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Abstract
Background:  Maternal mortality is still a burden worldwide, and Ghana’s maternal and child mortalities are still high. 
Incentive schemes have been effective in improving health workers’ performance thereby reducing maternal and 
child deaths. The efficiency of public health services in most developing countries has been linked to the provision of 
incentives. Thus, financial packages for Community Health Volunteers (CHVs) serve as enablers for them to be focused 
and committed to their work. However, the poor performance of CHVs is still a challenge in health service delivery in 
many developing countries. Although the reasons for these persistent problems are understood, we need to find out 
how to implement what works in the face of political will and financial constraints. This study assesses how different 
incentives influence reported motivation and perceptions of performance in Community-based Health Planning and 
Services Program (CHPS) zones in the Upper East region.

Methods:  A quasi-experimental study design with post-intervention measurement was used. Performance-based 
interventions were implemented for 1 year in the Upper East region. The different interventions were rolled out in 55 
of 120 CHPS zones. The 55 CHPS zones were randomly assigned to four groups: three groups of 14 CHPS zones with 
the last group containing 13 CHPS zones. Several alternative types of financial and non-financial incentives as well as 
their sustainability were explored. The financial incentive was a small monthly performance-based Stipend. The non-
financial incentives were: Community recognition; paying for National Health Insurance Scheme (NHIS) premiums 
and fees for CHV, one spouse, and up to two children below 18 years, and; quarterly performance-based Awards for 
best-performing CHVs. The four groups represent the four different incentive schemes. We conducted 31 In-depth 
interviews (IDIs) and 31 Focus Group Discussions (FGDs) with health professionals and community members.

Results:  Community members and the CHVs wanted the stipend as the first incentive but requested that it be 
increased from the current level. The Community Health Officers (CHOs) prioritized the Awards over the Stipend 
because they felt it was too small to generate the required motivation in the CHVs. The second incentive was the 
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Background
Maternal mortality is still a burden worldwide, and an 
estimated 211 deaths per 100,000 live births occurred 
in 2017 [1]. While significant progress has been made to 
decrease these deaths, statistics still show that the Sus-
tainable Development Goal 3 (SDG) of achieving less 
than 70 maternal deaths per 100,000 live births by 2030 
may not be realized [1]. Sub-Saharan African countries 
recorded the highest maternal mortality rates in the 
world, and Ghana’s maternal mortality rate was estimated 
at 308 deaths per 100,000 live births in 2017 [1].

In 2019 alone, an estimated 7.2 million children, ado-
lescents, and youth died mostly from preventable or 
treatable causes. Of these deaths, 5.2  million occurred 
in the first 5 years, with almost half of these in the first 
month of life. Sub-Saharan Africa remains the region 
with the highest under-5 mortality rate in the world [2]. 
Even though programs have become more effective in 
addressing under-five mortality, the proportion of deaths 
occurring in the neonatal period (first 28 days after deliv-
ery) has declined marginally in recent years [3]. Although 
Ghana had made progress in improving maternal and 
child health, the country is not likely to achieve SDG 3 
[1].

Several studies have revealed the important role Com-
munity Health Volunteers (CHVs) play in primary 
healthcare activities by improving access to health ser-
vices [4–14] and maternal and child health indicators 
[15–20]. Conversely, the poor performance of CHVs is 
still a challenge in health service delivery in many devel-
oping countries [21, 22] though the reasons for these 
persistent problems are understood, we need to find 
out how to implement what works in the face of politi-
cal will and financial constraints. Although insufficient 
training, logistics, and deficient provider knowledge are 
contributory factors, lack of motivation is reported to 
be associated with CHVs’ poor performance [22–24] 

Incentive schemes have been documented as effective 
strategies to inspire the motivation and performance of 
health workers in health systems in developing countries 
[22–24]. Incentives are designed to increase performance 
by boosting the value people assign to work goals, caus-
ing them to make stronger commitments to those goals 
and achieve them. The WHO guidelines stipulated that 
practicing Community Health Workers (CHWs) should 
be given financial packages commensurate with the job 
demands, complexity, number of hours worked, train-
ing, and roles that they undertake. The financial packages 
for CHWs serve as enablers for CHWs to be focused and 
committed to their work [25]. The efficiency of public 
health services in most developing countries has been 
linked to the provision of incentives [26–28] or financial 
packages.

