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ABSTRACT
Background  The last 3 years have witnessed global 
health challenges, ranging from the pandemics of 
COVID-19 and mpox (monkeypox) to the Ebola epidemic in 
Uganda. Public health surveillance is critical for preventing 
these outbreaks, yet surveillance systems in resource-
constrained contexts struggle to provide timely disease 
reporting. Although community health workers (CHWs) 
support health systems in low-income and middle-income 
countries (LMICs), very little has been written about their 
role in supporting public health surveillance. This review 
identified the roles, impacts and challenges CHWs face in 
public health surveillance in 25 LMICs.
Methods  We conducted a scoping review guided by 
Arksey and O’Malley’s framework. We exported 1,156 
peer-reviewed records from Embase, Global Health and 
PubMed databases. After multiple screenings, 29 articles 
were included in the final review.
Results  CHWs significantly contribute to public health 
surveillance in LMICs including through contact tracing 
and patient visitation to control major infectious diseases 
such as HIV/AIDS, malaria, tuberculosis, Ebola, neglected 
tropical diseases and COVID-19. Their public health 
surveillance roles typically fall into four main categories 
including community engagement; data gathering; 
screening, testing and treating; and health education and 
promotion. The use of CHWs in public health surveillance 
in LMICs has been impactful and often involves 
incorporation of various technologies leading to improved 
epidemic control and disease reporting. Nonetheless, use 
of CHWs can come with four main challenges including 
lack of education and training, lack of financial and other 
resources, logistical and infrastructural challenges as well 
as community engagement challenges.
Conclusion  CHWs are important stakeholders in 
surveillance because they are closer to communities than 
other healthcare workers. Further integration and training 
of CHWs in public health surveillance would improve public 
health surveillance because CHWs can provide health 
data on ‘hard-to-reach’ populations. CHWs’ work in public 
health surveillance would also be greatly enhanced by 
infrastructural investments.

INTRODUCTION
Community health workers (CHWs) are 
a critical component in the health system 

architecture of low-income and middle-
income countries (LMICs). They are primarily 
based outside health facilities and often have 
some formal but limited training provided 
by the health systems or health programmes 
they support.1 Following the Alma Ata Decla-
ration of 1978 that promised ‘health for all’ 
through bottom-up approaches, CHWs have 
been a pivotal part of healthcare delivery in 
LMICs through their efforts in health educa-
tion and the delivery of primary healthcare 
services.2 3 In most cases, CHWs do not 
receive any formal professional certificate or 
degree and perform their duties on a volun-
tary basis.1 However, some CHWs may receive 
a salary or other incentives.4 It is increas-
ingly recognised that CHW programmes can 
improve health to achieve public health goals 
in LMICs.1 4

Historically, there has been a rise and fall in 
attempts at implementing CHW programmes 
in LMICs. In the mid-1970s, CHWs were a 
key element of the strategy to achieve WHO’s 
‘Health for All by the year 2000’ agenda. 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ This study offers a broad-ranging synthesis of the 
role of community health workers (CHWs) in pub-
lic health surveillance and covers a wide range of 
countries across three continents.

	⇒ The study relied on three major global health da-
tabases and this facilitated access to a wide range 
of records increasing the likelihood of identifying 
relevant studies.

	⇒ The time period of this review (the last two decades) 
allowed for understanding CHW roles in public 
health surveillance both in pre-COVID-19 contexts 
as well as CHW roles in the COVID-19 context.

