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Abstract
Abstract Background: Community Health Volunteers position in the health system allow them to act as
community mouthpieces, �ghting inequities and advocating for community rights and needs to
government structures. However, questions about how they carry out this role, speci�cally how they
present community concerns to the health system and vice versa, remain unanswered. The purpose of
this study was to evaluate the practices of community health volunteers that promote social
accountability. Methods: The study used a cross-sectional research design across two sub-counties that
were purposefully chosen due to their health indicators status. The quantitative data sample size was
180 Community Health Volunteers (Embakasi North 90, Embakasi Central 90) who were sampled using
strati�ed sampling. Focus group discussions, key informant interviews and document review were used
to collect qualitative data. Results: In Embakasi North and Embakasi Central, respectively, the study found
that 66 (73.3 %) and 64 (71.1 %) of Community Health Volunteers rarely recorded complaints, 68 (75.6 %)
and 53 (58.9 %) of Community Health Volunteers always reported complaints to the Community Health
Assistant, and 67 (74.4 %) and 47 (52.2 %) of Community Health Volunteers always provided feedback to
clients on the complaints raised. Conclusion: There was sub-optimal and inconsistent implementation of
social accountability practices by the Community Health Volunteers in the two sub-counties. This was
in�uenced by inadequate information on their mandate in social accountability, a lack of reporting
indicators targeting social accountability and a lack of awareness about formal channels of complaint
handling mechanisms at community health systems. Keywords: Social Accountability, Community Health
Volunteers, Community Health Systems

Background
The overall goal of the health system is to improve health and health equity, in ways that are responsive
[9]. Social Accountability (SAc) refers to strategies in which citizens express their concerns about the
quality of services or the performance of service providers, who are then required to respond and account
for their actions and decisions [16]. The model incorporates a number of innovations that encourage
health clients to express their views on health services, particularly when there are barriers to doing so.

According to studies, health clients face obstacles in the health system that necessitates expression. In
the United States, for example, one out of every six women is mistreated by the health-care system [40].
Similarly, women in India have complained about being mistreated by health-care providers [33, 42].
Women in Kenya have reported mistreatment and humiliation during childbirth, which has been linked to
their socioeconomic status [10, 28]. According to [39], there is a 20% prevalence of disrespect and
violence during childbirth in Kenya.

Even when there is evidence of various types of mistreatment, still health clients have di�culty voicing or
expressing their concerns due to a variety of factors. Women in Nepal, for example, did not complain
about maternal care because they lacked the authority to do so directly to the health facility. Instead, they
turned to other networks, such as female community health volunteers (FCHVs), to talk about their
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maternal health issues, health-care experiences and concerns [41, 26]. Gender relations and other socio-
cultural considerations in�uence how complaints are raised in Kenya [21], in addition to socioeconomic
status, power and knowledge imbalances [10, 28].

The consequences of failing to include the voice of health clients in service delivery cannot be ignored. A
study in Congo established that by women not expressing their concerns resulted to increased maternal
mortality [25]. In Kenya, [6] a study discovered that dissatis�ed patients are less likely to comply with care
in Kenya, so it is critical to have systems in place to deal with patient expectations [39]. Understanding
client concerns contributes to improved service quality, which is a critical component of achieving
universal health coverage and sustainable development goals 3, which is an immediate priority [17].
These �ndings call for more research on how to encourage health clients to speak up about their
concerns, as silence has a negative impact on health-seeking behaviour.

Community Health Volunteers (CHVs) are people chosen from the community to help bridge the gap
between the community and the health system [23]. The hope is that they will inform the health system
about community needs and issues, and vice versa. This, however, might not always be the case. Even as
the literature on the performance of CHVs expands, some questions remain unanswered. Questions about
how CHVs present community concerns in the health system and vice versa, how they implement SAc,
how communities interact with health providers, and how they demand accountability remain
unanswered, particularly regarding the role of CHVs as initiators of such relationships [4, 27].

Several studies conducted in community health systems indicate that the social accountability
component is weak and ineffective, particularly in Community Health Volunteers programs [27]. Country
case studies in Bangladesh, Ethiopia, Indonesia, Kenya, Malawi, and Mozambique revealed a lack of
effort by CHVs in in�uencing health service priorities based on their identi�cation of local needs, implying
that a collaborative effort may be required [24]. This study aimed to establish community health
volunteer practices on social accountability advancement in Nairobi County, Kenya.

