face persistent human resource and infrastructure constraints. The Alma-Ata Decla-



ration of 1978 emphasised the involvement of communities in the planning and imple-
mentation of health services as a means of improving relevance, ownership, and sustaina-
bility. In line with this principle, community health worker (CHW) programmes have
been widely adopted globally as a strategy to extend essential health services to under-
served populations while strengthening the link between communities and formal health

systems( World Health Organization (WHO),1978).

Globally, CHWs play a critical role in delivering preventive, promotive, and basic cura-
tive services, including maternal and child health, disease surveillance, and health educa-
tion. Increasingly, digital health technologies have been integrated into CHW pro-
grammes to improve data collection, reporting efficiency, and decision-making. Mobile
applications and software platforms are used to track household visits, report health
events, and support monitoring and evaluation. While such technologies have the poten-
tial to enhance efficiency and accountability, evidence suggests that their effectiveness is
highly dependent on the extent to which end users and communities are meaningfully in-

volved in their design and use (PATH,2024; Blondino et al., 2024).

In sub-Saharan Africa, the adoption of digital health tools within CHW programmes has
expanded rapidly, often driven by donor-funded initiatives aimed at improving health in-
formation systems. However, The BMC public health multi-country survey 2024 across
the region indicate that many digital health interventions are implemented using top-
down approaches, with limited participation of community members and frontline work-
ers in planning and prioritisation. This has resulted in challenges such as complex system
designs, increased workload for CHWs, duplication of data entry, and low levels of own-
ership among users. Where community participation is weak, digital tools may fail to ad-
dress local health priorities or fit within existing workflows (Blondino et al., 2024; Se-

gun-Omosehin et al., 2025).

In Zambia, community participation is formally embedded within the health system
through structures such as Neighbourhood Health Committees (NHCs), which are man-
dated to support planning, implementation, and oversight of community health activities.
The Zambian Ministry of Health has prioritised the strengthening of CHW programmes

as part of its broader health system strengthening agenda, recognising the role of commu-



nities in improving service delivery and accountability. Additionally, Zambia has em-
braced digital health innovations to support CHWs, particularly in areas of reporting, sur-
veillance, and performance monitoring (World Health Organisation, 2019; Misha et al.,

2019).

Despite these policy commitments, practical challenges remain in ensuring effective
community participation in both CHW programmes and associated digital health inter-
ventions. Evidence from local studies suggests that while communities and CHWs are
often involved during implementation phases—such as data collection and reporting—
they are less involved in decision-making processes related to planning, system design,
and prioritisation. Feedback mechanisms are frequently informal or indirect, and ac-
countability for system performance is often unclear. These challenges are further com-
pounded by limited training, resource constraints, and power imbalances between local

users and external stakeholders such as donors and software developers.

Within this context, organisations such as the Centre for Infectious Disease Research in
Zambia (CIRDZ) play a significant role in supporting CHW programmes and introducing
digital tools aimed at improving health service delivery. However, the extent to which
community residents and implementing staff are involved in shaping these tools, and how
such participation influences efficiency and effectiveness, remains insufficiently docu-
mented. Understanding community participation across the stages of planning, imple-
mentation, and management is therefore essential for improving the design and sustaina-

bility of digital health interventions within CHW programmes.

This study is situated within this broader global, regional, and national context and seeks
to evaluate community participation in the CHW programme with a particular focus on
the planning, implementation, and governance of a health-related software feature in
Chongwe District. By examining perspectives of community residents and CIRDZ work-
ers, the study aims to contribute empirical evidence that can inform more participatory,

efficient, and context-responsive digital health interventions.



1.2 Statement of the Problem

Despite global and national commitments to strengthen health systems through communi-
ty participation, many low- and middle-income countries continue to experience gaps in
effective community engagement. The World Health Organization (WHO) estimates that
by 2030, the global health workforce shortage will reach approximately 10 million health
workers, with Sub-Saharan Africa bearing the greatest burden (WHO, 2020). This short-
age has increased reliance on Community Health Workers (CHWs) to deliver essential

health services, particularly in rural and underserved communities.

Taylor, Griffiths, and Lilford (2017) argue that the effectiveness of Community Health
Worker (CHW) programmes is strongly shaped by the extent of community participa-
tion in planning, implementation, and management. Evidence from Sub-Saharan Africa
demonstrates that programmes with weak community governance structures often expe-
rience reduced service utilisation, diminished accountability, and high attrition rates
among CHWs, with attrition levels reported to reach 30—40% in poorly supported ini-
tiatives. In the Zambian context, the Ministry of Health (2021) highlights that several
community governance structures, particularly Neighbourhood Health Committees, re-
main inconsistently functional, thereby limiting their capacity to provide effective sup-
port to CHWs. This underscores the importance of strengthening participatory govern-
ance mechanisms to enhance service delivery, accountability, and sustainability of

CHW programmes.

Although community participation is emphasized in Zambia’s national health policy
and CHWs are operationally central to primary health care delivery, there is a lack of
empirical evidence specifically examining how residents of Chongwe District, together
with CHWs, Neighbourhood Health Committees, and health facility supervisors, en-
gage in the planning, implementation, and management of health services within the
CHW programme. The absence of district-specific evidence constrains informed deci-
sion-making, weakens targeted interventions, and limits the ability of policymakers and
health managers to improve community participation for health systems strengthening.

Therefore, this study looked to evaluate community participation through the Community



Health Worker programme in Chongwe District to generate evidence that can inform pol-

icy, practice, and future community-based health interventions.

1.3 Objectives of the Study
General Objective:
To evaluate community participation through the Community Health Worker (CHW)
programme in Chongwe District.
Specific Objectives:
1. To assess community participation in planning of health services through the
CHW programme.
ii. To examine community participation in implementation of health services
through the CHW programme.
iii.  To evaluate community participation in management and governance of health

services.

1.4 Research Questions
1. What forms of community participation exist in the planning of health services

through the Community Health Worker programme in Chongwe District?

ii.  What forms of community participation exist in the implementation of health ser-

vices through the Community Health Worker programme in Chongwe District?

iii.  What forms of community participation exist in the management of health ser-

vices through the Community Health Worker programme in Chongwe District?

1.5 Significance of the Study

The study would provide evidence to policymakers, health planners, and development
partners on the role of community participation in strengthening health systems. Findings
would inform strategies to enhance community engagement, improve CHW performance,
and support achievement of Universal Health Coverage.

