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Summary 
INTRODUCTION  

Hypertension control and management remains a major public health 

challenge in low-and-middle-income countries including Malawi. In addition, 

health facility-based diagnosis and monitoring of hypertension in Malawi is 

hampered by lack of access to care, shortage of health professionals, fragmented 

services and extra cost especially for the poor. The purpose of this study was to 

explore the determinants of implementing a community-based system for 

hypertension at community level.  

MATERIALS AND METHOD 

Semi-structured interviews were conducted among 28 purposively 

selected community volunteers across 35 community sites in Lilongwe, Malawi. 

The tool was used to collect information about determinants of implementing 

community-based diagnosis at individual, health system and patient level. Data 

was analysed using thematic approach through pre-identified evolving themes. 

Ethical approval was granted by both Malawi and Ethics committee of the 

Medical Faculty of Heidelberg University.  

RESULTS 

A total of 28 community volunteers participated in the study, of which 24 

(85.7%) were females and 4 (14.7%) were males. The determinants that affect 

diagnosis and monitoring at community level were categorized into three socio-

ecological units of analysis: individual level (limited training on hypertension and 

other non-communicable diseases, lack of incentives, poor collaboration and 

communication difficulties); health systems level (drug shortage, inadequate 

infrastructure and equipment, lack of well-functioning referral system, and 

limited number of community volunteers) and patient-related determinants 

(adherence to medication, lack of appreciation and use of alternative remedies 

for hypertension).  

CONCLUSION 

A socio-ecological perspective provided a useful framework to explore the 

interplay among multilevel and interactive factors that impact diagnosis and 

monitoring of hypertension at individual, health system and patient level.  
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Planners and resource allocators could consider these factors during planning, 

implementation, and evaluation of community programs. Additionally, a holistic 

public health approach which builds upon community volunteer’s capacities and 

harnesses the community’s needs is paramount to improve hypertension control 

and monitoring at community level.  
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Introduction 
Low-and-middle-income (LMICs) 

countries face a large burden of cardiovascular 

diseases (CVD) and have fewer resources to 

address it (1). Apart from CVD, cancer, 

chronic respiratory diseases and diabetes are a 

major contributor (80%) of most NCDs (2). 

Additionally, they share harmful risk factors 

like tobacco use, physical inactivity, unhealthy 

diet, harmful use of alcohol and HIV (3). 

Hypertension is an important modifiable risk 

factor for CVD accounting for an estimated 9 

million deaths annually (4, 5). Hypertension in 

Malawi is one of the commonest causes of 

outpatient morbidity nationally in addition to 

the already high HIV/AIDS burden (6). In 

2009, Malawi Nation-wide survey estimated 

that 8.9% of the population had cardiovascular 

disease and 30% of adults had hypertension 

(3).  

Hypertension diagnosis and 

monitoring requires frequent measurement and 

potential adjustment to treatment options as 

well as frequent health facility visits. These 

options are not practical and feasible 

particularly for the poor. Further, this would 

be costly and time consuming consequently 

causing more burden to the already overloaded 

health facility (7). With the rising burden of 

hypertension, several studies have shown that 

access to and availability of physicians can be 

difficult hence the merit of moving certain 

tasks to communities and families (8).  

Utilization of available community 

volunteers may be a logical step for managing 

CVDs. Community volunteers have been 

effective in managing communicable diseases 

such as HIV/AIDS in LMICs (9). Primary and 

secondary prevention of hypertension often 

involves diagnosis, monitoring and provision 

of lifestyle counselling which can be instituted 

by community volunteers (10).  

Due to the continued shortage of 

skilled human resource, health systems are 

turning to strengthen the community health 

workers programme such as Lady health 

worker programme in Pakistan and Health 

extension programmes for community 

volunteers in Ethiopia (11, 12). This interest 

has also been prompted by other factors such 

as increased simplification of diagnostic 

procedures such as screening of hypertension, 

growing HIV epidemic, the resurgence of 

other infectious diseases and failure of health 

system to provide adequate care for people 

with chronic diseases (13). Various countries 

have begun to again invest in Community 

Health Worker (CHW) programmes.  

