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Executive Summary 
Background: Coronavirus disease (COVID-19) pandemic has had serious impact and systemic 

disruptions on individuals, families, and societies. The pandemic has necessitated the 

reengineering of health and social services due to the number of infections, deaths, and sufferings 

as well as the resultant containment measures. Furthermore, the pandemic has engendered 

vulnerability of girls and women to gender based violence (GBV), child marriage (CM), and 

female genital mutilation (FGM). The COVID-19 associated caseloads overstretched health 

systems already faced with challenges of health workers, underfunding, lack of supplies, 

overcrowding, and inefficiency mainly in sub-Saharan Africa. To effectively deal with the 

pandemic and the associated impacts, health and social systems across countries engaged the 

services and support of community health workers (CHWs). There has been need to understand 

the capacities, gaps and challenges encountered by CHWs in supporting health system respond to 

COVID 19 pandemic and its GBV associated effects. 

Objective: To conduct a multi-country situational assessment of the preparedness of community 

health workers’ in supporting health system response in prevention and management of COVID-

19 pandemic and the associated gender based violence effects. 

Methods: We conducted a cross sectional mixed methods study utilizing qualitative and 

quantitative data collection strategies involving Kenya, Senegal, and Ugandan national and 

subnational levels. Key informant interviews were conducted with policy actors (16) and health 

care workers (24) to obtain data on functioning of CHWs. In depth interviews were conducted 

with CHWs (14) to obtain information on their experiences during COVID 19 pandemic. 

Furthermore, survey interviews (312) were held with community members to determine the 

functioning and interactions with CHWs during the pandemic as well as COVID 19 associated 

GBV, CM and FGM in the selected communities.  Qualitative data were transcribed, coded, and 

analyzed thematically while quantitative data were descriptively analyzed. Ethical approvals and 

administrative permission were sought from relevant institutions. 

Results: Demographic characteristics showed households survived on less that USD 100 per 

month. About 1 in 3 Ugandans, 1 in 5 Kenyans and 1 in 10 Senegalese reported intimate partner 

violence that increased in frequency during the pandemic attributed to job losses. Lack of 

communication, denial of basic things and monies, physical beatings/verbal abuse, and rape & 

sexual assault were commonest reported forms of violence. The pandemic was linked with early 

marriage with 1 in 3 respondents reporting girls were married early due to financial problems 

across the countries. Closure of schools and lack of hope for education were cited in Kenya and 

Uganda. In Kenya 1 in 4 reported their daughters age mates got married thus did not want theirs 

to be left behind, while in Senegal 1 in 2 highlighted the avoidance of getting pregnant at home 

thus shaming the family as reason for early marriage. The findings from Kenya showed 1 in 10 

girls were subjected to FGM and that the practice increased during the pandemic. Related to GBV, 

families involved their parents in resolving the GBV issues, while 1 in 3 Senegalese and 1 in 10 

Ugandans sought help from the police. As regards COVID 19 pandemic information, the news 



were communicated in March 2020 mainly through the national TV, local FM stations, and 

national radio stations. The involvement of CHWs was escalated during the pandemic with 

increased frequency of home visitation in support of the COVID 19 containment measures. The 

findings identified challenges encountered by CHWs and recommends priority needs and support 

required by CHWs to effectively help health system-led prevention and management of COVID 

19 pandemic.  

Conclusion: COVID 19 pandemic escalated GBV as well as caused disruptions of health system 

necessitating increased involvement of CHWs in the prevention and management measures. 

Although, there are specific differences in social, economic, and policy environments in Kenya, 

Senegal, and Uganda, the impacts of COVID 19 pandemic including the GBV associated effects 

were felt across the countries. There is convergence of roles, responsibilities and relevance of 

CHWs across the countries. The effectiveness and efficiency of this cadre of workers in response 

to the pandemic and the associated GBV effects shall require addressing the challenges and support 

needs identified.   

Implications for Policy/Program/Research 

The study findings highlight several possible avenues for leveraging positive change: 

 Social protection interventions should be implemented and strengthened in cushioning 

communities during COVID 19 pandemic and its related containment measures to help 

mitigate GBV effects. 

 Leveraging media coverage as tools for awareness creation and sensitisation about COVID 

19 pandemic and its related GBV effects on the vulnerable in the community.  

 Leverage the increased household visitation by CHWs during pandemics to roll out other 

health and social related programs in the communities 

 Stakeholders should develop policies on recruitment, training, remuneration, compensation 

as well as implement strategy for CHWs. 

 Allocation and budget for resources to strengthen the functioning of CHWs through 

provisions for training, supervision, reporting tools, and support. 

 Integration of interventions for GBV, child marriage, and FGM mitigation measures during 

COVID 19 and its containment. 

 Deployment of professional officers to manage police stations, rescue centres, and safe 

spaces to enable handling GBV, child marriage, and FGM is required 

 Tools for guiding and facilitating CHWs support the health sector prevention and 

management of COVID 19 and related GBV effects should be developed.  



 Integration and financing of CHWs system in the national and county governments in 

response and strengthening of health sector prevention and management including during 

pandemics. 

 A more comprehensive research on the effect of COVID 19 pandemic on harmful practices 

in the three countries considering geographic peculiarities and social norms is required. 

 

  



Introduction 
Corona virus disease (COVID-19) pandemic has been unprecedented, spread rapidly causing 

suffering, deaths as well as serious socio-economic impacts and disruptions of health, families, 

and communities systems (Gt Walker et al. 2020; Webmeter 2020). To mitigate and respond to 

the pandemic and its impacts, governments mounted aggressive interventions including social 

distancing, personal hygiene (hand washing, respiratory etiquette, wearing of masks in public), 

case detection through testing, tracking, isolation, quarantine and support to clinical management 

infrastructure. Additional measures for COVID-19 containment targeted the public included 

lockdown, containment, outlawing public gatherings through closure of educational institutions, 

and places of worship among others (Hamzelou 2020; Kupferschmidt and Cohen 2020; Kickbusch 

et al. 2020). However, COVID-19 and its containment measures have had unintended effects on 

health for example, the restrictive social measures may have affected the number of pregnant 

women delivering in hospitals (Temmerman 2020), delay care-seeking among vulnerable groups 

such as women (Nyakato 2020), and increase domestic and gender-based violence (GBV) (Emma 

Graham-Harrison et al. 2020; News Walaa 2020; Stolton 2020; SupChina 2020) as well as created 

an environment for harmful practices like female genital mutilation (FGM) and child marriage 

(CM). Additionally, the pandemic has been attributed to social-economic disruptions associated 

with lost income, escalation of poverty, powerlessness, and intolerance that may have profound 

effect on access to health services including reproductive services (Tang, Gaoshan, and Ahonsi 

2020; Hussein 2020).  

The disruptions associated with COVID-19 pandemic in terms of number of infections, patients, 

health personnel requirements and the mitigation measures have disproportionately affected the 

health system in Sub-Saharan Africa. This is despite that the system had been struggling with 

shortage of health care personnel (doctors, nurses and midwives) (World Health Organization, 

2016), underfunding, lack of resources and inefficiency before the pandemic (Manzi 2020). To 

successfully address the pandemic, countries were required to devise ingenious strategies to win 

community trust, support, and cooperation while harnessing available human and other resources. 

Such strategies involve the engagement of community health workers (CHWs), a cadre that has 

previously helped successfully address HIV/AIDs, Malaria, diarhoea, and Ebola epidemics despite 

health workforce shortage (Manzi 2020).   

The community health workers are involved in provision and support of services including: health 

education, identification of cases, referrals for a wide range of services, support and assistance to 

communities, families and individuals with preventive health measures, facilitate access to 

appropriate curative health and social services. They act as a bridge between health/social care 

system and communities in accessing these services. Furthermore, CHWs can make contribution 

to community development by improve access to basic health services. They are strategically 

positioned to collect useful data on vital events in the community as well as influence behaviour 

change for seeking health services that lead to improved health outcomes. Notably, they mobilize 

the community by organizing meetings, providing door-to-door advice and through unstructured 



peer discussions. As a trusted voice in their communities, they promote hygiene practices, 

innovative interventions, infection prevention and control, and the reduction of indoor air 

pollution. They raise awareness on sexual and reproductive health/rights and HIV/AIDS. They 

also visit and advise pregnant mothers to attend antenatal clinics, encourage them to deliver at the 

health facility, as well as identify and report harmful cultural practices, including FGM/child 

marriage to village leaders (AMREFAfrica 2017). They are effective because the communities 

they serve; have shared experiences, language, and understanding with their clients that allow for 

real trust to flourish. Kenya’s experience shows that community structures work best when linked 

to administrative structures and health system and when they are in control of tangible decisions, 

guided by clear guidelines defining their roles. Although the CHWs have a greater role to play in 

health promotion, they face a number of challenges including not being compensated for the work 

they do as well as lack of proper direction, supervision and training (Manzi 2020).  

The COVID-19 pandemic has presented a monumental challenge to governments and stakeholders 

in health system with impacts felt across all sectors. Interventions to address the pandemic were 

aimed at flattening the curve to allow the preparedness of health system and avoid overrunning of 

the systems. To date, the COVID-19 measures implemented across countries have success in 

diffusing the impact of the pandemic with the infections having gone through several waves. In 

Kenya for example, we are already in the third wave having gone through two waves as of 2020. 

Noteworthy to mention COVID 19 vaccines have been developed and are already being 

implemented across the counties.  

