
Page 1/12

"Prevalence of role stressors and associated factors among health
surveillance assistants in Malawi? A cross-sectional study"
Simon Ntopi  (  sntopi892@gmail.com )

University of Malawi Kamuzu College of Nursing https://orcid.org/0000-0001-8889-6064
Ellen Chirwa 

University of Malawi Kamuzu College of Nursing
Alfred Maluwa 

"Malawi University of Science and Technology"

Research article

Keywords: health surveillance assistants, role ambiguity, role con�ict, role overload, role stressors

Posted Date: February 19th, 2020

DOI: https://doi.org/10.21203/rs.2.23982/v1

License:   This work is licensed under a Creative Commons Attribution 4.0 International License.   Read Full License

https://doi.org/10.21203/rs.2.23982/v1
mailto:sntopi892@gmail.com
https://orcid.org/0000-0001-8889-6064
https://doi.org/10.21203/rs.2.23982/v1
https://creativecommons.org/licenses/by/4.0/


Page 2/12

Abstract
Background: Health Surveillance Assistants (HSAs) are community-based health workers in Malawi, responsible for health services delivery at the community
level. The prevalence of high role stressors among health surveillance assistants (HSAs) is a very important issue to strengthen the delivery of the essential
health package at the community level; however, data on the prevalence of these role stressors to help understand more about the role stressors among HSAs
is unavailable. This study aimed to investigate the prevalence of role stressors and its associated factors among HSAs.

Methods: A cross-sectional study design was used in this study to collect data from January 2017 to December 2017. Data were collected from 430 HSAs
from the districts of Mangochi, Lilongwe and Mzimba using a self-administered structured questionnaire was hand delivered to a total of 455 HSAs (response
rate of 94.5%). Role ambiguity and role con�ict was measured using a 13-item Rizzo et al. role con�ict and ambiguity (RCA) scale; role overload was
measured using a 9-item Reilly role overload scale and the job tasks for HSAs were measured using Burgal et al. modi�ed version of the task inventory scale.
Factors for role stressors were analyzed using the principal component analysis (PCA) and multiple linear regression model.

Results: Of the respondents 3% had high risk for RA, 51.20% RC and 49% RO. Role stressors are prevalent among HSAs in Malawi. HSAs who were resident in
rural areas, female, and performing additional clinical roles experienced signi�cant levels of role stressors. Interestingly, no statistically signi�cant
associations were found between role stressors and the years at service post, age and the district of work.

Conclusion: This is the �rst study of occupational role stressors in Malawi. Role stressors are prevalent among HSAs. Interventions aimed at improving
supervision, training and task regulation by an independent regulatory body may support to reduce role stressors among HSAs. Keywords : health surveillance
assistants, role ambiguity, role con�ict, role overload, role stressors

Background
In Malawi, there is a critical shortage of health workers where the doctor/patient ratio is very high. Additionally, there has been a growing demand for health
care in Malawi especially with the advent of the HIV/AIDS pandemic [1]. To meet this high demand for health care, task shifting has been advocated where
some of the roles of medical doctors have been delegated to junior cadres such as clinical o�cers and Health Surveillance Assistants (HSAs). Task shifting is
the delegation of tasks to people who are in lower positions [2,3]. Its implementation is wholly supported by the WHO, which recommends each country
introducing task shifting through CHWs should have a National Framework to guide the roles and training of CHWs [2,3].

The HSAs cadre has its routes from the Alma Ata declaration in Russia, in 1978  [4]. The meeting was a high-level global meeting organized by the World
Health Organization (WHO) and United Nations Children’s Fund (UNICEF) [5]. The meeting was attended by o�cial government representatives from all over
the world and UNICEF member countries. At the meeting, the role of the community health worker (CHW) was well de�ned [5]. Formerly, they were known as
smallpox vaccinators or cholera assistants and were renamed HSAs immediately after the Alma Ata declaration [4]. HSAs are a group of one of the
community-based health workers in Malawi. Historically, the role of the HSAs focused mainly on the delivery of preventive health services such as hygiene and
sanitation promotion, immunization, and health education [6]. Since then, the HSAs’ role has expanded to include clinical roles such as integrated community
case management (iCCM) and HIV related work which all are delivered under the essential health package (EHP) programme [4,7].   

