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Abstract
Background  A shortage of healthcare workers in low- and middle-income countries (LMICs) combined with a rising 
burden of non-communicable diseases (NCDs) like hypertension and diabetes mellitus has resulted in increasing 
gaps in care delivery for NCDs. As community health workers (CHWs) often play an established role in LMIC healthcare 
systems, these programs could be leveraged to strengthen healthcare access. The objective of this study was to 
explore perceptions of task shifting screening and referral for hypertension and diabetes to CHWs in rural Uganda.

Methods  This qualitative, exploratory study was conducted in August 2021 among patients, CHWs and healthcare 
professionals. Through 24 in-depth interviews and ten focus group discussions, we investigated perceptions of task 
shifting to CHWs in the screening and referral of NCDs in Nakaseke, rural Uganda. This study employed a holistic 
approach targeting stakeholders involved in the implementation of task shifting programs. All interviews were audio-
recorded, transcribed verbatim, and analyzed thematically guided by the framework method.

Results  Analysis identified elements likely to be required for successful program implementation in this context. 
Fundamental drivers of CHW programs included structured supervision, patients’ access to care through CHWs, 
community involvement, remuneration and facilitation, as well as building CHW knowledge and skills through 
training. Additional enablers comprised specific CHW characteristics such as confidence, commitment and 
motivation, as well as social relations and empathy. Lastly, socioemotional aspects such as trust, virtuous behavior, 
recognition in the community, and the presence of mutual respect were reported to be critical to the success of task 
shifting programs.
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Introduction
The Alma Ata Declaration on primary health care, estab-
lished health as a human right while highlighting the 
significance of community health workers (CHWs) [1]. 
Over 40 years later, improving the access to healthcare by 
bridging the care gap between communities and health 
centers remains a major challenge for low- and middle-
income countries (LMICs) like Uganda. Uganda is expe-
riencing a shortage of health care workers, particularly 
in rural areas [2]. Simultaneously, the global rise of non-
communicable diseases (NCDs) continues unabated. In 
Uganda, this dual burden puts a strain on the already 
fragile healthcare system [2]. On a global scale, NCDs 
such as hypertension and diabetes mellitus (diabetes) 
account for over 70% of yearly deaths worldwide. This is 
an alarming trend particularly in LMICs, where 80% of 
these deaths occur [3].

Currently 1.13 billion people suffer from hypertension 
worldwide, and the majority of these individuals live in 
LMICs [4]. Diabetes, a major driver of global mortality 
and morbidity, currently affects 8.5% of adults, with an 
increase in cases documented over the past two decades 
[3, 5]. The WHO estimates that 1.5 million deaths were 
directly caused by diabetes in 2019. Diabetes and hyper-
tension are both major risk factors for heart attacks 
and strokes, and multi-morbidity is unfortunately com-
mon [5]. Uganda is severely burdened by NCDs, which 
account for more than 40% of yearly deaths [6]. Current 
numbers indicate that 26.4% of Ugandans suffer from 
hypertension while 1.4% of the Ugandan population are 
estimated to have diabetes [7, 8]. The majority of NCDs 
in Uganda remain underdiagnosed, generating a preven-
tion and care gap that may be closed through the imple-
mentation of community-based disease management 
programs [8–11].

To overcome these challenges in workforce and access 
to healthcare, the Uganda Ministry of Health initiated the 
CHW program called the Village Health Teams (VHTs). 
VHTs typically are volunteers who provide a connec-
tion between the health sector and the communities in 
which they live [12, 13]. In the study region, CHWs are 
nominated by their respective communities often with at 
least seven years of education, along with proficiency in 
reading and writing in Luganda, the community’s most 
commonly used local language. The Ugandan Ministry 
of Health provides foundational health training to CHWs 
prior to serving in local communities, where they may 

aid in data collection, health education matters or dis-
ease surveillance. Despite working as volunteers, they 
often receive a small contribution to cover their travel 
expenses based on the activity conducted [12]. While 
CHWs are well utilized in the management of commu-
nicable diseases such as malaria, tuberculosis and HIV/
AIDS, evidence on employing CHWs in the management 
of chronic diseases is limited [14, 15].

Task shifting, where tasks are delegated from physicians 
to nurses or lay health workers, has been successfully 
implemented and proven to enhance access, coverage 
and quality of care [15, 16]. Task shifting to non-physi-
cian health workers may be a feasible method to tackle 
the NCD burden in LMICs, where a shortage of health 
workers is experienced [15, 17, 18]. With the alarming 
rise of NCDs in Uganda, efforts are being made to scale-
up task shifting to CHWs programs [12, 13]. In 2018, the 
Ministry of Health in Uganda introduced the nation-wide 
Community Health Extension Workers program to insti-
tutionalize the CHW role and ensure a balanced division 
of CHWs across the country [19]. However, challenges 
of acceptance and programmatic components persist [2, 
12, 14, 20]. CHWs require professional management and 
supervision, available equipment and supplies, as well as 
continuous training. Recent evidence from rural Uganda 
suggests that the program currently faces several chal-
lenges related to CHWs’ job motivation, satisfaction and 
inherently their performance. Additionally, CHWs often 
face difficulties with transportation due to a lack of finan-
cial resources, as well as a lack of recognition from higher 
levels of the healthcare system [21].

