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Abstract: Motivating Community Health Workers (CHWs) - many of whom are volunteers - is
crucial for achieving Universal Healthcare Coverage (UHC) for Primary Healthcare
(PHC) in resource-poor areas. In rural Nepal, PHC is mostly delivered by female
CHWs, locally known as Female Community Health Volunteers (FCHVs), but little is
known about them. This paper explores experiential factors influencing FCHVs’
motivations, including how motivation intersects with women'’s livelihoods and consider
what this means for achieving PHC in Nepal and globally.

We conducted qualitative research in the hill and the Terai (flatland bordering India)
areas of Nepal. Data were purposively collected through 31 semi-structured interviews
(20 volunteers, 11 paid local health workers) and three focus group discussions with
additional 15 volunteers. All interviews were audio-recorded, transcribed verbatim in
Nepali and translated into English. Data were coded using NVivo10, analysed
thematically at individual, organisational and community levels.

FCHVs’ motivations to volunteer was affected in several ways. At the individual level,
participants wanted and were committed to voluntary work, yet the opportunity costs of
volunteering, out-of-pocket expenditure and inadequate family support strained many
of the women who were already overburdened. At the community level, perceived lack
of appreciation of volunteer efforts by community members, who saw volunteers as
paid health workers, undermined FCHVs motivation to volunteer. Finally, at the
organizational level, a bureaucratic emphasis on recording and reporting, and lack of
respect from local health workers undermined their motivation at work.

Our paper illustrates how FCHVs from some of the poorest backgrounds can be highly
motivated to volunteer, yet inadequate social and economic support across individual,
organisational and community levels undermined this motivation, the security of their
livelihoods, and thus wider efforts to achieve PHC. Financial investments are needed
to compensate FCHVs, so that they remain motivated to deliver global health goals for

PHC.
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Cover Letter

9 January 2024

Dear Catherine Kyobutungi/ Madhukar Pai
Editor-in-Chief, PLOS Global Public Health

We wish to submit a new research article entitled ‘Exploring the motivations of female
community health volunteers in primary healthcare provision in rural Nepal: a qualitative study’
for publication by PLOS Global Public Health.

We confirm that this article is original and has not been published elsewhere nor is it currently
under consideration for publication elsewhere.

Motivating Community Health Workers, many of whom are volunteers, is crucial for achieving
universal healthcare coverage for primary healthcare in resource-poor areas. In rural Nepal,
Primary healthcare is mostly delivered by female community health workers, locally known as
Female Community Health Volunteers (FCHVs). This paper explores experiential factors
influencing FCHVs’ motivations, including how motivation intersects with women’s livelihoods
and consider what this means for achieving primary healthcare in Nepal and globally.

Our paper illustrates how women FCHVs from some of the poorest backgrounds can be highly
motivated to work as a volunteer, yet inadequate support at individual, community and health
system levels undermine their motivation, the security of their livelihoods, and thus wider efforts
to achieve primary healthcare. We found that insufficient payment, opportunity costs of
volunteering, and out of pocket expenses undermine motivation to deliver services. Similarly,
bureaucratisation of volunteers’ work, and lack of social appreciation of their work by community
members, appeared to undermine volunteers’ motivation. The latter finding contradicts existing
evidence on volunteers’ motivation (Glenton et al. 2010), which reports primarily the views of
policymakers who assume that volunteers are motivated due to community recognition of their
services.

Our findings also suggest that financial investments are needed to compensate volunteers in
resource-poor areas, so that they remain motivated to deliver global health goals for primary
healthcare. These findings address a key omission in the existing literature and have implications
for similar resource- poor contexts, which employ a large number of women volunteers to deliver
primary healthcare services for poor populations, for example, in Asia and Africa.

We believe these findings should be of interest to readers of your journal.

Sincerely Yours,

Sarita Panday

Lecturer for MSc. Global Public Health, School of Health and Social Care, University of Essex,
UK.
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Abstract

Motivating Community Health Workers (CHWs) - many of whom are volunteers - is crucial for
achieving Universal Healthcare Coverage (UHC) for Primary Healthcare (PHC) in resource-poor
areas. In rural Nepal, PHC is mostly delivered by female CHWs, locally known as Female
Community Health Volunteers (FCHVs), but little is known about them. This paper explores
experiential factors influencing FCHVs’ motivations, including how motivation intersects with

women’s livelihoods and consider what this means for achieving PHC in Nepal and globally.

We conducted qualitative research in the hill and the Terai (flatland bordering India) areas of Nepal.
Data were purposively collected through 31 semi-structured interviews (20 volunteers, 11 paid local
health workers) and three focus group discussions with additional 15 volunteers. All interviews were
audio-recorded, transcribed verbatim in Nepali and translated into English. Data were coded using

NVivol0, analysed thematically at individual, organisational and community levels.

FCHVs’ motivations to volunteer was affected in several ways. At the individual level, participants
wanted and were committed to voluntary work, yet the opportunity costs of volunteering, out-of-
pocket expenditure and inadequate family support strained many of the women who were already
overburdened. At the community level, perceived lack of appreciation of volunteer efforts by
community members, who saw volunteers as paid health workers, undermined FCHV's motivation to
volunteer. Finally, at the organizational level, a bureaucratic emphasis on recording and reporting,

and lack of respect from local health workers undermined their motivation at work.

Our paper illustrates how FCHVs from some of the poorest backgrounds can be highly motivated to

volunteer, yet inadequate social and economic support across individual, organisational and
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community levels undermined this motivation, the security of their livelihoods, and thus wider efforts
to achieve PHC. Financial investments are needed to compensate FCHVs, so that they remain

motivated to deliver global health goals for PHC.

Introduction

Community Health Workers (CHWs) have been key resources in delivering and expanding access to
Primary Healthcare (PHC) services, particularly in resource-poor areas of low- and middle-income
countries (LMICs) [1-3]. With a shortage of professional health workers, a number of countries in
Africa, Asia, and Latin America have used CHWs at a national level to meet the health needs of their
population [4]. CHWs are not formally trained or recognised as ‘healthcare professionals’ but have
been trained to promote health in their own communities [5]. They are often the first point of contact
between community members and healthcare providers, linking communities to the health system.
CHWs are also often seen to be key to reducing health disparities and achieving Sustainable
Development Goal (SDG) 3, which aims to ensure healthy lives and promote well-being for all, at all
ages (including meeting Target 3.8: achieving universal health coverage) (UHC) [2, 6, 7]. While
CHWs can be paid, in many resource-poor health systems, there is a reliance on the unpaid labour of
volunteers, often women from resource-poor areas, to carry out this role. However, using women
volunteer CHWs to achieve these global health goals without considering their everyday experiences

has posed substantial burdens on them [8-11].

Globally, the majority of unpaid CHWs tend to be women who work in poorer parts of Africa and
South Asia [2, 12]: for example, the Women’s Development Army in Ethiopia [10], Swastha Sewika

in Bangladesh [13], and Accredited Social Health Activist in India [14]. Women who are CHWSs face
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obstacles at work that are not faced by their male colleagues, for example, conflict between domestic
and work responsibilities and a lack of employment opportunities, yet their socio-economic situation
is seldom recognised in CHW programmes [8, 9, 11, 15, 16]. Thus, the reliance on unpaid volunteers
has resulted in mainly women taking on this role and, due to the multiple social and community roles
women are doing, can undermine the CHWs’ motivation in resource-poor areas of LMICs [17].
Motivated CHWs can enhance access to health services and promote people’s trust, demand and use
of such services, thereby helping to realise UHC [6, 8, 18, 19]. In addition, motivated CHWs are

likely to perform better and have a higher retention rate than their counterparts [20, 21].

While motivation of health workers can be assessed in different ways, the conceptual framework
developed by Franco et al. [22] is particularly useful as it uses a broad and encompassing definition

3

of motivation as: “...an individual’s degree of willingness to exert and maintain an effort towards
organizational goals.” [22] (p. 1255). The framework has been widely used to understand health
workers’ motivation [23, 24], including CHWSs [17], and considers three key determinants:
individual-level factors, organisational-level (work context) factors and community-level factors
[22]. Individual level factors include: health workers’ personal goals, expectations and experiences.
Organisational level factors include organisational structures, resources, processes and culture,
including organisational feedback about performance, and community-level factors include how

health workers’ motivation is influenced by: their interaction with community members, community

expectations for how services should be provided, and formal and informal feedback.

At the individual level, CHWs can be motivated by various reasons such as, desire to gain a good
status in their community, or desire to achieve something worthwhile (altruism) [1, 25]. They can

also be motivated due to their perceived self-empowerment from volunteering [25], or with hope to
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make some incentives associated with their activities, so that they could escape poverty and materially
support families and communities [13, 26]. At the organisational level, CHWs are likely to be
motivated by being respected as a member of the health system with a clear set of responsibilities
[27]. Similarly, they can be motivated due to availability or anticipation of monetary and non-
monetary incentives, further employment opportunities, training and supervision [20]. At the
community level, their motivation is influenced by their working and social relationships with other
CHWs, and their community [27, 28]. Particularly, CHWs are motivated by recognition and respect

from community members [19].

In this article, we use the Franco framework to focus on motivation of CHWs from rural Nepal,
analysing their motivation at each level. In Nepal, the main CHWs are known as Female Community
Health Volunteers (FCHVs), a role that is exclusively for women. The FCHV programme began in
1988 and the FCHV strategy was subsequently revised three times in 1990, 1992 and 2003, before
the formulation of a new FCHYV strategy in 2010 [29-31]. When the programme began, FCHVs were
provided with 100 Nepalese rupees (NRs) (USD 0.75) per month and a training allowance of NRs
250 (USD1.87). However, monetary incentives were withdrawn in 1990. In 1992, the training
allowance was reinstated, but no other incentives for volunteers until 2010, when the new FCHV
strategy (2010) emphasised provision of several non-monetary incentives, such as a celebration of
FCHYV day and provision of uniform [30]. A FCHV fund (NRs 50, 000 (USD 374.25)) was also
created at a village level to support volunteers’ livelihoods through a loan (29), but a survey of
volunteers reported that only 66% of FCHVs had heard of the fund and only 51% were members of
the fund [31]. The FCHYV strategy (2010) was revised again in 2019 to include incentives for FCHVs
to attend work-related meetings according to government provision, included provision of a letter of

honour and a sum of NRs 10, 000 (USD74.85) for retiring FCHVs above 60 years old [29].
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As of 2023, more than 50,000 FCHVs form a critical human resource for both government and non-
government agencies delivering PHC across the country [32]. Their contribution in reducing child
mortality and improving maternal health has been internationally recognised [24]. In terms of
motivation, volunteers appear interested in taking on new or additional health roles (e.g. measuring
blood pressure [33]) and committed to their roles, as evidenced by a low attrition rate (<5%) [34].
Yet in-depth empirical studies exploring FCHVs’ motivation to deliver PHC services in Nepal are
sparse. Glenton et al. [35] highlighted that FCHVs were motivated to volunteer due to social
recognition of their services and that paying them was seen as unnecessary or inappropriate in their
socio-cultural context. However, these findings mostly represented policymakers’ and managers’
views of the FCHV programme - male, salaried, public servants - thereby ignoring potential gender
bias inherent in volunteering only by women of lower perceived social status [36]. While this research
usefully illustrates the views of key decision-makers, the omission of FCHVs views is significant
given gendered and socio-economic hierarchies that exist. In consequence, little is known about how
women who volunteer - who tend to be some of the most impoverished women living and working
in rural areas - perceive volunteering [17], including what they think about not being paid, or whether
they feel it is “fair’. This gap is not unique to Nepal and has been highlighted in other health systems.
This limits our understanding of the role of FCHVs in supporting attainment of Sustainable
Development Goal (SDG3) UHC in Nepal by 2030 and also has an impact on others, such as SDG5

gender equity and SDG8 decent work.

It is necessary to fill this knowledge gap by exploring some of the experiential factors that can
influence volunteers’ motivation, including how motivation is affected by and fits in with women’s

livelihoods in rural Nepal from women’s own perspectives. Listening to volunteers is key, so that
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programmes and policy to expand PHC can address the everyday realities of implementation of such
programmes ‘on the ground’. We therefore report on research with and data from FCHV's themselves
and their local supervisors. While it has been almost 9 years since we collected our data, there has
been very little research on this topic in the intervening period. For example, we found only two
studies that reported FCHVs were motivated to work to prevent a growing burden of
noncommunicable diseases despite their workload: they were willing to conduct screening tests to
detect hypertension to control blood pressure [37] and to detect cardiovascular disease [38]. However,
the first study was a cross sectional survey [37] and did not consider women volunteers’ views about
how that added task would influence their work motivation. The second study [38] was conducted
with 10 volunteers who wanted to participate and were trained on the topic of cardiovascular disease.
The perception and experiences of FCHVs can be different to those volunteers working for
government funded public health centres, who often receive limited training (18 days of basic training
on various PHC topics) [32]. Recent research in Nepal reveals that FCHV's experience issues such as
workload and payment [25, 39, 40]. These are issues that we go on to highlight in this current paper,

which therefore suggests the continued salience of our previous research [41].

FCHYVs in Nepal

Before describing the methods, here we provide more information about the context in which FCHV's
work in Nepal. FCHVs are typically married women of reproductive age (15-49 years), who work in
each ward, which is the smallest administrative division of a village/municipality. Their role is to
improve PHC mainly maternal and child health through health education, referral and treatment
services, and they have a crucial role in supporting people who are the least able to afford health care

[42]. FCHVs’ availability, their familiarity with the local context (including language) and their
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ability to recognise health problems and refer people in a timely fashion, are all strengths that
differentiate them from other health-care professionals [25, 43]. However, FCHVs in rural Nepal

work in precarious conditions.

In Nepal, the socio-economic status of women in rural areas is particularly low and it is in rural areas
where the vast majority of FCHVs work (46,088, compared to only a small number of volunteers
5,328 in urban areas as of 2022) [44]. Women spend much of their time looking after their families,
which generates no income for them (i.e. it is unpaid care work) and leaves them economically
insecure. For example, most women (66.5%) within the labour force work informally and one-third
(31.8%) rely on subsistence farming compared to 13.1% men [45]. As indicated above, since 1990,
FCHYV policy has provided limited financial remuneration for women volunteers and therefore it is
in this context that FCHVs continue to carry out their health system roles in a largely voluntary

capacity to address both health and non-health issues, as mentioned above [33, 46].

Methods

Study design

This study aimed to explore experiential factors that can influence volunteers’ motivation, including
how motivation is affected by and fits in with women’s livelihoods in rural Nepal and from women’s
own perspectives. Qualitative data was collected in 2014 as part of a wider study [47]. Data was
purposively collected through 31 semi-structured interviews (20 volunteers and 11 paid local health
workers) and 3 focus group discussions with additional 15 volunteers. Use of interviews and groups
discussions enabled us to gather data from individual health workers as well as groups, thus allowing

us to understand differing opinions [48].
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Study settings

Two distinct rural settings were selected: one hill region (Dhading District) and one Terai flatland
region, on the south plains bordering India (Sarlahi District). These contrasting areas were chosen
based on ease of access to PHC services and on the reported ‘success’ of the FCHV programme in
expanding access to basic PHC services [49]. The study villages in Dhading District are well known
for ‘success’ in implementing the volunteer programme despite the villages being isolated with
relatively limited access to PHC; some places are five hours walk from the nearest health centre [50].
In the Terai region, Sarlahi District was chosen because of its relatively easy access to PHC services
—mostly about 30 minutes on foot — and also because the district has ethnically different populations
in comparison to the hill region; for example Muslim and Madhesi populations are unique to the
Terai, and Chepang is unique to the hill village. Focusing on Sarlahi therefore offered a contrasting

socio-demographic situation to Dhading.

