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Abstract

Background: Access to contraceptive services is a cornerstone of human well-being. While Community Health
Volunteers (CHVs) promote family planning in Kenya, the unmet need for contraceptives among youth remains
high. CHVs seem to pay little specific attention to the contraceptive needs of the youth.

Methods: We conducted a qualitative study exploring the role of CHVs in increasing access and uptake of
contraceptive services among youth aged 18–24 years in Narok and Homabay Counties, Kenya. We undertook 37
interviews and 15 focus group discussions involving CHVs, youth, community members, community leaders, youth
leaders and health programme managers. Data were recorded, transcribed, translated, coded and thematically
analysed, according to a framework that included community, CHV and health system-related factors.

Results: CHVs often operated in traditional contexts that challenge contraceptive use among unmarried female and
male youth and young married couples. Yet many CHVs seemed to have overcome this potential ‘barrier’ as well as
reigning misconceptions about contraceptives. While private and facility-based public contraceptive services were
somehow available, CHVs were the preferred service provider for many youth due to ease of access and saving
time and transport costs. This was influenced by varied perceptions among youth of CHVs’ knowledge, skills and
attitudes regarding contraceptives and provider-client interaction, and specifically their commitment to maintain
confidentiality.

Conclusions: CHVs have the potential to increase access to contraceptives for young people, reducing unmet need
for contraceptives. Their knowledge, skills and attitudes need strengthening through training and supervision, while
incentives to motivate them and broadening the range of contraceptives they are allowed to offer should be
considered.
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Background
Improving access to preferred contraceptive methods is
key to the well-being of women and men and benefits
community health [1]. Yet there is a large unmet need
for modern contraceptives in sub-Saharan Africa. About
a quarter of couples who would like to space births do
not use contraception. Providing timely contraception
information and services to individuals and couples at
health facilities or in the communities can reduce unmet
need [2, 3].
Young people need special attention in terms of

contraceptive services to promote sexual and reproduct-
ive health and avoid negative consequences of unpro-
tected sex, such as unintended pregnancy, HIV and
other sexually transmitted infections (STIs) [3].
In Kenya, 40% of married adolescent girls (15–19

years) use contraception; for sexually active unmarried
girls of the same age group this is 50%. Percentages are
higher for the same groups aged 20–24 years (54 and
70%, respectively). Preferred methods are injectables, im-
plants and male condoms, which are mostly obtained
from public services. Almost one in seven (14%) of girls
aged 15–19 years have begun childbearing and about
half (47%) of these births are unintended. Unmet need
stands at 23 and 19% for the 15–19 and 20–24 age
groups, respectively, as compared to 18% for all cur-
rently married women age 15–49 [4]. The relatively
higher unmet need can be explained in part by chal-
lenges young Kenyans face in accessing contraceptive
services, due to, inter alia, cultural notions that reserve
such access to married couples with children [5], see
contraceptive use a women’s responsibility [6] and em-
phasise the decision-making role of male partners [7];
problems of distance and (in) direct costs; and health
service providers’ unwelcoming attitudes [8].
The Government of Kenya has reaffirmed its commit-

ment to cater to the needs of adolescents and young
people and to improve ‘existing service provision chan-
nels to provide accurate information and services on a
wide range of contraceptive methods to capture diverse
needs of adolescents’ [9].
Globally, community health workers (CHWs) are de-

fined as health workers ‘carrying out functions related to
health care delivery at household level; trained in some
way in the context of the intervention, and having no
formal professional or paraprofessional certificate or de-
gree in tertiary education’ [10]. Many have come to see
CHWs as ‘an integral component of the health work-
force needed to achieve public health goals in low- and
middle-income countries’ (LMICs) [11].
In Kenya, the Community Health Strategy (CHS) was

launched in 2006 and later updated as the Strategy for
Community Health 2014–2019 [12]. Under the CHS,
government employed facility-based community health

extension workers (CHEWs) to supervise a group of
community health volunteers (CHVs) in every commu-
nity health unit, each covering about 5000 people with
an average of 1000 households. CHVs carry out promo-
tive, preventive and some curative tasks in disease pre-
vention and control, family health and hygiene and
environmental sanitation [13, 14].
The 2012 WHO task-shifting guidelines in the field of