Method

Study Design
This was a cross-sectional survey that used a mixed method approach to answer the research question.
The study combined both qualitative and quantitative approaches of data collection. In this research
convergent parallel mixed method was used to collect data. In this case, both quantitative and qualitative
data was collected and examined to determine the �ndings of the study as illustrated in Fig. 1.

Study Setting

The study was conducted in the Community Health Units (CHUs) in informal settlement in Nairobi County,
Kenya. According to UN Habitat [36], approximately 58 % of Nairobi's population lives in informal
settlements, and the city is home to approximately 55, 000 refugees and asylum seekers [20]. With this in
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mind, it is critical to have mechanisms in place that can strengthen the voice of its health users,
particularly those in informal settlements and other marginalized settings. We assessed the social
accountability practices of CHVs in two sub-counties in Embakasi Central and Embakasi North, in Nairobi
County. The sub-counties were purposively selected due to the over-population and limited support from
non-governmental organizations. At the time of study, the selected CHUs had 270 and 200 CHVs
respectively.

Study Population 

Participants in the study included CHVs, Community Health Assistants (CHAs) and health facility in-
charge. A total of 180 CHVs from the two sub-counties were interviewed. Key informants (KI) and
participants in focus group discussions (FGDs) were purposefully chosen. Three focused group
discussions were held with 24 CHVs. In-depth interviews with the eight KI were used to gather more
information. Previous monthly reports for CHVs were reviewed to see if there were any documented
complaints or compliments.

Sample Size and sampling technique: 

The study sample size was calculated using the formula below, considering the formula is suitable for
surveys as discussed by [14].

Where:

np = 1 (zα + zβ )σd 2 = 90

⎣ ES ⎦
= Design effect of 1 for strati�ed sampling

=Zα is the signi�cance level 1.96

=Zβ is the Power value of 0.842

=σ is the standard deviation/event rate of 50%

=effect size of 70%

The sample size per sub-county was 90 Community Health Volunteers.

Two sub-counties out of 17 were selected purposively. Strati�ed sampling technique was used to select
the CHUs to participate in the study. In this study CHUs represented the strata. In each CHU simple
random sampling was used to select approximately 3 to 4 CHVs to be interviewed. The selected CHVs
were invited to participate voluntarily. Key informant and FGD participants were chosen on the basis of
their role and knowledge in community health.
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Data Collection

Quantitative data was collected using a questionnaire that assessed the social accountability practices
of the CHVs. The questions were related to the general characteristics of the CHVs like age, level of
education, number of years worked by the CHV, and their exposure to social accountability training. The
questionnaire had 13 questions that assessed their practices in social accountability. The practices were
adopted from literature. The questionnaire was uploaded on Kobo collect and administered through
telephone interviews.

Focus group checklist and key informant interview guides were used to collect qualitative data. In
addition, document review was used to collect information on CHV practice of recording complaints and
compliments.

Pretesting of tools was done in Makadara sub-county that was not participating in the study. The �ndings
from the process were used to amend and �nalize the questions. This process helped in ensuring
reliability and validity of the research instruments. Cronbach’s Alpha was used to measure internal
consistency of questionnaire items that were assessed using Likert scale. The questionnaire that had 13
items with Cronbach’s Alpha of 0.865 and was considered appropriate.

Data Processing and Analysis

Quantitative data was analysed using Statistical Package for the Social Sciences (SPSS Version 28).
Data from the questionnaires was coded and cleaned before analysis.  Descriptive statistics including
percentages and frequencies were used to summarize individual variables. Chi-square test was used to
show any signi�cance difference between the groups. To the level of signi�cance was measured by
p≤0.05. 

Qualitative data was analysed manually through thematic analysis in word. Qualitative data collected
from FGDs, KI and document analysis was literally transcribed into verbatim transcripts. Responses were
coded into groups that are manageable, taking into account words with similar meanings, which forms
themes. To familiarize ourselves with the transcripts, the transcripts were read repeatedly. This was a
crucial stage because it enabled the researcher to read in between the lines so that the codes and
patterns were located. After familiarization with the transcripts, the researcher prepared the initial codes.