Ethics statement

Ethical approval for the study was received from the Nepal Health Research Council Ethical Review
Board in 2013 (Registration number 32/2013). Informed written consent was obtained from all the
participants included in the study and responses were anonymised. The first author obtained consent
to publish from the participants. This was written consent, although for illiterate participants the first
author read out the consent form and obtained their written signature (some participants could not

read the form but were able and content to sign their names).

Additional information regarding the ethical, cultural, and scientific considerations specific to

inclusivity in global research is included in the Supporting Information (S1 Checklist).
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Data collection/ Study participants

As indicated above, while it is 9 years since the data for this study was first collected, the context in
which the Principal Investigator and first author of this manuscript first collected the data is largely
unchanged: the numbers of volunteer women doing FCHV roles is similar now to when the data was
collected. For example, in 2022, there were 46,088 FCHVs in rural areas compared to only a small
number of 5,328 FCHVs in urban areas [32] and there were a similar number in 2014: 47,328 in rural
areas compared to 4,142 in urban regions in 2014 [49]. While volunteers’ roles and responsibilities
were widened in promoting health of people in rural areas to meet the global goals PHC for all, SDG
for health (for example, taking on screening non-communicable diseases, providing health education
and referring people for health checks [33, 46], as described above) FCHVs remain as unpaid

workers.

Data was collected between 9-05-2014 to 21-09-2014. Study participants were recruited and
purposefully selected to capture diverse experiences in the two study areas. Selection criteria for
FCHVs within the two study areas included ethnicity and duration of volunteering (Table 1). In
Dhading, some participants belonged to indigenous groups which are categorised as either highly
marginalised (Chepang) or marginalised (Tamang, Bhujel). In the Terai, the study participants
comprised both upper caste (Bramhan, Kshatri) and marginalised groups (Madhesi and Muslim)

(Table 1 and 2).

The PI conducted interviews and focus group discussions in Nepali, and it ranged in duration from
15 to 60 minutes. All people approached to take part agreed to participate. Interviews and focus
groups were conducted using a semi-structured thematic interview guide (S2 interviews and focus
groups guide) and most were conducted in participants’ homes, although some individual interviews

and group discussions were held in a meeting room at health centres, or local cafes as per participants’

10
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availability and preference. For example, the first author conducted a focus group discussion and also
conducted an individual interview with a volunteer from a remote area after their monthly meeting at
the local health centre. Interviews/focus groups were either audio-recorded or concurrent notes were
taken, depending on the consent of the participants and the desirability of keeping conversations

unrecorded.

In terms of research-related payments, 15 FCHVs who had to commute to participate in interviews
were paid NRs 500 (US $3.74) to cover their expenses. No other incentives were provided to the
participants to take part in the study. However, when possible, refreshments (tea, biscuits, snacks,

cold drinks) were arranged after the interview/group discussions.

In total, 31 participants were interviewed: 20 FCHVs (Table 1), and 11 paid local health workers
(Table 2) who were supervising or working with FCHV's to implement PHC in local villages. Of these
11 paid local health workers, 7 were from public health centres, which was government funded and
4 from local NGOs) (Table 2). In addition, 3 focus groups were conducted with 15 additional FCHV's
(Table 1), who were gathered for their monthly meeting at local health centres. One FCHV in the hill
region participated in both interview and a group discussion, hence the total number of participants

is 45.

The demographic details of participants are shown on in Tables 1 and- 2, which have been adapted

from our earlier publication [51].

11
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277  Table 1. Socio-demographic characteristics of female community health volunteers (FCHVs)

Respondents | Place Type of Age Caste/ Education | Work Walking
Data ethnicity (in years) | Experienc | distance to
e (years) health
centres
1 Dhading Interview | 45-59 | Brahmin | Literate 15 lhr
2 >60 Brahmin Literate 15 2hrs
3 45-59 | Brahmin Literate 15 20 min
4 >60 Tamang 0 15 5-6hrs
5 45-59 | Brahmin 2 16 lhr
6 45-59 | Chhetri Literate 24 2 min
7 45-59 | Bhujel Literate 24 30 min
8 45-59 | Brahmin 10 7 15 min by
bus
9 Sarlahi 45-59 | Tamang 5 10 30-45 min
10 45-59 | Tamang 0 10 1 hr
11 45-59 | Tamang 0 19 1 hr
12 >60 Tamang 0 25 15 min
13 45-59 | Madhesi 0 19 10 min
14 45-59 | Gurung Literate 19 25 min
15 30-44 | Chhetri 8 19 1 hr
16 45-59 | Brahmin 10 19 20 min
17 <30 Brahmin 9 3 lhr of
cycling
18 45-59 | Lama 4 21 25 min
19 45-59 | Magar 0 19 1 hr
20 45-59 | Madhesi 10 26 15 min
Focus group | Dhading, <30 Lama 10 4 1.5 hrs
1 Gajuri <30 Brahmin 12 6 30 min
45-59 | Chepang | 0 16 2 hrs
45-59 | Brahmin Literate 15 1 hr
Focus group | Sarlahi, 30-44 | Brahmin 10 19 20 min
2 Harion 45-59 | Brahmin 0 19 10 min
30-44 | Brahmin 10 19 15 min
45-59 | Brahmin 8 19 30 min
30-44 | Brahmin 10 19 30 min
Focus group | Sarlahi- <30 Brahmin 12 3 20 min
3 Lalbandi 30-44 | Gole 10 7 20 min
45-59 | Lama 10 2 30 min
<30 Brahmin 10 1 20min
<30 Brahmin 12 1 2 hrs
30-44 | Chhetri 10 1 10 min

278  Literate- Able to read and write Nepali, min- minute, hr-hour

12
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Table 1 shows FCHVs represented diverse ethnic groups with a majority being Brahmin (n=17)
followed by Tamang and other ethnic groups. Their ages ranged from 25-70 years, with a large
minority (15/35) between 45-49 years of age. Many (14/35) did not have formal education, eight
were illiterate and another seven could only write their name. Generally, the younger the volunteers,
the better education they had received. In terms of work experience, it ranged from 3-26 years with

a majority (20/35) between 10-20 year

13
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Table 2 Demographic characteristics of paid health workers

Health . . .
Workers Place Position K;f&gi N Caste/Ethnicit
HW Y
1. Dhading Staff Nurse Government | Brahmin
2. Dhading Auxiliary Nurse Midwife (ANM) Government | Brahmin
3. Dhading Auxiliary Health Worker (AHW) Government | Brahmin
4, Dhading District Public Health Officer (DPHO) | Government | Muslim
5. Dhading ANM Non- Indigenous
Government
6. Dhading Field Coordinator Non- Indigenous
Government
7. Sarlahi Senior AHW Government | Madhesi
3 Sarlahi Female Community Health Volunteer | Government | Madhesi
' (FCHV) district supervisor
9. Sarlahi AHW Government | Madhesi
10. Sarlahi ANM Non- Indigenous
Government
. . . Non- .
11. Sarlahi Field Coordinator Brahmin
Government

Table 2 shows paid health workers represented both government and non-government

organisations and were from a diverse range of ethnic groups. The paid local health workers

were interviewed from the same localities as the FCHVs.

Analysis

Data were transcribed verbatim in Nepali and translated into English. In order to increase the

study’s rigor, multiple coding was applied to part of the data [48]. EvT coded four interviews

and a group discussion transcripts in English independently. The codes were compared with

those of the PI and any discrepancies were discussed and resolved. The PI then completed the

coding using NVivol0 software and analysed the codes using thematic analysis [52]. Data were

analysed in an iterative fashion, moving back and forth between transcripts, reflective notes,
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field notes, and the literature. The reliability of coding and interpretation was also checked

during analysis by re-examining the transcripts.

Building on the framework proposed by Franco et al. [22], common themes across the data set
were developed in NVivo at three levels. Individual, organisational and community level
factors were identified by merging data from different data sources (interviews and focus group
discussions/ volunteers and the paid local health workers). Data across volunteers and paid
health workers were compared for data triangulation [53]. In addition, at the individual level,
subthemes are selected given their recurrence and prominence in our data as shown in figure

1.

Results are illustrated using quotes from different groups of participants and different methods
(interviews and focus groups). Each quote has the following identifiers (age range, years of
education; exp= years of experience in the post; and distance= walking distance to health
centres in minutes/hrs otherwise stated). The acronym HW represents health workers, and D

and S represent the two study areas: Dhading and Sarlahi.

Results

The results consider the main factors that influence FCHV motivation across three levels: 1)
individual level factors, 2) organizational level factors and 3) community level factors. At the
individual level, we present two subthemes: 1) FCHVs’ commitment to supporting women
mothers and children and ii) disincentives and opportunity costs of volunteering. At the
organisational level, we present a subtheme ‘bureaucratisation of volunteers’ work.’ Finally at

the community level, we present a subtheme ‘community perception of volunteers’ which
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covers both community recognition of volunteers and community misperception of volunteers

as paid workers. These subthemes are summarised in Figure 1.

'CCommitment to suppnrting\

women, mothers and

children .
_ T
* Disincentives and ' - N
opportunity costs of * Bureaucratisation of * Community perception of
volunteering volunteers” work volunteers

* |nsufficient payment
» Out of pocket expenditure
» I[nadequate family support

Individual level

Organisational Community
level level

Figure 1. Illustration of themes and subthemes at individual, organisational and

community level

1. Individual level factors

Individual level factors include: FCHVs’ personal goals, expectations and experiences. At the
individual level, we found that all volunteers were committed to their unpaid volunteering role.
Yet, their experiences of volunteering were different. The time spent in volunteering, high
levels of out-of-pocket expenditure and inadequate family support strained women volunteers
who were already overburdened, thereby lowering their work motivation at work. However,
some volunteers also saw volunteering as an opportunity to earn some money (for example,
small amounts in the form of training and travel allowances) or improve their future
employment prospects, but with questions as to the extent to which this was achieved in

practice. These findings are summarised under two subthemes: 1) commitment to supporting
16
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women, mothers and children and ii) social and financial disincentives and opportunity costs

of volunteering.

1.1 Commitment to supporting women, mothers and children
Every volunteer interviewed spoke of being committed to their volunteering work despite its
challenges. Many volunteers, especially older illiterate women, spoke about their work
delivering health services as a form of basic human and social responsibility; couching their
role in terms of serving their own people. Many FCHVs had not had the opportunity to access
health information during their own pregnancies and childbirth. However, they reported that
they had witnessed a reduction in maternal and child deaths and improvements in women’s
overall health status in their communities since they became a volunteer. Such changes inspired
them to continue volunteering work at personal level as shown in the following quote:
What I feel good about, my work, is that I am helping pregnant women, mothers and
children to save their lives. In the past, sometimes the baby’s hands used to come
outside the vagina, sometimes their foot used to come outside. It used to cost huge
expenses for the families. Now, such incidents have been reduced. We have protected
our children and mothers and pregnant women from death, that is the best thing we

have achieved. FCHVD?2 (>60, literate, exp 15 years, distance 2hrs).

Volunteering provided women with opportunities to go outside their houses and meet people,
which was a challenge for many women in rural Nepal. Therefore, even older volunteers over
60 years old with physical issues wanted to continue their service, as a volunteer explained:
I want to walk, I want to talk. Now, what to do? This knee is giving me a little problem.
I am not able to see properly. Otherwise, I go everywhere they ask, be it Kathmandu,

Delhi or Bombay. I go anywhere. FCHVS12 (>60, edu 0, exp 25; distance 15min).
17
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As shown above, at the individual level, volunteers were committed to do their unpaid work,
yet all the volunteers in the interviews and group discussions reported personal difficulties they
experienced in undertaking their role as a volunteer. These are discussed under subtheme

disincentives and opportunity costs of volunteering.

1.2 Disincentives and opportunity costs of volunteering

At the individual level, FCHVs described four key things that undermined their motivation to
deliver PHC services: 1) insufficient payment, ii) the opportunity costs of volunteering,
particularly in terms implications for their livelihoods iii) out of pocket expenditures incurred
in volunteering, and iv) inadequate family support to volunteer. First, both volunteers and
health workers described a growing set of healthcare responsibilities given to volunteers, for
example, reporting health and non-health activities, which were not part of their role when the
volunteer programme first began in 1988. Yet, there was little to no financial support available
to volunteers in this study. Given these growing responsibilities for volunteers, many referred
to the large amount of time they spent in volunteering and the consequent time pressures that
this placed on them and on their livelihoods; in other words, they spoke about the opportunity
costs of volunteering. Some volunteers in the hill communities reported spending several hours
on foot to reach local health centres for monthly training or reporting, which affected their
livelihood. As a volunteer from Dhading explained:

There are not many people to work at home. I have not been able to put paddy seeds

for plantation while others [in the village] have already done this. Women in the village

don’t even have time to go for check-ups, but they want me to stay with them from the

morning to the evening during their labour. What should I do? I cannot work for
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villagers only. I need to look after my animals. I need to eat food, don’t I? FCHVD4

((>60, Edu 0, exp 15; distance 5-6hrs).

Both health workers and volunteers agreed that volunteers face a financial disadvantage that
discourages or disincentivises volunteering. Given many volunteers did not have other sources
of income than subsistence farming, both volunteers and health workers agreed that the
incentives volunteers received - NRs 200 (£1.33) to cover their travel cost - was insufficient
and did not match with the time spent on volunteering. Volunteers had to pay someone to do
their farming work at home, often at higher prices (e.g. NRs 400 (£2.58) per person per day for
labour). As a volunteer from Terai explained:

If we ask someone to work from morning to evening, we need to pay above NRs 400

(£2.58) including their breakfast and lunch. We don’t even get that amount for our

work. FCHVS6 (45-59, literate, exp 19; distance 25min).

Some volunteers also described out-of-pocket expenditures that were necessary for them to
carry out their health care roles; for example, calling mothers to attend meetings by telephone
or calling for an ambulance. Such costs were not reimbursed, which left already poor women
volunteers even poorer and undermined motivation. As one FCHV from Dhading commented:
There is a zero-balance on my mobile due to the mothers’ group meeting [shows her
mobile]. I need to call the health post to enquire about the whereabouts of the
ambulance. This also requires money.... Because there is no money, there is not much

motivation to work. FCHVDS (30-44, edu 10, exp 7; distance 15min by bus).

Consequently, in the absence of payment, some family members thought that volunteers were
wasting their time and hence their families - husband, mothers-in-law and children - did not

support their volunteering work. For example, a volunteer from Terai commented:
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I was almost forced to stop the volunteering because of the household chores. I felt
overwhelmed when I returned home from volunteering. There would be big piles of
household chores left for me and without the support of family members, it became
almost impossible to continue the volunteering. FCHVSI17 (<30, edu 9, exp 3; distance

1 hour of cycling).