maternal and newborn health suggest that certain inter-
ventions can be performed by CHWs, including contra-
ceptive service delivery [15]. Evidence shows that,
globally, CHW programmes can increase awareness and
uptake of contraception, particularly where unmet need
is high, access is low and geographic or social barriers to
the use of services exist. CHWs are particularly import-
ant to reduce inequities in access to services, by bringing
information, services and supplies to women and men in
the communities where they live and work [16].
In Kenya, CHV tasks include family planning and ado-

lescent reproductive health [13]. It includes promotion,
discussion of all family planning methods and provision
of basic counselling; addressing misinformation; and
provision of selected contraceptive methods (mostly
condoms) at community level [17].
Two pilot studies in Meru and Narok Counties con-

cluded that CHV provision of injectables in Kenya was
safe, acceptable, and feasible [18]. Some CHVs now pro-
vide injectables to clients who otherwise might not ac-
cess facility-based services.
More attention is needed for awareness of and coun-

selling about contraceptives among young people in
Kenya. It is valid to explore the potential role of CHVs
in bringing about improvements in youth access to con-
traceptives. Only a few studies have been conducted on
the latter, with little documentation of how CHVs en-
gage with youth. This study therefore aimed to explore
the factors that influence the role of CHVs in access and
uptake of contraceptive services by youth in Kenya.

Methods
We undertook an exploratory qualitative study in Narok
and Homabay counties, Kenya, to gain in-depth under-
standing of CHVs’ perspectives on providing services to
youth and youth preferences for certain types of service
providers.
Homabay and Narok counties represent diverse socio-

economic contexts while both exhibit high rates of teen-
age pregnancy. Both counties have implemented CHV
programmes on family planning promotion while Narok
joined the pilot that allowed CHVs to provide inject-
ables. Within each county, two sub-counties and, within
these, two community health units, were purposefully
sampled, using urban/rural context and main ethnic
population as criteria.
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Semi-structured interviews (SSIs) and focus group
discussions (FGDs) were conducted with four types
of participants purposively sampled: young people
18–24 years, CHVs with minimum 6 months work
experience, community members 35–49 years and key
informants (community leaders, youth leaders, and
Government and non-governmental organization
(NGO) programme staff). Participants were selected
based on sex, age, marital status and, where possible,
ever having used contraceptives (young people) and
work experience (CHVs). Young people were identi-
fied with the help of youth leaders, CHVs through
CHEWs and community members through chiefs and
programme administrators at the county and com-
munity levels.
We used SSIs to allow participants to be interviewed

face-to-face in suitable venues like community (Chief,
NGO-) offices and the County Health Management
Team offices, exploring and probing sometimes sensi-
tive topics while avoiding peer pressure that could re-
sult from group discussions. No others than those
interviewed and the interviewers were present. Mean-
while, insight into group and institutional norms, be-
havior and use of health services was achieved by
interactive, face-to-face FGDs, conducted in health
facilities [19, 20].
Several topic guides for SSIs and for FGDs, tailored to

the participant groups, were developed in English and
translated to Swahili, specifically for this study (Supple-
mentary file). Topic guides with youth addressed percep-
tions and perspectives on contraceptive needs and
services. With CHVs, perceptions on youth behavior and
needs and their own role as contraceptive service pro-
viders were discussed. The topic guides were tested in
another sub-county than the study areas, after which
they were slightly adjusted.