Reliable evidence is lacking regarding the design of task 
shifting to CHWs NCD programs, particularly in rural 
areas. Integrated multi-stakeholder studies investigat-
ing the acceptance of community-based NCD programs 
are scarce [20]. The purpose of this study was to explore 
patient, CHW and healthcare professional (HCPs) per-
ceptions of a task shifting to CHWs intervention for the 
screening and referral of hypertension and diabetes in 
Nakaseke, rural Uganda before the introduction of such 
a program. During the planned intervention, trained 
CHWs perform hypertension and diabetes screening 
using blood pressure devices and glucometers at the 
household level. CHWs then direct patients matching 
the referral criteria to the nearest health center. Input 
from all stakeholders was expected to be vital to inform a 
holistic understanding of the complex care environment.

Conclusion  CHWs are perceived as a useful resource when task shifting NCD screening and referral for hypertension 
and diabetes from facility-based healthcare workers. Before implementation of a task shifting program, it is essential 
to consider the multiple layers of needs portrayed in this study. This ensures a successful program that overcomes 
community concerns and may serve as guidance to implement task shifting in similar settings.

Keywords  Community health workers, Perceptions, Task shifting, Screening, Referral, Hypertension, Diabetes, Uganda
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Methods
Study design
We carried out an exploratory, qualitative study using 
focus group discussions (FGDs) with patients and in-
depth interviews (IDIs) with CHWs and HCPs. Par-
ticipants were selected through a purposeful sampling 
approach to represent similar characteristics such as dis-
ease status or occupation in the three participant groups. 
A heterogeneous sample of patients featuring diversity in 
age, gender and disease status was selected from a prior 
community census [22]. This qualitative study is one 
component of a larger mixed-methods investigation on 
the impact of CHW-led community-based screening and 
referral for hypertension and diabetes in rural Uganda 
[23].

Study site
Nakaseke is a rural district in Central Uganda approxi-
mately 66 km north of Kampala with an estimated pop-
ulation of 202,200 [24]. It consists of nine sub-counties 
including Semuto Town Council and Nakaseke Town 
Council. Nakaseke district is home to approximately 
43,000 households, with a gender composition of 53.1% 
males and 46.9% females. There is a high rate of illiteracy, 
with 27% of individuals aged 18 years and above reported 
to be illiterate [25]. The study site was selected purpo-
sively due to a prior community census and the research 
infrastructure available [22]. The population profile of the 
study population is representative of rural populations in 
Uganda, yet the pre-established cohort presents a unique 
characteristic for the study’s design.

Participants
Patients who currently lived in Nakaseke district were 
recruited from two public hospitals in the district. CHWs 
were inhabitants of Nakaseke district and attached to a 
local non-governmental organization (NGO) the Afri-
can Community Center for Social Sustainability Uganda 
(ACCESS). The HCPs were either from or worked in 
Nakaseke district local government, Nakaseke Hospital 
or in the capital city Kampala with expertise in national 
NCD or CHW programming.

Data collection
The study was conducted in Nakaseke district, rural 
Uganda in August 2021. A small number of HCPs’ inter-
views were conducted in Kampala, Uganda. Three dis-
tinct, interview guides were developed. Interview guide 
1 was utilized for the patient FGDs, focusing on personal 
experiences and perceptions of CHWs. Interview guide 2 
was designed for the IDIs with CHWs, focusing on their 
needs and experiences. Interview guide 3 was used for 
HCPs, encompassing structural and professional experi-
ences with CHWs. Interview guides were initially written 

in English and translated to Luganda by the Makerere 
University Multilingual Project to ensure validity. Data 
was collected by research assistants who were social 
scientists, fluent both in English and Luganda, the most 
commonly used dialect in the study area. The research 
assistants were trained to understand the study objec-
tives, data collection tools and supervised by two project 
managers from ACCESS Uganda with prior experience in 
managing community-based research studies. Pilot inter-
views and pilot FGDs were conducted by the local proj-
ect managers and research assistants after which the data 
collection tools were redesigned to fit the research needs 
and local context. Participants were either contacted by 
phone or in-person. Patient interviews were conducted 
in Luganda, HCP interviews were conducted in English, 
and CHW interviews were held in English or Luganda, 
based on participant preference. Interviews in Luganda 
were recorded and transcribed verbatim to English by 
research assistants. Interviews obtained in English were 
recorded and transcribed in English. The location for 
conducting the majority of patient FGDs was outdoors 
on the grounds of Nakaseke District Hospital or Semuto 
Health Centre IV, one FGD was performed within 
the community. IDIs with CHWs were conducted at 
ACCESS Uganda. The HCPs’ IDIs were carried out at the 
participants’ respective place of work such as the Minis-
try of Health, Nakaseke District Hospital, Semuto Health 
Centre IV, and ACCESS Uganda. Due to the ongoing 
COVID-19 pandemic at the time of data collection and 
inherent movement restrictions, some interviews were 
facilitated digitally via video software. IDIs typically 
lasted between 30 and 45 min, FGDs took approximately 
one hour.