With this expanded role, there is a general feeling among HSAs and other health workers that the HSAs are stressed [3]. Role stressors in the literature often
times have referred to the terms such as role con�ict, role ambiguity, and role overload [9]. Role con�ict has been de�ned as con�icting situations that may
arise at the workplace and may affect their compliance [10]. An example to this could be a con�icting situation that may arise between the HSAs and their
supervisors or coworkers at the workplace. A very likely example to this is a situation where an HSA reports to two supervisors; one supervisor may need the
HSA while the HSA is busy with the other supervisor. Situations like this are likely to cause role con�ict at the workplace. Role ambiguity is de�ned as when
employees lack some clarity on their roles [10]. A good example to this could be the introduction of a new role without proper orientation or guidelines for the
workers [4,5].. Role overload is de�ned as when employees have too many roles or tasks to perform [10]. This is likely to happen when employees do not have
adequate time for them to perform other roles such as those related to work or family because they have too many roles. All this has the likelihood to
contribute towards role stress, lower work performance and lower job satisfaction [11].

Generally, information about role stressors among health workers in Malawi is scanty. Studies have been conducted elsewhere in the developed or developing
countries in Asia [9-12] on other professions such as nurses, accounting personnel and teachers. The studies conducted have shown role stress is an important
area that needs to be prioritized because the continued presence of role stressors eventually affects the work performance and the job satisfaction of the
employees [10,13,14]. We conducted this study to investigate more about the prevalence of the role stressors and its associated factors among HSAs in
Malawi so that we can inform the policy makers about the problem.

Methods
 

Study design

A cross-sectional study design was used in this study. The cross-sectional study design was chosen based on the fact that it was appropriate for investigating
the prevalence of the role stressors and its associated factors at a single given point in time [15].

Setting
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The study was conducted in districts of Mangochi, Lilongwe and Mzimba South which represented the south, centre and northern regions of Malawi
respectively. Speci�cally, the study was carried out in health facilities such as health centres and hospitals. Lilongwe district had both urban and rural
representation and its inclusion was t for comparative purpose. The study period was from January 2017 to December 2017

Participants

The study participants were HSAs. Overall, the population of HSAs in the three districts was 1924.The sample size for the study was 385 HSAs and was
calculated based on Lemeshow et al.16 sample size calculation formula for a cross-sectional study. Since studies to investigate role con�ict, role ambiguity
and role overload had not been conducted in Malawi, it was assumed that 50% of the HSAs were affected by the phenomenon.  20% was factored in
considering the rate of the non-responses. This increased the sample size to 462 with a response rate of 93.5%. Missing data was handled using pairwise
deletion.

We conducted multistage sampling at several stages such as national and district levels to select districts and health facilities respectively to ensure the study
results were generalizable. All the 29 districts were listed together with their HSAs population for PPS sampling. PPS sampling was chosen because it
accorded an opportunity of selecting districts and health facilities with high numbers of HSAs. All HSAs working in the three selected districts under the
government of Malawi payroll and working in either CHAM or Ministry of Health facilities and had work experience of two or more years were eligible to
participate in the study.

Data Collection

A standardized face to face self-administered questionnaire having �ve sections was used to measure study variables. The �rst section collected socio-
demographic data, while the subsequent sections collected data on HSAs task prioritization (as taken from the HSAs job description), role con�ict and role
ambiguity and role overload using adapted instruments. To adapt some items for the questionnaires, permission was sought from the American
Psychological Association (APA), the University of Minnesota Vocational Psychology Research through the Rights Link of the Copyright Clearance Centre.

Measurements

Role con�ict and ambiguity was assessed by a role con�ict and ambiguity (RCA) scale developed by Rizzo et al.19  to measure role con�ict and role ambiguity.
The scale in total had 14 items, 6 items for role ambiguity and 8 items for role con�ict. The scale was a 5-point Likert–type response format (from 1= ‘strongly
disagree’ and 5= ‘strongly agree’). The RCA scale was chosen because it has been widely used in literature and is the most dominant tool used in role con�ict
and role ambiguity studies  [17,18].

The Role Overload Scale (ROS) developed by Reilly23 was adapted and used to measure role overload. The ROS is a 13- item questionnaire (“there are too
many demands on my time”) with a 5-point Likert-type response format (from 1= ‘strongly disagree’ and 5= ‘strongly agree’). The tool had a Cronbach’s alpha
of 0.88. Other researchers had found the Cronbach's alpha ranging from 0.89 to 0.94 [20–22].