Data collection took place in April 2019 by an experi-
enced and trained research team. Interviews and FGDs
were done in English or Swahili, according to the prefer-
ence of participants. Interviews and FGDs were con-
ducted as presented in Table 1. Very few of the
participants who were approached refused to collabor-
ate; no repeat interviews were carried out.
A field protocol was used to ensure adequate data col-

lection. This involved, inter alia, delineating role division
and internal communication, guidance on selection of
study sites and study participants and a checklist on mate-
rials and equipment. Research assistants and supervisors
held daily debriefings to discuss field notes and key find-
ings. SSIs took up to 1 h to complete, FGDs up to 1.5 h;
data collectors were selected and trained as regards their
ability to translate questions into local dialect when neces-
sary. Responses were digitally audio-recorded and tran-
scribed in English. Researchers continued to recruit
participants until the point of data saturation was reached
and no additional, relevant knowledge emerged. Thirty-
seven SSIs and 15 FGDs were conducted. Study partici-
pant key characteristics are summarized in Table 2.
All transcripts were entered into an electronic qualita-

tive data management and analysis software (Nvivo 11). A
deductive approach, using pre-existing themes based on
the study protocol and topic guides, was used to develop
the coding framework. Emerging themes were added, in-
ductively derived from the reading of an initial set of tran-
scripts [21]. Transcripts were coded and data were further
analyzed, ‘charted’ in themes and subthemes and summa-
rized in narratives. While the coding was done by three
experienced researchers, the full data analysis was con-
ducted by the full team. Preliminary study findings were
validated with health management teams in both counties
in the first quarter of 2020. The outcomes were used to
refine the study discussion and conclusions.

Table 1 Overview of research methods and study participants

Method Study population County and number of participants, by sex

Narok County Homabay County

Semi-structured interviews
(N = 37)

Youth (18–24 years) 3 male, 2 female 4 male, 4 female

CHVs 2 male, 1 female 2 male, 2 female

Key informants type 1: community leaders 2 male 2 male

Key informants type 2: youth leaders of
selected youth groups

1 male, 1 female 1 male, 3 female

Key informants type 3: managers
(government, NGO)

2 male, 2 female 1 male, 2 female

Focus group discussions Youth
(18–24 years)

2 male groups, total 14 participants
1 female group, 8 participants

2 male groups, total 21 participants
2 female groups, total 22 participants

CHVs 2 mixed groups, total 16 participants 2 mixed groups, total 23 participants

Community members
(35–49 years)

1 male group, 8 participants
1 female group, 9 participants

1 male group, 8 participants
1 female group, 12 participants

CHV community health volunteers, NGO non-governmental organisation
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Results
The findings of this study established that the role of
CHVs in reducing unmet need for contraceptives among
Kenyan youth was shaped by five key emerging themes:
CHVs’ formal role regarding contraceptives, the influ-
ence of community norms and values, the role of CHVs
as contraceptive providers for youth, CHV knowledge
and skills and CHV motivation and incentives.

CHV formal roles in providing contraceptive services
Our findings show that CHVs’ roles regarding contra-
ceptive services entailed creating awareness, counsel-
ling, distribution of male condoms and referring to
health facilities for any other contraceptive method.

The exception were a limited number of CHVs in
Narok, who have been trained as community-based
distributors (CBDs) and who are providing injectables
and hormonal pills, in addition to male condoms. All
CHVs provide contraceptives to men and women of
reproductive age alike to avoid unintended pregnan-
cies and STIs.
In Homabay, CHVs, community members and key in-

formants agreed that CHV contraceptive services were
quite limited as regards provision of actual methods.
One manager said:

“They are not well motivated. Not all are trained on
family planning services. And then, the commodities

Table 2 Amref study - Participant characteristics

SSIs (N = 20) FGDs (11 FGDs, N = 104)

Youth CHVs Youth CHVs

Homabay Narok Homabay Narok Homabay Narok Homabay Narok

N = 8 N = 5 N = 4 N = 3 4 FGDs, N = 43 3 FGDs, N = 22 2 FGDs, N = 23 2 FGDs, N = 16

Participant characteristics Total Total Total Total Total Total Total Total

Sex Female 4 2 3 1 22 8 18 9

Male 4 3 1 2 21 14 5 7

Age (years) Average 23 22 49 42 21 23 38 38

Civil status Not married/in
union

1 4 2 1 12 6 1

Married/in
union

7 1 2 2 31 16 23 15

Education Primary
incomplete

1 6

Primary 1 1 11 3 11 11

Secondary 5 4 3 26 6 12 5

Tertiary 1 1 1 2 6 7

Ethnicity Kalenjin 4 8 8

Kikuyu 1 1

Kipsigis 1 6

Kuria 1

Luo 8 3 43 1 23 1

Maasai 1 1 5 7

Teso 1

Religion Christian 8 5 4 43 21 23 16

Missing value 1

No. of children Average
number

5.6 4.3 1 1.5 4 5

No 2 4

Yes 6 1

Years of service as
youth leader

Average 2 1.25

Range 1-4 0.1-2

Years of service as
CHV

Average 9 11.3

Range 2-15 8-16
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(...) they have not been given, so they are not well
equipped.” [Female manager, SSI, Homabay urban]