Research in NCDs has recently been 

conducted in Malawi with estimated 

prevalence ranging from 15.8% to 32.9% (14, 

15). The population prevalence reported a 

crude prevalence of 14.7% in urban areas and 

13.6% in rural areas with a weighted age-

standardised national prevalence of 15.8% 

(15). Most cases of hypertension remain 

undiagnosed, untreated or inadequately 

controlled. Discrepancies exist in the 

distribution of prevalence between urban and 

rural settings (15). These discrepancies were 

explained by issues related to methodology, 

variation in the diagnostic criterion, use of 

different cut-off measures, study setting, 
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smaller sample size, and larger proportion of 

missing outcome data.  

A systematic review of hypertension 

and diabetes burden, risk factors and 

interventions for prevention and control in 

Malawi indicated disparities in the 

understanding of hypertension and its 

treatment (16) and strong belief in other 

remedies to cure hypertension (16). The report 

further indicated social, economic, and cultural 

context that could influence patient’s health 

behaviour and practices for chronic conditions. 

Such contextual factors where social, 

economic and cultural factors influence 

patients’ adherence to medication and 

recommended behaviour modification (17), 

are areas where community volunteers play a 

vital role in patient education and health care 

delivery. Given the important role played by 

community volunteers in prevention, control 

and monitoring of hypertension (18, 19), 

contextual evidence is needed to inform health 

service delivery practices towards achieving 

population level impact. This study therefore 

explores the determinants of implementing a 

community-based system for hypertension at 

community level in Malawi.  

Materials and Methods 

Setting and Study 

Framework 
This study was part of a larger project 

between Lighthouse Trust, Malawi, and 

University of Heidelberg Germany, which was 

supporting local efforts to integrate NCD 

services and provide capacity strengthening 

measures through continuous medical 

education to healthcare staff. The project also 

had an element of implementation research 

which established an on-going innovative 

blood pressure control and monitoring model 

through use of community volunteers to 

screen, monitor and document blood pressure 

(BP) readings.  

Lighthouse Trust serves a large cohort 

of people living with HIV and provides 

comprehensive routine HIV treatment and care 

(20). Urban and peri-urban areas of greater 

Lilongwe in Malawi were chosen because they 

were part of Lighthouse Trust supported areas. 

Lighthouse Trust had a network of trained 

CHVs who lived and worked in these areas. 

CHVs were supported by Lighthouse Trust 

community nurses who oversaw their daily 

activities including administrative duties. 

CHVs were already active with Lighthouse 

Trust in HIV prevention programs creating an 

appropriate opportunity to introduce 

hypertension screening and monitoring at 

community level. 

Study Design 
A qualitative study based on 

phenomenological approach was carried out. 

The approach focused on how people 

experience a phenomenon (21). For our study, 

we explored the determinants in diagnosis and 

monitoring system for hypertension. We 

employed a qualitative study design utilizing 

semi-structured interviews to explore the 

determinants of implementing a community-

based system for hypertension at community 

level in Malawi.  

As part of the ongoing project, 

between May and July 2019, we conducted 28 

semi-structured interviews among purposively 

sampled community volunteers directly 

involved in diagnosis and monitoring of 

persons suspected with hypertension at 

community level. This facilitated a clear 

understanding of the realities CHVs undergo 

while working in resource-limited settings at 

community level.  

Study Participants and 

Sampling Strategy 
Prior to initiation of the community 

service, key collaborators and project staff met 

to identify community needs, citing NCD 

prevention and treatment services. The project 
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collaborated with Community Based 

Organizations (CBOs) in Lilongwe to support 

the community-based model of care. The CBO 

sites address critical health system inputs and 

processes that have contributed to the 

implementation and expansion of community-

based service delivery in Malawi. Greater 

Lilongwe has a high number of well-

developed CBOs that enable CHVs to actively 

participate in community health outreach 

programs. For example, CHVs provide basic 

nursing, nutritional support, pain relief, and 

home visits which has contributed to a 

foundation of palliative care in Malawi (22). 