Yet, despite these challenges we found that FCHV's wanted to continue volunteering because
they saw it as an opportunity to advocate their needs and demand what they thought was right
and fair. Both unpaid FCHVs and paid health workers indicated that they thought FCHCs
should be paid, which would add value to what they were doing. Several volunteers reported
that they wanted to be fairly recompensated for their labour via a monetary allowance. As a
volunteer from Dhading argued:

A salary for us would be better. We do all the reporting work. After all the work we

have done, we should be paid. FCHVD7 (30-44, literate, exp 24; distance 30min).

Most volunteers expressed a strong need for monetary compensation, with some describing
volunteering (as in the quote above) as ‘work.” This was particularly the case for young and
educated women volunteers, who saw the volunteering opportunity as a possible entryway into
paid work. They were willing to do it without pay for a start, but hoped for a payment, due to
the costs of living. As a young volunteer from Sarlahi commented:
Whether a volunteer should be given a monthly payment, this needs to be considered.
It is okay to select those women who can actually work. At this time, it is not possible
to work voluntarily. FCHVS15 (30-44, edu 8, exp 19; distance 1 hr).
Thus, at the individual level, despite the social and financial disincentives of volunteering, we
found that women were committed to volunteer. Yet, organisational factors created another
challenge for FCHVs.
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2. Organisational level factors - Bureaucratisation of volunteers’
work

A range of organisational factors, including regular training of volunteers, availability of
medical supplies, and supported supervision enhanced the motivation of FCHVs to work —
with the importance of these factors for volunteers’ services reported in our earlier study [25].
The available public health system support in terms of medical supplies and regular supervision
of FCHVs were systematically different in the two selected regions (hill villages and the Terai),
which has been reported in our earlier study [25]. However, our data from interviews and focus
group discussions showed that excessive bureaucratisation of volunteers’ work in the form of
recording and reporting to paid health workers undermined their motivation. For example,
many volunteers reported being asked by paid health workers (based in local health centres)
to complete formal forms of reporting into the health system. This took up a lot of their time,
as one FCHV from Dhading commented:
There is too much of recording work as compared to the past. Health workers want
records of under one-year children, under five-year children, pregnant women, new
mothers, family planning cases, the number of pills taken by individuals, women on
Depo-Provera injections, intrauterine contraceptive device users, vasectomy cases and
so on. We need to calculate the numbers of each case. FCHVDG6 (45-59, literate, exp

24; distance 2 min).

Volunteers also complained that local health workers seemed to emphasise the importance of
reporting, rather than the ‘actual work” of FCHVs:
The health workers never normally ask us how we are working. Only at the time of
reporting do they ask us how well we have filled the reports in. The emphasis is on the

report, not the work. Focus group 1 Participantl (<30, edu 10, exp 4; distance 1.5 hrs).
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A health worker also revealed that some paid health workers were involved in unfair
actions towards FCHVs; for example, FCHV's were sometimes provided incentives (an
allowance) to cover a single day, instead of the actual intended time for training of three
to four days:The training duration for FCHVs is reduced contrary to the given
guidelines, so as to save money from giving allowances to them. If there is training for
three or four days then, it would be reduced to one day. HWI1 ( Field co-ordinator,

government services).

In the absence of adequate financial incentives, many volunteers expressed feelings of being
‘fed up’ and also gave examples of instances in which they felt undervalued. For example,
volunteers indicated how paid health workers often criticised them and/or were disrespectful if
they were unable to fill the report card on time. As a volunteer from Dhading indicated:
This work does not give credit to us in the village. Health workers ask us, ‘did you do
this work? If you don’t bring the report, who will bring it?’ There is no respect, no

respect at all in this work. FCHVDI (45-59, literate, exp 135; distance 1hr).

Given these issues with how FCHVss felt their emotional and physical labour was undervalued,
a small number of FCHVs spoke about how they were trying to mobilise for change. For
example, one volunteer spoke about how they wanted to discuss the budget available for
volunteers with the local government authority, declaring that she was planning to take
collective action against the village secretary:
I became a representative as a chairperson of FCHVs from our village and have given
them (women) a voice. I have threatened [name], if they would not allocate any budget
for us even this year, then I would be bringing the mothers’ group to have a word with

them. FCHVS16 (45-59, edu 10, exp 19; distance 20min).
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Thus, at the organizational level, we found that the bureaucratisation of volunteers’ work,
especially emphasis on recording and reporting of health related information, without adequate

training and financial support to volunteer, undermined their motivation.

3. Community level factors — Community perception of
volunteers

At community level, the social experience of working in one’s own community was not the
same for all volunteers. Some volunteers and health workers reported that the volunteers were
motivated to volunteer due to community recognition of their work. For example, a volunteer
from Sarlahi highlighted trust of local women towards them:

People trust us in the field. We had some difficulties in the past, but now, if FCHVs go

there and ask people to eat anything to make them feel better, then they even eat the

poison. There will be no doubt on what (medicine) I give her. FCHVSI16 (45-59, edu

10, exp 19; distance 20min).
However, our data from interviews and focus groups suggests that volunteers were more
concerned about not being valued by local community members than feeling valued or
respected. We found a socio-cultural ‘clash’ between ‘the reality’ of FCHV's being unpaid
volunteers and their ‘perceived status’ as paid professionals within their communities; not
only leading to misunderstandings of what FCHVs do and limited community support, but
also undermining volunteers’ motivation to work with the PHC system. A typical response is
encapsulated by this volunteer:

We do not get reward/praise (jas) in the village. Villagers ask us, ‘did you work this?

if you don’t bring medicines, who will bring?’ There is no reward (ausaj), no reward
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at all in this work. We don’t get a salary, but we get blamed for not working well in the

local community despite being paid. FCHVDI (45-59, literate, exp 15; distance 1hr).

FCHVs s felt they were being criticized partly because community members perceived them as
paid health workers and expected them to spend more hours in volunteering than they were
assigned to. This undermined volunteers’ motivation at work, as one commented:
Some people say, ‘she gets a salary every month, but she does not come to our home.’
I don’t feel like working after listening to this. FCHVD7 (30-44, literate, exp 24;

distance 30min).

It appeared that, as more and more functions were given to volunteers, communities’ views of
volunteers and the social value placed on them changed: seeing FCHVs as ‘professional’ health
workers, instead of volunteers or peers from the community. This reflects an undermining of

the relationships that underpin volunteer’s motivation to work at the community level.

Thus, our overall our findings show that FCHVs in rural Nepal can be highly motivated to
work as a volunteer at the individual level, yet inadequate family, community and
organisational (health system) support undermine this, the security of their livelihoods, and

thus wider efforts to deliver PHC for all.

Discussion

This paper has explored motivation of volunteer CHWs from their own perspectives and also
included the views of paid local health workers in rural Nepal. Our key findings show that

Nepali CHWs — FCHVs - are highly committed and motivated to volunteer but also that the
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social and financial opportunity costs of volunteering, out-of-pocket expenditures and
inadequate family support disincentivize them. In addition, the bureaucratisation of volunteers’
work and community misperception of volunteers as paid workers undermined their motivation
to volunteer. These key findings are discussed with reference to wider literature and the current

situation in Nepal and are presented at three levels: individual, organizational and community.

At the individual level, we found that despite everyday work challenges, FCHVs were
motivated to volunteer for reasons such as altruism, limited monetary incentives and/or social
status. They valued the altruism of doing something for the public good and saw volunteering
as an opportunity to make a difference to maternal and child health in their communities. While
volunteers, regardless of their age, reported that they wanted to be paid for their services, young
volunteers emphasised that they joined volunteering expecting a better future and route to
financial security or employment. These findings are consistent with CHW literature from sub-
Saharan Africa and South Asia [54, 55]. For example, in a study conducted in Bangladesh,
India, Kenya, Malawi and Nigeria, involving thirty-two focus group discussions with 361
individuals and 116 key informant interviews with CHWs, health workers and managers, it
was found that CHWSs consistently expressed a need for appropriate and consistent
compensation for their work [54]. Similarly, another study of CHWs that also included their
supervisors and high-level officials (n=95) within Global Polio Eradication Initiative in India,
Nepal, Pakistan, Ethiopia and Rwanda showed that when CHWs were provided with some

financial compensation, this was perceived to be low and exploitative of CHWs’ work [55].

We also found that regardless of a volunteers’ age, they wanted to retain their position as a
volunteer despite financial challenges, given how they felt it provided women with greater

social status and was a route to self-empowerment . For example, in our findings above, and
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in our previous work on this topic, we highlight how FCHV's appreciated the opportunities to
learn new knowledge and skills, and valued travelling outside their houses, meeting new
people, and gaining respect from health workers for the work they undertook, which might not
be possible for most women in villages [25]. Such empowering experiences can be crucial for
women in societies with low social status. Women in Nepal are known to often have low
literacy, low socio-economic status and have low prospects of finding paid employment [45],
as also seen among CHWs globally and this is a situation that has not changed since the
research was conducted [1, 8, 14, 20, 56, 57]. Despite their commitment and individual
motivation to take on the FCHV role, we found that women volunteered at considerable social
and material cost to themselves and their families, and their expectations were often not fully
met in ‘the everyday’ realities of volunteering. Working without adequate payment threatened
volunteers’ already precarious living conditions; further overburdening them with their
household chores and farming responsibilities. According to the national survey of Nepalese
volunteers, average working hours of volunteers increased from 1.7 to 3.1 hours per day
between 2006 and 2014 [34], and this appears to continue to be the case. There is however, no
more recent data available on volunteer working hours. At the time of the research, and indeed
now in Nepal, volunteers have expanded workloads that often involve carrying out work for
programmes to detect noncommunicable diseases, such as hypertension (e.g. monitoring blood
pressure and educating people about its risk factors) [33, 46]. In line with the current
government’s policy in Nepal, volunteers continue to be expected to work without
compensation. Yet we found that out-of-pocket expenditure incurred in volunteering left
already-poor women FCHVs even poorer. The economic insecurities of women CHWs have
been reported in other studies from Nepal [25, 39] and in countries including Ethiopia [17],
South Africa [58], Bangladesh [59], Pakistan and Sierra Leone [15]. This suggests that women

volunteers are consistently mobilised to meet global developmental goals without fully
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considering their livelihoods and everyday needs, thus undermining their motivation at work

and, by extension, access to UHC.

At the organizational level, we found that bureaucratisation of volunteers’ work through formal
recording and reporting of health activities without financial compensation meant FCHVs saw
these requests for their labour as unfair (as evidenced by FCHV's questioning why they had to
volunteer while local health workers were paid for doing similar work) which also undermined
their motivation. A situation that was compounded by health workers criticising FCHVs for
being unable to produce reports — despite this being unsurprising given that many FCHVs are
illiterate. This illustrates however, the subordinate status of volunteers to paid government
health workers in Nepal and is a situation that persists to the current day. This situation is not
unique to Nepal: women CHWs are often at the bottom of gendered health bureaucracies and
experience difficulties in advocating their own needs and those of communities. For example,
studies from Ethiopia highlight how women CHWs work without adequate compensation in a
structure which reinforces gendered hierarchy [12, 60] and how such hierarchical structures

and bureaucratisation demotivate health workers [57].

At the community level, we found that, as more and more functions are given to volunteers to
perform over time, communities’ views of volunteers and the social value placed on them have
changed: seeing FCHVs as ‘professional’ health workers instead of volunteers from the
community and undermining the relationships that underpin volunteer’s motivation to work.
This change in community perceptions has been driven by the way the FCHV programme has
developed in Nepal. When the FCHV programme began in 1988, their roles were limited to
provision of health education. However, over the years, they have been involved in the

provision of preventive, promotive and curative healthcare activities, including distribution of
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medicines as part of national campaigns, which is one-off paid activity [61]. It is likely that the
expansion of activity, as well as involvement in paid activities by NGOs [40], although rare,
has led some community members to view volunteers as paid workers and to be more critical
views of volunteers’ service shortcomings. This has, however, deprived FCHVs of the
community support they need and which underpinned their original motivation to work. Again,
these findings are consistent with studies of CHWs from Africa and Asia [15, 54], but
contradict other evidence from Nepal [35], which was primarily based on the assumptions of

policymakers and programme managers.

Overall, our findings suggest that financial compensation is crucial for women volunteers -
who mostly come from a poor socioeconomic background - to be motivated to deliver global
goals for PHC [6, 21, 54, 57, 58]. As highlighted in earlier studies of FCHVs, Nepal needs a
system that not only socially recognises volunteers’ efforts, but also supports their livelihood:
it is only when both these are met that volunteers will be able to deliver their role with the
support of family members [46, 62, 63]. This however, has financial implications for achieving
health related goals (SDG3), suggesting that more financial investment for FCHVs is needed
for integrated action across three levels (individual, organisational and community) . For
example, motivating volunteers at individual level will require national policy change, not only
to re-enact the financial incentives that were present in the FCHV scheme when it first began,
but also to ensure that the incentives match their workload and there is a greater recognition of
the value of FCHVs in national policy. At organisational level, it will require the
implementation of procedures and practices to ensure that FCHVs get all the financial
incentives that they are due and in a timely way and also a programme of cultural change to
improve the way that paid health workers value and interact with FCHVs to ensure that their

relationships become grounded in and engender respect. At community level, integrated action
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is needed to increase community awareness of FCHVs’ roles and their contribution to
community health. It is also important to recognise that, in terms of global policy, action in
this respect will have knock-on positive effects for other SDGs, including SDG 8, as it will
increase women’s entry into the workforce, and SDG10, as by strengthening women’s social

status and livelihoods it will help address gender inequalities [64].

Our study has some limitations. First, data was collected in 2014 from two areas of Nepal using
qualitative methods, hence the detailed findings are not generalisable. The thematic topics
identified are however, potentially relevant in other settings in Nepal and other resource-poor
health systems, given that they resonate with other existing literature on this topic, as discussed
above. Second, participants might have been particularly concerned to express their views on
issues of monetary compensation (in line with social desirability bias), using the interviews as
a potential chance to highlight their complaints to higher level policy audience and programme
managers via the researcher, meaning that other ‘everyday issues’ may not have been
discussed. This does not, however, detract from this being a key issue for the FCHV
participants and therefore key issue to be considered and addressed in further research and in

policy and practice.

Further research is needed to assess and measure the degree to which the identified factors
influence FCHVs’ motivation to deliver PHC, so that programmes can be designed to support
them. We suggest that there is a role for conducting community-based participatory research
with FCHVs, involving methods that build the capacity of FCHVs to gather and share their
experiences, including with policymakers, in ways that they want and value. While this kind
of research can be resource-intensive, it has direct benefits to those involved, and could support
the co-creation of policy relating to the delivery of UHC that reflects women volunteers’ needs
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[65]. At the same time, policymakers and programme managers of FCHV programmes should
consider arranging adequate monetary compensation for volunteers, not only to reflect the
work context and the time spent in volunteering, but also as a livelihood strategy to support
some of the poorest, rural women. This should be combined with activities to ease
organisational bureaucracy and enhance community awareness of volunteers’ roles, so that the

FCHVs remain motivated to deliver towards UHC.