This study is particularly important because it provides policymakers with concrete ev-
idence on how limited or tokenistic community participation undermines the relevance
and sustainability of digital health interventions, enabling them to design policies that

embed participatory governance into health systems. For health planners, the findings



highlight practical gaps such as language barriers, inadequate training, and weak ac-
countability mechanisms, offering actionable insights to improve programme design
and resource allocation. Development partners benefit by understanding how donor-
driven, top-down approaches can create inefficiencies and erode trust, allowing them to
realign funding priorities with community needs and ensure interventions are context-
sensitive. For Community Health Workers, the study underscores the impact of in-
creased workload and lack of authority, pointing to the need for supportive training and
user-centred tools that enhance their effectiveness. Finally, for community members,
the research validates their experiences of exclusion and provides a pathway for their
voices to be integrated into planning and governance, strengthening ownership and trust
in health programmes while ensuring that digital health tools address their actual priori-

ties.

1.6 Scope of the Study
The study was conducted in Chongwe District and would focus on community members,

CHWs, and community leaders involved in the CHW programme.

1.7 Limitations of the Study

Potential limitations included time constraints, reliance on self-reported data, and limited
generalizability beyond the study area. These limitations were addressed through several
strategies to enhance the credibility and robustness of the study. Time constraints were
mitigated by careful planning of data collection schedules and prioritizing key respond-
ents to ensure that essential perspectives were captured within the available period. The
reliance on self-reported data was balanced by triangulating information from multiple
sources, including questionnaires, focus group discussions, and observations, which
helped validate responses and reduce bias. Although the study’s generalizability was
limited to Chongwe District, this was overcome by purposively selecting diverse groups
of respondents—community members, CHWs, Neighbourhood Health Committee
members, and health facility supervisors—whose varied roles and experiences provided

rich insights that can inform similar contexts in other resource-constrained settings.



CHAPTER TWO

LITERATURE REVIEW

2.0 Introduction

This chapter reviews empirical literature relevant to the study on community participation
in health systems strengthening through the Community Health Worker (CHW) pro-
gramme. The literature review is structured in line with the first three specific objectives
of the study, namely: community participation in the planning, implementation, and man-

agement of health services.

For each objective, studies are reviewed from three perspectives: global, regional, and
local. The global perspective provides an international understanding of how community
participation contributes to health systems strengthening through CHW programs. The
regional perspective focuses on evidence from Sub-Saharan Africa, where CHW pro-
grammes are widely implemented due to health workforce shortages. The local perspec-
tive examines studies and policy documents from Zambia to contextualize community

participation within the national health system framework.

This structured approach enables a comprehensive comparison of experiences across dif-
ferent contexts and facilitates identification of gaps in community participation within the
Zambian setting, particularly in Chongwe District. The chapter further presents the theo-

retical and conceptual frameworks guiding the study.

2.1 Community Participation in Planning of Health Services

Globally, several studies highlight the importance of community participation in health
planning as a means of strengthening health systems. Ritkin (2014) argues that meaning-
ful community involvement in planning improves ownership and responsiveness of
health services. George et al. (2015), in a systematic review of community participation
in health systems research, found that communities that were involved in identifying
health priorities experienced improved programme relevance and sustainability. Similarly,

Kok et al. (2015) reported that CHW programmes that actively engaged communities



during the planning phase demonstrated better alignment with local health needs and im-
proved service uptake.

In Sub-Saharan Africa, community participation in health planning has been documented
as a critical component of effective CHW programmes. Lehmann and Sanders (2007)
found that community involvement in planning CHW activities in African countries en-
hanced accountability and programme acceptance. McCoy et al. (2012) observed that
health facility committees in low-income African settings played a significant role in par-
ticipatory planning and priority setting. Mutale et al. (2013) further demonstrated that
community engagement in planning processes contributed to improved health system per-
formance in Zambia and similar contexts.

At the local level, studies in Zambia indicate varying levels of community participation in
health planning. The Ministry of Health (2021) reports that community structures such as
Neighbourhood Health Committees are mandated to participate in planning health activi-
ties at community level. World Vision (2020) found that communities involved in plan-
ning CHW activities showed increased commitment to programme implementation. Ad-
ditionally, the Provincial Health Office (2022) highlighted that participatory planning
remains inconsistent across districts, underscoring the need for further evaluation at dis-

trict level.

2.2 Community Participation in Implementation of Health Services

International evidence suggests that community participation during implementation en-
hances the effectiveness of health interventions. Bhutta et al. (2010) demonstrated that
community-driven implementation strategies improved maternal and child health out-
comes. WHO (2018) emphasised that CHW programmes that involve communities in
implementation experience higher service coverage and sustainability. George et al.
(2015) further noted that active community engagement during implementation strength-
ens trust and programme legitimacy.

Regionally, studies from Sub-Saharan Africa show that community participation supports
successful implementation of health programmes. Lehmann and Sanders (2007) found
that communities often contribute labour, mobilisation, and monitoring during implemen-

tation. Kok et al. (2015) observed that community support enhanced CHW motivation



and service delivery. McCoy et al. (2012) also reported that community oversight struc-
tures improved implementation efficiency and accountability.

In Zambia, community participation in implementation has been documented through
CHW-led outreach activities. Mutale et al. (2013) reported that community involvement
improved service delivery and programme performance. The Ministry of Health (2021)
notes that communities contribute to implementation through health education, referrals,
and outreach activities. ZamStats et al. (2019) further provide evidence that community-

based interventions have improved access to primary health services in rural areas.

2.3 Community Participation in Management and Governance of Health Services

Globally, studies emphasise the role of community participation in health governance and
management. Rifkin (2014) highlights that community involvement in management im-
proves accountability and transparency. McCoy et al. (2012) found that community
health committees contribute to oversight and performance monitoring. WHO (2016) fur-

ther stresses that participatory governance structures strengthen health system resilience.

In Sub-Saharan Africa, community participation in health management has been linked to
improved service quality. Lehmann and Sanders (2007) note that community governance
structures enhance supervision of CHWSs. George et al. (2015) found that community
oversight mechanisms improved trust and programme sustainability. Kok et al. (2015)

also reported that management involvement increased CHW performance and retention.

Locally, the Ministry of Health (2021) recognises Neighbourhood Health Committees as
key actors in health management. World Vision (2020) reports that community-led moni-
toring improves accountability of CHWs. The Provincial Health Office (2022) further
indicates that community feedback mechanisms contribute to improved health service

management, though challenges persist in consistency and effectiveness.

2.4 Theoretical Framework
This study is guided by the Community Participation Theory and the Health Systems

Strengthening (HSS) Framework, which together provide a foundation for understanding



how community involvement influences the planning, implementation, and management

of health services through the Community Health Worker (CHW) programme.