In Narok, after the introduction of the CHV-CBDs, con-
gestion and workload at the health facilities had reduced
as CBDs were now dispensing injectables and pills.

CHVs vis-à-vis community norms and values
The majority of participants in both study areas agreed
that culture and tradition often do not support the use
of contraceptives. This view was especially strong in the
Luo cultural context (Homabay), as illustrated by a
young man:

“I can say, the Luo culture doesn’t support family
planning. A Luo believes that your manhood lies in
getting many children of up to ten upwards. So when
a person does family planning he cannot get the ten
children, which is against the culture.” [Single male
youth, FGD/R10, Homabay rural]

Several participants across all study areas shared the
view that women using contraceptives are seen as ‘pro-
miscuous’. In Narok, on the other hand, a male CHV felt
that there was nothing strange about the interaction be-
tween culture and family planning, as ‘in our culture we
used to practice family planning, but without taking
contraceptives’.
The majority of participants across all study sites agreed

that (Christian and Muslim) ‘religion’ generally opposes
contraceptive use by single youth and even by those who
are married. Some however perceived that the role of reli-
gion is being overstated and ‘these days’ has less influence
on decision-making on family planning.

“The role of religion in my community, where I come
from? They always advise people to use family plan-
ning, certain religions; but in another church people
are told not to dare use family planning. It’s the
leaders of the various denominations telling people
what to do.” [Married male youth, FGD/R4, Narok
urban]

There was consensus among the majority of the youth
that ‘culture’ and ‘tradition’ dictate that contraceptives
are only for those who are married and already have
children. The use of contraceptives by married couples
who do not have children was frowned upon.

“There is no woman, who is newly married, [who] is
allowed to use family planning. She has to have a
child in that homestead first. ( … ) That’s what [the
family in-law] want.” [Single female CHV, SSI,
Homabay rural]

Many of the older participants in both counties did not
agree with unmarried youth using contraceptives, con-
sidering this ‘immoral’. Yet others voiced different views,
predominantly from Narok but also some from Homa-
bay, identifying contraceptives as an important option
for young people.

CHVs as contraceptive providers for youth
In general, participants agreed that contraceptive ser-
vices were equally offered to single youth as to the older,
mostly married population. Some CHVs specifically
expressed they were proud of their efforts to offer
contraceptive services to youth. There were some sug-
gestions that CHVs play a major role in the youth up-
take of contraceptives, which is especially important
given the ‘conservative’ family and cultural context.

“The CHVs will really convince them. They know
how to convince youths to go for it and they will go.
Youths will go for family planning mostly because
they [CHVs] have created the awareness … ” [Mar-
ried female youth leader, SSI, Homabay urban]

At the same time, some youth reported not being aware
of CHVs offering contraceptive services. This can be ex-
plained since some CHVs reported they catered more to
married than single youth. Some CHVs acknowledged
they did not offer contraceptive services to single youth,
given their own religious (mostly Christian) values. A fe-
male County manager flagged the need to address this:

“The cultural beliefs and values … [CHVs] need to
get from us. For example, as health care workers, we
also have our values, but we need to tell them that
‘you leave your value aside then you handle the cli-
ent the way the client is.’” [Female manager, SSI,
Homabay rural]

Many youth participants maintained that CHVs were
their contraceptive providers of choice. CHVs were per-
ceived as more easily accessible, saving time and trans-
port costs, and taking more time to interact. This
perspective was more pronounced among single youth
yet also supported by several married youth.