	⇒ The use of grey literature sources might have broad-
ened the understanding of the role of CHWs in pub-
lic health surveillance particularly in contexts where 
descriptions of CHW roles do not get published in 
peer-reviewed papers.
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Because of this ambition and institutional orientation, 
many CHW programmes were established in the late 
1970s in LMICs.5 Not too long after that, however (in the 
late 1980s), there was a reorientation towards selective 
primary healthcare given the rise of neoliberal economic 
policies and this significantly undermined the critical role 
of CHWs.2 Structural adjustment programmes, gover-
nance failures in countries where large CHW programmes 
were operational and ideological changes all contributed 
to the waning of CHW programme implementation.5 
The 2000s saw a reorientation and interest in CHWs 
once again with increased interest in implementing CHW 
programmes although most recent attempts continue to 
be plagued by very similar challenges as those faced in the 

1970s, including poor implementation and resource chal-
lenges.3 In recent years, several critical questions have 
arisen on the ongoing role of CHWs and the possibilities 
for improving public health through their work such as 
whether they should only work in communities or within 
facilities, who should select them and to whom they are 
accountable.6–8

Although CHWs have played a wide range of public 
health roles, not much attention has been given to their 
role in public health surveillance. The last 3 years have 
revealed the dangers of poor public health surveillance 
systems, ranging from the global pandemics of COVID-19 
and mpox (monkeypox) to the recent Ebola epidemic in 
Uganda. Public health surveillance is a critical component 

Figure 1  Preferred Reporting Items for Systematic Reviews and Meta-Analyses-Extension for Scoping Reviews diagram of 
included studies. CHWs, community health workers.
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of any efforts to prevent these epi/pandemics. Yet, surveil-
lance systems may fail to accurately document the disease 
burden in LMIC contexts because of resource constraints 
including infrastructural challenges and inadequate 
human resources for health.9 Given the critical role played 
by CHWs in health systems strengthening and response to 
health challenges, their role in public health surveillance 
could be pivotal in preventing and containing epidemics. 
The objective of this scoping review was to explore the 
roles of CHWs in public health surveillance systems in 
LMICs as well as the impacts they have had in supporting 
surveillance. Additionally, we explored the challenges 
faced when using CHWs for public health surveillance 
work and described the kinds of technologies that are 
being adapted and used as part of CHW programmes to 
improve surveillance in LMICs.

METHODS
This review was guided by the five-stage methodolog-
ical framework proposed by Arksey and O’Malley.10 
This approach was chosen because it provides a useful 
methodology for systematically determining the state of 
evidence on a given topic, identifying gaps in research 
and providing guidance for future research in the area. 
The approach includes the following steps: (1) iden-
tify the research question; (2) identify studies that are 
relevant to the research question; (3) review and select 
a subset of studies for inclusion in the final review; (4) 
chart data and information of the selected studies; and 
(5) summarise and present the results.10

This review set out to examine CHWs’ roles in disease 
surveillance in LMICs. Specifically, the review focused on 

the role played by CHWs in disease surveillance as well 
as their impacts and the challenges they face. It however 
did not include routine monitoring and evaluation 
work done by non-governmental organisations (NGOs) 
while engaging with CHWs. This review also included 
a secondary research question exploring the extent to 
which innovative information and communication tech-
nologies (ICTs) were incorporated into the work of CHWs 
as part of their surveillance work.

With the guidance of an expert academic librarian, three 
major databases (Embase, Global Health and PubMed) were 
searched in October 2022. The following search was used 
to extract studies from the databases: (community health 
worker OR community health extension worker OR village 
health team* OR primary healthcare worker*) AND (surveil-
lance OR public health surveillance OR disease monitoring 
OR community disease reporting). Detailed searches can be 
found in online supplemental file 1.

The inclusion criteria for the review included: (1) 
publication in the English language; (2) full text, peer-
reviewed journal articles; (3) the study described specific 
roles of CHWs in surveillance and the impacts of using 
CHWs; (4) the study described key challenges faced 
when using CHWs whether these challenges were faced 
by CHWs, health systems or researchers. To identify a 
wide range of studies, no restrictions were used for the 
publication date or the designs of the studies, but studies 
retrieved from the databases and included in the final 
selection were those published over the last 20 years. 
CHWs are a diverse group with variations in education 
and pre-service training. We included all types of CHWs 

Figure 2  Geographical distribution of included studies.
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ranging from those with some or limited formal educa-
tion to those who could not read or write.