The task inventory scale developed by Burgel et al(23) was adapted and used in this to collect information on HSAs job tasks. The instrument has been used
in previous studies by Mbambo24 and Uys25 in studies related to job analysis of selected health workers in a district health system in KwaZulu-Natal for the
South African PHC package of services. The instrument was modi�ed and tasks not relevant to this study were removed and replaced with HSAs tasks
contained in their job description to develop a �nal instrument. For each task, two options were required: to tick in the most appropriate box whether the task
applied to the setting and the frequency the task was carried out (less than once per week, 1-5 times per week, 6-10 times per week and more than ten times
per week). In addition, the questionnaire had a demographic section where all information pertaining to demographic variables were collected.  

Sociodemographic variables collected during the survey included age, gender, marital status, location and education level and clinical performance. Age of the
respondents was categorized into age groups as follows: 26-35, 36-45, 46-55 and 56-60. Education was categorized according to certi�cates obtained at
different education levels such as primary School Leaving Certi�cate (PSLCE), Junior Certi�cate of Education (JCE) and Malawi School Certi�cate of
Education (MSCE). Age, education, gender, marital status and location were used in analysis.

The original items of the questionnaire were translated into Chichewa vernacular language using back translation by a group of HSAs lead by two
professionals in the �eld of community health. The translated questionnaire was pilot tested with 36 HSAs at Nkhotakota District Hospital to evaluate the
questionnaire wording and understanding of the questions. Some challenges with wording were found and corrected and this pilot sample �ndings were not
included in the main study.

We used internal consistency to assess the reliability of the scales and subscales especially those for role stressors the RCA and the ROS. This was carried out
to �nd out if there was consistency in the way the respondents responded to the items on the questionnaire. Cronbach’s alpha (α) was used for this purpose.
The RCA and the ROS had all a Cronbach’s alpha ≥.70. Originally, the authors had high Cronbach’s alpha ranging from .80 to .90 but this was deemed
acceptable since the instruments were adapted and translated into the vernacular language (Chichewa) which is commonly spoken in most districts in
Malawi. An alpha value of ≥ 0.70 is desirable, although values that are slightly below 0.70 are usually considered acceptable [26].

Search strategy

The literature search was performed in HINARI, Google Scholar, and Google search engine and PubMed. The search terms included terms such as role
stressors, role con�ict, role overload, role ambiguity.

Statistical Analysis
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The statistics used in the analysis included mean, chi-square and principal component analysis (PCA) and multiple linear regression. Since we did not have
global questions for role stressors the mean was used in calculating the overall mean scores for role stressors. The chi-square was used to test relationships
between variables. The PCA was used to identify factors for role stressors and multiple regression was used to estimate the predictor of HSAs role stressors
and to control confounders.

Results
We analyzed 430 respondents, of which 50.2% were male. The majority of the respondents were within the age range of 36 to 45 years. The perception levels
of role stressors were: role ambiguity 1.76 M (95% CI: 1.69-1.83), role con�ict 3.40 M (95% CI: 3.32-3.49) and role overload 3.18 M (95% CI: 3.09-3.27) (Table
1).

Role ambiguity was signi�cantly high in respondents with the following demographic characteristic: female respondents 14.25 M (95% CI: 13.53-14.76, p=
.020), JCE holders 14.38 M (95% CI: 13.47-17.63, p = .008), clinical roles 14.87 M (95% CI:13.59-14.87) and HSAs resident in urban areas 14.14 M (95% CI:
13.53-14.76, p= .000). Role con�ict was signi�cantly slightly high in female HSAs 24.20 M (95% CI: 23.40-25.00, p= .004), PSLCE 24.88 M (CI: 20.60-29.15,
p.001), clinical roles 23.87 M (CI: 23.23-24.51, p=.001), HSAs in urban areas 24.84 M (95% CI: 23.48-26.20, p= .000) and years at service post 11-19 years
24.42 M (95% CI: 23.54-25.41, p= .000). Role overload was signi�cantly slightly high in Diploma holders 32.75 M (95% CI: 29.22-36.28, p= .000), clinical roles
28.76 M (95% CI: 27.87-29.66, p= .000), HSAs in rural areas 28.77 M (95% CI: 27.86-29.69, p= .000) and 11-19 years at service post M (95% CI: 27.49-29.89
(Table 2). Table 3 shows HSAs tasks were signi�cantly related to the role stressors. In terms of role ambiguity, it was only drug dispensing that was not related
to role ambiguity. Role con�ict was related to all the HSAs job tasks while role overload was related to all except water chlorination.