CHVs have already been active with 

Lighthouse Trust in the areas of HIV 

prevention programs and hence this created an 

appropriate opportunity for continuity of 

community service. 

In our project framework, Lighthouse 

Trust (LT) supports two health centres and one 

community hospital (Area 18, Kawale, and 

Mitundu hospital) in capacity building, 

medical and technological support, human 

resource, and clinical services and its 

surrounding CBOs. Purposive sampling was 

used in selecting CHVs from the three study 

sites (Kawale, Mitundu, Area 18) supported by 

Lighthouse Trust. They worked in close 

collaboration with the Malawi Ministry of 

Health and the CBO sites.  

CBOs have access to venues that 

served to support programs within the 

community which were utilised by the LT for 

implementation of our project. Each CBO 

dedicated a specific day only for hypertension 

care (i.e. BP screening, lifestyle counselling 

and advice). During the remainder of the 

week, the CHVs cared for personal business 

and other programs as well as sensitizing the 

community about the blood pressure (BP) 

screening activity at the CBO site. 

Participant selection criteria included 

community volunteers who were actively 

providing health care at community level, 

those who understood English and willing to 

be interviewed.  

Interviews 
The interview took place in three 

different community areas (Area 18, Mitundu, 

and Kawale) in Central Lilongwe. As part of 

the bigger project, a total of 35 CHVs were 

recruited and trained. However, only 28 CHVs 

were present at the CBO site during interview 

for this study.  Each interview lasted 30-40 

minutes and were conducted in English and 

sometimes in Chichewa (local language) by 

the community nurse in case something was 

not clear.  

Data Collection Tool and 

Data Collection 
An assessment tool adopted from the 

standard operating procedures, project 

monitoring and evaluation framework and 

community document registers were used to 

develop interview guides. The tool was 

developed by the investigators and was 

scrutinized by experts (a panel of PhD students 

in public health and professors). In total, 28 

community health volunteers who were 

present at the CBO site were interviewed 

during the three-month data collection period 

from May-July 2019.  The guiding questions 

focused on experience about diagnosis and 

monitoring of hypertension at individual level, 

health system and patient level, and the 

challenges at each level.  

Semi-structured in-depth interview 

(IDIs) (n=28) were conducted by the Principal 

Investigator with assistance from Lighthouse 

Trust community nurses to stimulate the 

discussion and rephrase the questions in the 

native language (Chichewa) where it was 

easily understood. All interviews were 

conducted at the CBO sites. Due to privacy 

and confidentiality of the activities conducted 

at the CBO, all interviews were conducted 

through note taking. All notes were reviewed 

after the interview for correctness and where 
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anything was not clear, it was clarified before 

leaving the CBO site.  All interviews were 

note taken after obtaining both verbal and 

written permission from the participants.  

Data Analysis 
Data from field notes obtained from 

observation and unstructured interviews were 

analysed through thematic content analysis. 

We used word repetition technique during 

analysis. The investigator noted words and 

synonyms that were frequently used. The notes 

were transferred and entered into an EXCEL 

sheet. A deductive and inductive approach was 

used, the initial codes guided by the 

conceptual framework of the overall project 

(23).  

Reading the transcripts was the first 

step of the analysis, which helped to identify 

the evolving themes. The codes were 

developed based on a priori coding (deductive) 

and additional themes added based on the 

materials collected (inductive).  The final step 

of the analysis was connecting and inter-

relating themes while constructing a narration. 

Data analysis was performed manually using a 

word document.  