2.4.1 Community Participation Theory
Community Participation Theory emphasises the involvement of community members in

decision-making processes that affect their health and well-being. The theory posits that
meaningful participation enhances ownership, empowerment, accountability, and sustain-
ability of health interventions. According to Rifkin’s model of community participation,
effective participation occurs when communities are actively involved in identifying
health needs, setting priorities, mobilising resources, implementing interventions, and
monitoring service delivery. In the context of this study, the theory is relevant in explain-
ing how community participation in planning, implementation, and management of health
services strengthens the CHW programme and contributes to improved health system

performance.

2.4.2 Health Systems Strengthening Framework
The Health Systems Strengthening Framework, as advanced by the World Health Organ-

ization, focuses on improving the six building blocks of a health system, namely service
delivery, health workforce, health information systems, access to essential medicines, fi-
nancing, and leadership and governance. Community participation is particularly linked
to leadership and governance, service delivery, and health workforce support. By inte-
grating this framework, the study examines how community engagement through the
CHW programme contributes to strengthening governance structures, supporting front-

line health workers, and improving service delivery at community level.

Together, these theories provide a lens for analysing the relationship between community
participation and health systems strengthening. They guide the identification of variables,
inform the development of research instruments, and support the interpretation of find-
ings by explaining how community involvement influences the effectiveness and sustain-

ability of the CHW programme in Chongwe District.

2.5 Conceptual Framework
The conceptual framework illustrates the relationship between community participation

and health systems strengthening through the Community Health Worker programme. In
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this study, community participation is conceptualised as the independent variable, opera-
tionalised through participation in planning, implementation, and management of health
services. Health systems strengthening is conceptualised as the dependent variable, re-
flected through improved service delivery, accountability, CHW performance, and com-

munity ownership of health programmes.

Community participation in planning involves community engagement in identifying
health priorities, participating in decision-making forums, and contributing to the design
of health activities. Participation in implementation includes community involvement in
outreach activities, health education, mobilisation, and support for CHW service delivery.
Participation in management encompasses community roles in governance, supervision,

feedback mechanisms, and monitoring of health services.

The relationship between community participation and health systems strengthening may
be influenced by intervening factors such as policy support, availability of resources, ca-
pacity of CHWs, leadership effectiveness, and socio-cultural dynamics within communi-
ties. These factors can either enhance or constrain the extent to which community partici-

pation contributes to improved health outcomes.

The conceptual framework therefore demonstrates that when communities are actively
involved across planning, implementation, and management processes, the CHW pro-
gramme is more likely to function effectively, leading to strengthened health systems at

the community level.
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COMMUNITY PARTICIPATION
(Independent Variable)

e Participation in PLANNING:
« |dentifying health priorities
» Decision-making & programme design

e Participation in IMPLEMENTATION:

e Outreach & mobilisation
» Health education & service delivery support
» Adoption of digital tools

e Participation in MANAGEMENT & GOVERNANCE:
» Feedback & accountability mechanisms
* Oversight through NHCS
e Monitoring CHW performance

INTERVENING / MEDIATING FACTORS

e Policy & institutional support

e Capatity & training of CHWs and communities
e Availability of resources

o Leadership & power relations

e Socio-cultural context

HEALTH SYSTEMS STRENGTHENING
(Dependent Variable)

e Improved service delivery

o Enhanced CHW performance & motivation
e Stronger accountability & governance

e Increased community ownership & trust

o Sustainability of health interventions

Figure 1 Conceptual Framework Diagram
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Community participation and health systems strengthening are structurally and function-

ally interconnected, particularly within Community Health Worker (CHW) programmes.

First, community participation in planning ensures that health services reflect locally per-
ceived needs and priorities. When communities contribute to identifying problems and
designing interventions, CHW activities become more relevant, culturally acceptable, and
responsive. This relevance improves service uptake and aligns with the health system

strengthening goal of effective and people-centred service delivery.

Second, participation during implementation directly supports CHWs in delivering ser-
vices. Community members assist through mobilisation, health education, referrals, and
logistical support. This shared responsibility reduces the burden on formal health workers,
strengthens community—health system linkages, and enhances coverage, efficiency, and

continuity of care, which are central components of health systems strengthening.

Third, participation in management and governance strengthens accountability and trans-
parency within the health system. Structures such as Neighbourhood Health Committees
enable communities to monitor CHW performance, provide feedback, and engage in
oversight. This contributes to stronger leadership and governance, improved trust, and

increased CHW motivation and retention.

However, the strength of this relationship is shaped by intervening factors such as policy
support, training, resource availability, leadership quality, and local power dynamics.
When these enabling conditions are weak, participation becomes tokenistic and its con-
tribution to health systems strengthening is limited. Conversely, when participation is
meaningful and well-supported, it acts as a critical mechanism for sustainable health sys-

tem performance at community level.

2.6 Knowledge Gaps
Despite extensive recognition of the importance of community participation in CHW

programmes, several critical gaps persist in the literature:

1. Limited empirical evidence at district level
Many studies analyse community participation at national or programme-wide

levels, with insufficient district-specific evidence—particularly in rural settings
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such as Chongwe District. This limits context-sensitive policy and programme de-

sign.

Weak analysis of participation quality:
Existing literature often measures participation as presence or absence, rather than
examining depth, influence, and decision-making power, resulting in limited un-

derstanding of tokenistic versus meaningful participation.

Insufficient linkage between participation and health system outcomes
While participation is widely promoted, few studies explicitly demonstrate how
specific forms of community participation translate into measurable health sys-
tems strengthening outcomes such as governance effectiveness, CHW perfor-

mance, or sustainability.

Underexplored governance and accountability dimension
Most research focuses on planning and implementation, with limited attention to
community roles in management, feedback, and accountability, despite their im-

portance for system resilience.

Limited evidence on community participation in digital health within CHW pro-
grammes

As digital tools are increasingly integrated into CHW work, there is a gap in un-
derstanding how community participation influences the relevance, efficiency,

and sustainability of digital health interventions.

Power dynamics and equity gaps
The literature insufficiently addresses how power imbalances between donors,
implementers, CHWs, and community members shape participation outcomes and

marginalise certain voices, particularly less-educated or vulnerable groups.
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CHAPTER THREE

RESEARCH METHODOLOGY

3.0 Research Design

The study employed a descriptive cross-sectional research design using a qualitative ap-
proach, relying exclusively on qualitative data. The quantitative component used was to
enable measurement of the extent of community participation in planning, implementa-
tion, and management of health services, while the qualitative component would provide
in-depth understanding of community experiences, perceptions, and contextual factors

influencing participation.