Analysis
We used an inductive approach to thematic analysis 
where the identified themes are strongly linked to the 
data [26, 27]. By re-reading transcripts individually to 
identify reoccurring topics and discrepancies, RI and RM 
collaborated to create the initial code book using inde-
pendent line-by-line coding of a sample of transcripts 
with Microsoft Word. As the transcripts offer a large 
dataset, codes were used repeatedly. RI and RM agreed 
on a set of codes that were arranged in categories to cap-
ture emerging themes. At the next stage, the initial code-
book was discussed and further refined collaboratively by 
RI, RM and CN, as well as based on the feedback from the 
research team. After agreeing on a final thematic frame-
work, RI applied the codes to the remaining transcripts 
using MAXQDA qualitative analysis software. Data was 
analyzed using the framework method as a proven con-
cept in multi-disciplinary health research, allowing for a 
thematic or qualitative content approach [28].
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Ethical approval and consent
Ethical approval for this study was granted by the Maker-
ere University School of Biomedical Sciences (SBS-REC 
874) and the Uganda National Council of Science and 
Technology (SS821ES). All participants were compen-
sated for their time and effort, provided written informed 
consent to participate in the study and agreed to their 
interview data being published anonymized. The study 
was conducted in line with the required Covid-19 regu-
lations such as wearing personal protective equipment, 
sanitizing and social distancing.

Results
A total of 101 participants participated in the research, 
grouped into three categories: HCPs, CHWs and patients 
(Table  1). We conducted individual IDIs with twelve 
CHWs and twelve HCPs. Further, we conducted ten 
FGDs with 77 patients in total. Patients who were pre-
viously diagnosed with either hypertension, diabetes or 
both, and were currently seeking care at either Nakas-
eke District Hospital or Semuto Health Centre IV were 
selected purposeful from a previous census study on 
NCDs in Nakaseke [22]. The local research team identi-
fied these patients from clinical and research records. 
Patients that were willing to share their perceptions of 
the study’s topic and available to participate in the FGD 

at the respective study site were selected. Individual 
FGDs were created while ensuring a diversity and balance 
among the demographic factors such as gender and age 
that were selected in our initial sampling strategy. CHWs 
working at ACCESS Uganda that runs health and educa-
tion programs in the local community participated in this 
study. The local research team contacted CHWs either in 
person or via telephone to find those who were interested 
in participating. Only CHWs that previously received 
basic training on NCDs as part of a prior community 
census, but were not yet employed in task shifting, were 
selected for the interviews [22]. HCPs were selected 
nurses, doctors, and project implementers from ACCESS 
Uganda, as well as individuals from local, regional and 
national authorities such as the District Health Office or 
the Uganda Ministry of Health. HCPs were identified by 
the local research team due to their reputable knowledge 
in the field of NCDs and CHW-led disease management 
programs. We ensured gender balance among the CHW 
and HCP participants.

Figure  1 provides an overview of the three catego-
ries and twelve themes that emerged from the thematic 
analysis of interviews regarding patient, CHW and HCP 
perceptions of task shifting for screening and referral. 
The categories and themes are presented here, along with 
representative quotes from each respondent group.

Fundamental drivers of successful task shifting
As demonstrated in the following quotations, there are a 
common set of fundamental drivers that all three respon-
dent groups agreed would be important for a successful 
task shifting implementation.

Ensure provision of structured supervision
Participants agreed that a clear supervision structure 
needs to be in place to communicate challenges and suc-
cesses. As HCPs argue, CHWs should have clear targets 
that are monitored while roles are clearly defined and 
documented. Patients emphasized that supervision is key 
in successful task shifting.

‘At community level, we also come to monitor and 
supervise and see that [CHWs] (…) are actually 
working within their defined roles.’ (HCP-12)
‘CHWs can ably do the screening, identification and 
referral of diabetic patients if there is close supervi-
sion and monitoring (…).’ (Patient, FGD-10)

Patients laid out that supervision should also include 
random supervision visits in the community. Moreover, 
following up with screened patients to leverage their 
experiences and recommendations towards improving 
the program.

Table 1  Characteristics of patients, CHWs and HCP that 
participated in the study
Characteristics Patients 

(N = 77)
CHWs 
(N = 12)

HCPs 
(N = 12)

Age group
18–30 7 (9,1%) 5 (41,7%) 0

31–40 6 (7,8%) 2 (16,7%) 4 (33,3%)

41–50 19 (24,7%) 5 (41,7%) 4 (33,3%)

51–60 22 (28,5%) 0 4 (33,3%)

61–70 13 (16,9%) 0 0

71–80 4 (5,2%) 0 0

Age unknown 6 (7,8%) 0 0

Sex
Female 54 (70,1%) 5 (50%) 6 (50%)

Male 23 (29,9%) 5 (50%) 6 (50%)

Diagnosis
Hypertension 15 (19,5%)

Diabetes mellitus 18 (23,4%)

Hypertension and Diabetes
mellitus

30 (38,9%)

Hypertension and/or Diabetes
mellitus

14 (28,2%)

HCP Role
Nurse 4 (33,3%)

Doctor 1 (8,3%)

Project Implementer 4 (33,3%)

Government Employee 3 (25%)
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‘I would arrange some field visits whereby spot 
checks will done; interaction with patients who have 
received CHWs’ services as an evaluation exercise 
(…) from the community outlook.’ (Patient, FGD-05)

Regular performance reviews ensure CHWs adhere to 
guidelines. CHWs perceived supervision and feedback on 
screening targets as a mode of motivation. Field visits by 
the supervisors were displayed as positive by CHWs.