Performance-based incentives (PBIs) have been imple-
mented to transform the health system and improve 
maternal and child health services in many sub-Saharan 
countries [22, 29]. Social research has revealed how com-
munity health workers received PBIs, which contrib-
uted to improving maternal and child health indicators 
in Ghana [22]. According to Aninanya et al. (2016), PBIs 
encouraged health workers to work harder and be more 
punctual, increasing reported pride and job satisfaction 
[30]. In Zambia, the implementation of performance-
based financing schemes resulted in a significant increase 
in job satisfaction and a decrease in attrition [31]. A 
study in Nigeria also revealed that PBIs helped to moti-
vate health workers for better work performance [32]. 
A study on the impact of removing performance-based 
financial incentives on community health worker motiva-
tion in Bangladesh showed that when PBIs are removed 
from a CHW program, it could negatively impact CHW 
motivation [30]. Other studies have reported providing 
both financial and non-financial incentives for CHVs [31, 
33], and several others have stated the outcome of these 

National Health Insurance Scheme (NHIS) registration. Community recognition was also considered by health 
professionals as effective in motiving CHVs and work support inputs and CHVs training helped in improving output. 
The various incentives have helped increase health education and facilitated the work of the volunteers leading to 
increased outputs: Household visits and Antenatal Care and Postnatal Care coverage improved. The incentives have 
also influenced the initiative of volunteers. Work support inputs were also regarded as motivators by CHVs, but the 
challenges with the incentives included the size of the stipend and delays in disbursement.

Conclusion:  Incentives are effective in motivating CHVs to improve their performance, thereby improving access 
to and use of health services by community members. The Stipend, NHIS, Community recognition and Awards, and 
the work support inputs all appeared to be effective in improving CHVs’ performance and outcomes. Therefore, if 
health professionals implement these financial and non-financial incentives, it could bring a positive impact on health 
service delivery and use. Also, building the capacities of CHVs and providing them with the necessary inputs could 
improve output.

Keywords:  Community-based health delivery, Performance-based incentives, Financial and non-financial incentives, 
Community Health Volunteers, Maternal and Child Health
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incentives on CHVs’ effective participation [22, 34–38] 
and improved retention [39].

However, there is growing literature suggesting that 
PBI is a fraught way to pay CHWs. The main concern 
and the growing consensus are that PBIs may appear to 
influence behavior, but they also open the door for “gam-
ing” the system, which can be distracting and corrosive 
to overall performance. This is because PBI encouraged 
an uneven focus on certain activities due to their associa-
tion with higher incentives, especially when CHWs had 
no basic remuneration, leading to the neglect of other 
important activities or responsibilities. Also, CHWs 
expressed dissatisfaction with PBI models regarding 
amounts paid and inconsistent and incomplete payment 
of incentives [25]. Research from Zambia revealed that 
the implementation of PBI schemes increased job satis-
faction and decreased the number of CHWs who left the 
job but had no significant effect on motivation [28]. Bhat-
nagar and George emphasized that PBI strategies could 
succeed in motivating health workers by bringing about 
a change in incentives and working conditions. However, 
such programs need to be aligned with human resource 
reforms. They concluded that health workers respond 
to improved incentives and working conditions, but that 
support must be comprehensive [29].

Community Health Volunteers have been an integral 
part of the health system in Ghana [40–42]. These cad-
res of health workers have been trained to provide health 
services in rural communities to augment the work of 
health professionals [16]. Research has reported the con-
tributions of CHVs to health programs [9, 10, 40–42]. 
The introduction of the Community-based Health Plan-
ning and Services (CHPS) program in rural communi-
ties strengthened the collaboration between CHVs and 
health professionals in providing basic services in rural 
communities [43]. The CHPS program was established 
in 2000 to increase the availability and access to basic 
health services [44]. A CHPS zone is a geographical cov-
erage area for community services with a population of 
3000 to 4500 people, covering two to three-unit commit-
tees of the district assembly. The overall strategic goal of 
CHPS is to improve the health status of the population by 
strengthening the health system and empowering com-
munities and households for service delivery and utiliza-
tion [45]. CHVs are non-salaried community members 
who are trained to support Community Health Officers 
(CHOs) in providing basic services in a CHPS zone [44].