Results
Community health volunteers involved in the study from both Embakasi Central and Embakasi North
were 14 (15.6%) males and 76 (84.4%) females. In Embakasi Central, 36 (40%) of the CHVs were between
40–49 years and 21 (23%) of CHVs were between 30–39 years. Only 7% and 8% were aged between 20–
29 years and 60 years and above respectively. In Embakasi North, 30 (33.3%) of CHVs were aged between
40–49 years and 17 (18.9%) were aged between 30–39 years as illustrated in Table 1.

Community Health Volunteers, highest level of education was secondary in both Embakasi Central 34
(37.8%) and Embakasi North 44 (48.9%). Most of CHVs in Embakasi Central 37(41.1%) and Embakasi
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North 44 (48.9%) had volunteered for 5 to 10 years. As shown in Table 1, CHVs reported working three
days per week on average, with Embakasi Central accounting for 43 (47.8%) and Embakasi North
accounting for 42 (46.7%). None of the CHV in Embakasi Central reported being trained in Social
Accountability; however, one CHV in Embakasi North reported being trained by the Department of Social
Justice.
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Table 1
Demographic Characteristics of CHVs

Variable Embakasi Central Embakasi North

  (n = 90) (%) (n = 90) (%)

Age        

20–29 7 7.8 8 8.9

30–39 21 23.3 17 18.9

40–49 36 40 30 33.3

50–59 18 20 29 32.2

60 and Above 8 8.9 6 6.7

Gender        

Female 76 84.4 76 84.4

Male 14 15.6 14 15.6

Level of Education        

Primary 32 35.6 31 34.4

Secondary 34 37.8 44 48.9

Tertiary Institution 24 26.7 15 16.7

Marital Status        

Divorced/Separated 10 11.1 8 8.9

Married/Living Together 61 67.8 64 71.1

Never Married 8 8.9 8 8.9

Widowed 11 12.2 10 11.1

Years Volunteered        

Less Than 5 Years 28 31.1 18 20

5–10 Years 37 41.1 44 48.9

More Than 10 Years 25 27.8 28 31.1

No. of Days Volunteered in a week        

1 0 0 2 2.2

2 31 34.4 32 35.6

3 43 47.8 42 46.7
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Variable Embakasi Central Embakasi North

4 9 10 13 14.4

5 7 7.8 1 1.1

Income        

Yes 66 73.3 71 78.9

No 24 26.7 19 21.1

Monthly Income (n = 66)   (n = 71)  

Less than 5000 18 27.3 24 33.8

5000–9999 39 59.1 35 49.3

10000–14999 9 13.6 11 15.5

15000 and Above 0 0 1 1.4

Community Health Volunteers Practices
Findings showed that 46 (51.1%) of CHVs in the Embakasi Central always sensitized the community, 27
(30%) sometimes and 17 (18.9%) rarely sensitized the community on their health rights and entitlement.
The results were not very different to the CHVs in Embakasi North, where results indicated 46 (51.1%)
always sensitized the community, 31 (34.4%) sometimes and 13 (14.4%) rarely sensitized the community
on health rights and entitlement as shown in Table 2. The study had a focus in establishing if the CHVs
speci�cally informed community members on their roles in health service delivery. Few CHVs in both
Embakasi Central and Embakasi North reported to always 22 (24.4%) and 4 (3.3%) respectively, inform
community members on their roles. The reasons given by participants in the FGD and KI supported these
�ndings. For example, CHVs lack of adequate and correct information on health rights and entitlement
was cited as contributing to low practice as illustrated below:

“We have not been trained in patient rights and it is di�cult to speak on something you are unsure.”(FGD,
Female participant, Embakasi North)

“…not only CHVs, but also the majority of CHAs, have received no training on social accountability and
health-related rights, which may affect their performance.”(Key informant, Male)
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Table 2
CHVs practices in Social Accountability

Variable Results

CHVs Practices Embakasi North
Group(n = 90)

Embakasi Central (n 
= 90)

Sensitizing the community on health rights  

Rarely 13 (14.4%) 17 (18.9%)

Sometimes 31 (34.4%) 27 (30%)