Table 4 shows a PCA analysis carried out aimed at identifying factors for the role stressors. Three factors contributing to role ambiguity were extracted. The
�rst factor explained 45.26% of the total variance while all the three components explained 73.63% of the total variance (Table 4). The extraction was done
with a loading factor value of 0.7 and all factors with an eigen value above 1.00 were eligible for selection. Component 1 loaded on three items which re�ected
on the ‘Supervisor’ with an eigenvalue of 3.62, Component 2 loaded on three items which re�ected on ‘role clarity’ with an eigenvalue of 1.27 and Component 3
loaded on one item which re�ected on ‘work guidelines’ with an eigenvalue of 1.00 (Table 4).

Two factors contributing to role con�ict were extracted after conducting the PCA analysis. The �rst factor explained 33.19% of the total variance while all the
two factors combined explained 54.64% of the total variance (Table 4). The extraction was carried out with a factor loading value of 0.7 and loaded three
items on Component 1 with an eigenvalue of 2.32 which re�ected on ‘incompatibility’ and two items on Component 2 with an eigenvalue of 1.50 which
re�ected on ‘time & person values’ (Table 4).

Three factors contributing to role overload were extracted after conducting the PCA. The �rst factor explained 45.26% of the total variance while all the three
factors when combined explained 63.04% of the total variance. In this analysis, Component 1 loaded 2 items, Component 2 loaded 2 items and Component 3
loaded 1 item. Component 1 items re�ected on issues of ‘time pressure’ with an eigenvalue of 3.37 while, Component 2 re�ected on the issue of ‘task overload’
with an eigenvalue of 1.20 and Component 3 re�ected on issues of ‘work prioritization’ with an eigenvalue of 1.11 (Table 4).

Table 5 shows social demographic characteristics of the participants that were factors for role stressors after multiple linear regression. In terms of role
ambiguity location, clinical work, antenatal care (ANC), growth monitoring (GM), HIV/AIDS and malaria rapid diagnostic testing (MRDT) were predictors for
role ambiguity. The predictors for role con�ict were location, gender, GM, MRDT, Village Health Committee (VHC) meetings, Family Planning and home-based
care (HBC) while education level was the only predictor for role overload.

Table 1: Frequency of HSAs by degree of role stressor (low, moderate, and high) with 95% CI in each of the three role stressors

    RA (M=1.76, Std. Dev=0.74, (95%
CI:1.69-1.83)

  RC (M=3.40, Std. Dev =0.89, 95%CI:
3.32-3.49)

  RO (M=3.18, Std. Dev = 0.94,
95%CI:3.09-3.27)

Variables N % N % N %

Low 356 82.80 53 12.30 105 24.40 (22.44-26.36)

Moderate 61 14.20 156 36.50 114 26.50

High 13 3.00 221 51.20 211 49.00

Abbreviations: RA Role Ambiguity, RC Role Con�ict, RO Role Overload

 

 

 

 

Table 2 Role stressor score according to socio-demographic characteristics with 95% CI in each dimension
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  Role Ambiguity   Role Con�ict   Role Overload  

          95% CI       95% CI       95% CI  

Variable N % M SD LB UB p M SD LB UB p M SD LB UB p

Age             .235          .301          .308

26-35 154 35.8 13.86 5.51 12.98 14.74   24.3 6.5 23.26 25.34   28.56 8.31 27.24 29.89  

36-45 221 51.4 13.87 5.78 13.1 14.64   23.83 6 23.03 24.63   29 8.62 27.85 30.14  

46-55 52 12.1 15.52 7.57 13.41 17.63   22.32 6.2 20.6 24.05   26.4 8.32 24.09 28.72  

56-60 3 0.7 11.33 2.1 6.16 16.5   22 2.65 15.43 28.57   31 4 21.06 40.94  

Gender             .023          .004          .120

Male 216 50.2 13.84 6.02 13.03 14.65   23.41 6.46 22.54 24.28   28.5 8.72 27.32 29.67  

Female 214 49.8 14.25 5.84 13.46 15.04   24.2 5.94 23.4 25   28.59 8.24 27.47 29.7  