Ethical Considerations 
This study respected the principles in 

the Declaration of Helsinki. All methods 

performed in this study were in accordance 

with the ethical standards of the institutions 

and/or national research committee. The study 

was granted ethical approval by the National 

health Science Research Committee, Malawi 

protocol number #19/03/2272 and the Ethics 

Committee of the Medical Faculty of 

Heidelberg University S-113/2019. Voluntary 

informed consent was obtained from the CHVs 

in order to participate in the study. The 

participants where told (orally) that the 

findings would be published in scientific 

journals and that the findings would be 

presented in the form of examples/quotes 

provided by the participants.  

Results  
Majority of the participants were 

female community volunteers and had Junior 

Certificate of Education (JCE) level of 

education as shown in Table 1. Secondary 

education in Malawi takes four years from 

Form 1 – 4. Students sit two exams after every 

two years, JCE at Form two and Malawi 

School Certificate Examination (MSCE) at 

Form 4.  

The study findings are organised 

under the three themes of the Social 

Ecological model to understand the 

determinants faced by community volunteers 

in diagnosis and monitoring of hypertension at 

community level. Table 2 summarizes the 

study themes and codes. 

Individual Factors 
Limited training and continuous 

education 

Lighthouse Trust conducted a one-day 

intensive training on blood pressure for 

community volunteers. One community 

volunteer was identified and trained from each 

of the community-based organization (CBO) 

study sites. Upon training, each community 

volunteer in their respective CBO sites was 

expected to transfer the knowledge learnt from 

the training to other volunteers who did not 

receive the training. However, several 

participants reported not having adequate 

training on hypertension despite the training.  

“I received a one-day training…I do not 

remember everything. I thought we would get 

refresher training and continuous mentoring 

but we did not…giving advice and referring is 

not easy if you do not clearly understand the 

readings” #IDI | Female | 38 years 

“I have forgotten everything we were taught 

on that day. I think it was too much given to us 

at one sitting. May be one week with 

continuous field mentoring would be helpful” 

#IDI | Female | 43 years 
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“The reality is that, the training was one day. I 

think it was too much for us. You measure BP 

and get values that you cannot properly 

interpret…since we cannot interpret well, it 

becomes difficult to refer the right clients to 

the health facility” #IDI | Male | 51 years 

Poor Communication with 

Health Facilities 
A considerable part of a good 

collaboration is good communication between 

community volunteers and health facilities. 

However, most respondents felt there was little 

communication and if it took place it was often 

performed poorly. 

“I feel like we do not work together yet we are 

supposed to be a team. Sometimes patients 

visit the health facility and return back to the 

CBO and report being sent back without any 

proper explanation. Sometimes they return and 

inform use that the nurse said she was ok, no 

need for medication. This makes people to stop 

trusting the volunteers and even not go to the 

health facility. We need to have proper 

feedback to help us improve” #IDI | Female | 

32 years 

Lack of Financial Incentives 
CHVs were motivated to undertake 

their roles in screening, monitoring and 

referring clients to the health facility. 

However, many cited lack of remuneration as 

a demotivating factor to their work in the 

community. They reported to be incurring 

additional costs as a result of implementing the 

intervention at community level.  

 

“We love what we do in the community but at 

the same time it is also a lot of work to 

implement these activities, yet we do not 

receive any remuneration.” #IDI | Female | 49 

years 

“I knew when I came here as a volunteer that 

there was not going to be much in terms of 

payment but I think when you see the scope of 

work that we do you will appreciate that we 

need to be financially compensated” #IDI | 

Male | 57 years 

Health System Factors  
Lack of well-functioning 

referral systems 
There was no clear follow-up system 

for referring patients to the health facility and 

back to the CBO site. CHVs either physically 

followed patients to their homes or waited for 

the patients to return back to the CBO site to 

give feedback. When patients were followed 

up through home visits, CHVs relied on 

patient’s recall of their clinic attendance and 

by inspecting the health passport to confirm 

that they actually visited the health facility 

following referral. This is an informal way of 

implementing follow-up services, hence there 

is need for a follow up protocol to be put in 

place.  