Always 46 (51.1%) 46 (51.1%)

Inform the community on their roles in service
delivery

   

Rarely 52 (57.8%) 40 (44.4%)

Sometimes 34 (37.8%) 28 (31.1%)

Always 4 (3.3%) 22 (24.4%)

Encouraging communities to speak up    

Rarely 1 (1.1%) 2 (2.2%)

Sometimes 22 (24.4%) 28 (31.1%)

Always 67(74.4%) 60(66.7%)

Listening to complaints    

Rarely   2 (2.2%)

Sometimes 16 (17.8%) 11 (12.2%)

Always 74 (82.2%) 77 (85.6%)

Recording complaints and compliments    

Rarely 66 (73.3%) 64 (71.1%)

Sometimes 24 (26.7%) 19 (21.1%)

Always 0 7 (7.8%)

Reporting clients complaints to the CHA    

Rarely   8 (8.9%)

Sometimes 22 (24.4%) 29 (32.2%)

Always 68 (75.6%) 53 (58.9%)
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Variable Results

Reporting clients complaints to the health
facility in charge

   

Rarely 50 (55.6%) 33 (36.7%)

Sometimes 40 (44.4%) 57 (63.3%)

Always 0 0

Follow up clients concerns    

Rarely 1 (1.1%) 14 (15.6%)

Sometimes 44 (48.9%) 32 (35.6%)

Always 45 (50%) 44 (48.9%)

Feedback from the CHA    

Rarely 5 (5.6%) 16 (17.8%)

Sometimes 25 (27.8) 28 (31.1%)

Always 60 (66.7%) 46 (51.1%)

Feedback from the health facility in charge  

Rarely 50 (55.6%) 33 (36.7%)

Sometimes 40 (44.4%) 57 (63.3%)

Always   0

Feedback to the client    

Rarely 2 (2.2%) 17 (18.9%)

Sometimes 21 (23.3%) 26 (28.9%)

Always 67 (74.4%) 47 (52.2%)

Community health volunteers were asked if they encouraged community members to always speak up
and 60 (66.7%) of CHVs in Embakasi Central reported to encourage community members to always
speak up about health services concerns, compared to 67 (74.4%) in Embakasi North. In addition, CHVs
were asked if they listen to clients complaints and majority of CHVs 77 (85.6%) in Embakasi Central,
reported to always listen compared to 74 (82.2%) in Embakasi North. There was a relation between
community awareness on rights and being able to speak up as cited below:

“It will be easier to encourage community to speak up if they know the rights to health”.(FGD, Female,
Embakasi Central)
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Finding revealed that CHVs actively encouraged community members to speak up during ‘home visits’ as
quoted below:

“During home visits, we ask clients if they were satis�ed with the services they received at the health
facility. This enables us to identify the strengths and weaknesses of our health facilities as well as those
of service providers.’’(KI, Male)

Most CHVs in Embakasi Central 64 (71.1%) and North 66 (73.3%) reported to rarely record complaints
and compliments. The �ndings were consistent with those from the document review, in which the
reporting tools of Ministry of Health (MOH) 514 and 515 were reviewed and there was minimal evidence
of any complaint or compliment documented. The results from FGD and the KI attributed low
documenting of complaint and compliments to lack of designated complaint and compliment indicators
in the MOH 514 and MOH 515 reporting tools, as shown below:

“The reporting tool does not include a section for complaints and compliments.’’ (FGD, Male, Embakasi
North)

“Unfortunately, the Community MOH reporting tool lacks indicators for complaint and compliment
collection; therefore, gathering this information cannot be accomplished simply by looking at our
reporting tool.’’(KI, Female, Embakasi Central)

These prompted suggestions to modify or revise the 'MOH 514' and 'MOH 515' to include complaint and
compliment indicators, as shown below:

“We can have a column in our service logbook (MOH 514) for complaints or compliments from that
household”.(FGD, Female, Embakasi Central)

In Embakasi Central and Embakasi North 53 (58.9%) and 68 (75.6%) of CHVs always reported clients
concerns to the CHA while 57 (63.3%) and 40 (44.4%) sometimes reported to the health facility in charge
respectively. Because of the CHA's direct supervisory role, more CHVs reported complaints to the CHA
than to the Health Facility in-charge. Some of the reasons why not all CHVs reported complaints were a
lack of awareness about the "formal channel" and "fear," which resulted in some of them "keeping silent,"
as stated below:

“You just keep quiet." You can't face that man (health care provider)”.(FGD, female, Embakasi Central)

"I'd say we're not aware of any productive channels for reporting complaints."(FGD, male, Embakasi
North)

In Embakasi North, most CHVs 67 (74.4%) reported to always provide feedback to clients on issues
reported compared to 47 (52.2%), in Embakasi Central as illustrated in Table 2. CHVs stated that
feedback was only possible if the CHA or facility in charge was willing to share information about the
action taken after a complaint or compliment was submitted:
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"We respond to client complaints if the CHA or facility in charge informs us of the action they have taken
to resolve the issue."(FGD, Female, Embakasi Central)

Another issue that CHVs faced when dealing with complaints was ' fear of discrimination,' because some
complaints involved health providers. CHVs were afraid of being excluded from activities that provided a
token. This is exempli�ed by the following quote:

“Another issue, I believe, is that many CHVs are afraid. They do not speak out”.(FGD, Female, Embakasi
North)

“The fear that CHVs have is that if they speak up, they will be discriminated in activities that have a
monetary reward, such as a stipend”.(KI, Male, Embakasi Central)

Discussion
The purpose of this study was to assess the in�uence of community health volunteer’s practices in
advancing social accountability. Prior studies have shown that CHVs serve as a link between the
community and the health system [15, 23, 29] which provides them with an opportunity to in�uence
health system responsiveness and priorities [38]. For example a study in Nepal showed that Female
Community Health Volunteers collected concerns from the community and reported them during regular
meeting with the health providers [33]. The next sections re�ect on the CHVs practices (information
sharing, documentation of complaints/compliments and providing feedback) and their in�uence on
social accountability.

Information Sharing

According to these study �ndings, CHVs informed the community about their health rights and
entitlements, but not adequately. For instance, majority of the CHVs did not inform the community the
role they play in improving service delivery. This practice was limited by CHVs lack of awareness on
social accountability, similar to [32] �ndings. As a result of CHVs' lack of social accountability capacity,
community members may be unaware of their health rights and entitlements. Limiting how they express
their concerns, as most informal settlement household members rely on intermediary structures such as
CHVs to empower them in health-related matters [23]. Findings from this study are consistent with those
of [24] which stated that if CHVs feel empowered, they will be able to empower the communities they
serve. In addition, their performance would improve, allowing them to realize their potential as social
change agents [38]. Other studies from India, Nepal, and the Democratic Republic of the Congo, have
reported the impact of CHVs/FCHVs on providing the community with information on health services and
educating them about the importance of reporting concerns [25, 32, 18, 33]. These studies found that
community empowerment on health rights could lead to increased use of services and the ability to seek
help [25, 32, 18, 33] and the reverse was it could result to poor adherence to treatment [6].   
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In this study CHVs reported to actively encourage the community members to speak up and they would
listen to their issues during household visits. This study did not exhaustively investigate the factors that
in�uence or limit health clients from speaking up even when they have issues to complain about [37] but
social economic status [10, 28], knowledge and power asymmetries [41] have been documented to
in�uence how they raise health concerns. By not proactively seeking the opinion, expectations or
complaints about health services, could result to the voice of the vulnerable and marginalized in the
society being left out in health system decision making. Lodeistein [16] reported intermediaries like Health
Facility Committees not to proactively seek health users’ opinions or complaints about health services
while Accredited Social Health Activists in India [5] concentrated in achieving service delivery targets like
immunization coverage compared to their advocacy role. Successful social accountability mechanisms
should deliberately encourage health clients to speak up and encourage responsiveness, if we are to
achieve person-centred services.