A cross-sectional design is appropriate because data was collected at a single point in
time, allowing for efficient assessment of current practices and challenges related to
community participation in the CHW programme. The mixed-methods approach enhanc-
es the validity of the study by enabling triangulation of findings from different data

sources.

Chongwe District, located in Lusaka Province of Zambia, is both a peri-urban and rural
area that has experienced rapid population growth in recent years. With a population of
over 300,000 according to the 2022 census, Chongwe serves as a critical link between
urban Lusaka and surrounding rural communities. The district is characterised by a mix
of urban settlements, farming communities, and traditional villages, which makes it an
important site for examining health service delivery in diverse socio-economic and cul-
tural contexts. Its proximity to Lusaka city has contributed to increasing urbanisation,
yet many parts of Chongwe still face challenges related to infrastructure, access to

health facilities, and human resource shortages.

Health service delivery in Chongwe relies heavily on Community Health Workers
(CHWs) and Neighbourhood Health Committees, who act as the bridge between formal
health systems and community members. The district has been a focal point for several

health initiatives, including programmes supported by the Centre for Infectious Disease
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Research in Zambia (CIDRZ), which provide technical and supervisory support to
CHWs. Given the district’s growing population and mixed urban-rural composition, the
effectiveness of CHW programmes and digital health interventions is particularly sig-

nificant for ensuring equitable access to primary health care.

Chongwe’s demographic diversity, coupled with its rapid urban expansion, presents
both opportunities and challenges for health systems strengthening. On one hand, the
presence of active CHWs and community structures provides a foundation for partici-
patory health governance. On the other, limited resources, language barriers, and vary-
ing levels of education among residents highlight the need for context-sensitive ap-
proaches to digital health interventions. Studying community participation in Chongwe
therefore offers valuable insights into how health systems can be strengthened in set-
tings that combine urban pressures with rural health needs, making it a relevant and

strategic research area.

3.1 Study Population

The study population would consist of community members residing in Chongwe District,
Community Health Workers actively involved in health service delivery, community
leaders such as Neighbourhood Health Committee members and traditional leaders, and
health facility supervisors responsible for overseeing CHW activities. These groups were
directly involved in or affected by community participation in the CHW programme and
were therefore considered appropriate sources of information for addressing the study

objectives.

The study population was drawn from groups directly engaged in or affected by the
Community Health Worker (CHW) programme in Chongwe District, including com-
munity members, CHWs, Neighbourhood Health Committee members, traditional lead-
ers, and health facility supervisors. These categories were selected because they repre-
sent both the beneficiaries of health services and the implementers responsible for pro-
gramme delivery and oversight. Their inclusion ensured that the research captured di-

verse perspectives on community participation, ranging from grassroots experiences to
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supervisory and governance roles, thereby providing comprehensive insights relevant to

the study objectives.

3.2 Sample Size and Sampling Procedure

The study involved a sample size of approximately 40 respondents of the population of
Chongwe district which currently stands at 315,121 people as of 2022 Census (Zambia
Statistics Agency 2022), comprising community members, Community Health Workers,
Neighbourhood Health Committee members, and health facility supervisors such as Cen-
tre for Infectious Diseases Research in Zambia (CIDRZ). Community members were se-
lected using purposive sampling to ensure participation and to minimize selection bias.
Purposive sampling would be used to select Community Health Workers, Neighbourhood
Health Committee members, and health facility supervisors due to their specific roles,
responsibilities, and direct involvement in the CHW programme. The combination of
random and purposive sampling techniques was intended to ensure both representative-

ness and depth of information.

3.3 Data Collection Instruments
Three structured questionnaires were used in this study, targeting community residents,
community health workers (CHWSs), and CIRDZ workers respectively. The question-

naires contained both closed-ended and open-ended questions.

The closed-ended questions were used to collect quantitative data on respondents’ levels
of participation in the planning, implementation, and management of the health software
feature. These questions required respondents to select predefined response options such

as “Yes”, “No”, or “Somewhat”.

The open-ended questions were included to allow respondents to provide detailed expla-
nations, examples, and experiences related to their participation, challenges encountered,
and perceptions of efficiency. This ensured that respondents’ views were captured in their

own words and provided contextual depth to the quantitative findings.
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The questionnaires were administered in person, with clarification provided where neces-
sary to ensure accurate responses, particularly among community residents with varying
levels of literacy.

Focus group discussions were conducted with selected community residents and CIRDZ
workers to complement the questionnaire data. The focus groups explored issues related
to planning, implementation, feedback mechanisms, accountability, and power dynamics

surrounding the health software feature.

The focus group discussions allowed for interaction among participants, enabling the
emergence of shared experiences and collective perspectives that may not have been fully
captured through questionnaires alone. Notes were taken during the discussions, and key

statements were recorded for thematic analysis.

3.4 Data Analysis

Quantitative data obtained from the closed-ended questionnaire items were coded numer-
ically and entered into the Statistical Package for the Social Sciences (SPSS). Descriptive
statistics, including frequencies and percentages, were generated to summarise respond-
ents’ demographic characteristics and levels of participation in planning, implementation,

and management of the health software feature.

The results were presented in the form of tables to facilitate clear interpretation. No infer-
ential statistical tests were conducted, as the study focused on describing patterns of par-

ticipation rather than testing causal relationships.

Qualitative data from open-ended questionnaire responses and focus group discussions
were analysed using thematic analysis. The analysis involved reading through the re-
sponses to identify recurring ideas and patterns. Similar responses were grouped and cod-

ed into themes corresponding to the study objectives.

Direct quotations from respondents were selected to illustrate key themes and provide
evidence of participants’ perspectives. The qualitative findings were integrated with
quantitative results during data presentation to provide a comprehensive understanding of

community participation and efficiency concerns.
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3.5 Reliability and Validity

To ensure reliability and validity of the research instruments, the questionnaires and in-
terview guides would be pre-tested in a community with similar characteristics to
Chongwe District but outside the study area. Feedback from the pre-test would be used to
refine the instruments prior to the main data collection. Validity would be further en-
hanced through triangulation of data from different respondent groups and data collection

methods.

3.6 Ethical Considerations

Ethical considerations were rigorously upheld throughout the study. Ethical approval
was secured from the relevant ethics committee, and authorization to conduct the study
was obtained from the Ministry of Health and the Chongwe District Health Office. In-
formed consent was obtained from all participants prior to data collection, and strict
measures were taken to ensure the confidentiality of information. Participation in the
study was entirely voluntary, and respondents were clearly informed of their right to

withdraw at any stage without incurring any negative consequences.
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CHAPTER FOUR: DATA PRESENTATION AND ANALYSIS OF DATA AND
DISCUSSION OF FINDINGS

4.0 Introduction

This chapter presents and analyses data collected from community residents and CIRDZ
workers regarding their participation in the planning, implementation, and governance of
a health software feature designed to support community health service delivery. The
chapter begins by outlining the demographic characteristics of the respondents and the
classification of the collected data. It then presents and analyses the findings according to
the research questions of the study using descriptive statistical techniques generated
through the Statistical Package for the Social Sciences (SPSS) and thematic presentation
of qualitative data. The results are presented objectively without interpretation of conclu-

sions or implications, which are reserved for Chapter Five.