To help deal with the COVID-19 pandemic, some countries like Kenya and South Africa mobilized 

CHWs to support implementation of prevention and control measures (Manzi 2020). The WHO 

has prescribed the criteria for an effective community health workers’ programmes including that 

it should be: integrated in all levels for example, the emergency response forums, equipped with 

essential knowledge and skills, clarifying roles and responsibilities of CHWs, and provided with 

essential tools for protection from COVID-19 and prevent the spread of the virus (WHO 2017; 

Manzi 2020). However, there are challenges that affect the motivation of CHWs that have been 

identified namely; inadequate training, supervision, and support, lack of compensation, which need 

to be addressed for the CHWs to effectively address COVID-19 and its impacts (Oliver et al. 2015; 

Manzi 2020). The effectiveness of CHWs in responding to COVID-19 and the associated GBV 

impacts can leverage geographic information system in monitoring activities in communities. The 

system can identify areas and pockets with high risk of the pandemic, and household where girls 

are at risk for GBV, FGM, and child marriage. The system can identify care facilities for COVID-

19 patients, as well as safeguarding and protection facilities for girls and women (Musa et al. 2013; 

Clarke, McLafferty, and Tempalski 1996). This far, although the need for CHWs is undisputed, it 

is not clear how they are supporting the response to COVID-19 as well as mitigation on its 

increasing impacts related to GBV, FGM and child marriage.  

 



Problem statement 

The COVID-19 pandemic has caused serious systemic disruptions requiring reengineering of how 

health and social sectors operate. The pandemic has also escalated the vulnerability of girls and 

women to GBV, FGM and child marriage. The impact of COVID-19 has disproportionately 

affected the poor and vulnerable majority of whom are found in Sub-Saharan Africa. This is 

associated with the sharp increase in caseloads overstretching the health systems that were already 

facing challenges with health workers, underfunding, lack of supplies, overcrowding, and 

inefficiency. The weakness associated Kenyan health system poses a huge challenge for COVID-

19 related case management potentially increasing morbidity and fatality. Additionally, there have 

been disruptions on care seeking for clients with chronic conditions, maternal child health, and 

gains associated with preventable diseases due to immunization. The impact of the disruption 

translates into increased morbidity and mortality. 

Moreover, the measures put in place to mitigate COVID-19 impact have had unwanted social and 

economic effects. Because of lock down, close down and social distancing measures businesses 

and offices had been closed rendering people jobless with huge economic impacts. This has 

affected buying power, access to care for example family planning services, fueled domestic and 

gender based violence. While among communities that practice FGM and child marriage, COVID-

19 has provided an environment for perpetuation of these harmful practices.  

To effectively deal with COVID-19 pandemic, health systems across countries have engaged the 

services and support of CHWs both in rural and urban settings. While this is aimed at addressing 

the prevention of the pandemic and management of patients with the disease, gaps in the number 

of CHWs, challenges affecting their motivation, training, supervision and support need to be 

addressed. Additionally, the CHWs may be limited in identifying, addressing, referral and 

reporting COVID-19 related GBV impacts (GBV, FGM, CM) because of lack of technologically 

supported and data collection tools. Leveraging geographic information system (GIS) to determine 

the spread of COVID-19 and to identify hot spots areas with increased gender based violence, 

FGM and child marriage precipitated by the pandemic is timely. Thus, geospatial mapping of 

households with vulnerable women/girls, CHWs, protection facilities and health care services that 

can effectively help address the Covid-19 pandemic and its impacts related to GBV is critical. This 

project involved conducting a multi-country assessment of CHWs preparedness and support to 

health system response in prevention and management of COVID-19 and the GBV related impacts. 

Broad Objectives 

To conduct a multi-country situational assessment of the preparedness of community health 

workers’ in supporting health system response to prevention and management of COVID-19 and 

the associated gender based violence impacts. 

Specific Objectives   

1. To determine CHWs-related interventions in support of health system towards prevention 

and management of COVID-19 



2. To identify priority needs and support required by CHWs to support health system-led 

prevention and management of the pandemic 

3. To conduct mapping of girls/women at risk of COVID-19 associated GBV, FGM, and child 

marriage 

4. To map health care facilities and available services within the targeted communities for 

referral during COVID 19 pandemic 

5. To identify possible solutions including use of technology for strengthening the CHWs 

support for health system towards management and prevention of COVID-19 and the 

related GBV  

Research Questions 

 

1. What interventions are CHWs implementing in support of health system prevention and 

Management of COVID-19? 

2. What are the priority needs and support required for CHWs to support health system-led 

prevention and management of COVID-19? 

3. How can girls/women at risk of GBV, FGM, CM during COVID-19 be identified, tracked 

and linked with care services? 

4. What health care facilities and services are available for COVID 19 prevention and 

management response within the targeted communities?  

5. How can CHWs use technology to support response to COVID 19 prevention and 

management and the associated GBV in the targeted communities? 

 

Methodology 
Study design 

The study adopted cross sectional mixed design approach involving quantitative and qualitative 

research methods. Qualitatively, data were collected using interviews with policy actors, and 

health care workers as well as in depth interviews with CHWs. The survey interviews were used 

to collect data from the households. The study was conducted at national and subnational levels in 

Kenya, Senegal, and Uganda. The summary of data collection activities included the following.  

Data Collection 

i. Key informant interviews with policy actors 

Key informant interviews (KIIs) (16) were conducted with policy actors at national and 

subnational levels to provide experience on policy process that established CHWs. Actors at both 

the national and sub national levels were identified and interviewed to obtain their knowledge, 

experiences, and views, and what need to be done for the CHWs to support health system towards 

prevention and management of COVID-19 and the related impacts. The stakeholders included 

representatives from the following institutions: government (relevant ministries and department), 

NGOs, health development partners.  



ii. Key informant interviews with health care workers 

 Key informants’ interviews (24) with the health care workers were conducted to obtain 

information on working with CHWs during outbreaks including COVID 19. Structured interviews 

were held with health care workers (HCWs) to assess their understanding of the roles of CHWs 

and how they work with them in regard to health system response to diseases including outbreaks 

like COVID-19, and their knowledge of existing CHWs policies, and guidelines. The interviews 

also assessed the health workers support, training, and supervision for the CHWs.  The workers 

entailed all cadres of the health worker namely doctors, nurses, midwives, medical 

assistants/clinical officers recruited from service points that routinely interface with CHWs.  The 

service delivery points were mainly the primary health facilities.   

iii. In depth interviews with community health workers 

The in-depth interviews (IDIs) (14) were held with community health workers to obtain data on 

their working with health, social sectors, during COVID 19, challenges and needs. Structured 

interviews were held with CHWs to assess their roles and responsibilities, their experiences 

supporting health system during outbreaks, their training, challenges, supervision, and support 

from health workers as well as proposal for improvements. Additionally, data were obtained 

concerning the awareness of policies that regulate their functions. The interviews also assessed 

how the CHWs identified those at risk, sick, and referral decisions. The study population were 

CHWs identified through selected health facilities in the study sites, NGOs and communities 

through community leaders. 

iv. Survey Interviews 

Survey interviews were held with community members (312) to obtain information on the 

functioning of CHWs as well as enable geospatial mapping, surveillance of COVID-19, and its 

related GBV in communities within the selected countries. We used geographic information 

system (GIS) to identify hot spots areas with increased gender based violence, FGM and child 

marriage associated with COVID-19. Specifically, geospatial mapping, and surveillance of the at 

risk girls, women and facilities for interventions to be carried out. An open data kit GPS enabled 

gadget with inputted structured questions was used on community members at house hold level. 

This determined location of families, demographic characteristics of each family member, whether 

any member has contracted COVID-19, measures taken to prevent COVID 19, health and 

protection facilities available, experiences with CHWs led COVID 19 interventions such as hand 

washing, masking, social distancing, referral, COVID 19 health messages among other, health 

seeking since COVID, domestic violence case, FGM, Child marriage, seeking justice, and 

protection for women and girls as well. The study population was community members identified 

through in-country AMREF Health Africa offices, local administration, NGOs, and community 

leaders. 

Study Sites and Rationale for Focusing on the County/Subnational 

This study was conducted at national, subnational levels and in communities within Kenya, 

Senegal, and Uganda. Sub nationally, the study was conducted in Kajiado (Kenya), Kawempe 



(Uganda) and Sédhiou (Senegal) (Table 1). The sub-national/counties were purposively selected 

from a list of those that meet the following criteria: presence of AMREF Health Africa 

programmes; presence of functional CHWs and community units; availability of support 

mechanism for CHWs; FGM prevalence >50% among 15-49-year-old females; child marriage 

prevalence >50%; and logistically and safe environment for the study team.  

Table 1. Survey Interviews with community members in selected countries 

S/N Country Population  Number of 

respondents 

Study site (County/Sub-

national 

1.  Kenya 47,000,000 112 Kajiado 

2.  Uganda 42,000,000 100 Kampala-kawempe 

3.  Senegal 16,000,000 100 Sédhiou 

 Total 161,000,000 312 3 

 

Data analysis 

The quantitative data were coded and entered into excel and cleaned. The cleaned data was then 

analyzed using Microsoft Excel. Frequencies and proportions were reported for categorical 

variables. Some continuous variables were also categorized and presented as proportions. The data 

summaries are presented in tables. Qualitatively, digital audio recordings for the interviews were 

subjected to transcription process to ensure data quality. First, recordings were transcribed 

verbatim by experienced transcribers. Second, the anonymized transcripts were independently 

reviewed, checking the transcripts against the original audio recordings for accuracy and content. 

The finalized versions were then subjected to qualitative data coding and analyses. Data were first 

coded with descriptive labels, then categorized into “code families” based on identified patterns. 

The emerging themes during coding were addressed until the process was complete. The data 

generated from the qualitative and quantitative approaches were triangulated to form the narrative 

of this report. 