“We refer patients to the health centre but 

sometimes they do not go or if they go, they 

complain that there were to many people at the 

facility so they left without seeing the doctor. 

As a CHV, when I refer clients, and they do 

not return to the CBO to inform me, it becomes 

hard to follow up and as we continue 

screening it means we will identify more 

clients and it will even be harder to follow up 

without a proper system” #IDI | Male | 46 

years 

Limited number of community 

volunteers 
Participants indicated that the shortage 

of community volunteers in the community 

results in extra workload and was detrimental 

to effective health delivery in the community. 

Additionally, some community volunteers 

were used at the health facilities to assist in 

measuring blood pressure. This was because of 
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the limited number of trained health care 

personnel at the health facilities.  

“We have many health programs in the 

community that we participate in but we are 

very few and we need more volunteers to 

assist. Because of the inadequate number of 

community volunteers, we find it difficult to 

conduct community sensitization and without 

this we feel like we are missing a lot of 

people” #IDI | Female | 59 years 

This complaint (below) from 

community members about waiting time at the 

CBO site for ordinary monitoring of blood 

pressure is an example of a problem because 

of limited capacity.  

“One major challenge I have experienced is 

that sometimes people come just to get their 

BP re-check but you will get we have a lot of 

other clients. I was the only one trained so 

others are not yet very confident to do the 

work. Many complain that they come early but 

leave so late yet they have other things to do. I 

think if we have more volunteers trained in BP 

measurement and interpretation it would solve 

this problem” #IDI | Female | 37 years 

Shortage of Drugs 
A health system challenge identified 

by many volunteers was the unavailability of 

essential antihypertensive drugs at lower 

service delivery facilities despite these drugs 

being free of charge at public health facilities. 

Community health volunteers reported that 

some patients only took one round of 

medications and did not refill their 

prescriptions due to shortage at the health 

facilities. Many reported that they were 

advised to purchase them individually at the 

private pharmacy outlets. However, patients 

reported inability to purchase the drugs due to 

lack of funds.  

“We work had to refer clients to the health 

facility to get proper diagnosis and treatment 

but unfortunately many visit the facilities and 

get prescription but the health facility is out of 

stock. What is the point to diagnose and I 

cannot give medication? Patients are 

frustrated and because of this we get a lot of 

blame. Majority cannot purchase these drugs 

because they do not have the money” #IDI | 

Male | 34 years 

Patient-Related Factors 
Non-adherence to community 

volunteer recommendations 
Patients with hypertension reportedly 

found it difficult to understand and accept their 

illness as a chronic disease requiring lifelong 

treatment causing them to poorly adhere to 

hypertension lifestyle counselling advice.  

Moreover, patients lamented that they did not 

have any symptoms yet they were diagnosed 

with hypertension and given antihypertensive 

drugs to take. Additionally, some patients 

reported to experience nausea as a side effect 

of medication. However, some patients are 

aware of the necessity of the continuous taking 

of medications but do not do so.  

“You advice patients to avoid smoking and 

reduce alcohol intake and they ignore your 

advice. Many stop when they develop side 

effects. They asked, ‘why should I continue 

taking the drugs if I feel okay? Sometimes the 

drug makes me want to vomit, so why should I 

continue taking them” #IDI | Male | 48 years 

Other reasons given for non-adherence 

of medication included lifelong management 

of hypertension. For example, adherence was 

impeded as many patients did not realise the 

medications were meant to be continued even 

after blood pressure was lowered. 

“One patient reported that he stopped taking 

his medication when he felt ok but when he 

came for a re-check, his systolic BP was as 

high as 200” #IDI | Female | 44 years 
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Financial constraint 
One of the biggest determinants to 

effective hypertension control mentioned by 

most participants was financial constraint. 