CHVs’ knowledge and skills
Preference for CHVs by youth often presupposed a per-
ception of ‘similar quality’ of services as compared to
those provided by facility-based health workers. Some
youth indeed perceived this or simply compared CHVs’
knowledge to their own lack of knowledge:

“[CHVs] know more about family planning and we
just know a little about it. So they continue to open
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your mind on family planning with the information
that they add on us, so my heart just loves them.”
[Married female youth, SSI, Homabay rural]

Few youth as well as other participants perceived that fa-
cility services were of better quality, as they questioned
the knowledge and skills of CHVs. As one Narok single
female youth leader put it, CHVs ‘don’t give information
that is sufficient or reliable’.
CHVs themselves, across both counties, reported that

training was either an enabler or disabler in the
provision of contraceptive services. Those who did not
have adequate training expressed the need for refresher
training:

“Personally I feel like I have not yet gotten proper
training. And so a young person may ask me a tech-
nical question and I fail to know what to answer to
it.” [Married female CHV, FGD/R11, Homabay
rural]

Some health workers, especially in Homabay where the
CBD model has not been introduced, were not in favour
of CHVs taking up new roles regarding contraceptive
services (‘task shifting’). They felt that CHVs, even when
trained, would not be ready to deal with contraceptive
side effects, among others.
We found that confidentiality was very important, es-

pecially to single youth. Some youth found that CHVs
could be trusted to keep confidentiality. Other youth
doubted CHVs’ ability to maintain confidentiality and
therefore were not confident to seek contraceptive ser-
vices from CHVs.

“Me going to a CHV I think sometimes that confi-
dentiality may not be maintained. If I go for the
contraceptive today and I go and share with a friend
and the following day I go again, she might see me
as someone who is highly promiscuous. So I would
rather go to the chemist.” [Married male youth,
FGD/R8, Homabay urban]

CHVs themselves maintained that they keep whatever
information youth share with them confidential.

CHV motivation and incentives
A number of CHVs in both counties expressed an in-
trinsic motivation of love for voluntary work, ‘doing a
service to God’ and desire to assist fellow community
members. This is also how some community members
saw their role:

“CHVs are volunteers, and volunteers get nothing.
They have only given themselves in to work. CHVs

are the level one and they teach people from the
heart for free.” [Married female community member,
FGD/R4, Narok rural]

CHVs also referred to extrinsic motivational factors, in
terms of: the satisfaction of aiding the well-being of indi-
viduals and the community at large; the recognition and
respect received; and developing new knowledge and
skills. Some felt they were helping to address maternal
mortality, reduce child malnutrition or teenage pregnan-
cies, and that community members were able to save
time and money because of their work.

“When there is a meeting with the chief, you get the
chance and courage to address the people. Also I get
recognition from the community who refer to me as
‘doctor.’” [Female CHV, FGD/R8, Narok rural]

“This job has helped me a lot, I’ve been given more
knowledge ( … ). It has made me somebody. ( … )
Whenever I see someone has followed my advice and
succeeds, that’s what motivates me a lot.” [Single fe-
male CHV, SSI, Homabay rural]

Intrinsic and certain extrinsic motivational factors consti-
tute incentives that push CHVs to do the work they do.
At the same time, nearly all CHVs and a number of other
participants indicated that motivation is often negatively
affected due to the absence of financial or other material
incentives. Many CHVs indicated they felt they deserved
some form of financial ‘incentive’ in return for the com-
mitment, many hours of service and hard work. Some
thereby also referred to the needs of their own family:

“I would like the government to give us some motiv-
ation in order for the work to be done effectively. ( …
) The kind of motivation we need is money. Because
with this work, I will end up having walked around
till evening and have nothing to bring back to my
children. So this has a challenge because it is full-
time volunteer work.” [Married male CHV, FGD/R8,
Narok urban]

A few CHVs and one County manager expressed that fi-
nancial rewards had been promised since some time ago
but never materialized, causing frustration. Apart from
financial compensation, many mentioned the importance
of varying types of material incentives, such as um-
brellas, gumboots, flashlights and transport such as bicy-
cles. These would strengthen CHV performance,
including on contraceptive services.
Other CHVs, across both counties, felt demotivated

due to the lack of a ‘career perspective’, like moving into
a paid job.
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“But what I do not like, we are stuck at being volun-
teers with a lot of work. We see no future of becom-
ing CHEWs. So there is no payment.” [Married
female CHV, FGD/R2, Home Bay rural]