Results 
Socio-demographic characteristics of respondents across the three countries 

The socio-demographic characteristics of the respondents are presented in Table 2. Slightly over 

a third (39.6%) of the respondents from Kenya and 62% Senegalese were aged 31-40 years, while 

(37%) of Ugandans were ≤ 30 years old. Most of those from Kenya (79.3%), Senegal (93%) and 

Uganda (71%) were married. The Kenyans (93.7%) and Ugandans (76%) respondents professed 

Christian faith, while most (67%) Senegalese were Muslims. Educational attainment of the Kenyan 

(43.2%), Senegalese (44%), and Ugandan (52%) respondent were up to primary level. The 

respondents from Kenya (56.8%), Senegal (35%) and Uganda (55%) were self-employed with 



monthly income of USD ≤ 100 (Kenyans = 49.5%, Senegalese=78%, Ugandans = 89%), 

respectively. 

Table 2. Socio-demographic characteristics of respondents across three countries (n=311) 

Characteristic Kenya Senegal Uganda Total 

Age (years)     

≤ 30 36(32.4) 38(38.0) 37(37.0) 111(35.7) 

31-40 44(39.6) 62(62.0) 35(35.0) 141(45.3) 

Above 40 31(27.9) 0(0.0) 28(28.0) 59(19.0) 

Total 111(100) 100(100) 100 (100) 311(100) 

Marital status     

Married 88(79.3) 93(93.0) 71(71.0) 252(81.0) 

Single-never married 16(14.4) 7 (7.0) 11(11.0) 34(10.9) 

Divorced/separated/widowed 7(6.3) 0(0.0) 18(18.0) 25(8.0) 

Total 111(100) 100(100) 100(100) 311(100) 

Religion Affiliation     

Christianity 104(93.7) 32(32.0) 76 (76.0) 212(68.2) 

Islam 4(3.6) 67(67.0) 18(18.0) 89(28.6) 

Born again 3(2.7) 1(1.0) 6(6.0) 10(3.2) 

Total 111(100) 100(100) 100 (100) 311(100) 

Education level     

None-Primary 48(43.2) 44(44.0) 52(52.0) 144(46.3) 

Secondary 39(35.1) 32(32.0) 35(35.0) 106(34.1) 

Tertiary 24(21.6) 24(24.0) 13(13.0) 61(19.6) 

Total 111(100) 100(100) 100(100) 311(100) 

Employment     

Self-employed 63(56.8) 35(35.0) 55(55.0) 153(49.2) 

Employed 27(24.3) 36(36.0) 14(14.0) 77(24.8) 

Unemployed 21(18.9) 29(29.0) 31(31.0) 81(26.0) 

Total 111(100) 100(100) 100(100) 311(100) 

Monthly income     

USD ≤ 100  55(49.5) 78(78.0) 89(89.0) 222(71.4) 

USD 101-500 32(28.8) 22(22.0) 11(11.0) 65(20.9) 

USD above 500 24(21.6) 0(0.0) 0(0.0) 24(7.7) 

Total 111(100) 100(100) 100(100) 311(100) 

Ethnic Groups     

Senegal (n, %) Kenya (n, %)                  

Uganda(n, 

%) 

 Manding 37(37.0) Kikuyu 32(28.8) Bantu 94(94.0) 



 

Source of COVID-19 information and respondents’ interactions with CHWs 

The source of COVID-19 information and respondents’ interactions with CHWs in the three 

countries are presented in Table 3. The respondents from Kenyan (99.1%), Senegal (93%) and 

Uganda (100%) reported hearing about COVID-19 in March 2020 (70.9%, 66.7%, and 59%, 

respectively). The pandemic information in Kenya, Senegal, and Uganda was mainly 

communicated through:  national TV (80.2%, 28.4%, and 60.0%), local FM stations (50.5%, 21%, 

and 53.0%), and national radio stations (47.7%, 12.3%, and 20.0%), respectively. Additionally, 

most Kenyans (70.3%) Senegalese (57%), and Ugandans (57%) interacting with CHWs during 

COVID-19 pandemic. Of the Kenyan respondents, 52.6% interacted with CHWs 2 weeks prior to 

the study. The respondents had interacted with the CHWs during COVID-19 while functioning as 

health educators (84.6%), COVID-19 information tools distributors (48.7%), and basic counseling 

providers (38.5%). The Senegalese (53.2%) had interacted with the CHWs within the last 1-3 

months before this study. The Senegalese had interacted with the CHWs acting as health educators 

(68.4%), basic counselling providers (8.8%) and COVID-19 information tools distributors (5.3%). 

The Ugandans (66.7%) had interacted with the CHWs within the last 1-3 months before this study. 

They had interacted with the CHWs as health educators (71.9%), personal protective equipment 

(PPE) distributors (70.2%), social support commodities distributors (63.2%) and COVID-19 

information tools distributors (42.1%), respectively. 

Table 3. Source of COVID-19 information and respondents’ interactions with CHWs 

Ballante 20(20.0) Kamba 12(10.8) Others 6(6.0) 

Diola 18(18.0) Maasai 38(34.2)   

Mankagne 10(10.0) Others 29(26.1)   

Peuls 9(9.0)     

Others  6(6.0)     

Total 100(100)  111(100)  100(100) 

Characteristic Kenya Senegal Uganda Total 

Have you heard of COVID-19     

Yes 110(99.1) 93(93.0) 100(100) 303(97.4) 

No 1(0.9) 7(7.0) 0(0.0) 8(2.6) 

Total 111(100) 100(100) 100(100) 311(100) 

When did you hear about COVID-19     

Before January, 2020 8(7.3) 3(3.2) 1(1.0) 9(4.3) 

January-February, 2020 5(4.5) 12(12.9) 25(25.0) 30(14.3) 

March, 2020 78(70.9) 62(66.7) 59(59.0) 137(65.2) 

After March, 2020 19(17.3) 16(17.2) 13(13.0) 32(15.2) 

I can't remember 0(0.0) 0(0.0) 2(2.0) 2(0.1) 

Total 110(100) 93(100) 100(100) 210(100) 

What was the source of your COVID 19 

information 
N = 110 

N =93 
N = 100 N =303 

National TV 89 (80.9) 23(28.4) 60 (60.0) 172(56.8) 



 

The quantitative results on community interactions with CHWs during COVID-19 pandemic 

across the Kenya and Uganda is supported by interview responses below. The responses show the 

CHWs were functioning in the community even before the pandemic. 

 “Yes, because I have been seeing the CHWs even before COVID, they have been very, very 

active referring, in other cases they get in the community, and have to submit their reports 

monthly to us” (Health care worker, Kawempe, Uganda) 

Additionally, the responses show the engagement of CHWs during the COVID 19 pandemic 

escalated to a greater extent in Kenya and Uganda. 

Local FM station 56 (50.9) 17(21.0) 53(53.0) 126(41.6) 

National radio station 53(48.2) 10 (12.3) 20(20.0) 83(27.4) 

Community announcement from 

administrators 
21 (19.1) 

0(0.0) 
12(12.0) 33(10.9) 

Church announcement 20 (18.2) 0(0.0) 6(6.0) 26(8.6) 

Community health workers 14 (12.7) 7(8.6) 7(7.0) 28(9.2) 

Healthcare workers 9(8.2) 8(9.9) 1(1.0) 18(5.9) 

Messages passed through school going 

children 
0(0.0) 

6(7.4) 
8(8.0) 14(4.6) 

Social support commodities distributors 0(0.0) 9(11.1) 5(5.0) 14(4.6) 

Others 1(0.9) 1(1.2) 25(25.0) 27(8.9) 

Have you interacted with CHWs during 

COVID-19 
 

 
  

Yes 78(70.3) 57(57.0) 57(57.0) 192(64.0) 

No 33(29.7) 43(43.0) 43(43.0) 119(36.0) 

Total 111(100) 100(100) 100(100) 311(100) 

How long ago did you interact with CHWs 

during COVID-19 
N =78 

N = 57 

 
N = 57 N = 192 

Within the last 2 weeks 41(52.6) 22(46.8) 11(19.3) 74(38.5) 

Within the last 1-3 months 32(41.0) 25(53.2) 38(66.7) 95(49.5) 

Before 3 months 5(6.4) 10(0.0) 8(14.0) 23(12.0) 

Total 78(100) 57(100) 57(100) 192(100) 

In what capacity were CHWs functioning 

when you interacted with them during 

COVID-19 

N =78 

 

N = 57 N = 57 N = 192 

Health Educators 66(84.6) 39(68.4) 41 (71.9) 146(76.0) 

COVID 19 information tools distributors 38(48.7) 3(5.3) 24 (42.1) 65(33.9) 

Basic counseling provider 30(38.5) 5(8.8) 7 (12.3) 42(21.9) 

PPE distributors 13(16.7) 8(14.0) 40 (70.2) 61(31.8) 

Home based care providers 9(11.5) 0(0.0) 1 (1.8) 10(5.2) 

Health team guide 2(2.6) 0(0.0) 3 (5.3) 5(2.6) 

Social support commodities distributors 0(0.0) 0(0.0) 36 (63.2) 36(18.8) 

Others 2(2.6) 2(3.5) 4 (7.0) 8(4.2) 



“Well I may not give the exact time, but I can say it was not right at the start. At the start 

the fight seemed to be more national and upwards but as the fight of COVID-19 got 

underway as we moved on about one month or two we realized that actually community 

health workers are really important.” (Policy actor, Kawempe, Uganda). 

 “In Kajiado county eeh …we are the owners of covid 19 (both laugh) because the first 

case was reported in Ongata Rongai which is in Kajiado County, so we started engaging 

our community health workers immediately” (policy actor, Kajiado) 

Functions of CHWs during COVID 19 Pandemic 

In concurrence with the quantitative data on the functions of the CHWs during the pandemic, 

participants highlighted that, the CHWs functioned in various capacities relevant to COVID 19 

pandemic mitigation as follows.  

i. Referrals of clients with COVID-19 from community to health facilities  

The participants expressed that the CHWs identified clients with COVID 19 in the community and 

referred them to the health facilities.  