‘Telling us how everyone has performed or how 
many everyone has [referred] could (…) give us more 
encouragement and more morale (…).’ (CHW-02)

CHWs must be accessible
This theme was dominated by patients’ voices. CHWs 
can provide care at the household level, making dis-
ease monitoring more accessible and flexible in remote 

villages. As a patient demonstrated, this can save patients 
tremendous transport costs.

‘Our villages are very far away from health facilities, 
so having a CHW (…) will be extremely important 
because she will check on me and advise me to go to 
the health center earlier (…).’ (Patient, FGD-08)
‘Transport is very hectic. So having got someone in 
our community who can do the job, it will save us 
the more [money].’ (Patient, FGD-05)

Nonetheless, this theme also featured negative aspects 
on accessibility as patients had high expectations towards 
the availability and reliability of CHWs. Patients raised 
the concern that they need to be able to follow their own 
work schedules and often find CHWs unavailable when 
services are needed.

Fig. 1  Categories and themes as emerged from the qualitative data
*Community health workers
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‘They are not reliable in terms of their availability 
at their homes. In most cases they are occupied with 
other kinds of work.’ (Patient, FGD-10)

To overcome this challenge, a patient suggested that 
having a dedicated workplace that is separate from the 
CHWs’ homes would also make it easier for the CHW to 
separate family and work and formalize the CHWs’ work.

‘I [would] establish a special place where this CHW 
will be found within the community. I [would] not 
put this place at his / her home because this respon-
sibility will interfere  [with] her family affairs and 
privacy. This person [would] have defined days 
to do home visits and days to be at his / her office.’ 
(Patient, FGD-08)

Mandate community involvement as critical
The involvement of local leaders was identified as funda-
mental in task shifting. Local leaders are individuals who 
offer leadership to their respective communities. They are 
chosen from among their peers to represent the needs 
and interests of the community they serve. Local leaders 
can support CHWs in the program implementation by 
introducing them to the community. Introductions to the 
community leader before undertaking activities within 
a community builds trust between CHWs and commu-
nity members and nourishes long-term program success. 
Moreover, local leaders can support CHWs in identifying 
remote patients.

‘Community leaders (…) are influential people, (…) 
including the religious leaders [and] cultural leaders 
(…). Someone might be in community without a title 
but (…) when he says something (…), people will fol-
low him.’ (HCP-02)

Furthermore, patients appear to trust the local leaders in 
the selection of CHWs but also in the selection of com-
munity programs. As a patient described, community 
meetings provide a platform for discussing challenges.

‘There should be a village meeting about some of the 
complaints we have made. (…) On a Sunday, we seat 
with [the local chairman] in presence of the CHWs.’ 
(Patient, FGD-01)

Secure CHW remuneration and facilitation
HCPs argued that NCD screening is complex, therefore 
CHWs need to be formally compensated. An allowance 
can motivate CHWs in performing their roles, even 

when they act as volunteers. The suggested amount was 
between USD 25 and USD 100 per month.

‘They need to be paid (…). [It] will influence someone 
to concentrate on this assignment other than giv-
ing it divided attention when looking for additional 
money to meet their financial demands.’ (HCP-04)
‘Their work is very complicated because it is not easy 
to move door to door (…); they deserve to get some 
allowance.’ (HCP-08)

A patient demonstrated that CHWs need to support 
their own lives and families, while expected to prioritize 
their work and to present a certain level of NCD knowl-
edge. This expected level of education in handling NCDs 
should be compensated adequately.

‘There should [be] a motivation (…) so that [CHWs] 
don’t just work for free (…) So that they know that 
even if the shoe they are using to walk gets old, they 
can repair it, if the cloth gets dirty they can be able 
to buy some soap.’ (Patient, FGD-09)

Additionally, CHWs need to be given the required equip-
ment to screen for NCDs. Patients acknowledged that 
other expenses such as transport and phone communica-
tion should also be covered to ensure they can fulfill their 
roles.

I would want them to get the [screening] machines. 
(…) To see [my] status on diabetes and hypertension.’ 
(Patient, FGD-03)
‘This person [CHW] will need (…) access to easy 
transport means. Secondly; (…) a mobile phone for 
communication. Thirdly; (…) some monthly allow-
ance that will motivate him / her to work.’ (Patient, 
FGD-08)

Working while not being able to fulfill basic needs such 
as eating due to financial constraints limits CHWs in per-
forming their roles.

‘Being in field and you’re worried on what to eat, we 
can’t deliver to our maximum.’ (CHW-05)

Furthermore, CHWs described that at times the com-
munity expects them to support vulnerable patients by 
enabling transport to the nearest hospital, which rein-
forces the need for securing adequate facilitation and 
remuneration.