Methods
Study setting
The Upper East region is located in the northeastern cor-
ner of Ghana, bounded by Burkina Faso to the north and 
the Republic of Togo to the east. It covers an area of 8,842 
square kilometers. The 2010 Census put the population 

of the Upper East region at 1,046,545, which is predomi-
nately rural [46]. The qualitative study was carried out 
in eleven districts (Kassena-Nankana Municipality, Bol-
gatanga Municipality, Kassena-Nankana West District, 
Builsa North District, Builsa South District, Bongo Dis-
trict, Talensi District, Bawku Municipal, Bawku West 
District, Binduri and Garu-Tempane Districts) in the 
Upper East region of Ghana. At the time of initiating the 
CHPS + project the region had 13 districts, but due to 
redistricting the number of districts has increased to 15. 
The 11 districts were selected because they were either 
part of the intervention or control districts: two CHPS 
zones in each of the 11 districts were selected to partici-
pate in the study.

Study design and methods
A quasi-experimental study design with post-interven-
tion measurement was used. Performance-based inter-
ventions were implemented for 1 year in the Upper East 
region. A total of 55 CHPS zones received the incen-
tive interventions. The 55 CHPS zones were randomly 
assigned to four groups: three groups of 14 CHPS zones 
with the last group containing 13 CHPS zones. The four 
groups represent the four different incentive schemes. 
Since the randomization was at the CHPS zone level, all 
CHVs working in the same CHPS zone received the same 
incentive. Several alternative types of financial and non-
financial incentives as well as their sustainability were 
explored. The financial incentive is a small monthly per-
formance-based per-diem. The non-financial incentives 
are community recognition; paying for NHIS premiums 
and fees for CHV, one spouse, and up to two children 
below 18 years, and; quarterly performance-based awards 
for performing best-performing CHVs. We conducted 30 
In-depth interviews (IDIs) and 31 Focus Group Discus-
sions (FGDs) with health professionals and community 
members.

Qualitative research approaches were used to evaluate 
the CHV incentives. The indicators included: Feedback 
on the performance of the CHVs by the CHO, Com-
munity Health Management Committees (CHMCs), 
CHVs, and community, and it involved conducting 
FGDs and IDIs with the targeted stakeholders. We ran-
domly selected two CHPS zones from each interven-
tion area and targeted the following group of persons: 
women, men, CHOs, CHMCs, and CHVs. Women and 
men were selected through key informants for the FGDs. 
CHOs working in the selected CHPS zones were eligible 
for IDIs. We purposively selected 3 CHOs from each of 
the intervention areas who have been involved in super-
vising the volunteers for the interview, and also purpo-
sively selected CHMCs that work in the selected CHPS 
zones for the FGDs. The first 10 CHVs who consented to 
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participate in the study were invited to participate in one 
FGD in each of the selected zones (Table 1).

Training and data collection
We recruited graduate research assistants from the study 
districts and trained them on the interview guides and 
the processes involved in conducting FGDs and IDIs. 
As part of the training, a pilot test was conducted in the 
non-intervention districts to assess the clarity and appro-
priateness of the interview guides before the commence-
ment of actual data collection.

Data collection lasted from 1st October 2019 to 30th 
November 2019. The data collection process required 
making prior appointments with respondents before 
conducting the interviews. A three-member team was 
formed in each district for the field activities. Each dis-
trict team comprised a supervisor and three interview-
ers each for the FGDs and IDIs. The district supervisor 
provided oversight responsibility during data collection. 
They assisted data collectors in locating sampled commu-
nities and organized FGDs and IDIs. As much as possible, 
the principal investigator and the co-investigators, and 
supervisors observed FGDs, IDIs, and interviews admin-
istered in the study districts and supervisors offered sug-
gestions or addressed challenges when necessary.