Conclusion

Our paper illustrates how women from some of the poorest backgrounds can be highly
motivated to work as a community health volunteer, yet inadequate family, community and
health system support undermine this, the security of their livelihoods, and thus wider efforts
to achieve UHC at primary care level for all. We found that insufficient payment, social and
financial opportunity costs of volunteering, and out of pocket expenditure undermine
motivation to deliver services. Similarly, the bureaucratisation of volunteers” work and a lack
of social appreciation of their work by community members appeared to undermine volunteers’
motivation. Financial investment to provide community volunteers with monetary
compensation for their health work seems crucial if women in resource-poor areas of LMICs
are to remain motivated to deliver PHC to achieve UHC for all; with this also being an

investment in women'’s livelihoods and addressing gendered inequality.

Acknowledgements

We would like to thank all the participants for their valuable time and sharing their experiences

with us. We are grateful to Dr Rosie Steege (Liverpool School of tropical Medicine), Professsor

30



679  Simon Rushton (the University of Sheffield) and Professor Ewen Speed from the University
680 of Essex for revision of the paper to improve the manuscript. We would also like to
681  acknowledge Professor Paul Bissel and Professor Padam Simkhada for supervision while
682  writing the main research report on which the paper is based.

683

634 References

685 1. Jigssa HA, Desta BF, Tilahun HA, McCutcheon J, Berman P. Factors contributing to
686  motivation of volunteer community health workers in Ethiopia: the case of four woredas
687  (districts) in Oromia and Tigray regions. Human Resources for Health. 2018;16(1):57. doi:
688  10.1186/512960-018-0319-3.

689 2. World Health Organization. WHO guideline on health policy and system support to
690  optimize community health worker programmes: World Health Organization; 2018.

691 3. Gilmore B, McAuliffe E. Effectiveness of community health workers delivering

692  preventive interventions for maternal and child health in low- and middle-income countries: a
693  systematic review. BMC public health. 2013;13:847. PubMed PMID: 24034792; PubMed
694  Central PMCID: PMCPMC3848754.

695 4. Scott K, Beckham SW, Gross M, Pariyo G, Rao KD, Cometto G, et al. What do we
696  know about community-based health worker programs? A systematic review of existing

697  reviews on community health workers. Human Resources for Health. 2018;16(1):39. doi:
698  10.1186/512960-018-0304-x.

699 5. World Health Organization. What do we know about community health workers? A
700  systematic review of existing reviews. 2020. Geneva: World Health Organisation; 2020

701  (Human Resources for Health Observer Series;19).

31



702

703

704

705

706

707

708

709

710

711

712

713

714

715

716

717

718

719

720

721

722

723

724

725

726

6. Lehmann U, Twum-Danso NAY, Nyoni J. Towards universal health coverage: what
are the system requirements for effective large-scale community health worker programmes?
BMJ Global Health. 2019;4(Suppl 9):e001046. doi: 10.1136/bmjgh-2018-001046.

7. Ahmed S, Chase LE, Wagnild J, Akhter N, Sturridge S, Clarke A, et al. Community
health workers and health equity in low- and middle-income countries: systematic review and
recommendations for policy and practice. International Journal for Equity in Health.
2022;21(1):49. doi: 10.1186/s12939-021-01615-y.

8. Closser S, Maes K, Gong E, Sharma N, Tesfaye Y, Abesha R, et al. Political
connections and psychosocial wellbeing among Women's Development Army leaders in rural
amhara, Ethiopia: Towards a holistic understanding of community health workers'
socioeconomic status. Social Science & Medicine. 2020;266:113373. doi:

https://doi.org/10.1016/j.socscimed.2020.113373.

9. Maes K, Closser S, Tesfaye Y, Abesha R. Psychosocial distress among unpaid
community health workers in rural Ethiopia: Comparing leaders in Ethiopia's Women's
Development Army to their peers. Social Science & Medicine. 2019;230:138-46. doi:

https://doi.org/10.1016/j.socscimed.2019.04.005.

10. Maes K, Closser S, Tesfaye Y, Gilbert Y, Abesha R. Volunteers in Ethiopia’s
women’s development army are more deprived and distressed than their neighbors: cross-
sectional survey data from rural Ethiopia. BMC Public Health. 2018;18(1):258. doi:
10.1186/512889-018-5159-5.

11. Ndu M, Andoniou E, McNally S, Olea Popelka F, Tippett M, Nouvet E. The
experiences and challenges of community health volunteers as agents for behaviour change
programming in Africa: a scoping review. Glob Health Action. 2022;15(1):2138117. Epub
2022/11/01. doi: 10.1080/16549716.2022.2138117. PubMed PMID: 36314363; PubMed

Central PMCID: PMCPMC9629118.
32


https://doi.org/10.1016/j.socscimed.2020.113373
https://doi.org/10.1016/j.socscimed.2019.04.005

727

728

729

730

731

732

733

734

735

736

737

738

739

740

741

742

743

744

745

746

747

748

749

750

12. Closser S, Napier H, Maes K, Abesha R, Gebremariam H, Backe G, et al. Does
volunteer community health work empower women? Evidence from Ethiopia’s Women’s
Development Army. Health Policy and Planning. 2019;34(4):298-306. doi:
10.1093/heapol/czz025.

13. Sarma H, Jabeen I, Luies SK, Uddin MF, Ahmed T, Bossert TJ, et al. Performance of
volunteer community health workers in implementing home-fortification interventions in
Bangladesh: A qualitative investigation. PLoS One. 2020;15(4):e0230709. Epub 2020/04/03.
doi: 10.1371/journal.pone.0230709.

14. Gopalan SS, Mohanty S, Das A. Assessing community health workers’ performance
motivation: a mixed-methods approach on India's Accredited Social Health Activists (ASHA)
programme. BMJ open. 2012;2(5).

15. Salve S, Raven J, Das P, Srinivasan S, Khaled A, Hayee M, et al. Community health
workers and Covid-19: Cross-country evidence on their roles, experiences, challenges and
adaptive strategies. PLOS Global Public Health. 2023;3(1):e0001447.

16. Steege R, Taegtmeyer M, Ndima S, Give C, Sidat M, Ferrdo C, et al. Redressing the
gender imbalance: a qualitative analysis of recruitment and retention in Mozambique’s
community health workforce. Human Resources for Health. 2020;18(1):37. doi:
10.1186/512960-020-00476-w.

17. Ejigu Y, Abera N, Haileselassie W, Berhanu N, Haile BT, Nigatu F, et al. Motivation
and job satisfaction of community health workers in Ethiopia: a mixed-methods approach.
Human Resources for Health. 2023;21(1):35. doi: 10.1186/s12960-023-00818-4.

18. Agarwal S, Kirk K, Sripad P, Bellows B, Abuya T, Warren C. Setting the global
research agenda for community health systems: literature and consultative review. Human

Resources for Health. 2019;17(1):22. doi: 10.1186/s12960-019-0362-8.

33



751

752

753

754

755

756

757

758

759

760

761

762

763

764

765

766

767

768

769

770

771

772

773

19. Strachan DL, Killander K, Nakirunda M, Ndima S, Muiambo A, Hill Z, et al. Using
theory and formative research to design interventions to improve community health worker
motivation, retention and performance in Mozambique and Uganda. Human Resources for
Health. 2015;13(1):25. doi: 10.1186/s12960-015-0020-8.

20. Greenspan JA, McMahon SA, Chebet JJ, Mpunga M, Urassa DP, Winch PJ. Sources
of community health worker motivation: a qualitative study in Morogoro Region, Tanzania.
Human Resources for Health. 2013;11(1):1-12.

21. Singh D, Negin J, Otim M, Orach CG, Cumming R. The effect of payment and
incentives on motivation and focus of community health workers: five case studies from low-
and middle-income countries. Human Resources for Health [Electronic Resource].
2015;13:58. PubMed PMID: 26169179; PubMed Central PMCID: PMCPMC4501095.

22. Franco LM, Bennett S, Kanfer R. Health sector reform and public sector health
worker motivation: a conceptual framework. Social Science & Medicine. 2002;54(8):1255-

66. doi: https://doi.org/10.1016/S0277-9536(01)00094-6.

23. Mbindyo P, Gilson L, Blaauw D, English M. Contextual influences on health worker
motivation in district hospitals in Kenya. Implementation Science. 2009;4(1):43. doi:
10.1186/1748-5908-4-43.

24. Gilson L, Palmer N, Schneider H. Trust and health worker performance: exploring a
conceptual framework using South African evidence. Social Science & Medicine.

2005;61(7):1418-29. doi: https://doi.org/10.1016/j.socscimed.2004.11.062.

25. Panday S, Bissell P, van Teijlingen E, Simkhada P. The contribution of female
community health volunteers (FCHVs) to maternity care in Nepal: a qualitative study. BMC

Health Services Research. 2017;17(1):623. doi: 10.1186/s12913-017-2567-7.

34


https://doi.org/10.1016/S0277-9536(01)00094-6
https://doi.org/10.1016/j.socscimed.2004.11.062

774

775

776

777

778

779

780

781

782

783

784

785

786

787

788

789

790

791

792

793

794

795

796

797

798

26. Akintola O, Chikoko G. Factors influencing motivation and job satisfaction among
supervisors of community health workers in marginalized communities in South Africa.
Human Resources for Health. 2016;14(1):54. doi: 10.1186/s12960-016-0151-6.

217. Colvin CJ, Hodgins S, Perry HB. Community health workers at the dawn of a new
era: 8. Incentives and remuneration. Health Research Policy and Systems. 2021;19:1-25.

28. Gaélle V, Bruno M, Sumit K, Taja P, Gabriel P, Jeanine P. Understanding the
motivation and performance of community health volunteers involved in the delivery of
health programmes in Kampala, Uganda: a realist evaluation. BMJ Open.
2015;5(11):e008614. doi: 10.1136/bmjopen-2015-008614.

29. Department of Health Services. National female community health volunteer program
strategy, 2067 (first edition 2076). Kathmandu: Nursing and Social Security Division,
Department of Health Services, Government of Nepal, 2019.

30. Family Health Division. National female community health volunteer program
strategy. Kathmandu: Family Health Division. Government of Nepal, 2010 [cited 28 July
2015]. Available from: http://www.mohp.gov.np/images/pdf/policy/FCHV %20Strategy.pdf.
31. Family Health Division (FHD). National FCHV program revised strategy. Ministry of
Health. His Majesty Government of Nepal, 2002 [cited 28 July 2015]. Available from:
https://mohp.gov.np/uploads/Resources/1657873624153FCHV %20Strategy.pdf.

32. Ministry of Health and Population (MoHP). Female Community Health Programme

2022 [cited 8 December 2023]. Available from: https://mohp.gov.np/program/female-

community-health-programme/en.

33. Neupane D, McLachlan CS, Mishra SR, Olsen MH, Perry HB, Karki A, et al.
Effectiveness of a lifestyle intervention led by female community health volunteers versus
usual care in blood pressure reduction (COBIN): an open-label, cluster-randomised trial. The

Lancet Global Health. 2018;6(1):e66-¢73.
35


https://mohp.gov.np/program/female-community-health-programme/en
https://mohp.gov.np/program/female-community-health-programme/en

799

800

801

802

803

804

805

806

807

808

809

810

811

812

813

814

815

816

817

818

819

820

821

34, Department of Health Services. Female Community Health Volunteer National
Survey Report. Kathmandu: Department of Health Services, Ministry of Health and
Population, 2014 [cited 25 October 2023]. Available from:
https://www.advancingpartners.org/sites/default/files/sites/default/files/resources/fchv_2014_
national_survey_report_a4_final_508_0.pdf

35. Glenton C, Scheel IB, Pradhan S, Lewin S, Hodgins S, Shrestha V. The female
community health volunteer programme in Nepal: decision makers’ perceptions of
volunteerism, payment and other incentives. Social Science & Medicine. 2010;70(12):1920-
7.

36. Maes KC, Kohrt BA, Closser S. Culture, status and context in community health
worker pay: Pitfalls and opportunities for policy research. A commentary on Glenton et
al.(2010). Social Science & Medicine. 2010;71(8):1375-8.

37. Neupane D, McLachlan CS, Mishra SR, Kallestrup P. Understanding and motivations
of female community health volunteers about blood pressure control: a prerequisite for
developing community-based hypertension interventions in Nepal. Global Heart.
2017;12(3):227-32.

38. Rawal LB, Sun Y, Dahal PK, Baral SC, Khanal S, Arjyal A, et al. Engaging Female
Community Health Volunteers (FCHVs) for cardiovascular diseases risk screening in Nepal.
Plos one. 2022;17(1):¢0261518.

39. Baskota S, Kamaraj R. Female Community Health Volunteers Program in Nepal:
Perceptions, Attitudes and Experiences on Volunteerism among Female Community Health
Volunteers. International Journal of Interdisciplinary and Multidisciplinary Studies (1IJIMS).

2014;1(5):9-15.

36



822

823

824

825

826

827

828

829

830

831

832

833

834

835

836

837

838

839

840

841

842

843

844

845

40. Schwarz D, Sharma R, Bashyal C, Schwarz R, Baruwal A, Karelas G, et al.
Strengthening Nepal’s Female Community Health Volunteer network: a qualitative study of
experiences at two years. BMC Health Services Research. 2014;14(1):1-6.

41. Nepal Federal Health System Team. Nepal Health Sector Strategic Plan 2022-
30:Recommendations from the Nepal Federal Health System Project. Kathmandu: 2022 .
[cited 5 October 2023]. Available from:
https://www.nepalfederalhealthsystem.com/publications.

42. Curtale F, Siwakoti B, Lagrosa C, LaRaja M, Guerra R. Improving skills and
utilization of Community Health Volunteers in Nepal. Social Science & Medicine.

1995;40(8):1117-25. doi: http://dx.doi.org/10.1016/0277-9536(94)00172-P.

43. Rasmussen S. Somewhere in the Middle: The Role of Female Community Health
Volunteers in a Nepali Hill Village: Anthropology Honors Projects. 23. Macalester College.
2014. Available from: https://digitalcommons.macalester.edu/anth_honors/23
44. Family Health Division. Female Community Health Volunteer Teku, Kathmandu:
Department of Health Services, Ministry of Health and Population, Government of Nepal;
2016 [cited 14 May 2021]. Available from: https://mohp.gov.np/program/female-community-
health-programme/en.
45. Central Bureau of Statistis (CBS), International Labour Office (ILO). Nepal Labour
Force Survey 2017/18. Kathmandu: Central Bureau of Statistics, National Planning
Commission, Government of Nepal, 2017/18 [cited 14 May 2021]. Available from:
https://nepalindata.com/media/resources/items/20/bNLFS-III_Final-Report.pdf.46.

Rawal LB, Kharel C, Yadav UN, Kanda K, Biswas T, Vandelanotte C, et al.
Community health workers for non-communicable disease prevention and control in Nepal: a

qualitative study. BMJ Open. 2020;10(12):e040350. doi: 10.1136/bmjopen-2020-040350.

37


http://dx.doi.org/10.1016/0277-9536(94)00172-P

846

847

848

849

850

851

852

853

854

855

856

857

858

859

860

861

862

863

864

865

866

867

868

869

870

47. Panday S. The role of female community health volunteers in maternal health service
provision in Nepal: a qualitative study: University of Sheffield; 2016.

48. Mays N, Pope C. Qualitative research in health care: Assessing quality in qualitative
research. BMJ: British Medical Journal. 2000;320(7226):50. doi:

https://doi.org/10.1136/bm;j.320.7226.50.