Discussion
This study intended to explore the factors influencing
the role of CHVs in increasing access and uptake of
contraceptive services among the youth aged 18–24 in
Narok and Homabay Counties in Kenya.
The role of Kenyan CHVs in reducing unmet need for

contraceptives among Kenyan youth was shaped by five
key emerging themes, with following results. First, the
formal role of CHVs regarding contraceptives is limited.
Second, community norms and values can be challen-
ging but do not stand in the way of an expanded role of
CHVs to reduce unmet need. Third, CHVs are the pre-
ferred contraceptive providers of many youth. Fourth,
CHVs knowledge and skills need attention, including is-
sues around confidentiality. Fifth, CHVs lack financial or
material incentives to better perform their role.
As for the first theme, participants had similar views

on the essentially preventive and promotive nature of
CHV roles. They agreed that the role of CHVs regarding
contraceptive services was limited, as most lacked train-
ing, motivation and commodities. This was perceived
differently in Narok, because a number of CHVs had
been trained to provide a broader range of contracep-
tives [18]. In their systematic review of 56 studies on the
effectiveness of CHWs’ roles as providers of contracep-
tive services in LMIC, Scott et al. concluded that CHWs
were able to increase the uptake of modern contracep-
tives as well as improve levels of contraceptive-related
knowledge and attitudes [22]; others reached a similar
conclusion for Sub-Sahara Africa and beyond [15, 23].
Many Kenyan CHVs saw culture and tradition as

mostly not supportive of contraceptive use, often linked
to valuing children as a symbol of wealth; this was also
observed in another Kenyan study [24]. Such beliefs
were, in turn, intertwined with religious values, which
according to most oppose contraceptive use among sin-
gle youth [25], but also among married youth without
children. Although most study participants agreed that
CHVs in principle served unmarried youth at par with
married couples, few CHVs refused to cater for unmar-
ried youth out of personal religious principles, reflecting
findings in Tanzania [25]. While this is somehow under-
standable, as CHVs are part of and originate from the
communities they serve and as such share similar cul-
tural views, it points to the need for improved recruit-
ment processes and/or training on the separation of
personal and professional values. The same applies to
professional health workers [26]. However, CHW (train-
ing) programmes globally seldom pay systematic

attention to reflection on norms and values, leading to
CHW having challenges in dealing with culturally sensi-
tive issues [27].
Most CHVs felt that ‘conservative’ cultural norms and

values should not prevent someone from accessing and
using contraceptives, in view of the important benefits.
This can be seen as an example of how some CHVs not
only contributed to managing the sometimes perceived
conflict between ‘culture’ and ‘family planning’, but also
to the empowerment of beneficiary communities. That
said, CHVs in both counties were regarded as important
facilitators of youth uptake of contraceptives in a ‘con-
servative’ social environment. One global systematic re-
view also concluded that several community-based
interventions combined, including home visits by
CHWs, increased uptake of contraceptives among young
married couples [20].
Many CHW programmes worldwide have some form

of commitment to this concept [26]. One study found
that, in order to enable CHWs to play their role as
‘agents of change’, CHWs’ own empowerment is a pre-
condition. Yet this is faced with barriers related to feel-
ings of non-appreciation by communities, health
workers or both, and feelings of being undervalued and
‘not in control’ [27].
Youth in this study perceived CHVs as more easily ac-

cessible than other health workers, including taking
more time to interact. Similar youth preferences were
observed in Malawi, where an experimental study
assessed the relationship between service features and
15–24-year-old youth contraceptive provider prefer-
ences. Findings globally were that community-based ser-
vices were preferred over services that were facility-
based. CHW services were assessed as an effective way
to improve access to and uptake of contraceptives
among rural youth [28, 29].
The potential for CHVs to better meet youth’s unmet