Qualitative data analysis
The FGDs and IDIs with community stakeholders were 
conducted in the local languages while those with the 
health providers were in English. We audio-recorded all 
interviews and discussions and transcribed them verba-
tim into English. We reviewed the transcripts thoroughly 
for accuracy and completeness and corrected them to 
facilitate coding by theme. The Principal Investigator (ES) 
and two other Co-Investigators (RA and IK) sorted the 
transcripts by sources and conducted multiple readings, 
writing memos in the margins of the text in the form of 
short phrases, ideas, or concepts arising from the texts. 
We used these memos to iteratively develop coding cat-
egories. Using thematic analysis, we closely examine 
the data to identify common themes–topics, ideas, and 

patterns of meaning that came up repeatedly and themes 
that were atypical in response to each question. Tran-
scripts were imported into NVIVO 11.0 for open, axial, 
and selective coding by three separate coders (ES, RA, 
and IK). Coders met regularly to discuss the process of 
coding, revise the codebook as necessary, and resolve any 
uncertainty in coding. The themes were used to gener-
ate reports that allowed us to describe the thoughts and 
opinions within the interviewee group (e.g., community 
stakeholders) as well as compare responses across groups 
(e.g., community stakeholders and health professionals).

Results
Types of incentives given by KOICA-Ghana Health Service
The types of incentives given to the volunteers included 
Stipend, NHIS registration or renewal, Awards, and 
Community recognition. When asked what incentives 
they received, the CHVs mentioned those provided by 
KOICA as contained in the excerpts below.

” Yes, the CHVs have ever received the health insur-
ance renewal and registration incentive for them-
selves and their families. They always tell them 
to bring four people from their families for their 
health insurance to be renewed. Even if they do not 
have one, they will do a new one for them. It is done 
yearly and every year it is done for them.” (IDI-CHO-
Nungu Talensi)

For community members, work support inputs such as 
bicycles, raincoats, and wellington boots were regarded 
as incentives. They reported that logistics such as bicycles 
generally facilitated the movement of volunteers within 
the communities to deliver health services to the people.

….” Truly they gave them bicycles, raincoats, welling-
ton boots for use, especially during the rainy season; 
if a child fell sick at a time that it was raining and 
his services were needed, he would wear them and 
attend to duty. If it was not a minor sickness, they 
would be referred to the next level health facility.” 
(FGD-A female participant-Kalijiisa-Builsa North)

Ranking of incentives by community members
The community respondents generally wanted the first 
incentive to be the Stipend. They argued that the CHVs 
have needs and that the stipend could help them meet 
those needs. Although they thought the NHIS registra-
tion and renewal were also a huge motivation, they said 
that if the stipend is substantial, then the CHVs could 
use the money to do their own NHIS registration and 
renewal.

Table 1  Distribution of Study Respondents
Study Population Type of 

Interview
Number 
of Inter-
views

Community Members
Men FGDs 10

Women FGDs 10

Community Health Management 
Committees

FGDs 11

Health Workers
Community Health Officers IDIs 15

Community Health Volunteers IDIs 15

Total IDIs-30 FGDs-31
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…” As for me, I think the money will be good because 
if they are to wait for the whole year before the com-
munity calls them and award them, how much will 
they give them? How can they just fold their arms 
and be sitting and waiting for that award when we 
all know they work every day and also need to eat 
something so I think the money will be more effec-
tive. With the NHIS, when they get the money, they 
will renew it themselves.” (FGD-A male participant-
Nabango, Kassena-Nankana West)

The CHVs themselves preferred the stipend. Here is how 
some of the CHVs ranked the incentives.

…” You see everything now is about money before any 
other thing, when you give them money, they can use 
it to renew their NHIS.” (IDI-CHV-Manga-Binduri)
…” I will prefer the small token given me first, and 
then the bicycle, raincoat, and wellington boots. 
(IDI-CHV-Pindaa-Kassena-Nankana Municipal)

Those who argued for the Awards to come first were of 
the view that it creates competition and therefore pushes 
the volunteers to deliver their best to get awarded. In 
addition, the CHVs said the Awards raise their self-
esteem as the community publicly acknowledges their 
efforts.