“They have also been taught on the signs and symptoms of COVID 19 and that in case there 

is someone with such signs, they can quickly refer that person to the health facility and also to 

follow the standard operating procedures.” (Health care worker, Kawempe, Uganda) 

ii. Conducted surveillance  

The CHWs were noted to conduct surveillance of the COVID 19 cases and alert the health system. 

“They also alert us in case there is a suspected case in the community – they raise the alarm 

and we get to act; we work very fast, in line with the direction of the alarm.” (Health care 

worker, Kajiado) 

iii. Reported suspected COVID cases  

The CHWs were involved in identification and reporting of the COVID 19 epidemic. 

“Basically, what would happen they would give us calls and tell us ‘Hey, we have somebody 

with symptoms’ because that is part of their routine job. Any alert of any kind of disease. 

They were just not told not to work because of Covid, but they used to receive call and tell us 

“there’s this suspect here.” (Policy actor, Kajiado) 

iv. Provided linkage between the community and health facilities.  

The CHWs acted as link between the community and the health facilities as highlighted below.  

 “And if there is something that we should know about the community concerning matters 

of health, then they escalate it to us as well, and of course being the link between the facility 

and the community even on matters health; even what we have talked about like aqua tabs 

– anything that we might need passed to the community, they become our key agent” 

(Health care Worker, Kajiado) 



v. Conducted contact tracing and monitoring 

The community health workers were noted to be very critical in contact tracing and monitoring. 

“we began engaging them to do contact tracing, so we have been engaging our community 

heath volunteers routinely” (Policy actor, Kajiado) 

“So, they play a key role in identifying, investigating and also contact tracing which all 

covers community-based surveillance.” (Policy actor, Kawempe, Uganda) 

“like the first COVID 19 client that was in this area though he was from Aga Khan, he 

just lives near here, one of them called me and said that there was a woman who was 

coming on a Wednesday like this and she is one of the people who come into contact with 

that client” (Health care worker, Kajiado) 

vi. Provided home based care  

The CHWs were involved in provision of home based care to clients who contracted the COVID-

19 disease but were in fair condition. 

“They are also very important in-Home Based Care. Once we are finished with a patient 

and send them back to the community, they monitor this particular individual for any other 

kind of a disease; TB and HIV/AIDS.  This is something continuous that they are used to 

and that is a key role which also helps us to achieve our health targets. For instance, they 

would tell us ‘today the patient developed difficulty in breathing’ So, they were able to give 

us prompt feedback which we would not have done by ourselves. We really thank our CHVs 

for the good work that they did in matters of Covid” (Policy actor, Kajiado) 

vii. Distribution of materials for sanitization and masking  

The CHWs were noted to have been involved in distribution of sanitization and masking materials 

“We are using our very own community health volunteers to reach the households: 

distribution of masks and even sanitizers for the more vulnerable groups and even 

distribution of hand washing stations” (Policy actor, Kajiado) 

“I emphasize hygiene and there even those I give soap where they tell you they don’t have 

soap and you go on giving a piece of soap from house to house so that they can bath.” 

(Community Health worker, Kawempe, Uganda) 

viii. Conducted demonstration of hand washing, masking and social distancing in 

communities 

The CHWs conducted demonstration on hand washing, masking, and social distancing to the 

individuals, families, and communities as part of prevention against COVID-19. 

“Prevention services, of course we have sensitization where community health workers 

have been sensitized and equipped with information on what they should tell people. This 



includes; wearing masks, regular washing of hands, and making sure that they keep the 

social distance of at least two (2) meters.” (Health Care worker, Kawempe, Uganda) 

ix. Conducted home visiting for prevention and management of the pandemic  

The CHWs were noted to have been conducting home visits to share prevention messages as well 

as monitor the progress of those who were sick on home based care. 

“they make the nurses work easier because they go to visit the households and do health 

talks, health education and they know those households better than us…they know the 

people…they can communicate with them and they open up very well” (Health care 

worker, Kajiado) 

 “What happens when the patient is home is that every day, I will go to the person’s 

house first thing in the morning. I will find out how they are doing, how they slept, how 

they are now feeling – record and then report that” (Community Health Volunteer, 

Kajiado) 

x. Spearheaded COVID-19 pandemic related health talks and sensitization 

The CHWs were noted to be very effective in giving COVID related health talks and promotions 

since they convey the message in local dialect and are part of the community.  

“Even as we aim towards Universal Health Coverage – without them it would be 

impossible to achieve that fully – they are an integral part of the entire system. I have 

worked with them. I would say they act as our ambassadors, or is it agents at the community 

level. They propagate the message we may have to pass from the facility to the community, 

they come in handy to propagate that message” (Community health Volunteer, Kajiado). 

 “they've been involved in Health Promotion, sensitization of the Community of what 

COVID 19 actually is, the signs and symptoms and how to go about in case you have any 

signs and symptoms, they been, involved in” (Health Care worker, Kawempe, Uganda).  

 

xi. Facilitated establishment of hand washing points 

The participants noted that there was reported increase in number of hand washing equipment and 

points in the community associate with CHWs.  

“They've also been involved in putting hand washing places in the facility and in places 

where there is congestion.” (Health care worker, Kajiado) 

 

xii. Conducted monitoring of clients isolated in the quarantine facilities 

The Participants noted that CHWs were critical in monitoring people in quarantine facilities to 

ensure they complete the mandatory 14 days in quarantine.  

“When he or she says that the symptoms are getting serious, he or she is not feeling any 



improvement after 14 days they still do not feel better, that one, we can refer him or her 

further. But when he or she is getting better we can just tell them not to leave, they just sit 

inside till the 14 days is over.” (Community health Volunteer, Kajiado) 

“So, they were able to give us prompt feedback which we would not have done by 

ourselves. We really thank our CHVs for the good work that they did in matters Covid.” 

(Policy actor, Kajiado) 

xiii. Contributed to the improvement of health indicators 

Some participants noted that there has been improvement in the health indicators as a result of 

the involvement of CHWs 

“With so many challenges but at least it is much better than the way it was before, the 

health indicators have improved by such a huge margin” (Policy actor, Kajiado) 

xiv. Dissemination of COVID-19 pandemic information in the community  

The CHWs conducted dissemination of COVID 19 information in the community to promote 

prevention but also dissuade the rumors through clarification of facts. 

“First of all they disseminate the right information to the community just like a bush fire, 

you know when outbreak like COVID-19 there were a lot of rumors so we use them to 

disseminate the right information, they use to identify the those who are at a risk, under 5, 

pregnant women….. We also use them in disseminating the information to churches, 

schools, ensuring that the community is observing the ministry Covid19 regulations” 

(Policy Actor, Kajiado) 

“they help to pass the message and give health education based on the training which they 

are prepared with.” (Health care worker, Kajiado) 

xv. Helped demystify myths around COVID 19 pandemic 

The CHWs helped in clarifying facts about the pandemic because lot of community members had 

lacked information about the pandemic. 

“actually, they are like our rumor book, they collect all the rumors and with the help of the 

CHWs they disseminate the right information to the community. (Policy actor, Kajiado) 

“I’d actually probably say that the services they were implementing in matters Covid 19 

which really worked well was demystifying the myths” (Policy Worker, Kajiado) 

“The CHWs have been very useful because they are able to, you know the Covid 19 came 

with a lot of fear, a lot of rumors and a lot of things that needed somebody to truly clear to 

them and give scientific facts about the disease” (Health Care Worker, Kajiado) 

xvi. Provided psychosocial support 

The participants noted that the CHWs played important role in psychosocial support for the 

families and by extension the community. 



“They even had to remind the patient that, ‘remember you are supposed to stay in your 

compound for 10 days’ and also offer the psychosocial support to other family members.  

So, I feel they were very useful, they can be used and so effectively manage because they 

are trusted by persons in the community” (Health Care Worker, Kajiado) 

xvii. Engaged in burying those who succumbed to COVID-19 

It was noted that the CHWs also participated in burying the bodies of those who had died of 

COVID-19 pandemic. 

“at some point we trained these CHVs how to do burials when we were overwhelmed and 

we would give them full PPEs and they would do the burial for us.” (Policy actor, Kajiado). 

 

Home visitation by CHWs during COVID 19 pandemic 

More than a half of respondents from Kenya (57.7%), Senegal (81%), and Uganda (53%) reported 

to have been visited by CHWs during COVID-19, Table 4. Most of Kenyans (79.7%) and 

Senegalese (63.8%) and about a quarter (28.3%) of Ugandans reported an increase in visitation by 

CHWs during COVID-19. Of the Kenyan and Ugandan respondents who were visited by the 

CHWs, demonstration of wearing masks (95.3% vs 58.5%), social distancing (92.2% vs 43.4%) 

and hand washing (87.5% vs 52.8%) was done. The respondents from Senegal reported that CHWs 

distributed masks (85.2%), communicated the government/MOH measures for prevention of 

spread of COVID-19 (37%) and assessed community members to rule out COVID-19 (12.3%), 

respectively.  