‘There is need to add on my transport that will 
enable me to transport some patients found in poor 
living conditions. Some patients especially the old 



Page 7 of 14Ingenhoff et al. BMC Public Health          (2023) 23:881 

ones find a challenge of moving (…) to health centers 
for medication.’(CHW-04)

Foster CHW knowledge and skills through training
Participants agreed that CHWs need to be intensively 
trained prior to task shifting assignment. Training was 
regarded as essential for ensuring adherence to medical 
standards. As a HCP emphasized, continuous training 
was identified as crucial, including to ensure that CHWs 
know how to properly use equipment in the field.

‘They need to be trained well enough (…). Also give 
them [CHWs] refresher courses wherever gaps are 
identified.’ (HCP-12)

In addition, CHWs and HCPs emphasized the need to 
strengthen patient communication and lifestyle counsel-
ing skills so CHWs can approach community members 
comfortably.

‘[Train] how to approach someone because if the 
[CHW] does not know how to talk well with people, 
[some] may not allow [the CHWs] to talk to them.’ 
(HCP-03)

Patients laid out that providing communication skills as 
part of training is important, even before knowing how to 
operate the equipment.

‘I [would] train CHWs on how best to handle NCD 
patients. I [would] tell them to receive patients with 
happiness. Then I [would] train them on how to use 
those machines.’ (Patient, FGD-02)

Patients’ negative views on CHWs’ current knowledge 
and skills augmented the requirement for training as they 
presented doubts whether CHWs have the necessary 
skills to screen for NCDs.

‘They [CHWs] had no knowledge on NCDs and they 
couldn’t help NCD patients (…). These CHWs lack 
the required knowledge and skills to do this work.’ 
(Patient, FGD-02)

Characteristics of community health workers enabling task 
shifting
This category was heavily influenced by CHW responses 
and supported by patients and HCPs, while the per-
spectives on confidence and intrinsic commitment and 
motivation were exclusively shaped by the responses of 
CHWs.

CHWs display confidence
CHWs portrayed a high level of confidence towards their 
abilities on patient communication and performing the 
outlined tasks of screening and referring hypertensive 
and diabetic patients. Being trained and appreciated by 
the community further underlines their confidence in 
performing their roles.

‘Being with patients helped boost my confidence.’ 
(CHW-02)
‘I told you about the training I received, I am quali-
fied I understand things and if it’s time to screen a 
diabetes patient there is nothing to stop me.’ (CHW-
06)

Beyond screening for diseases, CHWs acknowledged 
their good communication skills. One CHW stated they 
have the capacity to create a linkage between the patient 
and the health centers.

‘We are informed. (…) we are like a linkage between 
patients and health workers.’ (CHW-12)
‘Through the training, (…) I have acquired good com-
munication skills, which help me to convince the 
patients to seek for health attention.’ (CHW-09)

CHWs exhibit intrinsic commitment and motivation
CHWs demonstrated a high degree of motivation, some 
even working unpaid. They thrive to empower patients to 
know their disease status.

‘I am a CHW and all work is in the community. Per-
sonally, I feel motivated to help other people to live a 
healthy lifestyle.’ (CHW-05)

The acquired knowledge from training further motivates 
CHWs to perform their work while being committed to 
helping patients.

‘The salary and knowledge they give me, [I] am satis-
fied because brain [knowledge] is power.’ (CHW-06)

The role of CHWs makes them feel needed by the com-
munity and provides a sense of self-worth, a position 
where their voices are heard. Also meeting new commu-
nity members motivates CHWs to perform in their roles. 
They aim to be a role model for communities.

‘I make sure that I happen to be the first example 
before telling others what to do.’ (CHW-09)

CHWs perceived it as an honor to act as a health worker. 
The changes on people’s health is a major motivation.
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‘I am happy that there are many people who received 
our services because of this program and without it; 
I think they would have been left out.’ (CHW-07)

In addition, the program influences CHWs and their own 
families to change their lifestyle habits and to act as a 
multiplier through the community.

‘I have become a doctor of my life. I have changed 
my healthy lifestyle. I cannot sleep without a mos-
quito net; I cannot treat my child without examina-
tion (…).’ (CHW-07)

CHWs cultivate social relations and empathy
Being born in the areas they serve, CHWs are known 
members of the community. If CHWs are assigned to an 
area and the community is familiar with them, it will sim-
plify entering the community and communication as a 
HCP describes.

‘CHWs are in the communities. They live with the 
subjects; they will understand them better (…).’ 
(HCP-12)

Patients perceived CHWs as equals, following the same 
occupation as community members while showing com-
mitment and empathy towards their work.

‘They are not bad, they are like us, because they are 
farmers like us and you can’t differentiate them from 
us.’ (Patient, FGD-04)
‘CHWs are so transparent and interested in the kind 
of work they do. This is because they show us love 
whenever we seek for their health advice (…). I think 
they behave this way because they come from our 
communities.’ (Patient, FGD-06)

HCPs and patients argued that CHWs need to be empa-
thetic when for instance delivering bad news to not cre-
ate worries among patients.

‘We need someone who is empathetic towards peo-
ple’s health.’ (HCP-04)

Several patients suggested that a CHW should also be a 
NCD patient as empathy towards the patients would be 
stronger.