…. “The awards should come first because they give 
you morale to work.”(IDI-CHO-Nabango-Kassena-
Nankana West)
…” I think the award will come first because if at the 
end of every year they organize a durbar and gently 
hand us some awards ranking from best perform-
ing volunteer it makes the people also know our 
importance in the community and recognize our 
work.”(IDI-CHV-Nabango)

Some of the CHOs also prioritized the Awards over the 
stipend because they felt that the stipend was too small 
to generate any significant motivation in the volunteers 
to improve their performance. Here is what some of them 
had to say;

…” I will go for the award because if the volunteer 
knows that they are all competing to get it, he will 
put in his effort. It will even increase the number 
of home visits the person does because he knows 
that I am not the only person that is fighting for the 
award, other people are fighting for the award so 
because of that I have to do my work more to earn 
the award. Yes. So, I would go for the award.”(IDI-
CHO-Pumpongo-Bolga Municipal)

This view of the CHOs was supported by some members 
of the community as contained in the excerpt below;

….” I think the award has an honor that would last 
for many years and even gives them the enthusiasm 
to work more. Any other incentive will not honor like 
the award. If for instance, the health Director comes 
and the community entertains them and a motor-
bike is given to the volunteers for his/her hard work, 
even if the fellow is as old as 63, he/she will still do 
the work.”(FGD-A member of the CHMC-Kalijiisa-
Builsa North)

Those who did not prioritize the awards over the stipend 
indicated that the awards were not frequent enough and 
only benefitted a few and so would not be motivating 
enough compared to the stipend.

The argument for community recognition to be first 
was based on the lasting effect of the incentive on the 
CHVs. Those who preferred the Community recognition 
said the following;

I was hoping they could put community recognition 
first. The arrangements are not ok; sometimes some 
people do not need money in their lives compared 
to being grateful for the work they have done.(IDI-
CHO-Nungu-Talensi)

A couple of respondents also prioritized the NHIS reg-
istration over the other incentives. They said if the vol-
unteers are not healthy, they cannot perform their duties, 
and therefore it was important to ensure that they are 
healthy at all times. They also said registration of NHIS 
and renewal is a major challenge for most community 
members including the CHVs and so, any program that 
provides such an incentive should be supported.

….” For the Talensi district, I will say NHIS. It is 
NHIS that is effective here whereas other districts 
have other incentives that they receive and for that 
reason, I cannot tell best which incentive is more 
effective.”(IDI-CHO-Nungu-Talensi)

From the excerpt above, the preferences of the respon-
dents appeared to be influenced by the type of incentives 
that were implemented in their communities.

After the stipend, almost all the CHMCs were of the 
view that the second incentive to prioritize should be the 
NHIS registration. This was supported by the community 
members and the CHVs.

…” I think that if the NHIS can follow the stipend 
because it is when you are healthy that you can 
work; when you have the card and you can treat 
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yourself all the time. it will motivate you to do the 
work well.”(FGD-A member of the CHMC-Soogo-
Bawku West)

The CHOs wanted the Stipend second.

….” The money aspect will come second because chil-
dren and other issues the CHVs need to take care 
of.”(IDI-CHO-Nabango-Kassena-Nankana West)

Apart from complaints that the stipend was small, most 
of the respondents also complained about delays in the 
disbursement.

….” Yes, but I will say it is 50, 50 because some of the 
incentives come on time but for the monetary aspect, 
it delays a lot and I do not know if something could 
be done about that.”(IDI-CHO-Kalvio-Kassena-
Nankana West)

Changes in the work attitudes of volunteers
Before the introduction of the incentives for CHVs, 
apathy towards work by CHVs was common and this 
affected their outputs. The CHVs said.