The search findings from the databases were exported 
into Rayyan software followed by a systematic de-duplication 
and title/abstract screening which was conducted by two 
reviewers. The reference lists of relevant articles were also 
searched to identify further studies which were reviewed to 
be added to the records. The relevance and appropriateness 
of articles selected for the final review were agreed upon by 
both reviewers. No registered protocol was published for this 
study and it received no financial support from any funding 
agencies. A Preferred Reporting Items for Systematic Reviews 
and Meta-Analyses-Extension for Scoping Reviews (PRIS-
MA-ScR) diagram (figure 1) describing the literature search 
process and included studies is presented below. Online 
supplemental file 2 shows the PRISMA-ScR checklist and 
figure  2 shows the geographical distribution of included 
studies.

Patient and public involvement
None.

Findings
The systematic search of relevant databases resulted in 
a total of 1,156 records: Embase (467), Global Health 
(439) and PubMed (250). A total of 247 duplicates were 
removed and 909 screened. After titles and abstracts 
were screened, 812 irrelevant records were excluded. 
The full texts of 95 articles were reviewed to assess if they 
met the inclusion criteria. A total of 66 articles/records 
were excluded at this stage because there was no full 
text in English (2), they were conference abstracts (24) 
or not explicitly focused on both CHWs and surveil-
lance (40). A total of 29 peer-reviewed articles met the 
inclusion criteria and were included in the final review. 
The studies adopted quantitative, qualitative and mixed 
methodologies with some studies specifically describing 
interventions to train CHWs.11 12 Studies were from 25 
LMICs across the world including Africa,11–26 Asia,27–36 
Latin America37 38 and the Caribbean.39 Although most 
studies focused on specific infectious diseases including 
HIV/AIDS,20 malaria,15 18 37–39 tuberculosis (TB),16 19 
Ebola,12 neglected tropical diseases (NTDs)13 24 26 and 
COVID-19,34 others focused on maternal and child 
health,14 25 29–32 35 general health/overall mortality17 21 23 33 
and specific outcomes such a suicide.28 Once data charting 
was completed, we synthesised results by identifying 
the most commonly described roles, challenges and 
impacts and categorised these based on similarity. For 
example, among included studies, we grouped together 
roles related to data, engaging with communities, health 
education and those connected to testing and treatment. 
We then synthesised these studies focused on how simi-
larly they described roles across these domains to provide 
a summary of the most common roles. We used a similar 
approach to identify challenges and impacts of CHWs in 
public health surveillance.

CHWs play a wide range of roles as part of their surveil-
lance work and these can be categorised into four main types 
of not entirely mutually exclusive functions including: (1) 
community engagement; (2) data gathering; (3) screening, 
testing and treating patients; and (4) health education and 
promotion. We also identified three key types of challenges 
faced by CHWs and health systems using CHWs for surveil-
lance including: (1) lack of education and training; (2) lack 
of financial and other resources; and (3) logistical and infra-
structural challenges. The use of CHWs was very impactful 
and several studies that compared the effectiveness of CHWs’ 
surveillance with other forms of surveillance concluded that 
CHWs were more or just as effective as traditional surveil-
lance.13 15 17 22 24 31 In the sections that follow, we describe 
the roles, challenges and impacts of CHWs in their work to 
support surveillance. Online supplemental table 1 includes a 
summary of included studies and online supplemental table 
2 provides a detailed appendix of included studies.

CHW roles
CHWs play four main kinds of roles in their surveillance work 
with community members and patients. While some of these 
roles are directly related to traditional surveillance such as 
data collection and screening, others such as community 
engagement, health promotion and education are secondary 
roles incorporated into surveillance roles by CHWs either at 
the behest of supervisors or through CHWs’ innovations. 
Generally, the roles assigned to and played by CHWs depend 
on a combination of their education and pre-service training 
and available resources for building their technical capacities 
to support surveillance.