4.1 Demographic and Background of Data
This section presents the demographic characteristics of respondents and explains how

the collected data were classified and prepared for analysis.

The study involved a total of 40 respondents, comprising 30 community residents and 10
CIRDZ workers. Quantitative data obtained from closed-ended questionnaire items were
coded numerically and entered into SPSS for analysis. Frequencies and percentages were
generated to summarise respondents’ characteristics and levels of participation. Qualita-
tive data from open-ended questions and focus group discussions were sorted, coded, and

grouped into themes based on recurring patterns and relevance to the research questions.

4.1.1 Gender Distribution

In terms of gender distribution, 24 respondents (60%) were female and 16 respondents
(40%) were male. Among community residents, 18 were female and 12 were male, while
the CIRDZ worker group comprised 6 females and 4 males. The gender distribution in-
dicates that women formed the majority of respondents, both among community resi-
dents and CIRDZ workers, suggesting that females are more prominently represented in
community health participation and frontline engagement. This reflects broader trends

in health systems where women often play central roles in caregiving, health education,
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and service delivery. The higher female participation may also imply that digital health
interventions and CHW programmes must be particularly sensitive to gendered experi-
ences, ensuring that tools and training address women’s perspectives, workloads, and

accessibility needs to enhance effectiveness and equity.

Table 1 Gender Distribution of Respondents (n = 40)

Gender Frequency Percentage (%)
Female 24 60

Male 16 40

Total 40 100

Figure 2 Gender Distribution

Table 1 shows that the majority of respondents were female (60%), while males consti-
tuted 40%. This distribution reflects the gender composition of community health-related
activities, where women are often more actively involved in community and health pro-

grammes.

4.1.2 Age Distribution
With regard to age distribution, the majority of respondents (60%) were aged 2635 years,
followed by 30% aged 3645 years, while 10% were aged 46 years and above. This indi-

cates that most respondents were within the economically active age group.

Table 2 Age Distribution of Respondents (n = 40)

Age Group Frequency Percentage (%)
26-35 years 24 60

3645 years 12 30

46+ years 4 10

Total 40 100

Figure 3 Age Distribution
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The data indicate that most respondents were within the economically active age group of
26-35 years (60%). This suggests that participation in the CHW programme is dominated

by individuals who are actively engaged in community and livelihood activities.

4.1.3 Level of Education
In terms of educational attainment, 70% of community residents had secondary education,

while 30% had tertiary education. All CIRDZ workers (100%) had attained tertiary-level

education, reflecting their professional roles within the programme.

4.1.4 Length of Stay
Community residents reported an average length of stay in the community of 8.2 years,

suggesting prolonged engagement with local health services. CIRDZ workers held vari-
ous professional roles, including Field Coordinators (40%), Data Officers (30%), and
CHW Supervisors (30%). These characteristics provided a diverse perspective on the

software feature from both community-level users and implementing staff.

Table 3 Educational Level of Respondents (n = 40)

Education Level Frequency Percentage (%)
Secondary 21 52.5
Tertiary 19 47.5
Total 40 100

Figure 4 Education Level

Table 3 indicates that the majority of respondents had attained secondary education
(52.5%), while 47.5% had tertiary education. This level of education may influence the
nature and extent of community participation, particularly in understanding and engaging

with health interventions.
4.2 Presentation of Findings by Objectives

4.2.1 Community Participation in Implementation of CHW Programme Activities
Participants were asked to report on their level of involvement in the planning of Com-

munity Health Worker (CHW) programme activities, including identification of health
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priorities, participation in decision-making, and contribution to the design of programme

activities.

Table 4: Level of Community Participation in Planning

Level of participation Frequency Percentage (%)
Not involved 33 82.5

Partially involved 5 12.5

Actively involved 2 5.0

Total 40 100

Figure 5 Level of Community Participation

Table 4 shows that the majority of participants (82.5%) reported that they were not in-
volved in planning processes. Only a small proportion indicated partial or active in-
volvement, suggesting limited community participation during the planning stage of the

CHW programme.

Participants explained that planning decisions were largely made at higher administrative

levels, with minimal input from communities and frontline workers.

“Most decisions are made at district or office level; we are only informed later.”

(Community Resident)
The demographic findings carry several important implications for understanding par-
ticipation in the health software feature and for shaping future digital health interven-
tions. The predominance of female respondents (60%) highlights the central role wom-
en play in community health activities, consistent with broader patterns where women
are often primary caregivers and frontline health actors. This suggests that digital health
tools must be designed with sensitivity to gendered experiences, workloads, and acces-
sibility needs to ensure equity and effectiveness. The age distribution, with most re-
spondents (60%) between 2635 years, indicates that participation is dominated by in-
dividuals in their economically active years, which may enhance programme sustaina-

bility since this group is both engaged in livelihood activities and capable of adapting to

23



new technologies. However, it also implies that older age groups, who may have differ-
ent health needs or lower digital literacy, are underrepresented, potentially limiting in-

clusivity.

Educational attainment further shapes participation: while community residents were
mostly educated at the secondary level, all CIRDZ workers had tertiary education, re-
flecting their professional roles and capacity to engage with technical aspects of the
programme. This disparity underscores the need for training and simplified tools to
bridge gaps in digital literacy and ensure that community residents can meaningfully
participate alongside more formally educated staff. Finally, the average length of stay
of 8.2 years among residents suggests strong community ties and long-term engagement
with local health services, which is advantageous for building trust and sustaining in-
terventions. The diverse professional roles of CIRDZ workers (field coordinators, data
officers, supervisors) provide multiple perspectives on implementation, but also high-

light the importance of aligning technical priorities with community realities.

Taken together, these findings imply that effective digital health interventions must ac-
count for gender dynamics, age-related capacities, educational differences, and com-
munity stability. Policies and programme designs should therefore integrate gender-
sensitive approaches, provide tailored training to bridge educational gaps, and ensure
inclusivity across age groups to strengthen participation, ownership, and sustainability

of health system innovations.

Participants were asked to report on their involvement during the implementation of
CHW programme activities, including participation in outreach activities, testing of

health interventions, and support to service delivery.