…… “At first, they used to give us soap, mosquito 
nets, and insecticides. They used to call us at the 
District Health Administration for pieces of training 
and at the end of the training, they will give us some 
allowance and we are happy.”(IDI-CHV-Bawku 
West)

However, they claimed, these are things that stopped 
for a long while until KOICA implemented its interven-
tions. The CHOs who mainly benefited from the support 
of the CHVs in providing healthcare to the community 
acknowledged that complaints from CHVs about the 
lack of incentives in the performance of their duties were 
a significant factor in the provision of healthcare to the 
people. They reported that KOICA’s intervention tackled 
this critical need which ultimately led to improved ser-
vices by the CHVs. The CHOs said the following:

….” Hmmm because KOICA last provided them 
with bicycles, raincoats, and books and if you are 
comparing to when they were not having them, and 
today I think a lot has changed. When it even rains, 
they can still go out to work, when it is night because 
they were given torch lights which push them to 
do the work. Also, the bicycles they were given 
are used to travel to houses far away. So, I think it 
has improved better than the previous years. As I 
already told you, the logistics supplied by KOICA 

have made an increase in the number of home 
visits.”(IDI-CHO-Nungu-Talensi)

All CHMCs acknowledged the lack of work support 
inputs for the work of the volunteers in the past. They 
said, for instance, the bicycles have facilitated their move-
ment between compounds and therefore they can cover 
their communities within a short time.

….” Yes, there is change; what they used to do for the 
past 2 years they used not have the logistical support 
we mentioned, they will want to visit the next house 
but no means but now with the bicycle given to them 
they can go anywhere in the community within the 
shortest possible time. First, they will want to walk 
but mud everywhere but now there are wellington 
boots, now there is a phone so what they could not 
do, now they can do all, then they used to sacrifice 
at first there was not any motorking but now we 
have it to take care of our women in labor for safe 
delivery.”(FGD-A member of the CHMC-Amanga-
Bongo)

The overwhelming majority of the CHVs confirmed that 
indeed, incentives were enablers because they gave them 
the zeal to deliver their best. It also gave dependents of 
the CHV hope and therefore they were more likely to 
encourage the volunteer to continue supporting the 
health system.

….” Yes, it will encourage me to work. You know, if 
you say goodbye to your family that you are going to 
work and they are assured that you will return home 
with something, they will even encourage you to go to 
work. but if you are working and you do not return 
home with any benefit, your family will not encour-
age you to work.” (IDI-CHV-Builsa North)

Most of CHMCs also observed increases in the outputs 
of the volunteers as a result of the logistics given to them.

….” In those days, many would not bother visiting the 
health service providers when pregnant and would 
not also be delivered at the health centre: An act 
which is full of challenges. The children were also 
not taken to the centre for weighing, PNCs, and what 
have you. As such, the children grew to be weaklings. 
The education and drugs we get from the volunteers 
now have brought change.”(FGD-A member of the 
CHMC-Bachongsa-Builsa South)

All the respondents said the volunteers now conduct 
their compound visits more frequently than before. 
Some reported that household visits have become a daily 
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routine for the volunteers. The CHMC also reported that 
processes such as supervision has improved as a result of 
the KOICA interventions. One of those improvements 
has been accountability to the CHMC. The CHVs did not 
report to the CHMCs but this changed as a result of the 
KOICA interventions. The CHMCs are now able to mon-
itor their activities and this has led to improvements in 
their outputs.

….” In the past year, they used to not report to us 
after home visiting but the coming of KOICA has 
changed this attitude; they now report to us and 
we monitor their work every month because of that 
their performance has increased compared to the 
previous years.” (FGD-A member of the CHMC-
Pumpongo-Bolga)

They have reported that inputs such as equipment and 
supplies that were given to facilitate the work of the vol-
unteers and acknowledged that the equipment and other 
logistics were helping them improve their services.

….” When the items were not there, we were not able 
to work but now they can call you for any informa-
tion and you will call them and give it to them and 
go round before it will get dark or sunset but it is just 
that all those items are faulty. First, we were working 
in darkness but now there is a torchlight, wellington 
boots, a mobile phone, and a bicycle. Now using the 
bicycle has helped us improve a lot because we have 
been called to the office several times for praise.”(IDI-
CHV-Gentiga-Bawku Municipal)

Some discussants attributed improvements in the health 
indicators to the work support inputs and processes the 
volunteers received from KOICA, and the incentives 
given to them.

Improvements in health education
Volunteers were reported to have been more effective in 
the provision of health education in all the zones where 
the various incentives were implemented. Most men 
in the community testified that CHVs now come to call 
them to the CHPS compound for health talks some of 
which focus on hygienic practices. Through home visits, 
health education in communities has been effective. The 
CHO supported this observation.