‘There is need to recruit a CHW who is a patient of 
NCD. This person will greatly support us because he 
will know the magnitude of NCDs that his friends 
are fighting with.’ (Patient, FGD-02)

Behavioral aspects and emotional influences
The following results were firmly shaped by patients, who 
raised needs and concerns that were partly supported by 
CHWs or HCPs responses.

Establishing trust is imperative
HCPs emphasized the need to engage local leaders to 
build trust. A CHW supported this notion by sharing her 
personal experience as a counsellor.

‘We engage local leaders and CHWs to recommend 
teams of people they trust.’ (HCP-04)
‘For the village where I come from, people appreciate 
me (…). Me, [I] am trusted because [I] am now the 
woman counsellor where I come from.’ (CHW-06)

CHWs and patients agreed that carrying medical equip-
ment helps CHWs in building trustful relationships with 
patients.

‘Our gadgets and equipment created confidence in 
community members to accept the exercise.’ (CHW-
07)
‘If the CHW is well equipped, I will send my children 
to call him (…).’ (Patient, FGD-02)

In addition, CHWs laid out that being affiliated to an 
institution and receiving the support of medical doctors 
will nurture trust.

‘We need to have effective communication with 
medical doctors to give referred patients special 
attention and in the process, our patients will have 
confidence in us as community health workers.’ 
(CHW-11)

In contrast, patients raised specific concerns about situa-
tions that may inhibit trust and the willingness to partici-
pate in the program, which underlines that establishing 
trust is essential. Patients presented doubts about the 
capability or qualification of CHWs in handling medical 
devices and the mode of supervision.

‘Those [screening] machines (…); she [the CHW] 
may not know how to convert and know if it is (…) 
in normal range. I will run away (…) because [the 
CHWS] don’t know what they are doing.’ (Patient, 
FGD-03)

A negative experience or personal disagreement with 
CHWs may lose patients’ trust and impact their health 
seeking behavior. To support this discussion, some 
patients even stated that they “despise” people from the 
community.
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‘If I have personal conflict with that CHW, I cannot 
go there; I would rather die.’ (Patient, FGD-05)

Patients presented concerns that CHWs need to keep the 
health status of patients confidential and not expose it to 
the community. In addition, patients perceived CHWs’ 
corrupted behaviors as challenging.

‘I cannot allow a CHW to measure my blood sugar 
if s/he is not ready to keep my results confidential. 
(…) S/he will expose my diabetic results [to] the 
entire village (…). But if the CHW is good at keep-
ing secrets; then I will be ready to participate (…).’ 
(Patient, FGD-10)
‘It is very bad to hear that some CHW ask for money 
from patients.’ (Patient, FGD-10)

Patients’ respect is a prerequisite
Respect was described as a major driver of a programs’ 
success.

‘It takes a lot of understanding (…). That can only be 
extended to the community members by the people 
who live with them; whom they believe in; who actually 
they respect. So that is the vote for CHWs.’ (HCP-12)

Yet, (young) age was identified as a main barrier to 
respect by HCPs and CHWs, posing a potential challenge 
to program implementation.

‘And age, some look to be too young that some people 
may despise them.’ (HCP-03)
‘I think this [lack of respect] results from the mere 
fact that some of them are older than us, big, tall as 
opposed to us who are small bodied.’ (CHW-01)

Underlining this argument, a patient presents that being 
familiar with a CHW and their upbringing as a barrier to 
respect. Similarly, a patient stated that knowing a CHWs 
main occupation such as farming reduces respect.

‘It is very hard for people to respect someone who 
comes from within.’ (Patient, FGD-02)

‘Even when he brings out a certificate that I am from 
training, you who was there digging beans [farm-
ing]? I cannot.’ (Patient, FGD-04)

To address this challenge, patients recommended to 
assign CHWs to villages where they were not brought up.

‘Now during fieldwork, I will use CHWs of village A 
to work in village B and vice versa. This will help all 

teams to be respected in those areas because they 
will be new to them.’ (Patient, FGD-02)

Recognition of CHWs is essential
HCPs reported that being recognized can drive task 
shifting success through motivation. Being known in and 
appreciated by the community empowers CHWs and 
influences their sense of belonging.

‘[Providing] a sense of belonging and empowerment 
in the community. (…) They become [a] point of ref-
erence in the community (…) that come[s] with pres-
tige.’ (HCP-10)

A CHW describes that the recognition from the commu-
nity increased the responsibility towards their work.

‘I became responsible with this job and got honor in 
this job because people call me a health worker (…).’ 
(CHW-10)

CHWs must demonstrate virtuous behaviors
For successful task shifting, patients stated that CHWs 
need to be proactive, honest and act as role models. Por-
traying acceptable social behaviors for instance towards 
alcohol consumption was identified as important by 
patients.

‘Emphasizing them to portray good behaviors within 
their communities by avoiding getting involved in 
bad activities like overdrinking which will influence 
them to misbehave.’ (Patient, FGD-10)

To further highlight the need for virtuous behaviors, par-
ticipants described potential misbehaviors of and nega-
tive experiences with CHWs that may inhibit the success 
of a task shifting program. One patient described that a 
CHW took advantage of a vulnerable situation by asking 
for physical favors.