Education             .008          .001          .000

PSLCE 8 1.9 14.25 7.1 8.35 20.17   24.88 5.11 20.6 29.15   29.75 11.54 20.11 39.39  

JCE 193 44.9 14.38 6.39 13.47 15.28   23.62 5.95 22.77 24.47   27.4 8.72 26.15 28.64  

MSCE 217 50.7 13.98 5.53 13.24 14.73   23.99 6.54 23.11 24.87   29.28 8.14 28.19 30.38  

Diploma 12 2.8 9.83 1.99 8.57 11.1   22.75 5.1 19.51 25.99   32.75 5.56 29.22 36.28  

Clinical
roles

            .010          .001          .000

Yes 350 81.6 14.23 6.11 13.59 14.87   23.87 6.11 23.23 24.51   28.76 8.51 27.87 29.66  

No 79 18.4 13.23 4.98 12.11 14.35   23.5 6.67 21.99 25   27.54 8.29 25.67 29.41  

Location             .000         .000         .000

Rural 330 76.7 14.14 5.73 13.53 14.76   23.54 6.14 22.88 24.19   28.77 8.6 27.86 29.69  

Urban 100 23.3 13.67 6.67 12.25 15.09   24.84 6.39 23.48 26.20   27.63 7.92 25.94 29.32  

District of
Work

            .235          .995          .785

Mangochi 95 22.1 14.74 6.37 13.44 16.03   23.98 6.37 22.68 25.28   28.28 8.72 26.51 30.06  

Lilongwe 278 64.7 13.86 5.88 13.16 14.56   23.69 6.16 22.96 24.41   28.18 8.39 22.96 24.42  

Mzimba 57 13.3 13.81 5.43 12.37 16.03   24.07 6.25 22.41 25.73   30.7 8.29 28.5 32.9  

Yrs at
Serv. Post

            .065          .000          .016

<10 years 300 80.6 14.5 6.12 13.08 15.92   23.18 6.53 21.66 24.69   27.5 9.52 25.29 29.7  

11-19
years

63 16.9 13.73 5.92 12.91 14.55   24.42 6.38 23.54 25.31   28.69 7.52 27.49 29.89  

≥20
years

9 2.4 14.1 5.55 12.93 15.22   22.75 5.31 21.66 23.85   28.04 7.52 26.49 29.59  

Abbreviations: PSLCE Primary School Leaving Certi�cate, JCE Junior Certi�cate of Education, MSCE Malawi School Certi�cate of Education

 

Table 3 Role stressor score according to job tasks with 95% CI in each dimension
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    Role Ambiguity   Role Con�ict   Role Overload  

          CI: 95% 2, p   CI: 95% 2, p   CI: 95% 2, p

Task   N % M L B   M L B   M L B  

Vaccination   430 85.6 14 13.39 14.62  . 23.9 23.27 24.52  . 28.73 27.86 29.6  .

IEC   430 85.6 14 13.39 14.62  . 23.9 23.27 24.52  . 28.73 27.86 29.6  .

Sanitation   430 85.6 14 13.39 14.62  . 23.9 23.27 24.52  . 28.73 27.86 29.6  .

Chlorination   430 85.6 14 13.39 14.62 15.81
(1.00)

23.9 23.27 24.52 95.84
(.000)

28.73 27.86 29.6 50.23
(.964)

ANC   369 91.6 14.17 13.53 14.81 51.86
(.001)

23.84 23.2 24.49 56.84
(.001)

28.56 27.66 29.46 124.22
(.000)

Salt testing   396 88.4 13.83 13.21 14.45 86.84
(.000)

24.03 23.43 24.72 49.34
(.004)

28.85 27.95 29.74 103.94
(.000)

GM   413 87.2 13.83 13.21 14.44 277.95
(.000)

23.74 23.11 24.37 102.59
(.000)

28.54 27.66 29.42 95.88
(.000)

TB Work   336 94 14.09 13.43 14.75 49.77
(.002)

24.03 23.36 24.7 69.80
(.000)

28.84 27.92 29.77 90.51
(.000)

HIV/AIDS   325 91.1 14.06 13.35 14.76 71.51
(.000)

23.66 22.98 24.34 73.49
(.000)

28.57 27.58 29.56 74.50
(.000)

DD   310 89.4 14.41 13.7 15.12 51.86
(.401)

23.79 23.04 24.54 73.49
(.000)

28.71 27.68 29.75 150.17
(.000)

iCCM   187 89.3 14.17 13.17 15.18 146.89
(.002)

23.2 22.22 24.19 144.36
(.005)