Community engagement
One of the main roles of CHWs in surveillance work in 
LMICs is community engagement. Several studies have 
revealed that because CHWs are usually from the commu-
nity, they are some of the most effective agents for commu-
nity engagement. CHWs often have a deep understanding 
of cultural practices and why community members may 
refuse to adhere to treatment or refuse to report cases 
of diseases. In a comparative analysis of treatment adher-
ence aimed at preventing mother-to-child transmission 
of HIV/AIDS, Cataldo et al20 noted that CHWs were 
often effective at identifying and convincing mothers 
to adhere to treatment because of their deep commu-
nity knowledge. Similarly, a Cameroonian study on the 
use of CHWs for surveillance of outbreak-prone diseases 
concluded that CHWs are effective agents of community 
engagement for displaced communities because they are 
often trusted by communities more than, for example, 
traditional healthcare workers.22 CHWs perform their 
community engagement role through household visits 
and drawing on their own lived experience when inter-
acting with other community members.13 19 22 29 34 39

Data gathering
By far the most common role played by CHWs in 
the included studies was data gathering as part of 
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disease surveillance. In most cases, this involved going 
door to door to interview community members and 
patients, taking photos, completing vital registrations 
or conducting verbal autopsies. These data points are 
then transferred to appropriate facilities via mobile tech-
nologies or physical papers and folders. In Zimbabwe, 
Kambarami et al25 highlighted that as part of pregnancy 
surveillance, CHWs collected data on women’s menstrual 
health, while in Pakistan, Khalid et al32 described CHWs 
as playing a critical role in collecting data on pregnancies, 
births, and maternal and child deaths during household 
visits. In rural Nepal, Bhatta et al33 also highlight the role 
of CHWs in improving surveillance by collecting data 
on fatal injuries and other demographic data. In some 
cases, the data collected are not restricted to mortality 
and morbidity data but may also include samples in the 
case of surveillance for patients with TB in South Africa.16 
Additionally, in the case of surveillance of NTDs, Timothy 
et al,13 based on a survey of CHWs in Liberia, describe 
the data gathering role of CHWs to include the taking of 
photographs of skin-related NTDs. In places where vital 
registration systems have been historically ill-equipped/
insufficient, CHWs have played an important role in 
obtaining vital registration data to be forwarded to health 
facilities.21 Beyond the collection of data directly related 
to mortality and morbidity, CHWs also support surveil-
lance by collecting data on treatment as in the case of 
CHW surveillance data gathered from Kenya, Nigeria and 
the Democratic Republic of the Congo.14

Screening, testing and treating
As part of their surveillance work, CHWs also play a crit-
ical role in supporting screening, testing and treatment, 
particularly for infectious diseases in LMICs. In Panama,37 
Zambia,18 the Dominican Republic39 and Honduras and 
Laos,38 an identified role of CHWs as part of surveillance 
work has been the administration of rapid diagnostic 
testing for malaria, particularly among marginalised 
populations and those in so-called ‘hard-to-reach places’. 
In other contexts, such screenings have been done for 
other conditions, such as TB in South Africa,16 19 skin-
related NTDs in Liberia13 and even pregnancy testing in 
Zimbabwe.25 In most cases, where CHWs play a role in 
identifying and testing for conditions, they also often play 
a role in providing treatment for patients and commu-
nity members. Bhavnani et al37 note that Panamanian 
CHWs, after identifying malaria cases, provide treatment 
for community members. This treatment could be in 
the form of giving available medications or accompa-
nying patients in their treatment journey to ensure that 
patients access the medicines they need.20 In Indonesia, 
this accompaniment comes in the form of travelling with 
women to attend antenatal care clinics,29 while in Liberia, 
this role involves supporting community members in 
managing skin-related NTDs.13 Afai et al have also noted 
that CHWs in Mozambique have incorporated the distri-
bution of antimalarials into their surveillance work.15

Health education and promotion
Beyond the provision of treatment, CHWs also provide 
health education and promotion support as part of 
their surveillance work. In places such as Ghana, CHWs 
have supported public health surveillance through crit-
ical preventative measures such as the distribution of 
mosquito-treated nets.21 In Sierra Leone, Mckenna et al12 
highlight the role of CHWs in health promotion noting 
that CHWs do not only provide information about how 
Ebola is spread during household visits but also provide 
counselling to community members about vaccinations. 
CHWs also help to organise health promotion campaigns 
and incorporate the sharing of key health information as 
part of their surveillance work.16 Through these activities, 
CHWs move beyond collecting data and simply screening 
for disease to supporting existing preventative medicine 
and primary healthcare services as part of their surveil-
lance role.