‘Vibing [Pursuing a romantic relationship with] 
patients, (…) they ask for love and say if you do like 
this and that, it will be easy for you. Have you gotten 
it?’ (Patient, FGD-09)

Underscoring this narrative, patients emphasized that 
virtuosity encompasses that CHWs focus on providing 
care rather than prioritizing their income.

‘In some communities, people lost hope in their 
CHWs because they are negligent and they are 
unsupportive.’ (Patient, FGD-06)
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‘There are [CHWs] who (…) came to make money 
not to care about the sick.’ (Patient, FGD-01)

In line to this, patients criticized nepotism and misbe-
haviors, especially in the dispersion of medication, which 
as patients argue, CHWs give at times first to relatives 
and friends.

‘There is need to select a well behaved and hon-
est person who will not steal the public medicine.’ 
(Patient, FGD-08)

Discussion
The study investigated the principles for introducing 
task shifting to CHWs. We thereby focused on task shift-
ing screening and referral for hypertension and diabetes 
in rural Uganda, exploring the perceptions of patients, 
CHWs and HCPs. Based on these findings, we argue 
that the success of a task shifting program builds on a 
set fundamental programmatic structures, while certain 
CHW characteristics as well as behavioral and socioemo-
tional influences are not to be neglected. Hence, moving 
beyond paying attention to only programmatic structures 
to a holistic approach that considers CHW characteris-
tics as well as patients’ concerns through the construc-
tion of longitudinal relationships is critical.

Firstly, fundamental underpinnings as outlined and 
confirmed by all participant groups surround training, 
supervision, remuneration, community involvement and 
ease communities’ access to care through CHWs. Roles 
and tasks need to be clearly defined and monitored by an 
institution or health center as the World Health Orga-
nization guideline on health policy and system support 
to optimize CHW programs underlines [29]. These pro-
grammatic themes were investigated in previous studies 
in a diverse set of contexts. They were presented as vital 
to ensure continuity and adherence to standards while 
including training on patient communication and proper 
referral, which is consistent with a study performed in the 
United States [30]. Our results match previous findings 
that indicate, anchoring the programs in the commu-
nity by working with trusted leaders will enable com-
munity trust and limit patient concerns as access to care 
advances [11, 29, 31]. Transport facilitation was repeat-
edly described as a crucial component of remuneration 
and was perceived as a burden when having to come out 
of CHWs pockets, as also a former study conducted in 
Uganda describes [20]. A previous study conducted in 
the same rural Ugandan community displays the con-
cerns of patients and HCPs towards CHWs’ capability 
in managing NCDs [32]. Complementing these previous 
findings, patients in our study voiced their concerns of 
current limited CHW knowledge and skills in screening 

and referring for NCDs. However, participants in our 
study stated trust and support of a task shifting pro-
gram if training and supervision structures are in place. 
In addition, the previous study emphasizes the need of 
introducing salaries for CHWs’ motivation [32]. HCPs 
and patients underlined this finding by arguing for mon-
etary compensation of CHWs in task shifting. While we 
argue, emphasized by our study results, that CHWs need 
to be formally compensated, facilitated and supervised 
to perform their roles, the introduction of management 
structures, supervision and regular trainings throughout 
CHW programs faces major challenges, as two Ugandan 
studies acknowledge [2, 19]. Limited funding for Pri-
mary Health Care programs in Uganda and uncertainty 
regarding the cost of CHW programs may inhibit the 
potentials of continuous facilitation [33]. For the success-
ful introduction of task shifting to CHWs and to address 
participant concerns, our study emphasizes the need to 
develop sustainable policy mechanisms that ensure the 
ongoing training and financial compensation of CHWs. 
Our findings indicate that these structures will establish 
the essential community trust.

Secondly, all participant groups presented similar indi-
vidual characteristics of CHWs that may act as program 
enablers, while CHWs themselves manifested the find-
ings through personal experiences. Consistent with other 
findings from Uganda, CHWs presented a high degree 
of intrinsic commitment and motivation that was nur-
tured by being recognized in the community and seeing 
a direct impact of their activities [20, 34]. Confidence of 
CHWs was identified as a key enabler in providing ser-
vices, which is in line with discoveries from Mozambique 
and Indonesia [35, 36]. Social relations with community 
members or the close-ties to the community were per-
ceived as an enabler but also as a potential barrier by 
participants. On the one hand, being well known by com-
munity members creates a gateway where patients trust 
CHWs from their own community and feel comfortable 
in accepting offered services. In contrast, participants 
described the restrictions and barriers such close ties cre-
ate. CHWs of a younger age than patients, who are well 
known within a village since their upbringing, may nur-
ture doubts. Patients often questioned whether younger 
CHWs are able to fulfill their medical roles. These barri-
ers match a study conducted in Indonesia, where CHWs 
below an age of 30 were perceived as less trusted and as 
lacking skills [36]. Hence the closeness to a community 
may be perceived as a driver but could also be a barrier to 
CHW-led programs. To mitigate this concern, we recom-
mend undertaking formative research that explores com-
munity perceptions prior to program implementation. By 
taking into account the community’s needs and concerns, 
CHWs may be stationed in their own home villages or 
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assigned to areas where households have less familiarity 
with their personal backgrounds.