Documentation of Complaints and Compliments

The CHVs practice of recording complaints and compliments was very low in both areas of study.
Discussions revealed that verbal reporting was commonly used to express concerns from the community.
Lack of complaint and compliment indicators on the Ministry of Health community reporting tools was
one of the reasons for no documentation. When health concerns are not documented, they may have an
impact on accountability because health authorities will lack a reference point for information.
Documenting complaints and compliments can help in tracking health concerns and how they are
handled. Evidence of this study on documenting complaints corroborate with those from Democratic
Republic of Congo [25], and Nepal [38]. Their studies established that by not having proper systems for
recording and analysing complaints resulted to community concerns not being addressed. A study in
India [1] established that CHVs' ('Matinins') practice of submitting written complaints to o�cials for
action improved how health authorities handled issues that could not be resolved through mediation. 

Studies [16] have proposed the need for instruments that allow for more systematic data collection and
documentation after identifying gaps with health facility committees collecting complaints and getting
lost due to lack of documentation. A good documentation system that enables systematic methods of
collecting, analyzing and responding to complaints/compliments is required for effective use of data.
Complaints must be documented in order to understand their frequency and nature [12, 19], increasing
the community's voice in health-care management signi�cantly. Documentation will also demonstrate
which mechanisms are more suitable and effective [41].

Feedback to Health System and Community

These study �ndings showed inconsistency in CHVs practice of reporting complaints/compliments to the
CHA or facility in- charge for action. The reasons could have been lack of awareness on formal channels
of complaint handling and fear by the CHVs.  Informing CHVs on formal channel of
complaint/compliment handling mechanisms in the community health system, would help in ensuring
there is a standardized and systematic way of handling community concerns of the health system. Lack
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of formal systems at local health centre’s or a representative of the population to present complaints or
concerns to health providers were reported to be lacking in Democratic Republic of Congo by [25]. In
addition, their study reported community groups lacked the capacity and expertise to express their
concerns or exert pressure on public o�cials or health care providers. 

Findings from this study showed not all CHVs provided feedback to clients after they had raised a
complaint. The decision to provide clients with feedback was dependent on if the CHVs were informed on
action taken after the complaint was raised. The �ndings demonstrated lack of formal complaint
handling mechanisms with clearly de�ned feedback loops in community and facility systems. Feedback
is an important component of social accountability because it could increase customer satisfaction [20]
and enhance enforceability and answerability [31]. Citizen feedback must be communicated to relevant
actors or decision-makers who can act on the information and/or who may incur costs as a result of the
information [31]. Well-functioning feedback loops necessitate a response capacity (which can be
improved through social accountability) to ensure that reported issues are noted and action is taken to
resolve problems as they arise, preferably with regular communication from relevant higher authorities to
frontline service providers about resolution plans and timelines [3].

Feedback to the health system and clients can promote transparency, performance, fairness and respect
especially by the health providers [8]. Positive feedback provided directly by the clients to the health
providers or indirectly through intermediaries can elicit feelings of happiness, achievement and
accomplishment. However, negative feedback, on the other hand, elicits feelings of incompetence and
demotivation [20]. Whichever the outcome, the bene�ts outweigh the risks; therefore social accountability
mechanisms should strengthen the feedback component. Social accountability approaches can improve
service providers' responsiveness to service users' needs and their understanding of the challenges they
face, foster better government-citizen relationships, and provide valuable feedback on the status of basic
service delivery in a given country [35].

Limitation

First limitation was the questionnaire was administered to a small sample size compared to the total
number of CHVs in Nairobi County which could affect generalization. However this bias was minimized
by use of mixed methods, which aided in the in-depth understanding of the CHVs practices in social
accountability and thus the �ndings, can be used in similar settings. The second limitation was social
desirability bias. This bias was reduced by triangulating the data sources and validating the �ndings with
study participants at the end.

Conclusion
These study �ndings illustrate that CHVs position in the health system, provides them with the
opportunity to enhance social accountability. These �ndings support the importance of CHVs in health
service responsiveness because they serve as a bridge between the health system and the community.
Therefore, these structures must have a clear legal mandate to ensure health sector accountability in
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order to function optimally. More emphasis should be placed on training CHVs on social accountability.
To improve the practice of documentation, clear complaints/compliment indicators should be provided in
community health reporting systems. Furthermore, for standardization of social accountability practice in
community health systems, there must be clear complaint/compliment handling mechanisms that are
known to CHVs, community members and all health stakeholders. These �ndings will assist
policymakers and other stakeholders at the national and county levels in developing social accountability
approaches aimed at the improving community health system.
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