Challenges faced by CHWs
We identified three key challenges involved in the use of 
CHWs. These challenges are either those faced by CHWs 
in the discharge of their duties or those faced by health 
systems and researchers in their attempts to use CHWs for 
surveillance work. Broadly, the challenges associated with 
the use of CHWs as well as those faced by CHWs in their 
surveillance work can be divided into three main catego-
ries that are not entirely mutually exclusive including: (1) 
lack of or insufficient education and training; (2) lack of 
financial resources; and (3) logistical and infrastructural 
challenges. For roles that required more technical skills, 
like screening and testing, education/training-related 
challenges were often identified. Challenges related to 
confidentiality and difficulties in community engagement 
also emerged more commonly on health issues/outcomes 
considered more sensitive such as HIV/AIDS and suicide.

Lack of education and training
One of the key challenges with the use of CHWs for 
surveillance work is the fact that CHWs may lack the 
requisite education and training to carry out all duties 
effectively. This lack of education may manifest in limited 
technological and language abilities. In Sierra Leone, 
Mckenna et al12 have noted that many CHWs found 
it difficult to use a mobile application developed to be 
used for Ebola surveillance because the messaging on the 
application was in a specific language not spoken by all 
CHWs. Regeru et al23 have also noted how in Kenya and 
Malawi, CHWs conducting surveillance struggled because 
of insufficient knowledge and training in data manage-
ment. This leads in some places to errors in surveillance 
such as duplication and reporting on people outside of 
the designated catchment area for surveillance as Stanton 
et al found for lymphatic filariasis surveillance in Ghana 
and Malawi.24 In many cases, CHWs may not know how 
to read and write and this can pose difficulties in their 
attempts to play their data gathering role. CHWs trying to 
support surveillance in Nepal had difficulties completing 
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notification of death forms because of a lack of educa-
tion and training.33 In some cases, this challenge arises 
because of institutional contexts where CHWs may be 
operating without sufficient supervision and training,16 
and this can lead to several negative outcomes including 
breaches of confidentiality by CHWs.20

Lack of financial and other resources
One of the major challenges faced by CHWs in the 
discharge of their duties is the absence of financial 
resources. In most healthcare systems where CHWs 
support surveillance work, they do so without financial 
compensation. While this reality can be a source of pride 
and a sense of ‘spirit of service’,39 lack of financial incen-
tives can render CHW surveillance work difficult particu-
larly in situations where CHWs who are often smallholder 
farmers feel that that they have to choose between 
surveillance work and their livelihoods.21 Lack of finan-
cial resources also renders CHW work difficult because in 
some cases, they are forced to use their personal financial 
and other resources to be able to carry out surveillance 
work.20 Some of the personal resources CHWs have often 
had to rely on to be able to work include the use of their 
own mobile phones, airtime, means of transportation and 
time.20 Working under such financial and other resource 
constraints undermines the effectiveness of CHWs and 
can directly disrupt and interfere with the quality of the 
surveillance work carried out by CHWs.14 19 25 32