With exception of a few, many volunteers 

cited poverty across all communities as a 

commonly reported barriers to accessing 

healthcare for hypertension. Many patients 

reported that they could not afford transport 

cost to the health facility. Additionally, 

patients were often required to pay out of 

pocket for medication at private pharmacies 

when there was shortage at the health 

facilities.   

“Sometimes you refer patients to health 

facilities…but when you do a follow up, you 

realize that they did not go because they do 

not have fare to go. Some patients even ask to 

be escorted so that you can help pay for their 

transportation cost” #IDI | Male | 39 years 

“Why would I go to the health facility just to 

be told to buy my own drugs? I would rather 

use that money to buy food for my family? 

…that was a response I was given while doing 

follow-up of a patients I referred to the health 

facility” #IDI | Female | 52 years 

Use of alternative remedies for 

treatment of hypertension 
There are many traditional or herbal 

medications in Malawi that are perceived to 

cure hypertension. While antihypertensive 

drugs are taken for life to manage the 

condition, traditional/herbal medicines purport 

to be curative. This perception often 

discourages people from accessing modern 

care and if they do, continuation of the 

treatment for a long duration is a challenge. 

Additionally, some cited use of traditional 

medicine to cure diseases as a cultural 

practice. 

 

“The quality of drugs given to patients to take 

discourages them from adhering for a long-

time. Additionally, these drugs are more 

expensive if purchased by patients. This makes 

it easy for patients to seek traditional remedies 

since they will be taken either once or for a 

shorter duration. Some mentioned that they 

had the traditional medicines given to them 

down generation and they have always 

worked” #IDI | Male | 54 years 

The illustration below is a response 

that shows the popularity of traditional 

medicine, which are sometimes taken 

alongside with antihypertensives or may be 

used as a substitute for medication.  

“Some patients tell you that they take 

antihypertensives in combination with local 

ones. Some of them told me that they stick to 

herbal medicine because when they checked 

and realised the BP was okay, they stopped the 

hospital one. So, they believe the herbal 

medicine works better than hospital 

medicines.” #IDI | Female | 40 years 

Discussion 
This paper presents and discusses in-

depth insights on community health volunteers 

working at community level in rural and semi-

urban communities. The findings of this study 

indicate that community health volunteers are 

the first point of contact for community 

members at community level. They have 

previously been used in other programs such 

as HIV, maternal and child health in 

preventive and curative tasks.   

CHVs discussed several determinants 

in community-based diagnosis and monitoring 

of hypertension. These determinants can be 

summarised into three broad themes: 

individual, health systems and patient-related 

factors.  

Although our data shows that the 

Community-based hypertension initiative is 

acceptable to community volunteers and 
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patients (40) role of community health 

volunteers in diagnosis and monitoring of 

hypertension at community level in Malawi, 

the determinant identified by community 

volunteers are worth discussing.   

 Individual Factors  
Majority of the CHVs were females 

and were unpaid, however, Lighthouse Trust 

motivated them through non-monetary means 

such as capacity building initiatives, exchange 

visits and T-shirts. Additionally, the volunteers 

were also formally and informally recognized 

for their contribution and responsibility to 

primary health through their position in the 

community, contact with health personnel and 

monthly provision of health education at a 

health facility.  

CHVs in our study were lay 

individuals who volunteered, and had varied 

views and experiences, based in the 

communities they served, and majority had 

limited education, having received brief 

training on hypertension screening, monitoring 

and documentation. The nature and definition 

of community health volunteers varies widely 

in other studies, for example, CHVs may be 

referred to as local community members who 

have no formal education in health care (24), 

members of the communities where they work, 

are selected by the community, and 

answerable to the community for their 

activities (25), and are lay people trained to 

promote health among their peers in the 

community (26). 

Willingness to become a community 

volunteer could be influenced by the hope of 

being compensated eventually especially in 

situations where there is high unemployment 

or fewer opportunities. A lack of financial or 

material compensation has been broadly 

reported in other studies as having an 

influence on the performance of community 

volunteers (27). The Government of Malawi in 

collaboration with donors could offer more 

incentives to draw more volunteers to cater for 

the shortage of health workers which could 

avoid health facilities being overstretched and 

facilitate better care for patients. Task shifting 

care for hypertension to lower level health 

providers such as community volunteers has 

been suggested to increase access to health 

services (10).  