Table 5: Community Involvement in Implementation Activities

Participation status Frequency Percentage (%)

Participated 32 80.0
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Did not participate 8 20.0

Total 40 100

Figure 6 Community Involvement in Implementation Activies

As shown in Table 5, most participants (80%) reported that they were involved in imple-
mentation activities. However, qualitative responses indicated that participation was often

constrained by limited training, time pressures, and inadequate resources.

“We were involved in testing, but it was difficult because there was no proper training

and we used our own airtime.” (Community Resident)

4.2.2 Community Participation in Management, Feedback, and Governance
Participants were asked to report on their involvement in management processes of the
CHW programme, including feedback mechanisms, supervision, accountability, and

communication with programme authorities.

Table 6: Effectiveness of Management and Feedback Mechanisms

Perception Frequency Percentage (%)
Effective 14 35.0
Not effective 18 45.0
Not sure 8 20.0
Total 40 100

Figure 7 Effectiveness of Management and Feedback Mechanisms

Table 6 indicates that nearly half of the participants (45%) perceived management and
feedback mechanisms as ineffective. This suggests weaknesses in governance structures

and accountability processes within the CHW programme.

“We give feedback, but there is no way of knowing if it reaches the people in charge.”

(CIRDZ Worker)
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4.2.1 Participation in Planning

Analysis of quantitative data indicated limited participation in the planning and prioritisa-

tion of the software feature. Among community residents, 25 out of 30 respondents (83%)
reported that they were not involved in planning, while 5 respondents (17%) indicated

minimal involvement through token consultation. Similarly, 28 respondents (93%) re-

ported no participation in identifying software features, with only 2 respondents (7%) in-

dicating involvement through annual surveys.

Qualitative responses from community residents revealed that awareness of the software
often occurred during testing or rollout stages. Respondents described planning decisions

as originating from higher administrative levels, with limited opportunity for local input.

Among CIRDZ workers, 8 out of 10 respondents (80%) reported being consulted but not
involved in decision-making, while 2 respondents (20%) reported no involvement in
planning. Regarding feature prioritisation, 9 respondents (90%) reported no participation,
while 1 respondent (10%) indicated involvement through monthly reporting mechanisms.
Qualitative responses highlighted that operational concerns raised by staff were often de-

ferred to later phases.

Findings indicated varying levels of participation during the implementation and rollout
of the software feature. Among community residents, 22 respondents (73%) reported par-
ticipating in software testing, while 8 respondents (27%) reported no participation. Partic-

ipation was largely limited to short-term testing activities.

Qualitative responses highlighted challenges related to limited training duration, language
barriers, reliance on personal resources such as airtime, and the complexity of the soft-

ware interface.

All CIRDZ workers (100%) reported participating in testing of the software feature as
part of their official responsibilities. However, qualitative data indicated that testing often
occurred alongside routine work duties, with reported delays in addressing identified

technical issues.
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4.3 Discussion of Findings

4.3.1 Community Participation in Planning

The findings of the study revealed limited participation of both community residents and
CIRDZ workers in the planning and prioritisation of the health software feature. The ma-
jority of community residents (83%) reported that they were not involved in planning,
while those consulted described the process as tokenistic. Similarly, most CIRDZ work-

ers reported being consulted without decision-making power.

These findings are consistent with global studies by Rifkin (2014) and George et al.
(2015), who argue that community participation in health programme planning often re-
mains consultative rather than empowering. At the regional level, Lehmann and Sanders
(2007) found that community involvement in planning is frequently constrained by top-
down health system structures. Locally, the Ministry of Health (2021) notes that although
community participation is policy-mandated in Zambia, implementation varies signifi-

cantly across districts.

The exclusion of both end users and implementers from prioritisation processes suggests
a misalignment between system design and local needs. This finding aligns with Kok et
al. (2015), who observed that externally driven programme priorities often undermine
contextual relevance. The emphasis on donor reporting requirements over community
needs, as reported by respondents, reflects challenges identified in local studies by Mu-
tale et al. (2013), where health interventions prioritised reporting efficiency rather than

service delivery effectiveness.

4.3.2 Community Participation in Implementation

The study found that community residents and CIRDZ workers were more involved dur-
ing implementation than planning. However, this participation was characterised by chal-
lenges related to training, workload, language barriers, and system complexity. While 73%
of community residents participated in testing, participation was often reluctant and lim-
ited by inadequate support. All CIRDZ workers were involved in testing, though this was

reported as burdensome and disruptive to routine work.
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Globally, the World Health Organization (2018) emphasises that effective community
participation during implementation requires adequate training, resource support, and
context-appropriate tools. The findings of this study suggest that these conditions were
not sufficiently met. Regionally, Lehmann and Sanders (2007) highlight that community
and frontline worker involvement during implementation improves programme owner-
ship only when participation is adequately supported. Locally, Mutale et al. (2013) found
that insufficient training and resource constraints undermine the effectiveness of digital

health interventions in Zambia.

The persistence of complex workflows and duplicate data entry reported by CIRDZ
workers reflects broader regional concerns about inefficiencies introduced by poorly de-
signed health information systems (McCoy et al., 2012). The findings suggest that im-
plementation-focused participation alone is insufficient when system design does not

align with user workflows.

4.3.3 Community Participation in Feedback, Governance, and Accountability

Findings revealed weak feedback mechanisms, unclear accountability structures, and lim-
ited transparency in decision-making. Community residents relied on indirect feedback
channels through CHWs, while CIRDZ workers used formal digital systems with limited
influence over prioritisation. Both groups reported slow response times and uncertainty

regarding responsibility for system failures.

These findings align with global literature by Rifkin (2014), which stresses that meaning-
ful participation must extend to governance and accountability. Regionally, George et al.
(2015) note that weak feedback loops and power imbalances undermine trust in health
interventions. Locally, reports by the Ministry of Health (2021) and the Provincial Health
Office (2022) highlight similar governance challenges within community-based health

programmes.

The study further revealed power dynamics favouring external decision-makers and more
educated participants, which mirrors findings by Kok et al. (2015), who argue that une-

qual power relations often marginalise community voices. The lack of transparency re-
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garding software costs and maintenance further contributed to low trust, reinforcing ob-

servations made in regional and local studies on digital health governance.
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CHAPTER FIVE: SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

5.0 Introduction

This chapter discusses the findings presented in Chapter Four in relation to the study ob-
jectives and existing literature reviewed in Chapter Two. The discussion interprets the
results on community participation in the planning, implementation, and governance of
the health software feature, drawing comparisons with global, regional, and local studies.
The chapter further presents conclusions derived from the study findings and provides
practical recommendations aimed at improving community participation and efficiency in
the design and implementation of digital health interventions. Areas for further research

are also suggested.