Logistical and Infrastructural challenges
Beyond financial resource challenges faced by CHWs 
as they try to conduct surveillance work, they also face 
challenges related to the socioeconomic and institutional 
contexts within which they operate. While some of these 
challenges are common realities in LMICs, they hamper 
CHWs’ ability to function and in many cases, disrupt 
surveillance work. A number of studies on CHW roles in 
surveillance have highlighted transportation challenges 
CHWs often face either due to poor road networks or 
unavailability of appropriate means of travel to be able 
to transmit surveillance data.11 19 21 While in some cases, 
transportation challenges may be mitigated through the 
use of text messaging platforms, some CHWs may still 
struggle to conduct their work because of poor cellphone 
coverage,11 26 lack of electricity or intermittent power 
outages11 12 26 or in some cases, because of ongoing inse-
curity and the possibility of attacks by insurgent groups.22 
While the issue of insecurity faced by CHWs in Cameroon 
as described by Metuge et al22 was by armed insurgent 
groups in a context of conflict, CHWs may also face 
similar challenges as they try to conduct surveillance in 
areas with higher levels of poverty and crime.16

Community engagement challenges
In a few cases, CHWs may also face challenges in their 
attempts at community engagement often because of 
ongoing misunderstandings. For example, there are 
reported examples where community members may 

think that CHWs are paid for their work leading commu-
nity members to refuse to cooperate with CHWs.21 In 
other cases, CHWs may find themselves in uncomfortable 
positions because while their closeness to the community 
allows them to share their lived experience and better 
connect with community members, they may also be 
perceived as ‘informants’ in their surveillance work.28 In 
some cases as well, CHWs may find themselves in high-risk 
situations where community members refuse to cooperate 
with them or resist their attempts at data gathering or 
sample collection.19 Across the multiple cultural contexts 
of included studies, challenges related to community 
engagement often emerged in rural contexts compared 
with urban contexts thus requiring CHW cultural compe-
tence to navigate.

Impacts of CHWs on surveillance
The use of CHWs in surveillance has been highly effective 
in improving public health surveillance, especially in low-
resource contexts. For example, Anwar et al have revealed 
that in Pakistan, use of CHWs was highly impactful and 
led to an increase in the observed perinatal and maternal 
mortality rates since CHWs effectively identified cases 
not identified through existing surveillance systems.31 A 
similar finding was reported by Stanton et al for lymphatic 
filariasis rates in Ghana and Malawi.24 In cases where 
CHWs have the capacity to test and treat, they have effec-
tively not only provided information to aid surveillance 
but successfully ended outbreaks as in the case of malaria 
outbreaks in Santo Domingo.39 For data that are often 
extremely hard to find in LMIC contexts such as suicide 
data28 and data on injuries,33 the use of CHWs has played 
a role in providing such critical information for health 
systems while ensuring that those in rural and remote 
communities are included in such surveillance.29 31 
CHWs’ community engagement skills also help to facil-
itate cooperation from community members leading 
to effective surveillance and the sustainability of public 
health surveillance efforts.

Incorporation of technologies into CHWs’ surveillance work
As part of our secondary research question, we explored 
how various ICTs have been incorporated into CHW 
surveillance work. Among the included studies, 12 
specifically highlighted the fact that they had incor-
porated technologies in CHW surveillance, and 
these ranged from the use of Excel sheets38 and text 
messaging11 26 27 to clinical algorithms.35 Although the 
use of these technologies, particularly text messaging 
applications have significantly improved surveillance, 
particularly in resource-constrained contexts, existing 
infrastructural challenges including challenges with elec-
tricity11 12 and cellphone coverage11 26 often undermine 
the effectiveness of these technologies. Nonetheless, the 
incorporation of ICTs into CHWs work has positive effects 
on surveillance work with real potential for building the 
capacities of the CHWs and communities who benefit 
from such interventions.
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DISCUSSION
We set out to describe the role CHWs play in public 
health surveillance across LMICs. CHWs have been a crit-
ical part of primary care and community health initiatives 
since the Alma Ata Declaration of 1978. Our review has 
revealed that the roles played by CHWs to support public 
health surveillance in LMICs are varied and can be very 
impactful to health systems. While this evidence encour-
ages the need to support and expand CHW programmes, 
it is necessary to assign CHW roles and tasks based on 
their capacities and be mindful of safety implications for 
some tasks that may be assigned to CHWs.40 For example, 
the possibility of violating patient privacy34 despite well-
intentioned attempts at health promotion necessitates 
proper training and resourcing to mitigate. In many 
LMICs, the absence of strong vital registration systems also 
means that CHWs are absolutely necessary for providing 
much needed data for health systems.41 In this sense, 
health system stakeholders should consider CHWs as vital 
players for improving disease surveillance and reporting. 
Drawing on innovative approaches for capturing data that 
might otherwise go unreported such as verbal autopsy,42 
the routine integration of CHWs in surveillance systems 
has the potential to provide data beyond the traditional 
maternal and child health outcomes to include data on 
outcomes such as suicide.28