49. Department of Health Services. Annual Report 2013/2014. Teku, Kathmandu:
Department of Health Services, Ministry of Health and Population, Government of Nepal,
2014 [cited 14 May 2015]. Available from http://dohs.gov.np/wp-
content/uploads/2014/04/Annual_Report_2070_71.pdf.50. District Health Office. District
Profile. Dhading: Department of Health Services, Mid-Regional Directorate, 2014.

51. Panday S, Bissell P, Teijlingen Ev, Simkhada P. Perceived barriers to accessing
Female Community Health Volunteers’(FCHV) services among ethnic minority women in
Nepal: A qualitative study. PloS one. 2019;14(6):e0217070.

52. Braun V, Clarke V. Using thematic analysis in psychology. Qualitative Research in
Psychology. 2006;3(2):77-101. doi: 10.1191/1478088706qp0630a.

53. Lambert SD, Loiselle CG. Combining individual interviews and focus groups to
enhance data richness. Journal of Advanced Nursing. 2008;62(2):228-37. doi:

https://doi.org/10.1111/5.1365-2648.2007.04559.x.

54. Olaniran A, Madaj B, Bar-Zeev S, Banke-Thomas A, van den Broek N. Factors
influencing motivation and job satisfaction of community health workers in Africa and Asia-
A multi-country study. Int J Health Plann Manage. 2022;37(1):112-32. Epub 2021/09/04. doi:
10.1002/hpm.3319. PubMed PMID: 34476842.

55. Closser S, Rosenthal A, Justice J, Maes K, Sultan M, Banerji S, et al. Per diems in
polio eradication: perspectives from community health workers and officials. American

Journal of Public Health. 2017;107(9):1470-6.
38


https://doi.org/10.1136/bmj.320.7226.50
https://doi.org/10.1111/j.1365-2648.2007.04559.x

871

872

873

874

875

876

877

878

879

880

881

882

883

884

885

886

887

888

889

890

891

892

893

894

895

56. Razee H, Whittaker M, Jayasuriya R, Yap L, Brentnall L. Listening to the rural health
workers in Papua New Guinea — The social factors that influence their motivation to work.
Social Science & Medicine. 2012;75(5):828-35. doi:

https://doi.org/10.1016/j.socscimed.2012.04.013.

57. Ormel H, Kok M, Kane S, Ahmed R, Chikaphupha K, Rashid SF, et al. Salaried and
voluntary community health workers: exploring how incentives and expectation gaps
influence motivation. Human Resources for Health. 2019;17(1):59. doi: 10.1186/s12960-019-
0387-z.

58. Malatji H, Griffiths F, Goudge J. Community-orientated primary health care:
Exploring the interface between community health worker programmes, the health system
and communities in South Africa. PLOS Global Public Health. 2023;3(2):e0000881.

59. Roy S, Pandya S, Hossain MI, Abuya T, Warren CE, Mitra P, et al. Beyond
Institutionalization: Planning for Sustained Investments in Training, Supervision, and
Support of Community Health Worker Programs in Bangladesh. Global Health: Science and
Practice. 2021;9(4):765-76.

60. Maes K, Closser S, Vorel E, Tesfaye Y. Using community health workers. Annals of

Anthropological Practice. 2015;39(1):42-57. doi: https://doi.org/10.1111/napa.12064.

61. Khatri RB, Mishra SR, Khanal V. Female community health volunteers in
community-based health programs of Nepal: future perspective. Frontiers in Public Health.
2017;5:181.

62. Bhuvan K, Saval K. Female community health volunteers to reduce blood pressure:
feasible and sustainable? The Lancet Global Health. 2018;6(4). doi:

https://doi.org/10.1016/52214-109X(18)30034-2.

63. Bhattarai HK, Hung KKC, MacDermot MK, Hubloue I, Barone-Adesi F, Ragazzoni

L, et al. Role of Community Health Volunteers Since the 2015 Nepal Earthquakes: A
39


https://doi.org/10.1016/j.socscimed.2012.04.013
https://doi.org/10.1111/napa.12064
https://doi.org/10.1016/S2214-109X(18)30034-2

896

897

898

899

900

901

902

903

904

905

906

907

Qualitative Study. Disaster Medicine and Public Health Preparedness. 2023;17:e138. Epub
2022/03/15. doi: 10.1017/dmp.2022.47.

64. United Nations. The 17 Goals: Department of Economic and Social Affairs
Sustainable Development [cited 1 August 2023]. Available from https://sdgs.un.org/goals.
65. Panday S, Rushton S, Karki J, Balen J, Barnes A. The role of social capital in disaster
resilience in remote communities after the 2015 Nepal earthquake. International Journal of

Disaster Risk Reduction. 2021;55:102112. doi: https://doi.ore/10.1016/1.1jdrr.2021.102112.

40


https://doi.org/10.1016/j.ijdrr.2021.102112

Supporting Information

Click here to access/download
Supporting Information
S1 Inclusivity-in-global-research-questionnaire.docx



Supporting Information

Click here to access/download
Supporting Information
S2 Interviews and focus groups guide.docx



Other

Click here to access/download

Other
Ethics Approval letter.docx



Revised Manuscript with Track Changes

Exploring the motivations of female community health
volunteers in primary healthcare provision in rural Nepal: a
qualitative study

—_
[eiiNale SRR e Y R S

Sarita Panday!, Edwin van Teijlingen?, Amy Barnes?

1School of Health and Social Care, University of Essex, Colchester, United Kingdom

2Faculty of Health and Social Sciences, Bournemouth University, Bournemouth, United Kingdom
3Department of Health Sciences, University of York, York, United Kingdom

— e = e
AN W=

*Corresponding author
E-mail: s.panday @essex.ac.uk (SP)

—_
~

—_
o]

—_
=]

“SP’s roles were data collection, conceptualization, analysis, funding acquisition, writing — original«—— [Formatted: Line spacing: Double

[Formatted: Font: Times New Roman, 12 pt

[\
o

draft, reviewing & editing. AB and EvT contributed to conceptualisation, analysis, writing and ‘ [ Formatted: Font: Times New Roman, 12 pt

21 editing. EvT also supervised SP during her PhD. These-authors-contributed-equally-to-this-werk



mailto:s.panday@essex.ac.uk

43
44
45
46

47

48

49

50

51

52

53

54

55

56

57

58

59

60

61

62

63

64

65

66

67

Abstract

Motivating Community Health Workers (CHWs) - --many of whom are volunteers -; is crucial for
achieving Universal Healthcare Coverage (UHC) for Primary Healthcare (PHC) in resource-poor
areas. In rural Nepal, PHC is mostly delivered by female CHWs, locally known as Female
Community Health Volunteers (FCHVs), but little is known about them. This paper explores
experiential factors influencing FCHVs’ motivations, including how motivation intersects with

women’s livelihoods and consider what this means for achieving PHC in Nepal and globally.

We conducted qualitative research in the hill and the Terai (flatland bordering India) areas of Nepal.
Data were purposively collected through 31 semi-structured interviews (20 volunteers, 11 paid local
health workers) and three focus group discussions with additional 15 volunteers. All interviews were
audio-recorded, transcribed verbatim in Nepali and translated into English. Data were coded using

NVivol0, analysed thematically at individual, organisational and community levels.

FCHVs’ motivations to volunteer was affected in several ways. At the individual level, participants
wanted and were committed to voluntary work, yet the opportunity costs of volunteering, out-of-
pocket expenses-expenditure and inadequate family support strained many of the women who were
already overburdened. At the community level, perceived lack of appreciation of volunteer efforts by
community members, who saw volunteers as paid health workers, undermined FCHVs motivation to
volunteer. Finally, at the organizational level, a bureaucratic emphasis on recording and reporting,

and lack of respect from local health workers undermined their motivation at work.
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Our paper illustrates how wemen-FCHVs from some of the poorest backgrounds can be highly

motivated to volunteer, yet inadequate social and economic support at—across individual,
organisational and community and-health-system-levels undermined this motivation, the security of
their livelihoods, and thus wider efforts to achieve PHC. Financial investments are needed to
compensate these-volunteersEFCHVs, so that they remain motivated to deliver global health goals for

PHC.

Introduction

Community Health Workers (CHWs) have been key resources in delivering and expanding access to
Primary Healthcare (PHC) services, particularly in resource-poor areas of low- and middle-income
countries (LMICs) [1-3]. With a shortage of professional health workers, a number of countries in
Africa, Asia, and Latin America have used CHWs at a national level to meet the health needs of their
population [4]. CHWs are not formally trained or recognised as ‘healthcare professionals’ but have
been trained to promote health in their own communities [5]. They are often the first point of contact
between community members and healthcare providers, linking communities to the health system.
CHWs are also often seen to be key to reducing health disparities and achieving Sustainable
Development Goal (SDG) 3, which aims to ensure healthy lives and promote well-being for all, at all
ages: (including meeting Target 3.8: achieving universal health coverage) (UHC) [2, 6, 7].- While
CHWs can be paid, in many resource-poor health systems, there is a reliance on the unpaid labour of
volunteers, often women from resource-poor areas, to carry out this role. However, using women
volunteer CHWs to achieve these global health goals without considering their everyday experiences

has posed substantial burdens on them [8-11].
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Globally, the majority of unpaid CHWs tend to be ferale-women who work in poorer parts of Africa
and South Asia [2, 12]:; for example, the Women’s Development Army in Ethiopia [10], Swastha

Sewika in Bangladesh [13], and Accredited Social Health Activist in India [14]. Female-Women who

[ Formatted: Not Highlight

are CHWs face obstacles at work that are not faced by their male colleagues, for example, conflict

between domestic and work responsibilities and a: lack of employment opportunities, yet their socio-
economic situation is seldom recognised in CHW programmes [8, 9, 11, 15, 16]. Thus, the reliance

on unpaid volunteers has resulted in mainly female- CHWwomen s-taking on this role; and, due to the

multiple social and community roles thesefemaleswomen are doing, this-has-can undermined the
CHWSs’ motivation in resource-poor areas of LMICs [17]. Motivated CHWs can enhance access to
health services; and promote people’s trust, demand and use of such services, thereby helping to
realise UHC [6, 8, 18, 19]. In addition, motivated CHWs are likely to perform better and have a higher

retention rate than their counterparts [20, 21].

While motivation of health workers can be assessed in different ways, the conceptual framework
developed by Franco et al. [22] is particularly useful as it uses a broad and encompassing definition

3

of motivation as: “...an individual’s degree of willingness to exert and maintain an effort towards
organizational goals.” [22] (p. 1255). The framework has been widely used to understand health
workers’ motivation [23, 24], including CHWSs [17], and considers —three key determinants:
individual-level factors, organisational-level (work context) factors and community-level factors
[22]. Individual level factors include: health workers’ personal goals, expectations and experiences.
Organisational level factors include organisational structures, resources, processes and culture,

including organisational feedback about performance, and community-level factors include how

health workers” motivation is influenced by: their interaction with community members, community
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119 At the individual level, CHWs can be motivated by various reasons such as, desire to gain a good
120  status in their community, or desire to achieve something worthwhile (altruism) [1, 25]. They can
121  also be motivated due to their perceived self-empowerment from volunteering [25], or with hope to
122 make some incentives associated with their activities, so that they could escape poverty and materially
123 support families and communities [13, 26]. At the organisational level, CHWs are likely to be
124  motivated by being respected as a member of the health system with a clear set of responsibilities
125  [27]. Similarly, they can be motivated due to availability or anticipation of monetary and non-
126  monetary incentives, further employment opportunities, training and supervision [20]. At the
127 community level, their motivation is influenced by their working and social relationships with other
128  CHWs, and their community [27, 28]. Particularly, CHWs are motivated by recognition and respect
129 from community members [19].

130

131  In this article, we use the Franco framework to focus on motivation of CHWs from rural Nepal, We

132

analysing providingsome-examples

133  eftheir motivation at each level.

134  —In Nepal, Fthe main CHWs in-Nepal-are known as Female Community Health Volunteers (FCHVSs),« Formatted: Justified, Line spacing: Double, Tab stops:
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across the country [32]. Their contribution in reducing child mortality and improving maternal health [Formatted: Font: 12 pt
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has been internationally recognised_[24]. In terms of motivation, volunteers appear interested in
taking on new or additional health roles (e.g. measuring blood pressure [33]) and appearcommitted
to their roles, as evidenced by a low attrition rate (<5%) [34]. Yet in-depth empirical studies exploring
FCHVs’ motivation to deliver PHC services in Nepal are sparse. Glenton et al. [35] highlighted that
FCHVs were motivated to volunteer due to social recognition of their services; and that paying them

was seen as unnecessary or inappropriate in their socio-cultural context. However, these findings

mostly represented policymakers’ and managers’ views of the FCHV programme - male, salaried,
public servants - thereby ignoring potential gender bias inherent in volunteering only by females

women of lower perceived social status [36]. While this research usefully illustrates the views of key
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decision-makers, the omission of FCHVs views is significant given gendered and socio-economic
hierarchies that exist. In consequence, little is known about how women who volunteer - -who tend
to be some of the most impoverished women living and working in rural areas - —perceive
volunteering [17], including what they think about not being paid, or whether they feel it is ‘fair’.
This gap is not unique to Nepal and has been highlighted in other health systems. This limits our
understanding of the role of FCHVs in supporting attainment of Sustainable Development Goal
(SDG3) UHC in Nepal by 2030; and also has an impact on others. such as SDG5 gender equity and

SDGS decent work.

It is necessary to fill this knowledge gap by exploring some of the experiential factors that can<
influence volunteers’ motivation, including how motivation is affected by and fits in with women’s
livelihoods in rural Nepal from thei=women’s own perspectives. Listening to volunteers is key, so
that programmes and policy to expand PHC can address the everyday realities of implementation of
such programmes ‘on the ground’. We therefore report on research with and data from FCHVs
themselves and their local supervisors. While it has been almost 9 years since we collected our data,
there has been very little research on this topic in the intervening period. For example, we found only
two studies that reported FCHVs were motivated to work to prevent a growing burden of
noncommunicable diseases despite their workload: —they were willing to conduct screening tests to
detect hypertension to control blood pressure [37]; and to detect cardiovascular disease [38].

However, the first study was a cross sectional survey [37] and i-did not consider women volunteers’

views about how that added task would influence their work motivation. The second study [38] was
conducted with 10 volunteers who wanted to participate and were trained on the topic of
cardiovascular disease. The Pperception and experiences of these-volunteersEFCHVs can be different

to those volunteers working for government funded public health centres, who often receive limited
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training (18 days of basic training on various PHC topics) [32]. Recent research in Nepal reveals that

the-FCHVs experience issues such as workload xxx-and payment [25, 39, 40]xxx. These are issues

that we go on to highlight in this current paper, which

[ Formatted: Font:

FCHYVs in Nepal

Before describing the methods, here we provide more information about the context in which FCHVs
work in Nepal. FCHVs are typically married women of reproductive age (15-49 years), who work in

each ward, which is- the smallest administrative division of a village/municipality. Their role is to

improve PHC mainly maternal and child health through health education, referral and treatment
services, and they have a crucial role in supporting people who are the least able to afford health care
[42]. FCHVs’ availability, their familiarity with the local context; (including language); and their
ability to recognise health problems and refer people in a timely fashion, are all strengths that
differentiate them from other health-care professionals [25, 43]. However, FCHVs in rural Nepal

work in precarious conditions.