need for contraceptives seemed undermined by percep-
tions that CHVs lack essential knowledge and skills. This
was also observed in another Kenyan study, noting hesi-
tation among women to use CHV services due to con-
cerns about quality of services [30]; the need for ongoing
training of CHWs is also documented more generally
[11, 31].
Some interviewed CHVs confirmed the need for fur-

ther training on contraceptive methods, side effects and
counseling skills. A 2014 study in South Kivu province,
DRC, on the interaction between CHWs and youth cli-
ents regarding sexual and reproductive health related
services, showed that many CHWs reported low confi-
dence in having sufficient knowledge to communicate
with youth [32].
The issue of maintaining confidentiality was important

for youth, especially for ‘sensitive’ topics like sexuality
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and contraceptives, which are associated with various ta-
boos and stigma [28, 33]. While some study participants
felt that CHVs could be trusted, others questioned this.
International literature emphasizes the need for trusting
relationships between CHW and their clients, as well as
the community at large and enhanced CHWs’ interper-
sonal skills regarding confidentiality [34, 35]. Once con-
fidentiality is established, the CHV would be the most
preferred service provider for many young study partici-
pants [36].
Participants identified various intrinsic and extrinsic

motivational factors for the work performed and many
perceived that CHV motivation is often affected due to
the lack of financial or material incentives. Our findings
confirm what other studies found globally: in all kinds of
contexts and despite their intrinsic motivation, voluntary
CHWs often also expect some form of financial com-
pensation; this is especially the case when workload ex-
pands [37, 38]. The World Health Organization
recommends that CHWs should be remunerated in line
with tasks, training and hours of service per week [35].
The current Kenyan policy recommends that CHVs
should be paid USD20 per month [12]; but it does not
indicate the source of funds and how it would be allo-
cated. In the recent context of devolved governance,
some county governments are in the process of legislat-
ing for CHVs to be recognized and payed a stipend
under the County Act of Assembly.
Recent studies found that financial or material incen-

tives do not necessarily always lead to improved motiv-
ation. Enabling factors should also be present, including
resources to perform the work required (supplies, trans-
port), supportive supervision and training and profes-
sional development opportunities [31, 35, 39–41]. To
different degrees, each of these issues were flagged by
our participants as needing attention to improve CHV
motivation and performance.
This study has several strengths and limitations. Data

analysis and discussion of findings was done involving a
multi-disciplinary group of researchers. The qualitative ap-
proach served the purpose of creating better understanding
of the what, why and how of community, youth and CHV
perspectives. Participants were from four sub-counties
across two counties, selected for certain differences but
also similarities. This implies that results do not represent
the diversity of all Kenyan counties. Selection bias is a risk
inherent to the selected methods, only partially compen-
sated for by our sampling strategy. Potential researcher bias
was addressed by having teams of two doing data collec-
tion and having yet another researcher transcribing the re-
corded data. The sensitive nature of topics addressed
implies a risk of bias towards social desirable answers,
which we tried to deal with by training of data collectors
and triangulating methods and participant types.

Conclusions
CHVs constitute a major potential to increase access to
contraceptives for youth, reducing unmet need. How-
ever, this study found that CHVs’ roles as community-
based distributers of contraceptives are as yet limited,
which calls on the Ministry of Health to enforce the
2017 task-shifting guidelines. Many young people prefer
CHVs as contraceptive service providers above facility-
based health workers in the public or private sector. One
precondition is that a trusting and confidential relation-
ship is established between CHVs and their young cli-
ents. For this reason, and for building essential
knowledge and skills to provide higher-quality contra-
ceptive services in ‘conservative’ social settings, the Min-
istry of Health and other stakeholders should provide
CHVs with improved training. To further facilitate
CHVs’ role in the provision of contraceptive services, na-
tional and local government bodies and relevant stake-
holders should offer financial compensation and ensure
other enablers such as transport and supportive supervi-
sion are instrumental. It is also urgent that CHVs, often
seen as important ‘agents of change’, get assistance from
other stakeholders, such as religious leaders, to address
prevailing cultural and religious norms and create more
understanding and support for contraceptive services at
community level, including for youth.
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