The challenges faced in using CHWs need to be 
confronted by health systems given the value and impor-
tance of the roles played by CHWs. Indeed, financial, 
logistical and infrastructural challenges faced by CHWs 
require governments and donors to further invest 
resources to enhance capacity building of CHWs to 
support public health surveillance in LMICs. None-
theless, a simple investment of resources alone will not 
remove all barriers faced by CHWs as some of the chal-
lenges they face relate to soft skills and the intricacies of 
building trust during community engagement. As noted 
previously, for example, there are several instances where 
CHWs may be perceived as informants while trying to do 
surveillance work, and this undermines their safety and 
ability to work effectively.28 While in some cases, CHWs 
may decide to share or inform programme coordinators 
or health system stakeholders about these challenges, 
structural inequities and power imbalances often mean 
that CHWs may remain silent.43 This means that while 
CHWs’ intimate community knowledge can be relied 
upon for community engagement to support disease 
surveillance, programme managers, researchers and 
health system stakeholders seeking to rely on CHWs for 
surveillance work need to collaboratively engage commu-
nities with the help of CHWs to build trust and promote 
transparency.

Technological innovations can be powerful tools to 
support the work of CHWs and lessen the burden they face 
as they try to support surveillance work. Generally, the use 
of mobile technologies promotes quick transfer of data 
and mitigates against some of the barriers CHWs may face 
such as lack of transportation. Nonetheless, deep-seated 

infrastructural challenges including poor (or lack of) 
mobile phone networks and persistent power outages can 
undermine CHWs’ ability to use these powerful technolo-
gies for improving surveillance.

Strengths and limitations of this study
This study offers a broad-ranging and up-to-date synthesis 
of the role of CHWs in public health surveillance and 
covers a wide range of countries across three conti-
nents. This allowed for an understanding of how varied 
contexts influence the role of CHWs in conducting and 
supporting public health surveillance in LMICs. Second, 
the study relied on three major global health databases, 
and this facilitated access to a wide range of records 
increasing the likelihood of identifying relevant studies. 
The identified studies covered a broad range of topics 
and highlighted varied roles across contexts. A limitation 
of this study is that it would not have captured roles of 
CHWs in public health surveillance that are not reported 
in the peer-reviewed literature. The use of grey literature 
sources might have broadened the understanding of the 
roles of CHWs in public health surveillance particularly 
in contexts where descriptions of CHW roles do not get 
published in peer-reviewed academic journals.

CONCLUSION
Given the ever-present threat of epidemics particularly 
as the world enters the closing phase of the COVID-19 
pandemic as a public health emergency of international 
concern,44 it is necessary to draw on the ingenuity of CHWs 
to support public health surveillance in LMIC contexts. 
CHWs have played several key roles in public health 
surveillance and should be empowered and prioritised by 
governments of LMICs as a health system strengthening 
strategy45 as well as a potential epi/pandemic response 
strategy. The emergence and re-emergence of major 
infectious disease threats vis-à-vis crumbling public health 
infrastructure in LMIC contexts underscore the need to 
invest in CHWs to support public health surveillance.46 
CHWs have proven through their several roles and 
impacts in public health surveillance in LMICs that they 
can be counted on to improve public health surveillance 
in these contexts.
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