In Nepal, the socio-economic status of women in rural areas is particularly low: and it is in rural areas
where the vast majority of FCHVs work (46,088, compared to only a small number of volunteers
5,328 in urban areas as of 2022) [44]. Women spend much of their time looking after their families,
which generates no income for them (i.e. it is unpaid care work); and leaves them economically
insecure. For example, most women (66.5%) within the labour force work informally and one-third

(31.8%) rely on subsistence farming compared to 13.1% men [45]. As indicated above. since 1990.




P11 FCHYV policy has provided limited financial remuneration for women volunteers and therefore it is

P12 in In-this context that -FCHVs continue to carry out their health system roles in a largely voluntary

P13 capacity to address both health and non-health issues-an€, as mentioned above [33, 46].
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P17  This study aimed to explore experiential factors that can influence volunteers’ motivation, including

P18 how motivation is affected by and fits in with women’s livelihoods in rural Nepal and from women’s

P19  own perspectives. Qualitative data was collected in 2014 as part of a wider study [47]. Data was

220  purposively collected through 31 semi-structured interviews (20 volunteers and 11 paid local health
221  workers) and 3 focus group discussions with additional 15 volunteers. Use of interviews and groups
222 discussions enabled us to gather data from individual health workers as well as groups, thus allowing

223 us to understand differing opinions [48].

P24

P25 2 Stlldy settings “ [ Formatted: Font: (Default) Times New Roman
226  Two distinct rural settings were selected: one hill region (Dhading District) and one Terai flatland [F"rma“ed= No bullets or numbering

P27  region, on the —south plains bordering India (Sarlahi District). These contrasting areas were chosen

228  Dbased on ease of access to PHC services and on the reported ‘success’ of the FCHV programme in
229  expanding access to basic PHC services [49]. The study villages in Dhading District are well known
230  for ‘success’ in implementing the volunteer programme despite the villages being isolated with
FSI relatively limited access to PHC: —some places are five hours walk from the nearest health centre
232 [50]. In the Terai region, Sarlahi District was chosen because of its relatively easy access to PHC

F33 services — mostly about 30 minutes on foot — ;-and also because the district has an-ethnically diverse
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different populations in comparison to the hill region; -for example Muslim and Madhesi populations

are unique to the Terai, and Chepang is unique to the hill village. #Focusing on Sarlahi therefore

offereds a contrasting te-the-socio-demographic situation ##-to Dhading.

3. Ethics statement

Ethical approval for the study was received from the Nepal Health Research Council Ethical Review« -

Board in 2013 (Rregistration number 32/2013). Informed_written consent was obtained from mest
ofall the participants included in the study and responses were anonymised. The first author obtained
consent to publish from the participants. This was written consent, although for illiterate participants
the first author read out the consent form and obtained their written signature (some participants could

not read the form but were able and content to eexld-sign their names).

Additional information regarding the ethical, cultural, and scientific considerations specific to
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inclusivity in global research is included in the Supporting Information (S1 Checklist).

4-Data collection/ Study participants

As indicated above, wWhile it is 9 years since the data for this study was first collected, the context

in which the PH{Principal Investigator and—the first author of this manuscript) first collected the data
is largely unchanged: the numbers of volunteer women doing these-FCHYV roles is similar between
now to and-when the data was collected. For example. tin 2022, there were 46,088 FCHVs in rural

areas compared to only a small number of 5,328 FCHVs in urban areas [32] and there were a similar

number in 2014: :—this-was-47,328 in rural areas compared to 4,142 in urban regions in 2014 [49].

While volunteers’ roles and responsibilities have-beenwere widened in_promoting health of people
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taking on screening pon-communicable diseases, providing health education and referring people for
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health checks [33, 46]-, as described above) FCHVs remain as unpaid workers.

Data was collected bBetween 9-05-2014 to 21-09-2014. -Sstudy participants were recruited and they<

were-purposefully selected to capture diverse experiences in the two study areas. Selection criteria
for FCHVs within the two study areas ese-villages-included ethnicity and duration of volunteering
(Table 21). In Dhading, some participants belonged to indigenous groups which are categorised as
either highly marginalised (Chepang) or marginalised (Tamang, Bhujel). In the Terai, the study
participants comprised either-both upper caste (Bramhan, Kshatri) er-and mineritisedmarginalisedy

groups (Madhesi and Muslim) (Table 1 and 2).,
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participate. MestiInterviews fand focus groups} were conducted using a semi-structured thematic

interview guide (S2 interviews and focus groups guide) and most were conducted in participants’

homes, but-although some individual interviews and group discussions were held in a meeting room

at health centres, or local cafes as per participants’ availability and preference. -For example, the first

author conducted a focus group discussion and also conducted an individual interview with a

(
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Nepal Remaininointerviewsa voly ere were-arrapneed-at thetr-conventence-—and—wer
oyepar—aCHaHHRE HHerviewSsana THyVordteerS-wetrearrah geaattneH Converence ana—wetre

potpaid—However, wWhen possible, seme-snacksandrefreshments (tea, biscuits, snacks, -and-cold

drinks) were arranged after the interview/group discussions.

In total, 31 participants were interviewed: 20 FCHVs (Table 1), and 11 paid local health workers
(Table 2) who were supervising or working with FCHVs to implement PHC in local villages. Of these
11 paid local health workers, 7 were from public health centres, which was government funded and
4 from local NGOs) (Table +2). In addition, 3 focus groups were conducted with 15 additional FCHV's
(Table 21), who were gathered for their monthly meeting at local health centres. One FCHYV in the

hill region participated in both —interview and a group discussion, hence the total number of

participants is 45.

The demographic details of participants are shown on the-in Tables 1_and-3 2, which have been

adapted from our earlier publication [51].

mcthod location

Interviews | BECHMVS g 2 20
Sleshbeeslosppnb i | 3 7
Health-workers 2 2 4
(private)

Group

B .

Fotal 3 23 46
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Table 12. Socio-demographic characteristics of female community health volunteers (FCHVs)

Literate- Able to read and write Nepali, min- minute, hr-hour

13

Respondents | Place Type of Age Caste/ Education | Work Walking —— |{ Formatted Table
Data ethnicity (in years) | Experienc | distance to
e (years) health
centres
1 Dhading Interview | 45-59 | Brahmin Literate 15 1hr
2 =60 Brahmin Literate™ 15% 2hrs
3 45-59 | Brahmin Literate™ 15% 20 min
4 =60 Tamang 0 15- 5-6hrs
5 45-59 | Brahmin 2 16 1hr
6 45-59 | Chhetri Literate 24 2 min
7 45-59 | Bhujel Literate 24 30 min
8 45-59 | Brahmin 10 7 15 min by
bus
9 Sarlahi 45-59 Tamang 5 10 30-45 min
10 45-59 | Tamang 0 10 1 hr
11 45-59 Tamang 0~ 19 1hr*
12 =60 Tamang 0~ 25 15 min
13 45-59 | Madhesi o~ 19 10 min
14 45-59 Gurung Literate 19- 25 min
15 30-44 | Chhetri 8 19 1 hr
16 45-59 | Brahmin 10 19% 20 min
17 <30 Brahmin 9 3 1hr of
cycling
18 45-59 | Lama 4 21 25 min
19 45-59 | Magar 0 19 1 hr
20 45-59 | Madhesi 10 26 15 min
Focus group | Dhading, <30 Lama 10~ 4 1.5 hrs
GDbl1 Gajuri Ffocus <30 Brahmin Intermedia | 6 30 min
groups tel2
45-59 Chepang 0 16 2 hrs
45-59 | Brahmin Literate 15 1 hr
Focus group | Sarlahi, 30-44 | Brahmin 10 19 20 min « [ Formatted: Right: -0.18"
EGD2 Harion 45-59 | Brahmin 0 19 10 min
30-44 | Brahmin 10 194 15 min
45-59 | Brahmin 8 194 30 min
30-44 | Brahmin 10 194 30 min>
Focus group | Sarlahi- <30 Brahmin 12 3 20 min
EGB3 Lalbandi 3044 | Gole 10 7 20 min”*
45-59 | Lama 10 2 30 min
<30 Brahmin 10~ 1 20min
<30 Brahmin 12 1= 2 hrs
30-44 | Chhetri 10 1- 10 min
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Table 12 shows FCHVs represented diverse ethnic groups with a majority being Brahmin (n=17)
followed by Tamang and other ethnic groups. Their ages ranged from 25-70 years, with a large

minority (15/35) between 45-49 years_of age. Many (14/35) did not have formal education, eight

were illiterate and another seven could only write their name. Generally, the younger the volunteers,
the better education they had received. In terms of work experience, it ranged from 3-26 years with

a majority (20/35) between 10-20 years.
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Table 3-2 Demographic characteristics of paid health workers

Formatted Table

Health . ..
Workers Place Position i‘ﬁl(zilunt%on Caste/Egiunii
HW - Y
1. Dhading Staff Naurse Government | Brahmin
2. Dhading™ | yxiliary Nurse Midwife (ANM) Government* | Brahmin=
3. Dhading™ | xiliary Health Worker (AHW) Sovernment* | Brahmin™
4. Dhading™ | pistrict Public Health Officer (DPHO) | S2YerMMENT | \rylim
5. Dhading* ANM Non- Indigenous [ Formatted Table
Government
Dhading> Non-
6. Field Coordinator Government> | Indigenous>>
7. Sarlahi Senior AHW Government | Madhesi
3 Sarlahi 2 Female Community Health Volunteer | Government* | Madhesi > [
) —— Werker (FCHV) district supervisor 2
9 Sarlahi 2 AHW iGovernment— Madhesi >
. Non- .
10. Sarlahi 2 ANM Indigenous
Government
Non-
11. Sarlahi 2> Field Coordinator Government> | Brahmin

s

Table 3-2 shows paid health workers represented both government and non-government

organisations and were from- a diverse range of ethnic groups. The paid Elocal health workers

were interviewed from the same localities as the velunteersFCHVs.

5-  Analysis

“« [Formatted: Font: (Default) Times New Roman
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Data were transcribed verbatim in Nepali and translated into English. In order to increase the

study’s rigor, multiple coding was applied to part of the data [48]. EvIThesecondauthor
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randomby—coded a—selection—ofthe—earbyfour interviews and a group —transeriptsdiscussion

transcripts in English independently. -and+The codes were compared with those of the PI and
any discrepancies were discussed and resolved. The PI then completed the coding using
NVivo1l0 software and analysed the codes using thematic analysis [52]. Data were analysed in
an iterative fashion, moving back and forth between transcripts, reflective notes, field notes,
and the literature. The reliability of coding and interpretation was also checked during analysis

by re-examining the transcripts.

Building on the framework proposed by Franco et al. [22], common themes across the data set

were developed_in NVivo at three levels. Individual, organisational and community level

factors were identified by merging data from different data sources (interviews and focus group
discussions/ volunteers and the paid local health workers). Data across volunteers and paid

health workers were compared for data triangulation [53]. In addition, at the individual level,

subthemes are selected given their recurrence and prominence in our data as shown in figure

1

Results are illustrated using quotes from different groups of participants and different methods

(interviews and EGDBsfocus groups). Each quote witthas—have the following identifiers (age

Formatted: Font: (Default) Times New Roman

range, years of education; exp= years of experience in the post; and distance= walking distance

to health centres in minutes/hrs otherwise stated). The acronym HW represents health workers,
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and -D and S represent the two study areasplaces: Dhading and Sarlahi.

Results

The results consider the main factors that influence FCHV motivation across three levels: 1)

individual level factors, 2) organizational level factors and 3) community level factors. At the
16



341

342

343

344

345

46

47

48

349
B50
B51
B52
B53
354

BS5

individual level, we present two subthemes: i) FCHVs’ commitment to supporting women
mothers and children and ii) disincentives and opportunity costs of volunteering. At the
organisational level, we present a subtheme ‘bureaucratisation of volunteers’ work.” Finally at
the community level, we present a subtheme ‘community perception of volunteers’ which
covers both community recognition of volunteers and community misperception of volunteers
as paid workers. These subthemes are-selectedgiven-theirrectrrence-and prominenceinour

dataare summarised in Figure 1.-

/-—Commjtment to suppnrting\
women, mothers and

children .
1
+Disincentives and i
opportunity costs of ¢ Bureaucratisation of = Community perception of
volunteering volunteers” work volunteers

= Insufficient payment
» Out of pocket expenditure
» Inadequate family support

Individual level Organisational

Community

level lval

Figure 1. Illustration of themes and subthemes at individual, organisational and

community level

4. 1. Individual level factors «

Individual level factors include: FCHVs’ personal goals, expectations and experiences. At the
individual level, we found that all volunteers were committed to their unpaid volunteering

17
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role=. Yet, their experiences of volunteering were different. The time spent in volunteering,

high levels of out-of-pocket expenditure ses-and inadequate family support strained women

volunteers who were already overburdened, thereby lowering their work motivation at work.
However, sSome volunteers also saw volunteering as an opportunity to earn some money (for
example, small amounts in the form of training and travel allowances); or improve their future
employment prospects, but with questions as to the extent to which this was achieved in
practice. These findings are summarised under two subthemes: i) commitment to supporting

women, mothers and children and ii) social and financial disincentives and opportunity costs

of volunteering.

1.1 Commitment to supporting women, mothers and children

[Formatted: Font: 12 pt, Font color: Accent 1

Every volunteer interviewed spoke of being committed to their volunteering work despite its

challenges. Many volunteers, especially older illiterate women, spoke about their work
delivering health services as a form of basic human and social responsibility; couching their
role in terms of serving their own people. Many FCHVs- had not had the opportunity to access
health information during their own pregnancies and childbirth. However, they reported that
they had witnessed a reduction in maternal and child deaths; and improvements in women’s
overall health status in their communities since they became a volunteer. Such changes inspired
them to continue volunteering work at personal level as shown in the following examplequote
from-Binsa:

What I feel good about, my work, is that I am helping pregnant women, mothers and

children to save their lives. In the past, sometimes the baby’s hands used to come

outside the vagina, sometimes their foot used to come outside. It used to cost huge

expenses for the families. Now, such incidents have been reduced. We have protected
18
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our children and mothers and pregnant women from death, that is the best thing we

explained: :

EXTRACT2

have achieved. FCHVD?2- (=60, literate, exp 15 years, distance 2hrs). [Formatted: Font: Not Italic
[ Formatted: Font: 12 pt
Volunteering provided women with opportunities to go outside their houses and meet people.
which was a challenge for many women in rural Nepal. Therefore, even older volunteers over
60 years old with physical issues wanted to continue their service, as a volunteer —As—xxx
I want to walk, I want to talk. Now, what to do? This knee is giving me a little problem.< {Formatted: Justified, Indent: Left: 0.5", Line spacing:
Double

I am not able to see properly. Otherwise, I go everywhere they ask, be it Kathmandu,

Delhi or Bombay. I go anywhere. FCHVS12- (>60, edu 0, exp 25; distance, 1 5min),

As shown above, at the individual level, volunteers were committed to do their unpaid work,
yet all the volunteers in the interviews and group discussions reported personal difficulties they
experienced in undertaking their role as a volunteer. These are discussed under subtheme

disincentives and opportunity costs of volunteering.