Implementation of the community 

programmes involves thorough training of 

CHVs to build their confidence and capacity 

for CVD prevention and control. Limited 

training and continuous education were 

mentioned as an impediment to provision of 

proper diagnosis and monitoring of 

hypertension by community volunteers. This 

was also similar in other studies in Africa (28-

30). Low level of knowledge and lack of 

training among CHVs were reported to pose a 

challenge in their work in Kenya (31). The 

government could invest more in community 

volunteers and offer comprehensive training. 

A systematic review in China noted that high 

quality training and supervision of CHVs were 

key facilitators of their NCD prevention and 

control roles (32).  

Health System Factors  
Malawi’s health system delivery is 

struggling with workforce challenges in all 

domains of health. Malawi currently has a one 

doctor to 33,000 patient’s ratio. This falls 

below the one doctor to 1320 patients WHO 

recommendation.  In addition, the distribution 

of more qualified professional workers is 

concentrated in a few major towns. The 

problem is more serious for NCD service 

provision which are generally not accessible, 

equitable nor responsive to the need of the 

vulnerable (14). Results from our study 

indicate that at community level, community 

volunteers also reported the critical shortage of 

volunteers. In the midst of these challenges, lie 

opportunities to improve NCD prevention 

strategies, treatment and control in Malawi. 
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For example, the deployment of technology, 

effective exploitation of Community-based 

health systems and task sharing provide 

important frameworks to improve NCD care.  

Shortage of drugs came out 

prominently in the study and the potential 

ways in which it affected the work of CHVs 

was featured. Other studies have also reported 

how shortage of drugs influence hypertension 

control (33). However, a leaf can be borrowed 

from South Africa where evidence indicate 

improved access to chronic disease medication 

resulting from drug forecasting and the supply 

chain at the lower levels (34).   

Our study reported lack of clear 

formal referral and follow-up procedures in 

place to keep track of patients who have been 

referred to the health facility and back to the 

community. Improved strategies for referral 

and follow-up could assist in improving the 

outcome of patients on treatment. According 

to other studies, one of the major roles of 

CHVs is referral of patients to health facilities 

which is coupled with challenges such as poor 

feedback from the patients (35). In our study, 

CHVs referred clients identified with elevated 

blood pressure to either the community nurse 

or nearest health facility. In other studies, 

hypertension has been described as a 

symptomless but dangerous disease (36) and in 

such communities where health-seeking 

behaviour is poor and people only visit health 

facilities when they have serious symptoms, it 

has been suggested that CHVs can be trained 

on how to administer medication which can 

play a critical role in identifying problems 

early enough for timely intervention (36).  

Patient-Related Factors 
Evidence shows that poor 

communities are more affected by NCDs, 

which further ensconce poverty due to high 

cost of health care for NCD (37, 38). Our 

study findings indicate that community 

members face financial constrains such as lack 

of transport cost and lack of money to 

purchase medication in addition to the already 

lack of basic needs. This massive financial 

burden on patients obstructs early detection 

and treatment of hypertension. Patients incur 

additional financial and opportunity costs to 

access limited hypertension services and 

antihypertensive drugs due to the widely 

dispersed nature of their settlements. This 

further steps on an already vulnerable group 

into poverty and contributing to the poor 

control of hypertension.  

Cultural practices and cost issues 

prompted patients to seek alternative remedies 

such as traditional herbal medicine hence 

hindering hypertension control and 

monitoring. Cultural practices such as 

preference for herbal treatment were reported 

in other studies (39). Community volunteers in 

collaboration with professional workers need 

to improve health education on hypertension to 

deliver accurate hypertension information on 

importance of medical interventions.  