The study on community participation in the Community Health Worker (CHW) pro-
gramme in Chongwe District, Zambia, using mixed methods with 40 respondents (30
community residents, 10 CIRDZ workers), found limited tokenistic involvement overall.
Specifically, 83% of community residents reported no participation in planning or priori-
tization of a health software feature, with decisions driven top-down; implementation saw
higher engagement (73% in testing, 80% overall), but challenges like language barriers,
inadequate training, increased workload, and complex interfaces persisted; governance
revealed weak, indirect feedback mechanisms (45% deemed ineffective), unclear ac-
countability, and low trust. These gaps constrain digital health tool relevance, efficiency,

and sustainability despite policy commitments.

5.2 Conclusions

This study demonstrated that although community residents and CIRDZ workers are cen-
tral to the effective functioning of digital health interventions, their participation in the
planning, implementation, and governance of the health software feature remained large-
ly consultative and operational rather than decision-oriented. The findings are important
because they reveal a critical mismatch between system design and user realities, where
software tools prioritised donor reporting requirements over efficiency, accessibility, and
everyday service delivery needs. Limited involvement in planning constrained relevance,
while participation during implementation without adequate training, authority, or system

responsiveness increased workload and reduced trust. Weak feedback mechanisms and
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unclear accountability further undermined ownership and sustainability. These findings
underscore the necessity of meaningful, context-sensitive participation across all stages
of digital health interventions if such systems are to improve efficiency, strengthen com-
munity health delivery, and achieve long-term sustainability within resource-constrained

settings.

Community participation is widely recognised as a cornerstone of health system
strengthening, as it improves relevance, efficiency, trust, and sustainability of interven-
tions, particularly in resource-constrained settings. When communities and frontline
workers are meaningfully involved in planning, implementation, and governance, digi-
tal health tools are more likely to align with local priorities, cultural contexts, and exist-
ing workflows, thereby reducing duplication, workload, and inefficiencies. Conversely,
tokenistic or consultative-only involvement—as seen in many donor-driven, top-down
initiatives—creates a mismatch between system design and user realities, prioritising
external reporting requirements over accessibility and everyday service delivery needs.
This study demonstrated that although community residents and CIRDZ workers were
central to digital health interventions, their participation remained largely operational
rather than decision-oriented, leading to increased workload, reduced trust, and weak
ownership due to inadequate training, authority, and feedback mechanisms. These find-
ings underscore the importance of embedding context-sensitive participation across all
stages of digital health interventions to strengthen community health delivery and en-

sure long-term sustainability.

Future research should explore comparative outcomes between participatory and non-
participatory approaches, assess long-term impacts on trust and sustainability, and in-
vestigate equity dimensions such as gender and socio-economic inclusion. Policy de-
velopment should institutionalise community engagement in national digital health
strategies, adopt user-centred design standards, build CHW capacity in digital literacy
and governance, establish transparent accountability mechanisms, and align donor-
funded projects with local priorities to ensure digital health tools genuinely strengthen

health systems and advance equity in primary health care delivery.
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5.3 Recommendations

In light of the findings and the conclusion of this study, the following recommendations

are proposed:

1.

Strengthen meaningful community participation in planning and decision-
making

Health authorities and implementing partners should move beyond consultative
approaches and actively involve community members, CHWs, and district-level
implementers in the planning and decision-making stages of CHW programmes
and related digital health interventions. Structured platforms for joint priority set-
ting and decision-making should be established to ensure that community
knowledge and frontline experience inform programme design. This is essential to
address the identified mismatch between system design and community needs and

to enhance ownership and sustainability of health interventions.

Improve efficiency through user-centred design and capacity support
Digital health tools and programme processes should be designed or revised using
user-centred approaches that prioritise simplicity, relevance, and alignment with
local workflows. This includes reducing duplication of tasks, simplifying report-
ing processes, and ensuring that tools are accessible to users with varying literacy
and digital skills. In addition, continuous and context-appropriate capacity-
building for community members and CHWs should be provided to support effec-
tive participation and utilisation of health systems, thereby improving service de-

livery efficiency and performance.

Enhance governance, feedback, and accountability mechanisms
Clear and functional governance structures should be strengthened to define roles,
responsibilities, and accountability across community, district, and implementing
partner levels. Feedback mechanisms should be transparent, responsive, and
traceable, enabling communities and frontline workers to see how their input in-
fluences decisions and system improvements. Improved transparency and ac-

countability are critical for building trust, reinforcing community ownership, and
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ensuring that participation contributes meaningfully to health systems strengthen-

ing.
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APPENDICES

QUESTIONNAIRE FOR COMMUNITY RESIDENTS

Dear Respondent,

This questionnaire forms part of a research study titled:

AN EVALUATION OF COMMUNITY PARTICIPATION IN HEALTH SYSTEMS
STRENGTHENING: A CASE OF THE COMMUNITY HEALTH WORKER (CHW)
PROGRAMME IN CHONGWE DISTRICT, ZAMBIA

The purpose of this study is to evaluate community participation in health systems
strengthening through the Community Health Worker (CHW) programme in Chongwe
District.

Your responses will be kept confidential and used for academic purposes only.

Consent:

I voluntarily agree to participate in this study.

Signature: Date:

PART A: DEMOGRAPHIC INFORMATION
1. Gender: Male [ | Female [ ]

2. Age: 18-25[]26-35[]3645[]46+[]

3. Highest level of education:

4. Primary [ ] Secondary [ ] Tertiary [ | Postgraduate [ ]
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5. Length of stay in the community: years

PART B: COMMUNITY PARTICIPATION IN PLANNING

1.

Are communities involved in planning health activities?
Yes[ ] No|[]

a) Please explain how communities are involved or why they are not involved.

Do communities participate in identifying health priorities?
Yes[ ] No|[]

a) Describe the process used to identify these priorities.

PART C: COMMUNITY PARTICIPATION IN IMPLEMENTATION

1.

Do communities participate in implementing health activities?
Yes[ ] No[]

a) In what ways do community members participate?

Does community participation improve service delivery?

Yes[ | No[]

a) Please explain how or why not.

Have you ever assisted a CHW in mobilizing community members for health ac-

tivities such as immunization, antennal care or Health talks?

Do community members participate in providing health education or awareness
activities in the community together with CHWs?

Yes[ ] No|[]

a) Please explain the type of health education provided and your role in these ac-

tivities.

Have community members supported CHWs through material or non-material

contributions during implementation of health activities?
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Yes[ ] No[]
a) Please describe the type of support provided (e.g. time, labour, meeting space,

transport, communication).