Table 4. Home visits by CHWs during COVID 19 pandemic (n, %) 

Characteristics Kenya Uganda Senegal Total 

Have CHWs visited your house during COVID-19     

Yes 64(57.7) 53(53.0) 81(81.0) 198(63.7) 

No 47(42.3) 47(47.0) 19(19.0) 113(36.3) 

Total 111(100) 100(100) 100(100) 311(100) 

How many times have CHWs visited your house 

in the last one month  
N =64 N=53 

N = 81 
N = 198 

One Time 12(18.8) 28(52.8) 76(93.8) 116(58.6) 

Two Times 34(53.1) 18(34.0) 5(6.2) 57(28.8) 

Three or more times 18(28.1) 7(13.2) 0(0.0) 25(12.6) 

Total 64(100) 53(100) 81(100) 198(100) 

Have the CHWs increased the frequency of visits 

with COVID-19 
  

 
 

Yes 51(79.7) 15(28.3) 51(63.8) 117(59.4) 

No 13(20.3) 35(66.0) 25(31.3) 73(37.1) 

I don’t know 0(0.0) 3(5.7) 4(5.0) 7(3.6) 

Total 64(100) 53 (100) 80(100) 197(100) 

When the CHWs visited your house, what did they 

share, tell or do in relation to COVID 19 
N = 64 N = 53 

N = 81 
N = 198 

Demonstrated  Wearing Masks 61(95.3) 31(58.5) 0(0.0) 92(46.5) 



 

Challenges faced by CHWs while responding to COVID 19 pandemic 

 

Despite the CHWs conducting home visits to address the pandemic issues, the participants noted 

the CHWs faced some challenges that impeded their effective functioning during home visiting 

and other COVID-19 relevant mitigation interventions as follows. 

i. Lack of protective gear 

The CHWs were noted to lack protective gear that hindered them from accompanying patients to 

health facilities. 

“Also, if the CHVs have the right PPEs they may accompany the COVID patients to the 

facility but if they lack, we encourage them to just give them the emergency number to go 

to the link facility” (Policy actor, Kawempe, Uganda) 

 

ii. Lack of payments/stipends 

Participants expressed that there were no budgets to cater for the compensation of CHWs and in 

some instances the payments were inconsistent and unreliable.  

“So, most resources are not there because most organizations do not have budgets for 

CHVs” (Policy actor, Kawempe, Uganda) 

 “It is a challenge because sometimes there is no payment. Sometimes you are paid, 

sometimes it takes long till you forget. When you start following up that is when you are 

paid.” (Community Health Volunteer, Kajiado) 

 

iii. Limited supervision because of lack of manpower  

The participants noted that there was lack supervision for CHWS associated with inadequate 

manpower in the health sector. 

“Even in supervision, we do not have enough manpower to supervise them” (Policy 

actor, Kawempe, Uganda 

“Supervision is another one thanks for reminding me it’s a major gap we are supposed to 

be supervised by the health workers that are based at the facility and other networks 

Demonstrated Social Distancing 59(92.2) 23(43.4) 0(0.0) 82(41.4) 

Demonstrated hand washing 56 (87.5) 28(52.8) 0(0.0) 84(42.4) 

How COVID is transmitted Features of COVID-19 31(48.4) 25(47.2) 0(0.0) 56(28.3) 

Distributed masks 29(45.3) 44(83.0) 69 (85.2) 142(71.7) 

What to do if a member of family has COVID-19 

features 
24 (37.5) 10(18.9) 

0(0.0) 
34(17.2) 

Answered questions on COVID-19 14 (21.9) 14(26.4) 0(0.0) 28(14.1) 

Communicated the government/MOH measures 

for prevention of spread of COVID-19 
10(15.6) 11(20.8) 

30(37.0) 
51(25.8) 

Assessed members to rule out COVID-19  0(0.0) 0(0.0) 10(12.3) 10(5.1) 



attached but I can say it is never done” (Policy actor, Kawempe, Uganda) 

iv. Jam up call lines  

The participants expressed that the CHWs were overwhelmed by large numbers of clients who 

ended up clogging the call lines resulting in most of the cases not being responded to.  

“When they call the lines, in most cases they are not responded too. This is because those 

call lines are also overburdened by other people. It means that a few will be attended to 

and others not attended to”. (Policy actor, Kawempe, Uganda). 

v. Lack of refresher courses  

The participants expressed that there were no refresher courses for the CHWs. 

“Much as we go on, these people [CHWs] need refresher courses which are in most 

cases not facilitated. When you look at COVID, there are new emerging things that are 

coming in. For example, the people we trained last time, the trends of COVID have 

changed we have not sensitized again about the changes that have happened.” (Policy 

actor, Kawempe, Uganda 

vi. Lack of identification or cards 

Some CHWs were noted to lack identification documents hindering movement and entry into 

families and communities. 

 “we also realized some did not have identification or cards so even when we were saying 

that you present an ID some of these CHWs don’t have ID’s and therefore it was a 

challenge in terms of ensuring that they continue their work during this period of time” 

(Policy actor, Kawempe, Uganda) 

vii. Limited training 

The participants expressed that there was lack of training of the CHWs especially regarding 

COVID 19. 

“some are not well trained we realize that yes much as some are trained in case 

management some are not trained in surveillance so there was a gap in terms of capacity 

building” (Policy actor, Kawempe, Uganda. 

 “I have not been trained so I cannot treat a COVID 19 patient” (Community health 

Volunteer, Kajiado) 

viii. Hostile reception when visiting homes 

There were instances where CHWs received hostile reception because of the stigma associated 

with COVID 19 and the notion that the CHWs were assumed to work with hospitals. Others got 

frustrated because of the financial impact of COVI-19 where some community member would 

express that they have not have had food to eat. 

“because even if you go to someone’s home, especially us that are known to be working in 



the hospital, you hear someone telling you not to enter his or her home because you have 

Corona. Because for them they believe that Corona comes from where? The hospital. So, 

it is a very huge challenge for us to deal with these people” (Community health Volunteer, 

Kajiado) 

“when you go for door to door, some of them refuse to talk to you, some assume. Someone 

leaves you in their home, some call each other and start insulting you. Some tell you that 

before they talk to you give me food to eat, give me money for tea. There are many 

challenges. Some tell you, even yesterday I never eat, for today I do not have. Many things” 

(Community health Volunteer, Kajiado) 

ix. Misconceptions about COVID 19 pandemic 

 Some participants noted that some community member expressed that COVID 19 does not 

exist and this made their work really difficult. 

“Challenges are there, because there are people that believe that this disease is not there, 

that it is for the rich. People are saying that this disease does not exist, this disease is a 

government scam, COVID is not there. Some are saying that this disease only infects the 

rich, it came with the aeroplane, so for us, where do we board a plane? So those people 

have no enough information concerning COVID 19.” (Community health Volunteer, 

Kajiado) 

x. Politics made CHWs related COVID 19 pandemic interventions cumbersome 

The political activities during COVID 19 negated and made the work of prevention by 

CHWs very difficult. 

“you find people are overcrowded, for you to talk to them, the importance of keeping social 

distance, we hear them say that we even watch politicians on TV, they do not have social 

distance, so what are you telling us. So, it is a huge challenge for us.” (Community health 

Volunteer, Kajiado) 

 “The other thing is that people have turned it political, they go on to say that they are 

fluttering COVID-19 does not exist” (Community health Worker, Kawempe) 

Events that triggered the development of policies and guidelines related to CHWs 

i. Need for linkage between the community and health system 

It was noted that there was need to link communities and health facilities, this prompted the 

development of policies to anchor CHWs activities as highlighted below. 

 “Community health workers are important in conducting referrals. This is because they cannot 

manage this COVID 19 on their own, and they only do referral to the health that can manage. Also, 

calling an ambulance to take someone” (Policy actor, Kawempe).  

“we call an ambulance to pick them and take them to the hospital to be attended to (Community 

health Volunteer, Kajiado) 



 

ii. Advocacy by civil societies 

The CHWs were noted to have helped in advocacy with civil societies. 

“Advocacy by civil agent, we advocate also for them, we encourage them to go to community 

participation forums in regards to them and they are also at the county is writing a policy towards 

them, developing a policy towards the CHVs the stipend” (Policy actor, Kajiado).  

“we are the advocates we continue the advocacy with mainly the NGOs and the main actors but 

what we are actually doing is to sensitize the community so that they actually come back in their 

advocacy books for operationalization of this. like international organizations, system actors or 

community actors?’ (Policy actor, Kawempe) 

iii. Need for monitoring of clients in the community 

The CHWs were noted to be critical in monitoring epidemics in the community.  

“We call the facility, they come they take that person to isolation whereby they get the right 

treatment” ((Community health Volunteer, Kajiado) 

iv. Need for ownership of health work in the community 

With a policy on CHWs, their work and activities can be owned. 

“we want that strategy to build into a community health policy for the reason that we have never 

had a community policy as per say and we think that if that community health policy comes into 

place it should even take care of even the community health care workers interests and that is we 

are putting in effort to make sure that it works out but with other strategies”. (Policy actor, 

Kajiado) 

v. Building trust for health system with communities 

The CHWs were noted to be very important in building trust for health system among the 

community members. 

“when it is from someone that you know – the trust is very high…so they have been very 

effective” (Health care worker, Kajiado) 

when it comes to the issue of communication, these guys [CHWs] or people from the 

community know how they are going to communicate to their own population, and someone 

from outside.” (Policy actor, Kawempe).  

“So, you will find some of these people have specific interest and cultural norms that they 

know they follow and they know that their leaders are following these and they really have 

trust in them and that enables work to be done smoothly.” (Policy actor, Kwempe) 

 

Priority needs and support required by CHWs to support health system-led prevention and 

management of the COVID-19 pandemic 

i. Provision of resources  



The participants highlighted the need to avail resources for CHWs to participate in supporting 

health system respond to COVID-19 and its impacts.  

“First, the health worker gave them knowledge about COVID19. After getting this 

knowledge, they were provided with protective gears like face masks, aprons, 

gumboots, and sanitizers. So, this protective equipments have helped the community 

health workers not to contract the virus themselves.” (Health care Worker, Kawempe, 

Uganda) 

ii. Cordial working relationship 

The participants expressed the need for good working relationship between health system and 

CHWs for the health sector to be effective. 