…” Yea, what has changed when you visit the people 
now in their homes, you see that the environment is 
clean. There is improvement in the environment. The 
volunteers have been providing health education in 
the communities and one can see that people are 
practicing what they hear from the volunteers and 

that would ultimately lead to healthy lives.”(IDI-
CHO-Dabilla-Garu)

The community members reported that since the intro-
duction of the incentives, coverage of health interven-
tions has increased.

….” We appreciate the CHVs’ work in the sense that 
our health indicators have gone higher because we 
are now in better health conditions than before. We 
appreciate their errands to our doorstep. This makes 
us so appreciative of their services.”(FGD-A female 
participant-Bachongsa-Builsa South)

Some of the women reported that the volunteers have 
improved their visits to the households. While some 
talked about daily visits, others said they visit monthly 
and that these have been more regular compared to the 
past. They also observed improvements in follow-ups and 
they attributed it to the work support inputs provided to 
the volunteers.

….” Now they visit us every month and it is bet-
ter than the past two years that they may not 
even visit you at home but for now, there is an 
improvement.”(FGD-A female participant-Manga-
Binduri)

All the CHOs also observed the changes.

…. “The change is in the home visits; at first, they 
will tell you that they have gone for home visits but 
no evidence to show and the pregnant women were 
not coming but now that has changed”.(IDI-CHO-
Manga-Binduri)

As observed by the other discussants and interview-
ees, all the CHVs reported that the provision of inputs 
has helped to improve their services. The bicycles have 
facilitated their movement between compounds, helped 
them to trace defaulters, and eased follow-up visits to 
compounds. Raincoats and wellington boots have helped 
them to deliver health services to the people regardless of 
the terrain or the prevailing weather condition.

…” At first, I used to be somehow lazy in my work 
because I would work all day and get nothing out 
of it to even support myself; how to move from one 
house to the other was a problem. I had to walk every 
day but since they gave me the logistics it encourages 
me to work hard. I have come to realize that it is not 
free as I thought because people are watching me 
and if I still do my best, it could even be more than 
what I received so far.”(IDI-CHV-Amanga-Bongo)
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Even in the control areas, where CHVs were only trained 
and given work support inputs such as bicycles, raincoats, 
and wellington boots to facilitate health service delivery, 
it also led to improvement of home visits and health edu-
cation, and defaulter tracing in such communities.

There were reports that the KOICA CHPS + project 
trained the volunteers to provide various services and 
some community members considered that an incentive. 
They said that the training had broadened the range of 
services they provided and also honed their skills to con-
tinue to better provide other services.

….” What I want to add is like my brother rightly 
said if you want to compare 2018 to that of this 2019 
because 2018, they did not have enough training 
for them, the volunteers by then did not know how 
to do malaria tests but now they can do it. I mean 
our small nurses in the house; they did not have 
any means in case of emergency they could use but 
now they gave them bicycles for their movements. 
In 2019, we organize durbar and they introduced 
them to everyone so we know what they can do for 
the community.”(FGD-A male participant-Nabango-
Kassena-Nankana West)

Discussion
This study identified the type and ranked the incentives 
given to CHVs and assessed the effectiveness of those 
incentives on work performance and their sustainabil-
ity in CHPS zones. Community Health Volunteers were 
given incentives and included a Stipend, Awards, NHIS 
registration, and Community recognition. CHVs pre-
ferred the stipend and the NHIS and the Awards in 
that order. Logistics to facilitate service delivery were 
regarded as incentives by CHVs in the intervention and 
control areas. Motivating the CHVs has helped improve 
compound visitations, and CHVs accountability to 
CHMCs: The CHMCs are now able to monitor the activi-
ties of CHVs and this has led to improvement in their 
outputs. The respondents emphasized that incentives 
should be sustained beyond the project period and that 
community recognition be an integral part of the volun-
teer concept.