The study shows the complexity of the 

work done by community volunteers and the 

different determinants in diagnosis and 

monitoring of hypertension at community 

level. It is evident that CHVs have a potential 

to supplement the formal health system in the 

struggle to achieve sustainable development 

goals in Malawi and other low-and-middle-

income countries.  

In summary, as a priority, it is 

important to clearly identify and discuss 

determinants that community health volunteers 

are facing in implementing the community-

based hypertension program. CHVs can make 

good contributions to the improvement of 

hypertension diagnosis, identifying 

cardiovascular risk, and referring patients to 

health facilities.  However, it is essential to 

recognise their limitations. They are not 

trained health workers and so cannot be 

expected to be as competent as professional 

health workers. On the other hand, their 

proximity to the community setting coupled 
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with their ability to act as a bridge to existing 

primary health systems does offer potential to 

support the health system.  

Limitations  
This was a qualitative study, and we 

acknowledge that our findings may not be 

generalisable to the wider Malawian 

population. However, we believe that our 

observations can further inform the 

development of such interventions aimed at 

integrating NCDs into primary health care 

without the support of major programmes such 

as HIV or TB programmes.  

The work of CHVs in this study 

focused on people with suspected high blood 

pressure, thus possibly excluding patients with 

conditions which could have potentially 

benefitted from CHV services. Additionally, 

although the study involved three study sites, 

there was a relatively small sample size of 

CHVs specifically female CHVs. This is 

because of the acute shortage of community 

volunteer’s especial males. However, we do 

not anticipate that the sex of the respondent 

had a large influence because both male and 

female volunteers had similar views. Despite 

these limitations, this study is an important 

step in initiating the discussion on the 

redesigning of research to be better aligned 

with the communities in which the research is 

conducted. 

Conclusion 
Taken together, this paper reveals the 

three layers of determinants as individual 

factors, health system and patient-related 

factors, associated with hypertension diagnosis 

and monitoring at community level in Malawi 

within the unique context of a lower social 

economic community. These is key contextual 

evidence needed to enhance the successful 

implementation of the national NCD Policy at 

community level in Malawi. We find sufficient 

evidence at different levels that the 

Government of Malawi can improve to support 

CHVs in delivery of preventive, promotive 

and curative services to the community they 

belong. These include recruitment and 

provision of comprehensive training for 

CHVs, financial incentives for CHVs, 

improving health systems functions as well as 

drug supply in public health facilities and 

dissemination of health messages to the 

community. It is evident that CHVs have the 

capacity to supplement the formal health 

system to cater for the limited shortage of 

professional health care workers. However, 

there is need for more studies that examine 

determinants of other NCDs and CHVs 

capacity to support decision making.  
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Appendix  

Table 1: Characteristics of Study Participants 

Characteristic Number (percentage) 

Gender  

Male 4 (14.29%) 

Female 24 (85.71%) 

Age group  

30 – 35 5 (17.86%) 

36 – 41 10 (35.71%) 

42 – 47 9 (32.14%) 

48+ 4 (14.29%) 

Level of education  

Primary education (8 years) 7 (25.00%) 

Junior certificate level (2 years) 17 (60.71%) 

Malawi secondary certificate level (2 years) 4 (14.29%) 

CBO site  

Mitundu  7 (25.00%) 

Kawale  12 (42.86%) 

Area 18 9 (32.14%) 

Years of experience as a CHV  

1 – 2 years 9 (32.14%) 

3 – 4 years 13 (46.43%) 

5+ years 6 (21.43%) 
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Table 2: Themes and Summary Code of The Study 

Themes Summary Codes 

Individual factors • Limited training and continuous education  

• Lack of financial incentives 

• Poor communication with health facilities  

Health system factors • Lack of well-functioning referral system 

• Limited number of volunteers 

• Shortage of drugs 

Patient-related factors • Non-adherence to medication 

• Financial constraint 

• Use of alternative remedies for treatment of 

hypertension 

 