27.13 25.83 28.44 242.66
(.000)

MRDT   200 88 13.94 13 14.88 102.85
(.031)

23.3 22.4 24.19 129.53
(.000)

28.57 27.34 29.8 182.65
(.000)

VHC
Meetings

  400 86 13.94 13.29 14.58 101.81
(.000)

23.97 23.32 24.61 84.55
(.003)

28.42 27.51 29.34 68.20
(.539)

FP   283 91.5 14.34 13.61 15.06 46.18
(.006)

24.18 23.43 24.93 64.00
(.000)

29.17 28.09 30.25 66.92
(.001)

HBC   385 91.7 14.06 13.44 14.68 40.83
(.012)

23.78 23.11 24.38 63.55
(.000)

28.75 27.87 29.64 104.77
(.000)

Nutrition   389 89.5 14.21 13.57 14.85 75.13
(.012)

23.82 23.17 24.48 111.19
(.000)

28.65 27.75 29.54 102.45
(.007)

Abbreviations: GM growth monitoring, VHC Village Health Committees, iCCM Intergrated community case management, MRDT malaria rapid diagnostic
testing, ANC antenatal care, DD Drug Dispensing, IEC Information Education and Communication 

 

 

 

Table 4: Summarized results for Principal Component Analysis
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 Variable EV % of Var Cum. Tot.

Role Ambiguity      

Supervisor 3.62 45.26 30.3

Role clarity 1.27 15.84 60.05

Guidelines 1 12.53  73.63

Role Con�ict      

Incompatibility 2.32 33.19 32.78

Time & personal values 1.5 54.64 54.64

Role Overload      

Time pressure 3.37  45.26  26.03

Task overload 1.2  21.36  47.39

Prioritization 1.11  15.65  63.04

Key: EV= eigenvalue, % of Var= Percentage of variance, Cum. Tot. = Cumulative total

 

 

 

 

Table 5 Multiple linear regression analysis for the association factors with the high level of role stress and their principal components among HSAs 430
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    RA   CI: 95%   RC   CI: 95%     RO CI: 95%

  B SE P
value

L B B SE P
value

L B B SE p
value

L B

(Constant) 1.799 .034 .000 1.733 1.866 3.135 .778 .000 1.605 4.666 1.907 .962 .048 .015 3.798

District .001 .002 .582 -.003 .006 -.054 .052 .294 -.156 .047 -.057 .064 .373 -.182 .068

Location .018 .006 .004 .006 .031 .350 .144 .016 .066 .634 -.011 .179 .950 -.362 .340

Age .002 .003 .418 -.003 .008 -.131 .069 .059 -.266 .005 -.037 .085 .666 -.204 .131

Gender .005 .004 .203 -.003 .012 .197 .083 .018 .034 .361 .153 .103 .137 -.049 .355

Education Level -.002 .003 .463 -.009 .004 -.064 .077 .411 -.216 .088 .201 .095 .036 .013 .389

Experience at
work

.002 .003 .469 -.004 .008 -.016 .071 .816 -.155 .122 .006 .087 .942 -.165 .178

Clinical work .013 .005 .014 .003 .024 .023 .122 .848 -.217 .264 -.210 .151 .166 -.507 .088

Chlorination -.003 .023 .906 -.048 .043 -.260 .529 .624 -1.301 .781 .464 .654 .479 -.823 1.750

ANC -.033 .008 .000 -.048 -.018 -.338 .177 .057 -.687 .011 .410 .219 .062 -.021 .841

Salt testing -.001 .010 .899 -.020 .017 -.277 .217 .203 -.705 .150 -.274 .269 .308 -.803 .254

GMP -.051 .017 .003 -.084 -.017 1.432 .392 .000 .661 2.203 .246 .485 .612 -.707 1.199

TB work .005 .006 .439 -.008 .018 -.029 .148 .844 -.319 .261 .082 .182 .655 -.277 .440

HIV/AIDS .011 .005 .039 .001 .021 .000 .121 .999 -.238 .239 -.056 .150 .707 -.351 .239

Drug Dispensing -.006 .004 .148 -.015 .002 .077 .098 .431 -.115 .269 -.021 .121 .862 -.258 .216