Studies have demonstrated the use of incentives to 
improve the job performance of community health work-
ers [22, 26–28, 37, 47–51]. The KOICA CHPS + project 
rolled out four types of incentives in CHPS zones. Imple-
menting these incentives helped to identify the most pre-
ferred incentives by CHVs. Social studies have identified 
financial incentives as enablers in promoting CHVs per-
formance and their retention [22, 29, 30, 33, 38, 52, 53] 
may be effective in improving health service delivery in 
Ghana. Community recognition was seen as culturally 

appropriate and volunteers were happy to have their 
work acknowledged at grand durbars within their com-
munities. These results are consistent with studies that 
found Community recognition as one of the motivators 
of health workers [22, 29, 30, 37, 40, 54].

National Health Insurance Scheme registration and 
renewal for both the CHVs and three other family mem-
bers seemed to be significant to motivate CHVs in the 
discharge of their duties. Apart from taking away the 
financial pressures associated with the registration and 
the health costs, it contributed to the CHVs staying 
healthy to perform their duties. According to the com-
munity stakeholders, the awards made the volunteers 
popular in the community because they were usually 
done at durbars where everybody was present. Some 
communities also gave CHVs gifts when the volunteers 
visited them in their compounds. Several studies have 
reported providing non-financial incentives to volun-
teers and have stated the outcome of these incentives on 
CHV’s effective participation and increased retention 
[22, 29, 30, 33–36, 41–43]. Work support inputs such as 
bicycles, wellington boots, raincoats, bags, and torches 
and CHVs training were reported to have motivated 
CHVs work performance and output, demonstrating that 
if CHVs are given the required logistics and training, it 
will motivate them to work hard to improve output. This 
study corroborates other studies that reported that vol-
unteers’ performance could be strengthened by adequate 
logistical support [22, 55, 56].

Community health volunteers have played a vital role 
in improving health indicators in Ghana and elsewhere 
[9–11, 15–17, 22, 29, 44, 45, 53]. Our study revealed 
that health education reportedly increased in the inter-
vention areas because of the incentives. Even in the 
non-intervention areas, the provision of work support 
inputs to CHVs appeared to be an incentive and that also 
improved their performance in those settings. All com-
munity members reported participating in health talks. 
Household visits, ANC, and PNC coverage improved. 
The incentives facilitated the work of the volunteers and 
led to increased output. These findings corroborate ear-
lier studies that revealed that financial and non-financial 
performance incentives could improve both the use and 
quality of health care [55, 56]. Thus, financial and non-
financial incentives for CHVs could be seen as enablers 
in increasing health delivery services thereby improving 
maternal and child health indicators.

Study limitations
 This study has several limitations that including recall 
bias. This could have limited the validity of the data 
because some participants could have forgotten about 
past events involving the various incentives to CHVs in 
the CHPS zones. To lessen recall bias, participants were 
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asked to respond to questions about the incentives they 
knew of. This study focused on incentives for CHVs 
within the context of the CHPS program and might not 
be generalizable to other contexts because of the unique-
ness of the design and implementation of the CHPS pro-
gram in the Upper East region. However, our findings 
are similar to other programs in developing countries 
that involved financial and non-financial incentives for 
CHVs in rural communities. Respondent bias may have 
occurred since some respondents were direct beneficia-
ries of the incentives. Notwithstanding these challenges, 
the respondents openly discussed the subject matter and 
the incentives given to CHVs in the CHPS zones. Four 
evaluation advisors reviewed and examined the research 
process and data analysis to ensure that the findings are 
consistent and could be repeated.

Conclusion/recommendations
Incentives are effective in motivating CHVs to improve 
their performance, thereby improving access to and use 
of services by community members. The government of 
Ghana could provide financial or non-financial incentives 
to CHVs to motivate them to improve their performance 
and outcome. Thus, the Stipend incentive could be given 
to the CHVs, if government could afford. NHIS could be 
negotiated with the National Health Insurance Author-
ity to enroll all CHVs without payment of premiums and 
fees as is currently the case for indigents. Also, the CHV 
incentive policy could be considered in such a way that 
while having NHIS as a default option for CHV incen-
tive, the Awards could be additionally provided in regions 
or districts where the funding for the Awards could be 
secured locally. Community recognition is an incentive 
that should be implemented by all because it does not 
cost anything to implement. Also, suppling CHVs with 
the required inputs and training could improve output in 
the long round.
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