4.2 1.2 Disincentives and opportunity costs of volunteering <
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At the individual level, FCHVs described four key things that undermined their motivation to
deliver PHC services: i) insufficient payment, ii) the opportunity costs of volunteering,

particularly in terms implications for their livelihoods iii) out of pocket expenses-expenditures

incurred in volunteering, and iv) inadequate family support to volunteer. First, both volunteers
and health workers described a growing set of healthcare responsibilities given to volunteers,
for example, reporting health and non-health activities, which were not part of their role when

the volunteer programme first began in 1988. Yet, there was little to no financial support
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available to volunteers in this study. Given these growing responsibilities for volunteers, many
referred to the large amount of time they spent in volunteering and the consequent time
pressures that this placed on them and on their livelihoods; in other words, they spoke about
the opportunity costs of volunteering. Some volunteers in the hill communities reported
spending several hours on foot to reach local health centres for monthly training or reporting,

which affected their livelihood. As xxa volunteer from Dhading -explained::

There are not many people to work at home. I have not been able to put paddy seeds
for plantation while others [in the village] have already done this. Women in the village
don’t even have time to go for check-ups, but they want me to stay with them from the
morning to the evening during their labour. What should I do? I cannot work for
villagers only. I need to look after my animals. I need to eat food, don’t I? FCHVD4

((>60, Edu 0, exp 15; distance 5-6hrs).-

Both health workers and volunteers agreed that volunteers a#

a financial disadvantage that discourages or disincentivises volunteering. Given many

volunteers did not have other sources of income than subsistence farming, both volunteers and
health workers agreed that the incentives volunteers received - NRs 200 (£1.33) to cover their
travel cost - was insufficient and did not match with the time spent on volunteering. Volunteers
had to pay someone to do their farming work at home. often at higher prices_(e.g. NRs 400

(£2.58) per person per day for labour). - ferexample; As xxxa volunteer from Terai explained:;
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If we ask someone to work from morning to evening, we need to pay above NRs 400
(£2.58) including their breakfast and lunch. We don’t even get that amount for our

work. FCHVS6 (45-59, literate, exp 19: distance 25min).-

[ Formatted: Font: 12 pt

Some volunteers also described out-of-pocket expenditures enses-that were necessary for them
to carry out their health care roles; for example, calling mothers to attend meetings by
telephone; or calling for an ambulance. Such costs were not reimbursed, which left already
poor women volunteers even poorer and -which-undermined motivation. As one FCHVfinsert

pseudonymt; from Dhading commented:

EXTFRACTH6
There is a zero-balance on my mobile due to the mothers’ group meeting [shows her
mobile]. I need to call the health post to enquire about the whereabouts of the
ambulance. This also requires money.... Because there is no money, there is not much

motivation to work. FCHVDS:- (30-44, edu 10, exp 7: distance 15min by bus).

Consequently, in the absence of payment, some family members thought that volunteers were
wasting their time and ;-hence their families - husband, mothers-in-law; and children - did not

support their volunteering work. For example, a volunteer from Terai commented:

oo
I was almost forced to stop the volunteering because of the household chores. 1 felt
overwhelmed when I returned home from volunteering. There would be big piles of
household chores left for me and without the support of family members, it became

almost impossible to continue the volunteering. FCHVS17_ (<30, edu 9, exp 3; distance

1 hour of cycling).
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Yet, despite these challenges we found that veharteers FCHV's wanted to continue volunteering
because they saw volunteering-it as an opportunity to advocate their needs and demand what
they thought was right and fair.— Both unpaid FCHVsvelanteers and paid health workers

indicated that they thought FCHCsvelanteers should be paid, which would add value to what

they were doing. Her-example;S—several volunteers reported that they wanted to be fairly

recompensated for their labour via a monetary allowance. As xxxxa volunteer from Dhading

argued::

EXTRACTS
A salary for us would be better. We do all the reporting work. After all the work we

have done, we should be paid. FCHVD7 (30-44, literate, exp 24: distance 30min).

Most volunteers expressed a strong need for monetary compensation, with some describing
volunteering (as in the quote above) as ‘work.” This was particularly the case for young and
educated women volunteers, who saw the volunteering opportunity as a possible entryway into
paid work. They were willing to do it without pay for a start, but hoped for a payment, due to

the costs of living. As a young volunteer from Sarlahi -{insert-pseadenym}: commented:

EXARACHY
Whether a volunteer should be given a monthly payment, this needs to be considered.
It is okay to select those women who can actually work. At this time, it is not possible

to work voluntarily. FCHVS15 (30-44, edu 8, exp 19; distance 1 hr).

Thus, at the individual level, despite the social and financial disincentives of volunteering, we

found that women were committed to volunteer. Yet, the-organisational factors created another

challenge for these-volunteersEFCHVs.
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H79  erganisational-feedback-aboutperformance—We-found-that-Aa range of organisational factors,

U80  including regular training of volunteers, and-availability of medical supplies, and supported

H81  supervision velunteers—everyday-aetivitiess—enhanced their #ng motivation of FCHVs to work
“82  —with the importance of these factors for volunteers’ services have-been-reported in our earlier

183 studyies [25]. The available public health system support in terms of medical supplies and

U84  regular supervision of FCHVs were systematically different in the two selected regions (hill

U85  villages and the Terai), which has been reported in our earlier study [25]. However, our data

H86  from interviews and- focus group discussions showed that excessive bureaucratisation of
487  volunteers’ work in the form of recording and reporting to paid health workers undermined

H88  their motivation. For example, —Fhese-are-demonstrated-under-the-subtheme bureaneratisation

T ( Formatted: Font: )
190 < { Formatted: Justified )
191

92  mMany volunteers i

K93  bureaueratisation—oftheirrole.—which—invelved —beingreported being asked by paid health

494 workers (based in local health centres) to complete formal forms of reporting into the health

H95  system. This took up a lot of their time, as one FCHV insert-pseadenym}: from Dhading

496  commented:

o7  EXTFRACTIO
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There is too much of recording work as compared to the past. Health workers want
records of under one-year children, under five-year children, pregnant women, new
mothers, family planning cases, the number of pills taken by individuals, women on
Depo-Provera injections, intrauterine contraceptive device users, vasectonty cases and

so on. We need to calculate the numbers of each case. FCHVD6_(45-59, literate, exp

24 distance 2 min).

Volunteers also complained that local health workers seemed to emphasise the importance of

reporting, rather than the ‘actual work’ of FCHVs:

EXTRACHH
The health workers never normally ask us how we are working. Only at the time of
reporting do they ask us how well we have filled the reports in. The emphasis is on the

report, not the work. Focus group GP1 Participantl- (<30, edu 10, exp 4; distance 1.5

hrs).

A health worker also revealed that some paid health workers of-them-were involved in unfair

actions towards FCHVs; for example, -FCHVs were sometimes provided incentives (an
allowance) to cover a single day, instead of the actual intended time for training tirre-of three

to four days:

EXARACH2
The training duration for FCHVs is reduced contrary to the given guidelines, so as to
save money from giving allowances to them. If there is training for three or four days

then, it would be reduced to one day. HW11 ( Field co-ordinator, government services).
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In the absence of adequate financial incentives, many volunteers expressed feelings of being
‘fed up’ and also gave examples of instances in which they felt undervalued. For example,
volunteers indicated how- paid health workers often criticised them and/or were disrespectful

if they were unable to fill the report card on time. As a volunteer from Dhading xxcindicated:+

This work does not give credit to us in the village. Health workers ask us, ‘did you do
this work? If you don’t bring the report, who will bring it?’ There is no respect, no

respect at all in this work. FCHVDI (45-59, literate, exp 15; distance 1hr).

( Formatted: Font: Not Italic

Given these issues with how FCHVs felt their femotional and physical} labour was
undervalued, a small number of FCHVs spoke about how they were trying to mobilise for

change. For example, one volunteer—finsert-psendonymt— spoke about how they wanted to

discuss the budget available for volunteers with the local government authority, declaring that

she was planning to take collective action against the village secretary:

I became a representative as a chairperson of FCHVs from our village and have given
them (women) a voice. I have threatened [name], if they would not allocate any budget
for us even this year, then I would be bringing the mothers’ group to have a word with

them. FCHVS16- (45-59, edu 10, exp 19: distance 20min).

Thus, at the organizational level, we found that the bureaucratisation of volunteers’ work,
especially emphasis on recording and reporting of health related information, without adequate

training and financial support to volunteer, undermined their motivation.
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3. Community level factors — Community perception of «

volunteers'

At community level, the social experience of working in one’s own community was not the

same for all volunteers. Some volunteers and health workers reported that the volunteers were
motivated to volunteer due to community recognition of their work. For example, a volunteer

from Sarlahi -finsert-pseadenyml; -highlighted trust of local women towards them:

e
People trust us in the field. We had some difficulties in the past, but now, if FCHVs go
there and ask people to eat anything to make them feel better, then they even eat the
poison. There will be no doubt on what (medicine) I give her. FCHVSI16_(45-59. edu

10, exp 19: distance 20min).

However, our data from interviews and focus groups suggests that volunteers were more
concerned about not being valued by local community members than feeling valued or
respected. We found a socio-cultural ‘clash’ between ‘the reality’ of FCHVs being unpaid
volunteers and their ‘perceived status’ as paid professionals within their communities; not

only leading to misunderstandings of what FCHVs do and limited community support, but
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also undermining volunteers’ motivation to work with the PHC system. A typical response

was-1s encapsulated by this volunteer:

EXTRACT 16
We do not get reward/praise (jas) in the village. Villagers ask us, ‘did you work this?
if you don’t bring medicines, who will bring?’ There is no reward (ausaj), no reward
at all in this work. We don’t get a salary, but we get blamed for not working well in the

local community despite being paid. {tFCHVD 15 (45-59, literate. exp 15 distance 1hr).

Velunteers—FCHVs felt they were being criticized partly because community members
perceived them as paid health workers and expected them to spend more hours in volunteering
than they were assigned to. This undermined volunteers’ motivation at work, as one

commented:

oo o
Some people say, ‘she gets a salary every month, but she does not come to our home.’

I don’t feel like working after listening to this. FCHVD7_(30-44, literate, exp 24;

distance 30min).

It appeared that, as more and more functions were given to volunteers, communities’ views of
volunteers and the social value placed on them changed: seeing welsnteers’HCHVs as
‘professional” health workers, instead of volunteers or peers from the community. This reflects
an undermining of the relationships that underpin volunteer’s motivation to work at the

community level.

27



92

593

594

595

596

597

598

599

600

601

602

603

604

605

606

607

608

609

610

611

612

613

614

Fls

Thus, our overall resutt-our findings shows that FCHVSs in rural Nepal can be highly motivated
to work as a volunteer at the individual level, yet inadequate family, community and
organisational (health system) support undermine this, the security of their livelihoods, and

thus wider efforts to deliver PHC for all.

Discussion

This paper has explored motivation of volunteer CHWs from their own perspectives and also
included the views of paid local health workers in rural Nepal. Our key findings show that
Nepali CHWs — FCHVs - are highly committed and motivated to volunteer but also that the

social and financial opportunity costs of volunteering, out-of-pocket expendituresses and

inadequate family support disincentivize them. In addition, we-found-thatthe bureaucratisation
of volunteers’ work and community misperception of volunteers as paid workers undermined
their motivation to volunteer. These key findings are discussed with reference to eurrent-wider
literature and the current situation in Nepal: and are presented at three levels: individual,

organizational and community.

At the individual level, we found that despite everyday work challenges, FCHVs were

motivated to volunteer for reasons such as altruism, limited monetary incentives and/or social

status. They valued the altruism of doing something for the public good and saw volunteering
as an opportunity to make a difference in-to maternal and child health in their communities.
While volunteers, ¢regardless of their age), reported that they wanted to be paid for their
services, young volunteers emphasised that they joined volunteering expecting a better future
and route to financial security or employment. These findings are consistent with CHW

literature from sub-Saharan Africa and South Asia [54, 55]. For example, in a study conducted
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in Bangladesh, India, Kenya, Malawi and Nigeria, involving —{thirty-two focus group
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Despite their commitment and individual motivation to take on the FCHV role, we found that
women volunteered at considerable social and material cost to themselves and their families,

and their expectations were often not fully met in ‘the everyday’ realities of volunteering.
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Working without adequate payment threatened volunteers’ already precarious living
conditions; further overburdening them with their household chores and farming
responsibilities. According to the national survey of Nepalese volunteers, average working
hours of volunteers increased from 1.7 to 3.1 hours per day between 2006 and 2014 [34], and
this appears to continue to be the case. There is however, no more recent data available on
volunteer working hours. At the time of the research, and indeed now in Nepal, volunteers have
expanded workloads whieh-that often involves carrying out work for programmes to detect
noncommunicable diseases, such as hypertension (e.g. monitoring blood pressure and
educating people about its risk factors) [33, 46]. In line with the Nepal-current government’s
policy_in Nepal, volunteers continue to be expected to work without compensation. Hi—se
deing;Yet we alse—found that out-of-pocket expenditure ses—incurred in volunteering left
already-poor women velanteers—-FCHVs even poorer. Sueh-The economic insecurities of
women CHWs have been reported in other studies from Nepal [25, 39] and in countries
including ~-Ethiopia [17], South Africa [58], Bangladesh [59], Pakistan and Sierra Leone [15].

This suggests that women volunteers are consistently mobilised to meet global developmental

goals without fully considering their livelihoods and everyday needs, thus undermining their

motivation at work and, by extension, access to UHC.

At the organizational level, we found that bureaucratisation of volunteers” work through formal
recording and reporting of health activities without financial compensation meant they-FCHVs
saw these requests for their labour as unfair (as evidenced by FCHVs questioning why they
had to volunteer while local health workers were paid for doing similar work) which also
undermined their motivation. A situation that was compounded by health workers criticising
FCHVs -for being unable- to produce reports — despite this being unsurprising given that many

FCHVs- are illiterate. This illustrates however, the subordinate status of volunteers to paid
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government health workers in Nepal and is;: a situation that persists to the current day. This

situation is not unique to Nepal: women CHWSs are often at the bottom of gendered health
bureaucracies and experience difficulties in advocating their own needs and those of

communities. For example, studies from Ethiopia Otherstudies-hichlicht how women CHWs

work without adequate compensation in a structure which reinforces gendered hierarchys; as

re[ 12, 60] —— oo sl ithent

— and how sSuch

hierarchical structures and bureaucratisation are-found-to-demotivate health workers [57].