ICCM -.005 .003 .052 -.010 .000 .019 .059 .754 -.098 .135 .059 .073 .425 -.086 .203

MRDT .019 .004 .000 .012 .027 .182 .083 .030 .018 .346 -.012 .103 .906 -.215 .191

Sputum
collection

-.006 .004 .171 -.014 .003 -.043 .099 .665 -.238 .152 .067 .123 .586 -.174 .308

VHC meetings .005 .009 .609 -.013 .022 -.822 .205 .000 -1.224 -.419 .277 .253 .273 -.220 .775

Family Planning -.004 .004 .396 -.012 .005 -.422 .099 .000 -.617 -.227 -.168 .123 .171 -.409 .073

HBC -.021 .011 .052 -.042 .000 .798 .245 .001 .316 1.280 -.244 .303 .422 -.840 .352

Nutrition .002 .007 .742 -.012 .016 -.112 .161 .489 -.429 .206 .104 .199 .603 -.288 .496

 

Abbreviations: RA Role Ambiguity, RC Role Con�ict, RO Role Overload, GM growth monitoring, VHC Village Health Committees, iCCM intergrated community
case management, MRDT malaria rapid diagnostic testing, ANC antenatal care

Discussion
This is the �rst study to explore the prevalence of role stressors and related factors among HSAs in Malawi. We found 3% of HSAs had high scoring level of
RA, with 51.20% scoring high for RC and 49% scoring high for RO. Working in rural area, performing clinical roles and carrying out tasks such as ANC, GM,
HIV/AIDS and MRDT were factors for RA.  Additionally, the supervisor, role clarity and work guidelines were identi�ed as factors for RA. Work in an urban area,
gender, GM, VHC meetings, family planning and home-based care were factors for RC. Additionally, inter-personal con�ict and inter-role con�ict were factors
identi�ed as predictors for RC. Education level along with time pressure, task overload and work prioritization were identi�ed as factors for RO.

Comparison with other studies conducted

Compared to studies conducted in other countries, our study showed lower mean role ambiguity score and moderate mean role con�ict and role overload
scores. HSAs in the literature are generally regarded to have a high risk for role stress. Speci�cally, in this study HSAs were found with high role ambiguity
(3%), role con�ict 51.20% and role overload 49% a situation which is likely to contribute to high role stress levels if role stress mitigation measures are not put
in place. Our study is in agreement to the �ndings that sociodemographic characteristics (age, gender, education level, years at service post, location and
performance of clinical roles) are contributory to role stress among employees. Thus, address of role stress among Malawian HSAs is still a very big challenge
for the policy makers and researchers.

In line with studies conducted in Malawi, our �ndings showed the HSAs supervision is a challenge and was associated with a signi�cantly higher risk of role
ambiguity. HSAs are supervised by Assistant Environmental Health O�cers (AEHOs) and their supervision is considered to be inadequate and unsupportive
[27,28].  Evidence from the literature suggests supervision should be done regularly and that the supervisors should be experts in the �eld who should be able
to provide new knowledge and actively engage the supervisees during supervision [29] which is not the case with the AEHOs. The AEHOs are considered as the
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principal supervisors for the HSAs and are supported by Senior HSAs (SHSAs), clinical o�cers and community nurses. In light of the expansion of the HSAs
role, there is need for some adjustments regarding their scope of practice such as reducing the catchment population, training and providing stronger
supportive supervision in order to prevent the role stressors [30]. Supervision really needs to be given a priority as the country has a critical shortage of
clinicians and nurses to provide the requisite supervision. Some of the barriers that have been reported as barriers for effective supervision of CHWs include
travel expenses and logistics for face to face interaction meetings with the CHWs, lack of appropriate supervisory tools, inadequate understanding of CHW
roles, and the poor general perception managers have towards CHWs supervision, lack of supervisory training and resources to provide a conducive climate
for CHWs and their oversight due to some existing bureaucracies [31]. With the addition of clinical roles to their existing roles there is need for consistent and
effective supervision of the HSAs. Poor supervision of workers has the potential to affect the job satisfaction and performance of employees [8]. Therefore,
establishing an improved supervisory system for HSAs is an urgent need in order to control role stressors and increase their job satisfaction and work
performance.