6. How do community members assist CHWs in identifying and referring individu-
als who need health services (such as pregnant women, sick children, or vulnera-
ble households)?

Please give specific examples.

7. In your opinion, how does community involvement during implementation affect
the success of health activities in your area?

Please explain your answer with examples.

8. What suggestions do you have for improving community involvement in the im-
plementation of health services through the CHW programme?

Please provide recommendations.

PART D: COMMUNITY PARTICIPATION IN MANAGEMENT AND GOV-
ERNANCE
1. Are you familiar with the structure and functions of the Neighbourhood Health
Committee (NHC)?
( ) Very familiar
() Somewhat familiar
( ) Heard of it but not familiar
() Never heard of it
2. How often does the NHC meet with community members?
( ) Monthly
() Quarterly
() Occasionally
( ) Never
( ) Don't know

3. Have you ever attended an NHC meeting?
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( ) Yes, regularly
( ) Yes, occasionally
( ) No, but would like to
( ) No, not interested
4. How are NHC members selected in your community?
() Community election
() Appointed by traditional leaders
() Appointed by health facility
() Volunteer basis
( ) Don't know
5. What governance roles do community members play in health service manage-
ment? (Select all that apply)
() Monitoring CHW performance
() Managing health resources
() Resolving health-related disputes
( ) Providing feedback to health facilities
() No governance role

() Other:

6. How transparent are decisions regarding health resource allocation in your com-
munity?
() Very transparent
() Somewhat transparent
() Not transparent
( ) Don't know
7. Are there mechanisms for community members to hold CHWs accountable?
() Yes, through NHC
( ) Yes, through community meetings
() Yes, direct feedback to health facility
() No mechanisms
( ) Don't know

8. How are community concerns about health services addressed?
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( ) Through formal complaint systems
( ) Through community leaders

() Directly with CHWs

( ) Not addressed systematically

() Other:

9. Do community members participate in evaluating health services?

() Yes, regularly
() Sometimes
( ) Rarely
( ) Never
10. What changes would improve community governance of health services?

(give examples)

QUESTIONNAIRE FOR CIRDZ WORKERS

Dear Respondent,

This questionnaire forms part of a research study titled:

AN EVALUATION OF COMMUNITY PARTICIPATION IN HEALTH SYSTEMS
STRENGTHENING: A CASE OF THE COMMUNITY HEALTH WORKER (CHW)
PROGRAMME IN CHONGWE DISTRICT, ZAMBIA

The purpose of this study is to evaluate community participation in health systems
strengthening through the Community Health Worker (CHW) programme in Chongwe
District.

Your responses will be kept confidential and used for academic purposes only.

Consent:
I voluntarily agree to participate in this study.

Signature: Date:

PART A: DEMOGRAPHIC INFORMATION
1. Gender: Male [ | Female [ ]

2. Age: 18-25[]26-35[]3645[]46+[]
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3.

Highest level of education:

4. Primary [ ] Secondary [ ] Tertiary [ | Postgraduate [ ]

5.

Position at CIRDZ:

PART B: COMMUNITY PARTICIPATION IN PLANNING

1.

Are communities involved in planning health activities?
Yes[ ] No|[]
a) Please explain how communities are involved or why they are not involved.

Do communities participate in identifying health priorities?
Yes[ ] No[]
a) Describe the process used to identify these priorities.

PART C: COMMUNITY PARTICIPATION IN IMPLEMENTATION

1.

Do communities participate in implementing health activities?
Yes[ ] No[]
a) In what ways do community members participate?

Does community participation improve service delivery?
Yes[ ] No[]
a) Please explain how or why not.

PART D: COMMUNITY PARTICIPATION IN MANAGEMENT AND GOV-

ERNANCE
1. What is CIRDZ's framework for community health governance?
2. How does CIRDZ build the capacity of NHCs and other governance structures?
3. What accountability mechanisms has CIRDZ established between communities

and health providers?

4. How does CIRDZ promote transparency in health resource management?
5. What role does CIRDZ play in community feedback and grievance mechanisms?
6. How are community representatives involved in programme monitoring and eval-

uation?
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7. What governance challenges has CIRDZ identified in Chongwe District?
8. How does CIRDZ address power dynamics in community health governance?
9. What partnerships support community governance structures?

10. What are CIRDZ's priorities for strengthening community governance in the next
2 years?

QUESTIONNAIRE FOR COMMUNITY HEALTH WORKERS (CHWs)

Dear Respondent,

This questionnaire forms part of a research study titled:

AN EVALUATION OF COMMUNITY PARTICIPATION IN HEALTH SYSTEMS
STRENGTHENING: A CASE OF THE COMMUNITY HEALTH WORKER (CHW)
PROGRAMME IN CHONGWE DISTRICT, ZAMBIA

The purpose of this study is to evaluate community participation in health systems
strengthening through the Community Health Worker (CHW) programme in Chongwe
District.

Your responses will be kept confidential and used for academic purposes only.

Consent:
I voluntarily agree to participate in this study.

Signature: Date:

PART A: DEMOGRAPHIC INFORMATION
1. Gender: Male [ | Female [ ]

2. Age: 18-25[]26-35[]13645[]46+][]
3. Highest level of education:
4. Primary [ ] Secondary [ ] Tertiary [ | Postgraduate [ ]

5. Years of service as CHW:
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PART B: COMMUNITY PARTICIPATION IN PLANNING
1. Are communities involved in planning health activities?

Yes[ ] No[]
a) Please explain how communities are involved or why they are not involved.

2. Do communities participate in identifying health priorities?
Yes[ ] No|[]
a) Describe the process used to identify these priorities.

3. How often do you conduct community consultations for health planning?

4. What role do traditional leaders play in health planning?

5. How do you balance community priorities with health facility directives?

PART C: COMMUNITY PARTICIPATION IN IMPLEMENTATION
Do communities participate in implementing health activities?

Yes[ ] No[]

a) In what ways do community members participate?

Does community participation improve service delivery?

Yes[ ] No[]
a) Please explain how or why not.

PART D: COMMUNITY PARTICIPATION IN MANAGEMENT AND GOV-
ERNANCE

Describe your relationship and reporting structure with the NHC.

How does the NHC supervise or support your work?

What accountability mechanisms exist between you and the community?

How are community feedback and complaints processed?

What role do community members play in monitoring health outcomes?

How transparent are health resource management processes?

How do community governance structures influence your work priorities?

What challenges exist in community governance of health services?
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How do you involve marginalized groups in governance processes?

What improvements are needed in community health governance?
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