“We have a very good working relationship or relationships with our CHWs” (Health 

care worker, Kajiado) 

iii. Empowering of CHWs with adequate skills 

The participants noted that there was need to equip the CHWs with adequate skills through 

capacity building to respond to COVID-19. 

“We need to train our community health volunteers on mental health and psychological 

first aid because when it comes to out breaks, there is a lot attached into it and so we 

need empower our CHVs with such information” (Policy actor, Kajiado) 

 “AMREF, had identified some of the CHWs and trained them, and we have those 

community surveillance persons” (Policy actor, Kawempe, Uganda) 

iv. Provision of personal protective equipment to CHWs  

The participants identified provision of PPEs such as aprons, masks, gloves, sanitisers and 

thermos guns as important resources to enable CHWs implement interventions for addressing 

prevention and response to COVID-19 

“AMREF has provided PPEs for CHVs; they have overalls, aprons, gloves, 

gumboots which help them in prevention of the diseases.” (Policy actor, 

Kawempe, Uganda) 

 “yes, I have seen them providing sanitizers to the CHWs to move with them as 

they do their work in the community and masks.” (Health Care worker, 

Kawempe, Uganda)  

“but at times you see PPEs were running out of stock so we’d actually tell them 

“don’t go there, wait for us to come.” You see it was a challenge because again we 

don’t have enough PPEs for the health workers. If they are to deal with a Covid 

positive patient, they need full PPE This CHV needs a full PPE.”(Policy actor, 

Kajiado) 

v. Transport reimbursement 



The participants noted that transport costs were impediment to realizing the potential for CHWs 

and reimbursement or provision of means of transport was proposed as a mechanism to address 

this challenge.  

“If the CHV needs to go to a certain area and they need some transport refund 

they have that bit of collaboration and also working together in terms of 

supervision to ensure they are able to monitor and understand what is happening 

on ground” (Policy actor, Kawempe, Uganda) 

 “there was, so many issues with transport and even right now without the 

lockdown there is still some issues transport, it is twice as much so you find that 

sometimes the money that was being given to these CHW’s, It is not adequate 

because, if this CHW’s used to use 1000 from Komamboga to Mpererwe, now 

they are to pay 2000, All that is from their pocket” (Health Care worker, 

Kawempe, Uganda) 

vi. Need for ongoing trainings  

The participants noted that training was critical in empowering the CHWs to be more 

effective. 

“if our CHVs could also be trained – the training was not very sufficient because if 

you go to a unit and train two and leave twenty …then that is quite limited as most of 

the other volunteers have not yet been sensitized on covid 19…yeah...generally 

that…but so far…so good” (Policy actor, Kajiado) 

 “The issue of knowledge is very important. You find that they don’t know exactly 

what they are supposed to be doing, it will affect their impact or the outcome” 

(Health Care worker, Kajiado) 

“They are trained but may be what they need is the ongoing training given to them 

because if you give them information after sometime, the person ignores the 

information but if you keep updating, following up and supervising the person, that 

person is likely to be giving out the right information.” (Health care Worker, 

Kawempe) 

vii. Training of CHVs on provision of psychosocial support and first aid 

The CHWs noted to have encountered substantial members of community who required 

psychosocial support but they suffered capacity deficits  

 “We were doing like psychosocial support. We were getting Councilors from the 

County, we were getting the counseling and also ensuring that they had every 

equipment that they needed” (Health Care Worker, Kajiado) 

viii. Sensitization on policies 

The CHWs expressed the need to be sensitized on the existing policies and their contents so that 

they can be more efficient. 



“Policy makers, and they should actually engage the reliable people from the planning 

when they are developing it as it should be a participatory thing not sit in the office 

and develop a policy without consulting the CHVs the community and the community 

health strategy department” (Policy actor, Kajiado) 

ix. Provision of Stipends  

To motivate the CHWs a token of appreciation in form of stipends were proposed, this will go a 

long way to defray the high cost of living, as well as the expectation from the community 

“The issue of stipend, they have families, they need to live at the end of the day, they 

need a living so they cannot just go and you see now this disease is also contagious 

they cannot involve themselves at the end of the day” (Public Health official, Kajiado) 

 “Unfortunately, for you, you have not eaten a thing. You stay hungry till when you get 

back to your home because you are wearing the gowns, gloves and masks – went to 

advise him and then come back home empty handed; with the used masks, gowns and 

gloves. So that is a challenge” (Community health Volunteer, Kajiado) 

x. Establish county budget for CHWs resource allocation and financial support 

To support the functions and activities of CHWS, there is need for subnational government put 

efforts and dedicate a line budget for CHWS to address their transport, stipend, supervision and 

training.  

“The county should allocate a specific budget to run the community health service 

program” (Policy actor, Kajiado) 

xi. Provision of tools for identification 

The participants noted the importance of identification document for CHWs to promote identity, 

and accountability. 

“Incentives such as may be shirts for identification. Really these are some of the 

resources that are required to ensure that they perfectly do their work.” (Policy actor, 

Kawempe, Uganda) 

xii. Issuance of certification 

To motivate the CHWs to progress with training and work, there was suggestion for issuance of 

certificates/ 

“They played a key role in that and I wish that they would be more recognized” (Policy 

actor, Kajiado) 

xiii. Provide tools for recording and reporting 

The participants proposed the development of tools for documentation, recording and reporting. 

“I think they also need resources like EIC materials because they need to go and 

educate the community. All though everything is on toll free lines, but they also need 



some Airtime to call.  At times they need to bring reports.” (Policy actor, Kawempe, 

Uganda) 

 “So again if they had some of these things like even the blood pressure machines we 

could be able to just even detect this in good time and people would be on medication 

if they had to. So again, it’s a matter of equipping the CHVs. It would go a long way.” 

(Policy actor, Kawempe, Uganda) 

  “They were given allowances, notebooks, pens; they were supplied with IEC material 

to go and distribute in the community. They were also given sanitizers – if I’m not 

wrong. So we are seeing some but I think they can do more” (Health care Worker, 

Kajiado, Kenya) 

 

Effects of COVID 19 pandemic on Gender Based Violence  

The effect of COVID-19 pandemic on gender-based violence in Kenya, Senegal, and Uganda is 

presented in Table 5.  Of the respondents, Kenyans (22.5%), Senegalese (9%) and Ugandans (38%) 

reported having experienced violence from their partners during COVID-19 pandemic. Of those 

who experienced violence, Kenyans (52%), Senegalese (89%) and Ugandans (57.9%) reported the 

frequency of 2-3 times in a week. Additionally, of those who experienced the violence, most of 

Kenyans (84%), Senegalese (94.2%) and Ugandans (60.5%) reported that the violence increased 

in frequency during COVID 19 pandemic. The most common forms of violence in Kenya and 

Uganda were lack of communication (76% vs 47.4%), denial of basic things and money (56% vs 

26.3%) and physical beatings and verbal abuse (Kenyan 24% Vs Ugandan 71.1%). Whereas, In 

Senegal the commonly reported forms of violence were rape & sexual assault (55%) and physical 

beatings and verbal abuse (44.4%). Of the respondents from Kenya (28%), Senegal (42.9%) and 

Uganda (23.7%) who experienced violence, sought help from their parents. However, respondents 

from Kenya (16%) and Uganda (18.4%) tried to resolve violence themselves while some from 

Uganda (13.2%) and Senegal (28.6) sought help from the police.  

Table 5. Impact of COVID 19 pandemic on Gender based violence (n, %) 

Characteristic Kenya Senegal Uganda Total 

Have you experienced violence with your 

partner during COVID 19 pandemic 
 

 
  

Yes 25(22.5) 9(9.0) 38(38.0) 72(23.2) 

No 86(77.5) 91(91.0) 62(62.0) 239(76.8) 

Total 111(100) 100(100) 100(100) 311(100) 

How many times have you experienced 

the violence from your partner in the last 

one week  

N =25 

 

N = 38  

Once 7(28.0) 1(11) 12(31.6) 20(27.8) 

2-3 times 13(52.0) 8(89) 22(57.9) 43(59.7) 

More 3 times 5(20.0)    0(0.0) 4(10.5) 9(12.5) 

Total 25(100) 9(100) 38(100) 72(100) 

Have the violence increased in frequency     



 

The quantitative data on high rates of gender based violence was attributed to job layoffs leading 

to economic distress during COVID-19 pandemic as shown in the quote below. 

“It is because of COVID, because before COVID, people were employed, but now people 

are unemployed. You know, like for us here we depend on flower farms, so the flower 

farms retrenched a lot of people. So people are retrenched due to COVID 19, there is no 

money. So such cases are many [husband and wife fighting].” (Community health 

Volunteer, Kajiado) 

Indeed, participants noted that the cases of gender based violence started to decline after 

lockdowns were lifted and people resumed jobs and could meet the family economic needs. 