At the community level, we found that, as more and more functions are given to volunteers to
perform over time, communities’ views of volunteers and the social value placed on them have
changed: seeing wolunteers’FCHVs as —‘professional’ health workers instead of volunteers
from the community and ;-undermining the relationships that underpin volunteer’s motivation
to work. This change in community perceptions has been driven by the way the FCHV
programme has developed in Nepal. When the FCHV programme began in 1988, their roles
were limited to provision of health education. However, over the years, they have been
involved in the provision of preventive, promotive and curative healthcare activities, including
distribution of medicines at-as part of national campaigns, which is one-off paid activity [61].
It is likely that the expansion of activity, as well as involvement in paid activities by NGOs
[40], although rare, has led some community members to view volunteers as paid workers and
to be more critical views of volunteers’ service shortcomings. This has, however, deprived
CHWs-FCHVs of the community support they needed; and which underpinned their original

motivation to work. Again, tFhese findings are consistent with studies of CHWs from Africa

and Asia [15, 54], but contradict other evidence from Nepal [35], which was primarily based

on the assumptions of policymakers and programme managers.
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Overall, our findings suggest that financial compensation are-is crucial for women volunteers

- ~who mostly come from a poor socioeconomic background - ;-to be motivated to deliver

global goals for PHC [6, 21, 54, 57, 58]. As highlighted in an-earlier studiesy of FCHVs, Nepal
needs a system that not only socially recognises volunteers’ efforts, but also supports their
livelihood: it is only when both these are met that -volunteers will be able to deliver their role
with the support of family members [46, 62, 63]. This however, has financial implications for
achieving health related goals (SDG3). —suggesting that more financial investment for FCHVs

is needed for integrated action across three levels (individual, organisational and community)

action-across-al-evels-of the health-system. For example, motivating volunteers at individual

level itwill require national policy change. not only to reepaetre-enact the financial incentives

that were present in the FCHV scheme when it first began, but also to ensure that the incentives

match their workload and there is a -greater recognition of the value of FCHVs in national

policy. At organisational levelOrgsanisationally, it will require the implementation of

procedures and practices to ensure that FCHVs get all the financial incentives that they are due

and in a timely way and also a programme of cultural change to improve the way that paid

health workers value and interact with FCMHVs to ensure that their relationships become

grounded in and engender respect. At community level, integrated action is needed to increase

community awareness of FCHVS’ roles and their contribution to community health. It is also

important to recognise that, in terms of global policy, Atthe-same-time-however; action in this

respect will have knock-on; positive effects for —other SDGs, including SDG 8, as it will
increase women'’s entry into the workforce, and SDG10, as by strengthening women’s social

status and livelihoods it; will help address gender inequalities [64]. hier
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Our study has some limitations. First, data was collected in 2014 from two areas of Nepal using
qualitative methods, hence the detailed findings are not generalisable. The thematic topics
identified are however, potentially relevant in other settings in Nepal and other resource-poor
health systems, given that they resonate with other existing literature on this topic, as discussed
above. Second, participants might have been particularly concerned to express their views on
issues of monetary compensation (in line with social desirability bias), using the interviews as
a potential chance to highlight their complaints to higher level policy audience and programme
managers via the researcher, meaning that other ‘everyday issues’ may not have been
discussed. This does not, however, detract from this being a key issue for the FCHV
participants and therefore key issue to be considered and addressed in further research and in

policy and practice.

Further research is needed to assess and measure the degree to which the identified factors
influence FCHVs’ motivation to deliver PHC, so that programmes can be designed to support
them. We suggest that there is a role for conducting community-based participatory research
with FCHVs, involving methods that build the capacity of FCHVs to gather and share their
experiences, including with policymakers, in ways that they want and value. While this kind
of research can be resource-intensive, it has direct benefits to those involved, and could support
the co-creation of policy relating to the delivery of UHC that reflects women volunteers’ needs
[65]. At the same time, policymakers and programme managers of FCHV programmes should
consider arranging adequate monetary compensation for volunteers, not only to reflect the
work context and the time spent in volunteering, but also as a livelihood strategy to support
some of the poorest, rural women. This should be combined with activities to ease
organisational bureaucracy and enhance community awareness of volunteers’ roles, so that the
FCHVs remain motivated to deliver towards UHC.
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Conclusion

Our paper illustrates how women from some of the poorest backgrounds can be highly
motivated to work as a community health volunteer, yet inadequate family, community and
health system support undermine this, the security of their livelihoods, and thus wider efforts
to achieve UHC at primary care level for all. We found that insufficient payment, social and

financial opportunity costs of volunteering, and out of pocket expenditureses undermine

motivation to deliver services. Similarly, the bureaucratisation of volunteers’ work; and a lack
of social appreciation of their work by community members; appeared to undermine
volunteers’ motivation. Financial investment to provide community volunteers with monetary

compensation for their health work seems crucial if women in resource-poor areas of LMICs

are to remain motivated to deliver PHC to achieve UHC for all; with this also being an

investment in women’s livelihoods and addressing gendered inequality.
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supervision of FCHVs were systematically different in the two selected regions (hill

villages and the Terai), which has been reported in our earlier study [25].
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Yes, thank you, we have corrected them.
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2. For the organizational-level and community-level factors, only one factor was analyzed in detail
(Bureaucratisation and community perception), the extra subtitles seem redundant.

Yes, thank you.,we have removed extra subtitles.
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Reviewer #2: Thanks for inviting me to review this research article “Exploring the motivations of

female community health volunteers in primary healthcare provision in rural Nepal: a qualitative ( Formatted: Font: 12 pt
study”. Based on the gualitative investigation and analysis, FCHVs’ motivations to volunteer in [Formatted: Font: 12 pt
rural Nepal were affected in several unique ways. After evaluating this study, [ recommend it for [Formatted: Font: 12 pt
publication in this Journal, with revisions. Below are my comments and suggestions. [Formatted: Font: 12 pt
“ [ Formatted: Justified, Line spacing: Double

1. In the method section, authors need to describe the settings the way such as the meeting

rooms/open spaces where the interviews/focus groups were conducted. [Formaned: Font: 12 pt

Thank you. The following information has been included in Section Method, Data collection on ( Formatted: Font: 12 pt

‘ . [Formatted: Font: 12 pt

page 11, line number 267-272:, ( Formatted: Fon: 12 pt

. . . L. . . [Formatted: Font: 12 pt
Interviews and focus groups were conducted using a semi-structured thematic interview guide (S2
interviews and focus groups guide) and most were conducted in participants’ homes, although
some individual interviews and group discussions were held in a meeting room at health centres
or local cafes as per participants’ availability and preference. For example, the first author
conducted a focus group discussion and also conducted an individual interview with a volunteer

from a remote area after their monthly meeting at the local health centre.

R [Formatted: Font: 12 pt
2. In the method section, compared to the volunteer participation, can authors provide more detail

of the paid participation in this study such as the amount of payment or covered costs? [Formatted: Font: 12 pt

The following information has been included in Section Method,, ‘data collection’ on page 11, 12: [Fﬂrmatted: Font: 12 pt

[ Formatted: Font: 12 pt
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In terms of research-related payments, 15 FCHVs who had to commute to participate

in_interviews were paid NRs 500 (US $3.46) to cover their expenses. No other

incentives were provided to the participants to take part in the study. However, when

possible, refreshments (tea, biscuits, snacks, cold drinks) were arranged after the

interview/group discussions.

3. The authors present the socio-demographic characteristics of FCHVs (Table 2), age is also an

important factor but it hasn’t been reported. For any unreported data in the tables, please indicate

[Formatted: Font: (Default) Times New Roman, 12 pt
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[Formatted: Font: 12 pt

it as unknown.

Thank you, a column with age of volunteers have been added to Table 1 on page 13.

[ Formatted: Font: 12 pt

There was no unreported data in the tables. Ditto sign [”] was meant to say same as above, but we

removed this to avoid confusion and replaced with exact characteristics of the study participants

in the tables (1 and 2) on page 13 and 15.

A

4. In every narrative extract, can authors briefly describe the narrators (e.g. socio-demographics)

to facilitate reading?

[ Formatted: Font: 12 pt

‘ [Formatted: Justified, Line spacing: Double

[Formatted: Font: 12 pt

Thank you. We have amended the identifiers used in relation to each narrative extract. Each quote

has the following identifiers (age range, years of education; exp= years of experience in the post;

and distance= walking distance to health centres in minutes/hrs otherwise stated). — we have
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explained this identification system in Section Method on page 16, line number 331-333 of the

manuscript.}

[ Formatted: Font: 12 pt

A

5. In the discussion section, more discussion of potential integrated solutions across three levels

(individual, prganization, and community) would be sound. ( Formatted: Font: 12 pt

-Thank you for this useful suggestion. We have added in more detail into the discussion about the

need for integrated action across the health system with examples of what would be needed at

different levels, based on the findings from our research. Please see -page 32, line number 696-

709

Double

This however, has financial implications for achieving health related goals (SDG3),«— {Formatted: Justified, Indent: Left: 0.5", Line spacing:

suggesting that more financial investment for FCHVs is needed for integrated action across

three levels (individual, organisational and community) . For example, motivating

volunteers at individual level will require national policy change, not only to re-enact the

financial incentives that were present in the FCHV scheme when it first began, but also to

ensure that the incentives match their workload and there is a greater recognition of the

value of FCHVs in national policy. At organisational level, it will require the

implementation of procedures and practices to ensure that FCHVs get all the financial

incentives that they are due and in a timely way and also a programme of cultural change

to improve the way that paid health workers value and interact with FCHVSs to ensure that

their relationships become grounded in and engender respect. At community level,

integrated action is needed to increase community awareness of FCHVSs’ roles and their

contribution to community health. [Formatted: Font: 12 pt, Font color: Red
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Reviewer #3: This paper by Panday et al. was a qualitative study exploring the motivations of

female CHWs who are volunteers in delivering PHC services in rural Nepal. The authors

conducted 31 semi-structured interviews and 3 focus groups among female CHWs including [Formatted: Font: 12 pt
volunteers and paid workers in two districts of Nepal. Data was analyzed thematically and [Formatted: Font: 12 pt
organized using the conceptual framework developed by Franco et al. Individual, [Formatted: Font: 12 pt

organizational, and community level results included: 1) volunteers’ commitment to supporting

mothers and children; disincentives and opportunity costs of volunteering; 2) bureaucratisation of [Formatted: Font: 12 pt
volunteer work; and 3)co-mmunity perception of volunteers. The authors concluded more support [Formatted: Font: 12 pt
is needed at all these levels, and financial investments are necessary. [Formatted: Font: 12 pt

The paper addresses a clear research gap. Strengths include a straightforward background section
anddiscussion which highlighted the relevance of the study. The conclusions drawn are supported

by the results,with minor areas for improvement, and the method and discussion sections need

some more detail. The main weakness is a results section presented without the use of tables or [Formatted: Font: 12 pt
figures. This makes it challenging to synthesize the findings. There are also several typographical [Formatted: Font: 12 pt
errors requiring copyediting. Overall, I recommend this paper is accepted with revisions. [Formaned: Font: 12 pt

Major areas of improvement include:

1) The lack of tables or figures in the results section. I strongly suggest creating a table or figure

which prganizes the results by individual, organizational, and community levels. Within each of [Formatted: Font: 12 pt
these levels the authors can include their subthemes and draw connections between them. An [Formaned: Font: 12 pt
example is provided by Figure 1 jn a paper on the contribution of FCHVs to maternity care in [Formatted: Font: 12 pt

Nepal also by Panday et al.
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Panday S, Bissell P, Van Teijlingen E, Simkhada P. The contribution of female community health

volunteers (FCHVs) to maternity care in Nepal: a qualitative study. BMC health services research. [Formatted: Font: 12 pt

2017 Dec;17(1):1-1.

Thank you. We have produced a new figure -to respond to this point and inserted in Section Results [Formatted: Font: 12 pt
[Formatted: Font: 12 pt

on page 17.

a [Formatted: Font: 12 pt

2) I suggest the authors summarize their three tables on participant information into just one table.

Thank you. We removed Table 1, but kept Table 2 and 3, as they provide different information:

Table 1, is about characteristics of FCHVs and Table 2 is_about health workers. Please see the

changes in Section Method on page 13 and 15.
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3) In the introduction the authors describe data was collected for this study nine years ago. They

do a good job defending the continued relevance of their findings, but maybe they can include a
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line on how this paper makes a different contribution from their earlier paper, which draws from

[ Formatted:
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the same data.

Thank you. The following information has been added in Section Introduction on Page 7, line

number 186-188):
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Recent research in Nepal reveals that FCHVs experience issues such as workload and payment+— [ Formatted: Justified, Line spacing: Double

25, 39, 40]. These are issues that we go on to highlight in this current paper, which therefore

suggests the continued salience of our previous research [41].

4) Some more detail is needed in the reporting of the thematic analysis in the methods section. For [Formatted: Font: 12 pt
example, Braun and Clarke suggest creating initial thematic maps. Perhaps a codebook could be [Formatted: Font: 12 pt
included as an appendix too. [ Formatted: Font: 12 pt

Thank you. The following information has been added in Section Method on page 15, line number

316 and line number 324.

EvT coded four interviews and a group discussion transcripts in English independently.

Common themes across the data set were developed in NVivo at three levels.

The PI tried to open NVivo 12 file in which coding was done, but could not do so due to technical+—— [ Formatted: Justified, Line spacing: Double

error at this instance.

[ Formatted: Right: 0.25"

10«



hy [ Formatted: Justified, Line spacing: Double

[ Formatted: Font: 12 pt

A

5) The discussion section occasionally needs greater detail when connecting with the broader

literature. For gxample, on page 23 the authors write “These findings are consistent with CHW [Formatted: Font: 12 pt

literature from sub-Saharan Africa and South Asia (51, 52)”. Please expand what are the findings [Formatted: Font: 12 pt

from these other studies if relevant.

Thank you. We have included some greater detail when connecting with broader literature. For

example, the following information has been added in Section Discussion on Page 28-29-: [ Formatted: Font: 12 pt

For example, in a study conducted in Bangladesh, India, Kenya, Malawi and Nigeria,

involving thirty-two focus group discussions with 361 individuals and 116 key

informant interviews with CHWs, health workers and managers, it was found that

CHWs consistently expressed a need for appropriate and consistent compensation for

their work [54]. Similarly, another study of CHWs that also included their supervisors

and high-level officials (n=95) within Global Polio Eradication Initiative in India

Nepal, Pakistan, Ethiopia and Rwanda showed that when CHWSs were provided with

some financial compensation, this was perceived to be low and exploitative of CHWs’

work [55].

b [ Formatted: Justified, Line spacing: Double

[ Formatted: Font: 12 pt

[ Formatted: Right: 0.25"



6) Since the authors conclude more financial investment is needed to support FCHVs, I strongly

suggest jncluding more extracts explicitly identifying this (presently only extracts 5, 6, 8, 9, 16

[ Formatted: Font: 12 pt

mention salary/finances).

Thank you, we have emphasised the unpaid nature of FCHVs work throughout the findings and

have clarified, for example, the importance of lack of coverage out of pocket expenditures. We

would like to highlight that other included quotes/extracts, e.g. the quotes on p.23-26 (previously

extracts 12, 14 and 17) also relate to finances. ,
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Copyediting is needed for this paper. Minor areas of improvement include:

Thank you for the copyediting suggestions — we have been through the whole paper and have made

changes relating to all the below.
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1) Consistency between using the words “female” or “women”.

A
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2) Numbers nine and below should be spelled out.

IS

[Formatted: Font: 12 pt

3) The format the date is presented in line 213 may be ambiguous.

4) Replace the apostrophe symbol in the tables.
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5) Use oxford commas.
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6) Fix punctuation such as double periods and spaces.
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My only other comment is the authors write “informed consent was obtained from most of the

participants”. I am confused how data was collected then for participants who did not provide

[ Formatted: Font: 12 pt

consent.

Apologies for this error in our writing, it has been corrected as follows: “

Informed written consent was obtained from all the participants included in the study and-<
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responses were anonymised (Method, page 10).
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