Thirdly, emotions and behaviors were identified as soft 
facts, driving or halting a task shifting programs’ suc-
cess. These findings were mostly derived from patients’ 
interviews, which portrayed high expectations towards 
CHWs’ performance and behavior beyond working 
hours, matching findings from a former Ugandan study 
[31]. A recent article presents the communities’ expec-
tation of professionalizing the CHW role, training and 
continuous education [37]. How a CHW is perceived 
and respected within a community appears as a major 
indicator of program acceptance. Patients in our study 
anticipate CHWs to be readily available, empathetic, 
and competent to serve their health needs while acting 
as role models in the community. Empathetic health care 
interventions have proven to create better patient experi-
ences and enhance clinical outcomes [38]. Finally, several 
patients raised the concern of keeping medical informa-
tion confidential and therefore distrusting CHWs. Simi-
lar results were found in a qualitative study conducted 
in Western Kenya, where the authors suggest that poor 
confidentiality may hinder the effectiveness of a chronic 
disease management program [39].

In Fig. 2 findings are presented in accordance to their 
level of categorization. It displays the principles when 
building a CHW-led task shifting program. As outlined 
above, interventions are built on programmatic, funda-
mental drivers, further nurtured by CHWs characteristics 
and finally influenced by socioemotional and behav-
ioral aspects. While the last are strongly dominated by 
patients’ voices and concerns, CHWs and HCPs appeared 
less aware of these emotional and behavioral influences 
that may halt a program’s success. We therefore argue 
that all stakeholders, namely patients, CHWs, as well as 
HCPs, need to collaborate and listen to patients’ needs 
to integrate task shifting successfully within a healthcare 
system.

In our framework (Fig. 2), we move beyond program-
matic components and argue that the establishment 
of trust-based relationships and communication is a 
key component of task shifting to CHWs. Trust is built 
through long-term relationships that do not only focus 
on household visits carried out by CHWs, but reflect 
their holistic standing within a community. Several 
patients reported negative experiences with or obser-
vances of CHWs, which may inhibit trust. However, 
patients appeared open to CHWs services when super-
vision and training structures are in place and transpar-
ently managed. This indicates that these layers are linked 
and need to be addressed holistically throughout the task 
shifting program design and implementation. Program 
implementers and policymakers need to look beyond the 
structural outlines of an intervention and investigate the 

social spheres that may challenge community perceptions 
of trust and the acceptance of such services. A study from 
South Africa argues that trust can be enhanced through 
the integration of CHWs in the existing health system 
such as clinics [40]. As trustful relationships between 
patients and HCPs were identified in our study, this 
patient trust may be transferred to CHWs.

This study has a few limitations that are worth noting. 
Firstly, the research site is unique as it has several years of 
experience in running community-based screening and 
education programs. As a qualitative study, this unique 
experience may make it difficult but not impossible to 
translate these findings to other rural or urban areas 
in Uganda or Sub-Saharan Africa. CHWs interviewed 
presented a unique sample as they were all attached to 
ACCESS Uganda and previously received training on 
NCDs. The inclusion of only one medical doctor may 
have influenced the production of knowledge. As the 
CHWs are well-known community members, patients’ 
answers may have been shaped by interpersonal relation-
ships. However, the participants were ensured of confi-
dentiality and encouraged to express their views freely.

The heterogeneous international research team fea-
tured “insiders” that share similar attributes with the par-
ticipants of the study as well as “outsiders” that do not 
belong to the participating group [41]. Data collection 
may have been influenced through the research assis-
tants “insider” role as participants may have experienced 
a heightened sense of ease in the articulation of specific 
subject matter as a result of common traits and languages 
with interviewers. Acknowledging research reflexivity, 
the study outcome of a qualitative study is depending on 
the researchers’ educational background, profession and 
even the coding method, which may have concentrated 
on certain areas of emphasis [42]. Through the collabora-
tion of “insiders” and “outsiders” in the data analysis and 
interpretation we aimed to achieve a balance in gender, 
professions and countries of origins. Data analysis and 
interpretation were driven with the support of “insider” 
researchers from Uganda; there was no further attempt 
to validate themes with participants, which poses a limi-
tation of the study.

Conclusion
CHWs are viewed as a useful resource when task shift-
ing NCD screening and referral for hypertension and 
diabetes in rural Uganda. The participants in this study 
– patients, CHWs and HCPs – laid out needs and pre-
requisites that increase understanding of what drives 
successful task shifting implementation. In addition, 
aspects that may serve as barriers for task shifting were 
identified. The study implies that it is necessary to move 
beyond the sole hard facts of task shifting to CHWs 
regarding program design and management. As the 
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established framework presents, building long-term rela-
tionships based on trust and collaboration is imperative 
when establishing community-based task shifting inter-
ventions. By addressing fundamental drivers, beneficial 
perceived CHW characteristics and creating virtuous 
behavioral influences and positive emotions, CHW pro-
grams can flourish and act as a driver against the global 
health workforce shortage. Further research and policy 
support is necessary to develop sustainable financing 
mechanisms for the implementation and scaling-up of 
such interventions.
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Fig. 2  Principles for designing task shifting to community health workers
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