 “For now, they have decreased. Not like before. For now, everyone has resumed work. It 

used to happen because all of them were together, no one had money, all of them needed 

money, all of them have needs and when he or she is asked they start fighting. For now, 

cause some of them have gone back to work, that issue has decreased” (Community 

health Volunteer, Kajiado) 

Effects of COVID 19 on Child Marriage  

The effect of COVID-19 pandemic on Child Marriage in Kenya, Senegal, and Uganda are shown 

in Table 6.  Approximately a third of respondents from Kenya (38.7%), Senegal (33%) and Uganda 

(32%) reported that girls had been married younger in their communities during COVID-19 

pandemic. Of the respondents with aforementioned opinion, most Kenyans (97.7%), Senegalese 

(55%) and Ugandans (87.5%) indicated that child marriage increased during COVID 19 pandemic. 

during COVID 19 pandemic (N = 25) 

Yes 21(84.0) 81(94.2) 23(60.5) 125(83.9) 

No 4(16.0) 15(17.4) 15(39.5) 34(22.8) 

Total 25(100) 86(100) 38(100) 149(100) 

In what form does the violence involving 

your partner entail 
N =25 

N = 9 
N =38 N = 72 

Lack of communication 19(76.0) 0(0.0) 18(47.4) 37(51.4) 

Denial of basic things and money 14(56.0) 0(0.0) 10(26.3) 24(33.3) 

Physical beatings, Verbal abuse 6(24.0) 4(44.4) 27(71.1) 37(51.4) 

Rape & sexual assault 1(4.0) 5(55.6) 3(7.9) 9(12.5) 

Denial of conjugal rights 0(0.0) 0(0.0) 12(31.6) 12(16.7) 

Others 1(4.0) 0(0.0) 4(10.5) 5(6.9) 

How and where did you seek help to 

resolve the violence? 
N =25 

N = 7 
N =38 N = 70 

Sought help from parents 7(28.0) 3(42.9) 9(23.7) 19(27.1) 

Sought help from police 0 (0.0) 2(28.6) 5(13.2) 7(10.0) 

Sought help from a local CBO 0(0.0) 0 (0.0) 8(21.1) 8(11.4) 

Sought help from religious leader 3(12.0) 0 (0.0) 2(5.3) 5(7.7) 

Solve themselves 4(16.0) 0 (0.0) 7(18.4) 11(15.7) 

Sought help from hospital 0 (0.0) 1(14.3) 0 (0.0) 1(1.4) 

Others 20(80.0) 0 (0.0) 23(60.5) 43(61.4) 



The most common reasons for child and early marriage during COVID-19 were financial problems 

(83.7%, 87.9%, and 78.1%). In Kenya and Uganda closure of schools and lack of hope of education 

(58.1% vs 59.4%) were also cited. Interestingly, a quarter (25.6%) of the Kenyan respondents 

stated that their daughters age mates were getting married hence they did not want to be left behind. 

Additionally, most (54.5%) of the Senegal respondents reported the main reason for early marriage 

during COVID-19 pandemic was to avoid being pregnant at home and therefore avoid shame to 

the family. However, almost all respondents from the three countries (98.6%, 84% and 100%) 

indicated no intension to marry off their daughters less than 18 years during the COVID pandemic 

period. 

Table 6. Effect of COVID 19 pandemic on Child Marriage (n, %) 

Characteristic Kenya Senegal Uganda Total 

Have girls been married young in this 

community during COVID-19 pandemic 
 

 
  

Yes 43 (38.7) 33(33.0) 32(32.0) 108(34.7) 

No 67(60.4) 57(57.0) 55(55.0) 179(57.6) 

I don’t know 1(0.9) 10(10.0) 13(13.0) 24(7.7) 

Total 111(100) 100(100) 110(100) 311(100) 

Reasons  for  the early marriage during 

COVID-19 pandemic 
N = 43 

N = 33 
N = 32 N = 108 

Financial problems 36 (83.7) 29(87.9) 25(78.1) 90(83.3) 

Schools are closed and no hope of education 25(58.1) 0(0.0) 19(59.4) 44(40.7) 

Age mates are getting married hence do not 

want to be left behind 
11(25.6) 

0(0.0) 
1(3.1) 12(11.1) 

To avoid being pregnant at home hence 

bringing shame to the family 
6(14.0) 

18(54.5) 
1(3.1) 25(23.1) 

They have undergone FGM hence are grown 

up 
5(11.6) 

  0(0.0) 
0(0.0) 5(4.6) 

I don’t know 5(11.6) 23(69.7) 1(1.3) 29(26.9) 

Have the girls being married off early 

increased during COVID 19 pandemic 
 

 
  

Yes 42(97.7) 55 (55.0) 28(87.5) 125 (71.4) 

No 1(2.3) 33 (33.0) 3(9.4) 37(21.1) 

I don’t know 0(0.0) 12(12.0) 1(3.1) 13(7.43) 

Total 43(100) 100(100) 32(100) 175(100) 

How many daughters under 18 years do 

have 
 

 
  

I don’t have 38(34.2)        - 34 (34.0) 72(34.1) 

One 48(43.2) - 27(27.0) 75(35.5) 

Two 18(16.2) - 30(30.0) 48(22.7) 

Three 5(4.5) - 7(7.0) 12(5.7) 

Four 0(0.0) - 2(2.0) 2(0.09) 

Above 4 2(1.8) - 0(0.0) 2(0.09) 

Total 111(100) - 100(100) 211(100) 



 

Effects of COVID 19 on Female Genital Mutilation  

The effects of COVID-19 pandemic on FGM are shown in Table 7. Of the respondents, only those 

from Kenya (9.9%) reported that girls in their communities were subjected to FGM during the 

pandemic. Of those who reported FGM practice in their community, all (100%) stated that the 

circumcision of girls increased during the pandemic. However, of those who reported FGM 

practice, the highest proportion (45.5%) did not hear about newly circumcised girls in the last one 

week. The data from Senegal and Uganda did not show girls were subjected to FGM in their 

communities during COVID 19 pandemic.   

 

Table 7.  Effect of COVID 19 pandemic on female genital mutilation (n, %) 

Are you intending to marry off your 

daughters less than 18 years during this 

COVID pandemic period 

 

 

  

Yes 0 (0.0) 12(12.0) 0(0.0) 12(5.0) 

No 71(98.6) 84(84.0) 66(100) 221(92.9) 

I don’t know 1(1.4) 4(4.0) 0(0.0) 5(2.1) 

Total 72(100) 100(100) 66(100) 238(100) 

Characteristic Kenya Senegal Uganda Total 

Have girls undergone circumcision 

in this community during COVID 

19 pandemic 

 

 

  

Yes 11 (9.9) 0(0.0) 0(0.0) 11(5.2) 

No 99(89.2) 83(83.0) 99(99.0) 198(93.8) 

I don’t know 1 (0.9) 17(17.0) 1(1.0) 2(0.9) 

Total 111(100) 100(100) 100(100) 211 (100) 

Have the circumcision of girls 

increased during COVID 19 

pandemic? 

N = 11 

 

  

Yes 11 (100) 8(8.0) 0(0.0) 18(16.4) 

No 0(0.0) 43(43.0) 0 (0.0) 43(39.1) 

I don’t know       0(0.0) 49(49.0)    0(0.0)     49(44.5) 

Total  11(100) 100(100)  0(0.0)    110(100) 

How many girls have you heard to 

have been circumcised in the last 
N = 11    



 

Available facilities for addressing COVID-19 and related GBV effects 

The respondents from Kenyan (68.5%), Senegal (99%) and Uganda (79%) indicated that there 

were facilities for managing patients with COVID-19 and those affected by GBV related problems 

are shown in Table 8.  In Kenya, health facilities (85.5%), police station (50%) and rescue Centre’s 

(28.9%) were cited as the most common for mitigating COVID-19 and the related GBV problems. 

In Senegal, health facilities (83.8%), safe houses (14.1%) were cited as spaces for managing 

COVID-19 and GBV related impacts. In Uganda, the police station (68.4%), LC Chairperson 

(53.2%) and health facilities (40.5%) were shown to be the most common facilities for managing 

COVID 19 as well as GBV related effects. The most common forms of transportation to the 

facilities were motorcycle in Kenyans (44.7%), walking in Senegal (37.4%) and Uganda (48.1%) 

as well as private car among the Senegalese (35.4%). 

Table 8. Facilities for addressing COVID 19 pandemic and the related GBV impacts 

one week 

None 5 (45.5) 97(97.0) 0(0.0) 102(91.9) 

One 3(27.3) 1(1.0) 0(0.0) 4(3.6) 

Two 2(18.2) 1(1.0)    0(0.0) 3(2.7) 

3 0(0.0) 0(0.0) 0(0.0) 0(0.0) 

Above 3 1(9.0) 1(1.0) 0(0.0) 2(1.8) 

Total 11(100) 97(97.0) 0(0.0) 111(100) 

     

Characteristic Kenya Uganda Senegal Total 

Are there facilities where patients with 

COVID-19 and those with GBV associated 

with can be managed 

  

 

 

Yes 76(68.5) 79(79.0) 99(99.0) 254(81.7) 

No 33(29.7) 18(18.0) 0(0.0) 51(16.4) 

I don’t know 2(1.8) 3(3.0) 1(1.0) 6(1.9) 

Total 111(100) 100(100) 100(100) 311(100) 

Facilities where patients with COVID-19 

and those with GBV associated with can be 

managed 

N =76 N = 79 
 

N = 99 N = 254 

Health facilities 65(85.5) 32(40.5) 83(83.8) 180(70.9) 

Police station 38(50.0) 54(68.4) 0(0.00 92(36.2) 

Rescue Centers 22(28.9) 0(0.00 2(2.0) 24(9.4) 

Children’s officer 11(14.5) 0(0.0) 0(0.00) 11(4.3) 

CBOs 2(2.6) 23(29.1) 0(0.00) 25(9.8 



 

Discussion 
A substantial proportion of community members who participated in the survey in the three 

countries though married and probably with families survived on less than USD 100 per month. 

This level of income is insufficient for meaningful living, while the impact of COVID 19 and its 

associated disruptions could have the worse effect on such households. To survive the families 

would have to exhaust all the savings, readjust on meals including missing some, taking loans from 

Sacco’s and friends to fed for survival since the social protection mechanisms were inadequate.  

The situation was helpless given that the government social support system was inadequate 

pushing thousands of the families into poverty and hopelessness. Indeed, evidence show that the 

pandemic and its associated disruptions have thrown substantial households into poverty majority 

in low income countries (Barba, van Regenmortel, and Ehmke 2020).  