We observed in this study, location, working in an urban area and gender (female) had high risk for role con�ict. Other literature evidences had similar and
contrasting �ndings about our �nding. For example, Cervoni et al.32 found no signi�cant associations based on location (urban, suburban and rural settings)
while Kok et al.28 found  signi�cant �ndings. Similarly, other literature evidence had mixed �ndings about gender, others have been in support of our �nding
while others have found male employees perceived a higher degree of role con�ict. Evidence form the literature suggests female employees were more likely to
experience role con�ict due to the multiple roles they perform such as meeting both family and work obligations [33]. Additionally, in this study, we observed
incompatibility as the most important predictor for role con�ict. With the addition of new roles, the number of supervisors has also increased to accommodate
their new clinical roles. Under such circumstances, role con�ict is likely to occur based on the theory of  the principle of unity of command which states that
when an employee is being supervised by two or more superiors role con�ict is likely to occur as an employee is meant to be responsible to one superior
[34,35]. Therefore, it is necessary for the government to provide the necessary leadership for this to be done. If not properly handled, may lead to poor work
performance and workers dissatisfaction [36].

We observed that HSAs location of work had an effect to high risk of role ambiguity among HSAs in rural areas. This �nding is in agreement with Kok et al.28

who suggested that HSAs in rural areas are more disadvantaged than their colleagues in urban areas in terms of resource availability, reporting and
supervision frequency. In such a situation, supervision can be a challenge as supervisors face di�culties to reach them either by road or phone due to poor
network coverage and road infrastructure.  Therefore, it is important for the policy makers to put this into consideration to ensure there is improved
communication between the HSAs deployed in rural areas and their district o�ces. Additionally, we observed education level had an effect on high role
overload especially among HSAs with a Diploma certi�cate.

We observed in this study that HSAs performing clinical roles were prone to higher risk of role overload. This �nding is in agreement to Davis et al.37 who
found CHWs working under pressure to provide services related to their new roles which has created high workload [8,12,27,28,38]. Additionally, time pressure
was found as the most important predictor for role overload among HSAs and this has forced some HSAs to abandon their old existing roles [1,6]  and only
prioritize tasks perceived important [1,12,37].  However, considering the signi�cant health gains the Ministry of Health in Malawi has made in achieving 4 out
of 8 millennium development goals (MDGs) of which three are health related: reducing child mortality, combating HIV and AIDS, malaria and other diseases
[39], this task shifting is not only necessary but relevant for the Malawi Ministry of Health as much of this achievement is attributed to HSAs work at the
community level.  Weighing at these achievements, their positive health outcomes and the growing demands for health care in Malawi due to the advent of
HIV/AIDS and the prevalence of high maternal and child mortality, it is important to continue with the task shifting but with some regulation. It would be
important if the Ministry of Health considered the use of independent bodies in monitoring HSAs task regulation.

Limitations
This study has some limitations. This study being a cross-sectional study and its results cannot institute cause and effect associations. Secondly, the self-
reported questionnaire used in this study could have affected the study results. Thirdly, in Malawi there are other community-based health workers such as
Enrolled Community Health Nurse Technicians and Assistant Environmental Health O�cers were not included in the study. Fourthly, HSAs working in private
institutions were not included in this study. Fifthly the issue of confounders such as age, gender and education status of the respondents have not been
addressed in this study as they might have an effect on the relationships and contribute towards biasness of the results. Therefore, further prospective studies
are required.

Conclusion
Considering that some HSAs tasks are correlated to role stressors, it is important that their address should be given a priority. If mitigation measures are not
initiated, the role stressors would very likely contribute to low performance at work and lower job satisfaction among HSAs. Additionally stress conditions
such as depression, dissatisfaction, anxiety and tension would arise [40]. Therefore, there is an urgent need by the authorities and partners to join hands to
address these role stressors for the HSAs to continue enjoying high job satisfaction and good performance at work. This study, therefore, would like to
recommend that Government should introduce measures that would control role ambiguity, role con�ict and role overload levels in HSAs. This study, therefore,
proposes to Government to introduce an independent regulatory body that would regulate HSAs tasks in Malawi. Additionally, supervision of HSAs should be
intensi�ed to overcome the role stressors. Since the HSAs role is broader than the roles of other health cadres it would be imperative to adopt an integrated
approach towards the supervision of HSAs. This study, therefore, would like to propose interprofessional supervision (IPS) as an approach for the effective
supervision of the HSAs in order to enhance HSAs supervision in Malawi. IPS involves supervision by supervisors from different professional disciplines [41].
This would help to address the challenges faced in the supervision of the HSAs, as their role is more interprofessional requiring supervisors from different
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health professional backgrounds. We propose this to start right at college by letting students from different professional background working and learning
together in a class to ensure effective teams for supervision are formed for greater performance and improved health outcomes.
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