Moreover, the economic devastations associated with the COVID 19 pandemic and its associated 

disruptions were cited to have vicious effects including escalation of gender based violence. Our 

findings show that 1 in 3 Ugandans, 1 in 5 Kenyans and 1 in 10 Senegalese reported intimate 

partner violence that increased in frequency during the COVID 19 pandemic. The commonest 

forms of violence included lack of communication, denial of basic things and monies, physical 

beatings/verbal abuse, and rape & sexual assault. The increase in GBV was attributed to job layoffs 

and financial distress during the pandemic and its containment measures. To confirm this claim, 

these effects appeared to resolve with lifting of the COVID 19 containment measures. These 

findings are consist with evidence that COVID 19 increased the vulnerability of women to GBV 

and the economic disruptions associated with the pandemic created a perfect environment for the 

violence (Fawole, Okedare, and Reed 2021; Dlamini 2020; Mittal and Singh 2020)  

The COVID pandemic and its associated economic disruptions were also linked with early and 

child marriage across the three study countries. Indeed, at least 1 in 3 respondents from Kenya, 

Senegal, and Uganda highlighted that girls were married younger during the pandemic, with 

LC Chairperson 0(0.0) 42(53.2) 0(0.00) 42(16.5) 

Courts of law 0(0.0) 4(5.1) 0(0.00) 4(1.6) 

Safe houses 0(0.00 0(0.00 14(14.1) 14(5.5) 

Others 7(9.2) 28(35.4) 0(0.0) 35(13.8) 

Means of transportation to get to these 

facilities 
  

 
 

Walk 30(39.5) 38(48.1) 37(37.4) 105(41.3) 

Walking and motorcycle 0(0.0) 18(22.8) 0(0.0) 18(7.1) 

Walking, Motorcycle and Taxi 0(0.0) 8(10.1) 7(7.1) 15(5.9) 

Motorcycle 34(44.7) 6(7.6) 20(20.2) 60(23.6) 

Ambulance 0(0.0) 9(11.4) 0(0.0) 9(3.5) 

Bus 8(10.5) 0(0.0) 0(0.0) 8(3.1) 

Private car 4(5.3) 0(0.0) 35(35.4) 39(15.4) 

Total 76(100) 79 (100) 99(100) 254(100) 



reported increase in the harmful practice during the pandemic. The commonest reasons for early 

and child marriage was financial problems during the pandemic across the 3 countries, while 

closure of schools, and lack of hope for education were cited in Kenya and Uganda. Interestingly, 

1 in 4 Kenyans reported their daughters age mates got married hence they did not want theirs to 

be left behind. In Senegal, however, 1 in 2 respondents reported the reason for early marriage was 

to avoid getting pregnant at home and therefore not to shame the family. Additionally, findings 

from Kenya showed 1 in 10 respondents noted that girls in their communities were subjected to 

FGM and that the practice increased during the pandemic. The aforementioned effects associated 

with COVID 19 and the disruptions thereof associated with shaking of the child protection 

mechanisms have been documented in Kenya and elsewhere (“Effects of Covid-19 Pandemic on 

the Welfare of the Maasai Girl Child in Narok County, Kenya” 2020; Bakrania et al. 2020). 

However, more studies are needed to establish the trend of FGM in Senegal and Uganda during 

COVID 19 pandemic as the data that was obtained was not conclusive.   

 

Related to the aforementioned narrative on GBV, families with issues involved their parents in 

trying to resolve them. This is supported by notion that families have mediation mechanisms on 

issues touching husband and wife before seeking help from outside. Interesting, the findings also 

showed that 1 in 3 Senegalese and 1 in 10 Ugandans sought help from the police. Although, this 

could be attributed with the seriousness associated with rape and assault cases that were identified 

in the study countries, it could also signify the trust communities have in the police in addressing 

the GBV or it could be linked with communities awareness of their rights and cases the police have 

been able to resolve successfully (Sechrist and Weil 2018; Stahlman 2017). Overall, the 

respondents from the three countries noted existence of facilities for addressing COVID 19 and 

related GBV effects including: hospitals, police stations, and rescue houses/safe houses. These 

facilities would be accessed using motorcycle, walking, and use of private cars an indication of 

their location in terms of distance and accessibility. 

 

According to findings from Kenya, Senegal and Uganda, COVID 19 information was received in 

March 2020 mainly through the national TV, local FM stations, and national radio stations. The 

period coincided with the timing of World Health Organization declaration of COVID 19 as a 

pandemic (Tizaoui et al. 2020). The respondents highlighted interacting with CHWs during the 

COVID pandemic while functioning as health educators, COVID-19 information tools 

distributors, basic counseling providers, personal protective equipment (PPE) distributors, and 

social support commodities distributors. Indeed, qualitative responses showed the engagement 

with CHWs increased in Kenya and Uganda during the pandemic while trying to mitigate the 

pandemic impacts. The involvement and important role played by the CHWs in response to the 

pandemic has been highlighted elsewhere (Bhaumik et al. 2020; Zhang et al. 2021; Tran et al. 

2020). In responding to the pandemic, the CHWs performed the following activities: referrals of 

clients from community to health facilities; conducted surveillance; Conducted contact tracing, 

monitoring and reported suspected cases of COVID 19; provided home based care; distribution of 



materials for sanitization and masking; demonstrated hand washing, masking and social 

distancing; home visiting for prevention and management of the pandemic through health talks 

and sensitization; facilitated hand washing points; monitored clients isolated in the quarantine 

facilities; dissemination of COVID-19 information in the community; demystified myths around 

COVID 19; provided psychosocial support; and engaged in burying those who succumbed to 

COVID-19.  

Moreover, while fulfilling their mandates, the CHWs conducted home visitation during COVID 

19 pandemic. Indeed, all the respondents except for Senegal reported having been visited by 

CHWs with the frequency having increased during the pandemic. During the visitation the CHWs 

undertook the following COVID 19 mitigation activities: demonstration of wearing masks, social 

distancing and hand washing in Kenya and Uganda, while in Senegal they distributed masks, 

communicated the government measures for prevention of spread of COVID-19 and assessed 

community members to rule out COVID-19. These activities were geared towards prevention of 

the (Dahab et al. 2020; Tran et al. 2020). However, while the CHWs were undertaking their 

functions through home visits, they faced a number of challenges addressing the pandemic 

including: lack of protective gear; lack of payments/stipends; limited supervision because of lack 

of manpower in health system; Jam up call lines due to shear huge numbers of clients; limited 

refresher and training courses; lack of identification or cards; hostile reception when visiting 

homes; Misconceptions about COVID 19; and political class made CHWs COVID interventions 

very difficult. 

The study identified priority needs and support required by CHWs to effectively help health 

system-led prevention and management of COVID-19. These included: provision of resources; 

cordial working relationship; empowering CHWs with adequate skills; availing personal 

protective equipment to CHWs; transport reimbursement; conduct ongoing trainings; training of 

CHWs on provision of psychosocial support and first aid; sensitization on policies; provision of 

Stipends; establish county budget for CHWs resource allocation and financial support; provision 

of tools for identification; issuance of certification; and providing tools for recording and reporting. 

Despite the challenges associated with the work of CHWs, finding identified events that triggered 

the development of policies and guidelines their functioning including: need for linkage between 

the community and health system; advocacy by civil societies; requirement for monitoring of 

clients in the community; need for ownership of health work within the community; and building 

trust between health system and the communities.  

Limitations 
The study has some limitations; First, data on the role of CHWs during COVID 19 pandemic were 

collected in one setting in each country thus the generalisability of the findings is limited. 

However, the study adopted a robust approach involving quantitative and qualitative data 

collection methods involving the policy actors, health care workers, CHWs, and the community 

respondents. Therefore, the data provide a strong foundation for understanding the CHWs support 



for health system prevention and management of COVID 19 pandemic and the associated GBV 

effects relevant to policy, programming, and investment interventions. Second, the qualitative data 

from Senegal as well as data on FGM from Uganda and Senegal were not available making it 

difficult to make conclusions on these important issues.  

Conclusion 
COVID 19 pandemic escalated GBV as well as caused disruptions of health system necessitating 

increased involvement of CHWs in the prevention and management measures. Although, there are 

specific differences in social, economic, and policy environments in Kenya, Senegal, and Uganda, 

the impacts of COVID 19 pandemic including the GBV associated effects were felt across the 

countries. There is convergence of roles, responsibilities and relevance of CHWs across the 

countries. The effectiveness and efficiency of this cadre of workers in response to the pandemic 

and the associated GBV effects shall require addressing the challenges and support needs 

identified.   

Implications for Policy/Program/Research 
The study findings highlight several possible avenues for leveraging positive change: 

 Social protection interventions should be implemented and strengthened in cushioning 

communities during COVID 19 pandemic and its related containment measures to help 

mitigate GBV effects. 

 Leveraging media coverage as tools for awareness creation and sensitisation about COVID 

19 pandemic and its related GBV effects on the vulnerable in the community.  

 Leverage the increased household visitation by CHWs during pandemics to roll out other 

health and social related programs in the communities 

 Stakeholders should develop policies on recruitment, training, remuneration, compensation 

as well as implement strategy for CHWs. 

 Allocation and budget for resources to strengthen the functioning of CHWs through 

provisions for training, supervision, reporting tools, and support. 

 Integration of interventions for GBV, child marriage, and FGM mitigation measures during 

COVID 19 and its containment. 

 Deployment of professional officers to manage police stations, rescue centres, and safe 

spaces to enable handling GBV, child marriage, and FGM is required 

 Tools for guiding and facilitating CHWs support the health sector prevention and 

management of COVID 19 and related GBV effects should be developed.  

 Integration and financing of CHWs system in the national and county governments in 

response and strengthening of health sector prevention and management including during 

pandemics. 



 A more comprehensive research on the effect of COVID 19 pandemic on harmful practices 

in the three countries considering geographic peculiarities and social norms is required. 
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